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Background

Research has established that socioeconomic $&HS®) is linked to health over
time, and the gap between high and low SES groagmb before birth and persists
across the lifetime (Kaplan, 2009). Longitudinaledaave demonstrated the effects of
cumulative disadvantage, which posits that disathgmearly in life affects physical and
mental health later in life, in part because thoke experience disadvantage in
childhood are likely to accumulate additional riaktors that continue to exacerbate their
disadvantaged status (Shuey & Willson, 2008). ¥s®eaations between SES and health
over time are sufficiently large that one couldifiebly argue that it is not only
socioeconomic status that is stratified, but healtds well (PearlinSchieman, Fazio, &
Meersman, 2005). Although health inequalities Hasen acknowledged and studied for
decades, their causes are still not entirely clear.

With regard to mental health in particular, numerstudies have documented
that psychological distress and a range of memalti diagnoses occur at higher rates
among low-income versus higher-income individullessler et al., 1994; Pratt, Dey, &
Cohen, 2007). Moreover, children of parents wittakhealth problems are at
increased risk of psychiatric disorders themsefeas, Hammen & Brennan, 2003; Lieb
et al., 2002; Turner, Beidel, & Costello, 1987)h@tresearch had indicated that most
people with mental health problems do not receieatinent, and the treatment gap is
greater among the economically disadvantaged cadpartheir more advantaged
counterparts (Wang et al., 2005). This patterrrablematic for a number of reasons, not
least of which is the association between untreatagtrnal mental illness and impaired

maternal functioning (Swartz et al., 2005) as @slpoor outcomes for children receiving



psychiatric treatment (Brent et al., 1998; CobhBaxds, & Spence, 1998). In a related
vein, an understudied factor linking poverty andltreis family comorbidity, or the co-
occurrence of physical and/or mental health problemwo or more members of a
family. Very little is known about the prevalendefamily comorbidity or how it
influences family relationships, treatment-seekmghealth outcomes.

One overarching limitation of much of the reseasaorhealth inequalities across
the life course is that it has tended to utilizelemiological and survey approaches.
While such approaches provide important insightts Imow risk factors at the individual
level influence health, they miss much about thetdaday processes and contextual
factors that work together over time to shape #th and treatment-seeking behaviors
of those living in poverty (Burton & Bromell, 2010)

Given the limitations of the current research, botterms of methodology and
the gaps in understanding why health and treatshlisparities persist, it is important to
explore further the factors contributing to low-amee mothers’ decisions about how and
whether to seek out mental health treatment, alsasethat other coping strategies they
utilize. Although survey data along with a handftiethnographic studies shed some
light on the instrumental and perceptual barriees keep low-income mothers out of
treatment (e.g., Anderson et al., 2006; Copelar&h&der, 2010; Padgett, Patrick, Burns,
& Schlesinger, 1994), there is a dearth of infororatibout how these barriers play out
over time. More specifically, very little researths been undertaken to understand the
process of how such barriers interact with famdynorbidity and cumulative

disadvantage.



The present study utilizes longitudinal ethnograptata from th&Velfare,
Children, and Families: A Three-City Stuthereafter referred to as the Three-City
Study) to begin to fill in some of the above gap&mowledge. The ethnographic data
from the Three-City Study offer detailed accourft2%6 low-income mothers’ and
families’ lives over a period of six years, as wadlretrospective data that cover mothers’
histories. To date, only one study (Burton and Bethn2010) has conducted an analysis
of mothers’ mental health using these data. Thatystevealed a high prevalence of
mental and physical health problems across the lgafipe aim of the present study was
to focus on a subsample of the mothers in ordexpbore in greater depth the context,
meaning, and process by which low-income mothedsess mental health problems

Literature Review

The below review explores several bodies of re$etlvat are relevant to the
present study. First | summarize what is known altweimental health of low-income
mothers, including the increased risks facing €imgbthers and mothers on welfare, as
well as the effects of maternal mental health gotd on poor families. Next, findings
from a study (Burton & Bromell, 2010) that was foational to the current research,
which analyzed maternal health in the Three-Cityd8tethnography, are recapped. Then
the evidence for the association between healttpardrty, and in a related vein for the
accumulation of disadvantage over time, is reviewéa next section of the literature
review explores the understudied concept of faulipnorbidity. The final two sections
cover related topics of barriers to mental heattatiment and coping strategies employed

by low-income women.



Mental Health of Low-Income Mothers

Psychological distress and numerous mental heatindses including anxiety,
substance use, and depressive disorders, havddweehto occur at higher rates for low-
income versus higher-income individuals (Kesslaalgtl994; Pratt, Dey, & Cohen,
2007). Both the National Comorbidity Study (NCS)ldhe Epidemiological Catchment
Area Study (ECA) have shown that individuals wilwér socioeconomic status are more
likely to suffer from mental health problems thange of higher SES (Loprest &
Nichols, 2008). Yu and Williams (1999) analyzedadmom the ECA and found that
those in the lowest quartile were 2.86 times mibedyl to have a mental health problem
than those in the highest socioeconomic quartteirfanalysis of the NCS found that
people making less than $20,000 annually were tin®s as likely to have a mental
disorder compared to people making $70,000 or rpereg/ear.

Several studies have demonstrated that low-incooreem, and particularly
women on welfare, have disproportionately highgatemental health disorders in
comparison to all women. For instance, Loprestzediewski (2006) found that 24
percent of women nationally who received welfard 48 percent of low-income
mothers who had never received welfare had meptdtthproblems. A study by Loprest
and Nichols (2008) analyzed the 2002 National SuofeAmerica’s Families to
understand the impact of mental health problemst@atment on low-income mothers’
employment. They found that although almost onetfoaf low-income mothers were in
poor or very poor mental health, less than onéatehthe mothers received any mental
health treatment in the past year. Low-income nrsthrevery poor mental health were

also found to be significantly less likely than @thow-income mothers to work.



Single mothers.Among low-income mothers, single mothers have Istemwvn to
be at greater risk than partnered mothers to esmpesi mental health problems. One study
found that 75 percent of a sample of low-incomeglsimothers with young kids suffered
from mild to severe depression (Peden, Rayens, Edlrant, 2004). Seifert, Bowman,
Heflin, Danziger, and Williams (2000) reported thatre than 25 percent of mothers
who had been or were currently on welfare met dbaga criteria for major depression.
Coiro (2001) found that depression symptoms weld@gsas 40 percent for black single
mothers.

Research has also demonstrated that factors whdgttit protect mothers from
mental health problems are in shorter supply farilocome, and especially single
mothers, than they are for their wealthier andrgadd counterparts (Broussard, 2010).
For instance, one study found that low-income simgbthers reported less contact with
family and friends and perceived less social supipan mothers who were married
(Cairney, Boyle, Offord, & Racine, 2003). Single tmers also tended to find that social
and instrumental support was inconsistent and caitheexpectations of reciprocity
when it was provided by family and friends who wal®o low-income (Henley,
Danziger, & Offer, 2005).

Other research has focused on the mental healthactsipf parenting for low-
income mothers. Various studies have found thagtrgeng is particularly stressful for
single mothers for a variety of reasons, includimgr inability to complete their
education, increased financial pressure and timstcaints, childcare difficulties, and

limited access to health care (Ross, Mirkowski, éldsteen, 1990; Simon, 1995).



Effects of maternal mental health problems on poofamilies. When problems
such as those mentioned above are combined, asftieeyare for low-income mothers,
the likelihood of poor mental health increases (Bsard, 2010). Research has indicated
that the mental health of low-income mothers affdéamilies in several ways. One way
is that mental iliness acts as a significant batoestable employment (Jayakody &
Stauffer, 2000; Corcoran, Danziger, & Tolman, 20@4panel study that followed
current and former public aid recipients in Micmgaver a four-and-a-half-year period
found that “poor health is the rule, not the exwept(Corcoran, Danziger, & Tolman,
2004, p. 32). Corcoran and colleagues found that the four waves of the study period,
44 percent of the women interviewed met the DSMRIRriteria for depression and 35
percent met the criteria for post-traumatic stiserder at least once. More than 60
percent reported some type of mental health prolaleleast one time, and nearly 85
percent had a mental or physical health problesoate point during the study. Also
striking was that over 37 percent indicated hawrahild with a health problem. All such
problems were found to be significantly associatét length of employment. Women
who had a mental health problem at either thrdewrwaves of the study worked an
average of 5.4 fewer months than women who nevétheecriteria for a mental health
problem; physical impairments at three or four veawere associated with 4.7 fewer
months of employment compared to women who newicated impairment; and
women who had a child with a health problem atdloefour waves reported working
9.1 fewer months than women who reported no chelalth problems. The study authors
noted that additional research and policy work se¢edocus on the processes by which

family health problems keep women from establisimmage stable employment.



In addition to considering the impact of mentallttean employment, research
has also explored the ways in which poverty ancemat mental health interact to
influence child development. It is well establistibdt poverty is negatively associated
with children’s academic achievement, cognitivectioning, and social development
(Duncan & Brooks-Gunn, 1997; Duncan, Brooks-Gunrkl&banov, 1994; Liaw &
Brooks-Gunn, 1994). Studies have also found commmesbetween poverty and poor
mental health among children and adolescents (Milamol Shanahan 1996; Tracy et al.,
2009; Zilanawala & Pilkauskas, 2011). A smaller in@mof studies have attempted to
elucidate the connections between maternal measdtt) poverty, and child
development. For instance, Petterson and Albe@3)20sed data from the National
Maternal and Infant Health Survey to examine whethaternal depression mediated the
relationship between material hardship and child@ues. They found that moderate
and severe maternal depression in the contextw@rpowas associated with children’s
developmental delays; chronic maternal depressaoitime most deleterious
consequences for development. In a review of thealiure on postpartum depression and
child development, Murray and Cooper (1997) repmbttat depressed mothers tended to
be less responsive, more hostile and critical,|lassl competent compared to non-
depressed mothers, and such behaviors adversebtedfchild development outcomes.
The same review noted that the effects of matetepiession were more severe in
samples drawn from more disadvantaged populathmtk,in terms of disturbed mother-
child interactions and impaired child developm&wssearch on parenting practices of
mothers living in poverty have found that those wiese experiencing high

psychological distress often displayed parentinfigb®rs that were harsh and



inconsistent (Longfellow, Zelkowitz, & Saunders 829 Arditti, Burton, & Neeves-
Botelho, 2010), although mothers living in contestpersistent disadvantage often
demonstrateddvocacy/caring behaviors in additionh@rsh and inconsistent ones
(Arditti, Burton, & Neeves-Botelho, 2010).

On the whole, the body of research on maternal ahéetlth and its effects on
families is relatively small and much of it, witleny few notable exceptions (e.g., Arditti,
Burton, & Neeves-Botelho, 2010), has relied on eymata, which provide little insight
into the day-to-day contextual processes thatemite family well-being. The studies
have also tended to focus on a single mental hpatthlem like depression, limiting our
understanding of the influence of broader mentalthgroblems. Another important
limitation of many of these studies was that thealetl to consider how families are
affected by the accumulation of disadvantages twes.

Previous Analysis of Maternal Health in the Three-Q@y Study Ethnography

Given that the focus of the present study is omikatal health of a subset of
mothers who were part of the Three-City Study eginaphy, it is important to review
Burton and Bromell’s (2010) findings as they anatyzhe full set of ethnographic data to
explore how cumulative disadvantage, childhoodeghy and family comorbidity shaped
the 256 mothers’ mental and physical health irr lgfie The authors consulted data
about the mothers’ employment and education hestan order to understand first of all
the role of cumulative disadvantage. Data incluiedalmation about school
performance, factors that helped or hindered thethey pursued education as adults,
lifelong work histories, job characteristics, ahd influence of their own and their

dependents’ health on educational and work expeggrGrounded theory analysis



suggested that the mothers’ early educational éepees were linked to a series of
disadvantages that affected the current and ldeshéalth of the mothers and their
families. In turn, their own and their families’dlth problems interfered with mothers’
attempts to hold steady jobs and provide for tfamilies. By the end of the Three-City
Study period, 72 percent of mothers who had begriamd in some capacity during the
study “lost their jobs trying to keep their childrevell” (p. 255). The inability to maintain
stable employment further exacerbated health pnobles it meant losing the possibility
of work-related health benefits.

Findings in the area of individual and family cofidity were also striking.
Individual comorbidity refers to the presence obtar more physical and/or mental
illnesses in a person, whereas family comorbidifgns to the co-occurrence of one or
more physical and/or mental health problems amaoagar more members of a family.
Burton and Bromell (2010) generated health datauiin mothers’ descriptions of
physical and mental illnesses they experiencedhiddren, health problems currently
affecting them and their children and how thosé[@ims were being treated, any mental
or physical health diagnoses they or their childrad received, and information about
their parents’ health. Eighty percent of the matheported individual comorbidity,
meaning they were currently suffering from two asreachronic physical and/or mental
health conditions. Common physical ailments inctudevere arthritis (44%),
neurological disorders (42%), cardiovascular dis€@6%), and morbid obesity (35%).
Common mental health problems among the mothers degression (69%) and anxiety
disorders (67%). In terms of children’s health p&2cent of the children in the sample

were identified as having two or more physical anddental health conditions. Common



conditions included ADHD (47%), asthma (45%), seaegriodontal and dental disease
(27%), obesity (24%), and anxiety disorders (13%).

Given the high rates of individual comorbidity, ttedy authors examined rates
of family comorbidity and found that two or morerfdly members had chronic physical
and/or mental health problems in 68 percent of li@amiOnly in 11 percent of families
were there no chronic health problems reporteéhyrfamily members. The profiles of
comorbid families were often extreme, with mothems children simultaneously
experiencing severe and multiple health problerhe. Most pressing issue related to
comorbidity was the way the mothers tended to reeghesir own health needs in order to
meet the health and economic needs of their fasniliae authors explained the
importance of family comorbidity in the followingay:

Without a better understanding of family comorlydite risk underestimating the

scope of hardships that poor health causes infpaulies. How do sick parents

with multiple sick children manage their own canel ahe care of their kids?

What does managing the care of others while alswKing sick” mean for

parents’ employment and their ability to securefelated family health

insurance? What implications do the hardshipsedl&t family comorbidity have
for individual family members’ health in later li#é/Ne argue that exploring
family comorbidity is essential to any study of tieéationship between poverty,
childhood iliness, cumulative disadvantage, andthea later life (Burton &

Bromell, 2010, p. 238).

Burton and Bromell (2010) discovered in their reviaf previous research that

reference to the construct of family comorbiditysW/aotably lacking...except when

10



inferred in studies of family health insurance” 28.7). Thus it is not surprising that the
studies reviewed below (see Family Comorbidity) emak mention of the construct.
The Health-Poverty Association

Taking a step back, there is a vast body of reked@monstrating that people
with low incomes have poorer health and mortalitgcomes than those who are more
economically advantaged. The health gap betwe@rand poor begins before birth and
increases throughout the lifetime (Kaplan, 2009).alkalysis of a nationally
representative sample of children born in 2001 ébtlnat children born to poor mothers
were more than twice as likely as those born topmor mothers to be born with low
birth weights (Nepomnyaschy, 2009). Even by nin@tng of age, measures of social-
emotional development, cognitive development, atkgal health seem to be worse for
children in poor families (Halle et al., 200By age 3, children in families living in
poverty are two-thirds more likely to have asthrompared to children in families above
150 percent of the poverty line (Brooks et al., PO0n adulthood, the effects of poverty
on health are equally stark. Data collected byGbenmission to Build a Healthier
Americademonstrated that two leading causes of deatheittB., diabetes and heart
disease, are 50 to 100 percent more common amamgadalts than among the affluent
(Kaplan, 2009). As was mentioned above, numerougahbealth diagnoses occur at
higher rates for low-income versus higher-inconwviduals (Kessler et al., 1994; Pratt,
Dey, & Cohen, 2007). Among the elderly, living belthe poverty line predicted having
a higher number chronic health conditions compé&ratose living above the poverty

line (National Center for Health Statistics, 2006).
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Potential causes for the health-SES associatiof.number of factors partially
explain the link between socioeconomic status aadth. Risky health behaviors like
poor diet, cigarette smoking, and physical inattitiave been tied to poor health
outcomes as well as to poverty (National CenteHealth Statistics, 2006; Adler et al.,
1994), although studies have found that such behawinly account for a small portion
of poverty’s relationship to health (Adler et 41994). Differential exposure to
environmental risk factors, and especially to npldtisuch risk factors over time, sheds
further light on the relationship between healtd aacioeconomic status (Evans &
Kantrowitz, 2002). It has been well established tha poor tend to live and/or work in
environments that pose greater risks to their h¢&laplan, 2009). The poor have greater
exposure to lead, pesticides, and air pollutioli efavhich are associated with poorer
health.The jobs that are often held by the poor are nmkedylto lack basic benefits such
as sick leave or time off to care for a sick fammigmber; these jobs are also more likely
to be unsafe and to lead to injuries and disaddifAcs & Nichols, 2007).

Another important factor to consider in examinihg tink between health and
poverty is stress. An analysis of data from the Acams’ Changing Lives study found
that negative life events and other stressors vetaged to socioeconomic status, and the
number of negative life events had a positive dasioa with mortality (Lantz, House,
Mero, & Williams, 2005). It goes without saying thamilies in poverty often live with
both acute and chronic stress, such as materidshigr, dangerous work and living
conditions, under-performing schools for their drein, and the like. The effects of such

stress on a person’s health are profound; theytivegjaaffect the brain and
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physiological systems, and have been found to iané to chronic and acute diseases
(McEwen & Lasley, 2002).

Differential access to quality health care is apoflactor at play in the
relationship between socioeconomic status andthdalR011 in the United States, an
estimated 21.3 percent of persons aged 18 to &éddwealth insurance; among poor
adults in the same age group, the rate was 40cemefCohen & Martinez, 2011). It is
not only access to care but also quality of caa¢ cause for concern. According to the
2007 National Healthcare Disparities Report (AgeforyHealthcare Research and
Quality, 2007), the quality of health care giverptmor people was worse than the care
given to their richer counterparts.

The neighborhood context is an area that has redgjxowing attention in recent
years. In various studies, disorder, poverty, astability at the neighborhood level have
been linked with poor physical and mental healtr.iRstance, a random assignment
experiment examining the long-term effects of mgvitom a high-poverty
neighborhood to a lower-poverty neighborhood fothat physical and mental health
improved for those who moved, even though econaelfesufficiency was unaffected
(Ludwig et al., 2012). The authors concluded tleatding in a distressed neighborhood
had significant adverse impacts on the health agldlveing of low-income families.
Another study looked specifically at the relatioipshetween perceptions of
neighborhood characteristics (such as drug seNMagdalism, and vacant housing) and
depressive symptoms and found that, after adjustingymptoms at baseline,
perceptions of the neighborhood predicted depressimptoms in a follow-up survey

nine months later (Latkin & Curry, 2003).
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Health effects of poverty over timeNot only does the research suggest that
poverty, through various pathways, influences ptgtlsind mental health, but it also
appears that the health effects are enduring, éwectome increases later in life
(McDonough, Sacker, & Wiggins, 2005). The timingration, and frequency of
economic hardship have also been found to mattdrdalth outcomes (Carr & Springer,
2010). Long spells of hardship tend to have mogatiee health consequences for
children than short-term or single spells, and slaiglin adolescence tends to be
especially damaging for mental health and the &ffeften persist into adulthood
(Sobolewski & Amato, 2005). It has also been shtive poverty tends to persist across
generations; for example, a study using data ftoerNational Longitudinal Survey of
Youth found that one of three adults whose pareatsincomes in the bottom quintile of
the income distribution also ended up in the bot&ihpercent as adults (Mazumder,
2008). Similarly, an analysis of data from the R&@tady of Income Dynamics found
that individuals who were born to parents whosemne placed them in the bottom 20
percent had less than a one in six chance of neg¢heé median household income by
middle age (Hertz, 2006). A study by ScaramellgyplleOntai, and Conger (2008)
demonstrated how poverty in one generation cod&tabvell-being in subsequent
generations: the authors found that poverty ircth@se of a grandparent’s childhood
predicted earlier childbearing among parents, wkiek in turn associated with harsher
parenting of and problematic behaviors among graitdten.

The research reviewed to this point leads to séwapmortant conclusions. First,
the relationship between poverty and health is dermNo single factor can explain the

link, but rather poverty negatively affects meraat physical health through a number of
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different mechanisms. Second, process matters.rtarg@rocesses are at play at various
levels from family to neighborhood and beyond, gjtothese processes are not well
understood. Third, paying attention to time is aiaé Poverty and health play out in
complex ways over the life course and across génaga Below | explore in greater
depth the theme of time and how disadvantage adet@swver time.

Cumulative Disadvantage

A growing body of research is using cumulative dismtage theory to explain
how inequality in achievement or status developes eime (Shuey & Willson, 2008).

This concept was introduced in relation to the €hGaty Study above. The theory
highlights the impact of cumulative stressors as$és on human development. Whereas
individuals who start life in a favorable relatipesition tend to maintain their advantage
and experience further gains over the life coutsase who face disadvantage in
childhood are likely to accumulate additional riaktors that, over time, exacerbate their
disadvantaged status and lead to the deteriorafibralth (Shuey & Willson, 2008;
Walsemann, Geronimus, & Gee, 2008).

To better understand how cumulative disadvantag&lquday out, Burton and
Bromell (2010) provided a helpful description oéttumulative disadvantage process as
it relates to education, employment, and healtlseBech has demonstrated how factors
such as low birth weight, poor nutrition, mentadatiders, and chronic diseases can lead
to academic deficiencies and lower academic atamrfCase, Fertig, & Paxson, 2005).
Poor educational performance at a young age hasfbead to decrease the likelihood of
completing high school and, thus, impacts themttent of a college degree. Lacking a

college degree severely limits one’s employmenomities (Ross & Wu, 1996), as
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demonstrated by the finding that low-income motheth low educational attainment
often work in jobs that are low-paying, unstabléeoirregular hours, and provide few if
any benefits (Lein, Benjamin, McManus, & Roy, 2009pt only are mothers affected by
such inadequate employment conditions, but theliden suffer as well; children of
parents working non-standard hours are at greigteof having emotional and social
problems (Strazdins et al., 2006). Women are dfiered to leave their jobs when they
or their children are sick or when they must attendther responsibilities to care for
dependent family members. Without work stabilitythe early adulthood years, low-
income mothers are less likely to accumulate teeurces associated with good health
later in life (DiPrete & Eirich, 2006).

Effects of cumulative stressSociological research of stress exposure also goint
to the importance of considering cumulative disadi@ge when studying the health of
different groups. Thoits (2010) reviewed sociol@djstress research from the past four
decades and discovered that when negative eveaisyas, and chronic strains are
measured comprehensively, they substantially dammegeal and physical health.
Stressors were found to proliferate across thecbigrse and across generations,
expanding health gaps between the advantaged amtistdvantaged. Moreover, the
review suggested that differential exposure tosstves was a critical pathway by which
gender, racial, and socioeconomic inequalitiess@th were produced; females,
members of racial/ethnic minority groups, and therdaced significantly more
cumulative burdens and had more chronic difficaltempared to other groups. The
review also found that negative impacts of streskhenlth were reduced when

individuals demonstrated high levels of self-estearastery, and/or social support.
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Role of cumulative childhood adversity in later metal health. Other studies
have looked at ways in which experiencing speeiflegersities in childhood or
adolescence specifically impacted mental healthtar life. Living in a poor household
or losing a parent through divorce or death has lassociated with the earlier onset of
psychological disorders and with an increasedafgbsychological problems in
adulthood (Gilman, Kawachi, Fitzmaurice, & Bukap30Luo & Waite, 2005). Family
disadvantage also influences the types and amduesources that may be available to
cope with adversity, and exposes children in tHaselies to inequalities like
overcrowded classrooms and under-qualified teadaEding-Hammond, 2004),
harsher punishments like suspension or expulsikibgSMichael, Nardo, & Peterson,
2002), and being tracked into remedial or vocaliedacation classes (Darling-
Hammond, 2004). Exposure to this sort of inequatitghildhood may shape one’s view
of the world and one’s responses to events inuheé, in some cases leading to higher
rates of psychological problems that set the stagkater social, health, and economic
disadvantage (Neighbors & Williams, 2001). Schglidseltine, and Gore (2008)
analyzed data from a study that conducted two waf/eguctured interviews over two
years with a probability sample of adolescentsyanahg adults in the Boston area. The
authors found that respondents with the greatestitative adversity had
disproportionately poorer mental health in termbelfiavioral and emotional functioning
because of both the severity and number of adiessa which they were exposed.
Severe adversities (e.g., sexual abuse, beingvasioh a life-threatening accident, etc.)

were more common among low-SES youth and theirlf@srand were found to be
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“embedded in a range of lesser-impact but potént@rmful exposures” (p. 9), such as
having a parent lose a job.

Trajectories of depressive symptoms/Nalsemann, Gee, and Geronimus (2009)
used the National Longitudinal Survey of Youthrigastigate ethnic differences in
trajectories of depressive symptoms and the exbewhich background disadvantage
could account for these differences. Hispanicstdacdks experienced higher levels of
symptoms when compared to whites, but the sizesmymificance of the disparity varied
over the life course. Hispanics and blacks repamtede disadvantage than whites in
terms of family background, education, and aduli@Economic status; the
disadvantages accounted for 40 percent of the Hispehite disparity and roughly half
of the black-white disparity in depressive symptan®ng young adults. The authors
concluded that “it is not just differences in statimensions of social class (e.g., income
at one point in time), but it is also the cumulataffects of economic disadvantage” (p.
94) that account for disparities in depressive fpmg over time. They warned that over-
reliance on cross-sectional studies could mask itapbrelationships between
depressive symptoms, race/ethnicity, and econorsaddantage.

Family Comorbidity

As | introduced above, another important considemavhen exploring the
mental health of low-income mothers is comorbiditythe co-occurrence of two or more
physical and/or mental health problems. Comorbiditthe individual level appears to
affect a large number of the U.S. population, patérly among low-income populations
(Danziger, Kalil, & Anderson, 2002; Muehrer, 200Byidence has suggested that mental

and physical disorders are reciprocally relatedraagt each increase the risk of the other
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(Muehrer, 2002). Further, the costs of health banee been found to be higher for people
with comorbid physical and mental health problemspared to those without
comorbidities (Muehrer, 2002). A concept that ssleommonly employed than

individual comorbidity is family comorbidity, whickefers to the co-occurrence of one or
more physical and/or mental health problems amaogor more members of a family.
Both concepts were given attention in the studBbston and Bromell (2010), which

was highlighted previously. Below | review sevestier studies that do not explicitly
employ the term, “family comorbidity,” but they natheless shed some light on the
ways in which maternal mental health problems slaaygkeare shaped by multiple
illnesses within a family.

Olfson, Marcus, Druss, Pincus, and Weissman (288&nined cross-sectional
data from the Medical Expenditure Panel Surveycivieistimates health care service use
and expenditures. Their analyses revealed thatreimlof depressed parents were roughly
two times as likely as children of non-depressa@ma to suffer from a variety of mental
health conditions, and they were nearly three tiasekkely to use mental health services.
The authors argued that clinicians and researctesrd to pay attention not just to the
familial nature of mental health problems, but atséamily patterns of seeking
treatment. They also noted that it remains una&actlyhow parental depression is
connected to child mental health problems andrireat-seeking, again demonstrating
the limitations of cross-sectional data for undmmging process.

Swartz and colleagues (2005) assessed the rasaesl o€lationships between
maternal and child mental health illness, utilizdgga from a study that conducted

structured interviews with mothers who broughttiéeito 17-year-old children to a
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pediatric mental health clinic. Sixty-one percehthe mothers met diagnostic criteria for
a current mental health problem, most commonly elegpon and/or anxiety. Two-thirds
of those mothers were not receiving mental headthtinent, which is significant given
that prior research has demonstrated an assoclaioreen untreated maternal mental
illness and poor outcomes for children who areivéeg psychiatric treatment (Brent et
al., 1998; Cobham, Dadds, & Spence, 1998). Childfenothers who met diagnostic
criteria for a mental health problem scored sigaitfitly higher on measures of
externalizing and internalizing symptoms compacedhildren of mothers with no
diagnosis; this finding is notable as it indicatest maternal psychiatric illness predicts
higher symptom burden even among a sample of enildeing seen at a mental health
clinic. Other findings included that mothers witheoor more diagnoses showed
markedly impaired functioning across multiple donsaiwere more likely to experience
partner abuse, and indicated having less socigstthan mothers with no diagnosis.
The authors concluded that “these mothers experiamange of difficulties that might
have an impact on their capacity to optimally manelgildren suffering from their own
psychiatric illnesses” (p. 1081).

The last study to be mentioned in this section ezaslucted by Lloyd and
Rosman (2005), who used a case study to explors imayhich having a child with
special needs affects low-income mothers’ well-geind functioning, and relatedly to
examine the patterns and effects of interacting witange of service providers and
systems. They noted that having a child with spe@ads and living in poverty were
both associated with negative mental health outsdioremothers. They pointed out that

very little is known about the daily experiencesmaimen who fall into both categories,
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nor has research given sufficient attention tothgs a mother’'s mental health
influences and is influenced by her children’s depment. Some research has suggested
that low-income mothers of children with specia¢d®g engage in a variety of caregiving
activities that are often undertaken in isolatiod aithout respite, which results in high
levels of physical and emotional stress (Lloyd, 200

The case study family analyzed by Lloyd and Ros(2805) was a composite of
families that took part in a qualitative study oitincome women with special needs
children. The case study highlighted three theraksted to mental health outcomes for
this population of mothers: lack of adequate resegirexcessive hassles associated with
service utiLisation, and stress associated wittemat employment. Regarding
resources, the case study demonstrated how farofli@sildren with special needs face
time and economic resource demands not typicaltpemered by families who do not
have special needs children, such as having tdgrag-home care, transporting children
to and from multiple appointments, and arrangingcfald care for other siblings while
going to treatment for the child. The second them@hasized that “these families live at
the intersection of both poverty- and disabilityated services” (p. 189). They therefore
deal with a large number of service providers regnéing different service systems,
increasing the opportunities for hassles relatdddk of coordination among providers
and the fact that each system has its own norres,rand lines of authority. The impact
of interactions with multiple service providers/gms on mothers’ mental health and
family health more broadly is unclear. The finadnie illustrated by the case study is that
of high levels of stress associated with employmeéneé stress results from several

factors, most notably from difficulties finding ajpypriate child care and maintaining a
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stable and consistent work schedule given the aingiedle health needs of their
children.

As Burton and Bromell (2010) noted, the literatanefamily comorbidity is
under-developed. The few studies cited above acel@mhited, whether due to the cross-
sectional rather than longitudinal nature of theada to the lack of diversity in the
sample. There is a clear gap in the literature boterms of family comorbidity overall
as well as the way family comorbidity interactstwiaternal mental health specifically.
Burton and Bromell’'s (2010) study suggested that @ffiect of family comorbidity is that
it might lead mothers to neglect their own heakleds to meet the health and economic
needs of their families; this area of inquiry negdse attention. Next | discuss other
potential barriers to mental health treatment dov-income mothers.

Barriers to Mental Health Treatment

Fragmented mental health systenRecent events have generated interest in
improving mental health treatment in the United&tgCarroll, 2012). Such calls for
improvement in treatment are not new. In 2003 Riresident’s New Freedom
Commission on Mental Health published a reportitietgmajor barriers to mental
health care in the U.S., the most significant béragmentation and gaps in caring for
children and adults with severe mental health sgb@gan, 2003). The report identified
42 federal programs that might be accessed by pedft mental illness, many of which
are administered by different agencies at the stadelocal level, and each of which has
different eligibility requirements. As a result, ntal health care is scattered, and it is

most often left to families to coordinate servifidsgan, 2003).
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It should be noted that although the mental heatle system is fragmented and
in need of reform, important and positive changethe system have occurred since the
mid-1980s (Wang et al., 2005). Examples includeaades in treatment, the launching of
community-based programs that promote awareneskeapeeeking for various mental
disorders, delivery of mental health treatmentrimpry care settings, and the
development of evidence-based guidelines to impooadity of mental health care.
Nevertheless, U.S. survey data analyzed by Wangaltehgues (2005) indicated that
the majority of people who had a mental illnessose to 60 percent — were untreated or
inadequately treated based on evidence-based #eaguidelines. Only 28 percent of
those with mental illness were treated by a mdrgalth specialist; others were treated
by general medical providers, human service proside alternative medical providers.
Unmet treatment need appeared to be greatest amaatitionally disadvantaged groups
including racial or ethnic minorities, the elderlgpse without insurance, and those with
low incomes (Wang et al., 2005).

In summary, much research paints a grim pictura@ftal health treatment in the
U.S. Among those who access treatment, there a®d grobability they will not receive
services that exceed a minimal threshold of adegudwse with severe mental illness
who manage to obtain services encounter a systainmstfragmented, confusing, and
frustrating. But the fact remains that most peepté a mental health condition do not
receive treatment, and the gap is greater for daatdged populations compared to those
who are economically resourced. This pattern capdotally explained by the lack of
economic resources and health insurance, shortapeaitable services, and instrumental

challenges faced by low-income populations (Andesstoal., 2006; Copeland & Snyder,
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2010), but such explanations do not tell the wistdey. In order to better understand
what keeps some women from entering the mentatthegtem, it is helpful to review
several ethnographic studies that elucidate low#me mothers’ perceptions and
experiences of mental health and mental healttnieat.

Perceptual barriers to treatment. Copeland and Snyder (2010) analyzed
interviews with low-income African American mothdmsnging their children for
behavioral health treatment at a community mergalth center. Of the 64 women who
were initially interviewed, half of them screeneabkpively for some level of anxiety or
depressive disorder and were given a referralr&atinent. Follow-up interviews were
conducted with those 32 women in order to explaotdrs that might keep women from
attending to their own mental health needs. Sevkeshes emerged from the analysis as
being important factors to consider for engaging-ilncome African American mothers
in mental health treatment. An obvious barrier thas identified is that of economic
stress. Less obvious was a concern among motharthry could lose their children.
Many of the mothers in the study reported feelimag tif they opened up and shared their
difficult life experiences, the system would remaleir children” (pp. 85-86). Thus
“they feared the system and constantly referratlde something to be avoided at all
costs” (p. 85). Another common barrier to treatmeas negative perceptions of the
mental health system. Some mothers reported begdtiat clinicians would be
ineffective because of a lack of first-hand knowgeaf the difficulties the mothers faced.
Others were concerned that they would be hospa@land/or immediately medicated if
they sought help for their mental health probleAginal theme that emerged was about

violence and survival; a substantial number of womnethe study had histories of

24



physical and/or sexual abuse, which previous rebdaas associated with a decreased
likeliness of seeking mental health help (Brown &itk, 2003). More broadly, a desire
to protect and care for their families combinedwahronic life stressors like violent
relationships were found to divert mothers’ att@ntaway from their own mental health
needs.

Ward, Clark, and Heidrich (2009) undertook an exgtlary qualitative study of
African American women'’s beliefs about and stragedor coping with mental illness.
They interviewed 15 women from a range of inconvelg eight of whom reported
being diagnosed with a mental iliness. The womdieed that factors such as
discrimination, oppression, and racism can caupeegsion; they also expressed a belief
that mentally ill African Americans are often hdsgized or even sent to jail. The authors
noted that there was some research to supportassbehef; significant disparities in rates
of hospitaLisation for mental disorders have beamél between African Americans and
whites (Wisconsin Minority Health Program, 20049n%& of the women also
demonstrated a lack of awareness and even demagwtal iliness in their community.
Nevertheless, most believed that mental illnesstreagable with counseling and could
also be helped by prayer and support networks.uidiréhese interviews, various
barriers to treatment were identified, includingd@af knowledge about where to obtain
mental health services, as well as perceived st@miadiscrimination against those with
mental illness.

Leis, Mendelson, Perry, and Tandon (2011) analylztd from focus groups held
with clients and home visitors from two Baltimorased perinatal home visiting

programs. Thirty-eight clients — all low-income &fin American women — participated
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in one or more of five focus groups, which wereigiesd to learn about women'’s
perceptions of mental health and related servitles.authors reported that the women’s
perceptions were largely negative. The women betlgasychotherapy was ineffective,
and they described mental health providers as mgfionally detached and uncaring.
Interestingly, although the focus group facilitatoid not ask questions about
psychotropic medications, clients brought up thediathey indicated beliefs that such
medications do not work, cause unwanted side affacid are overprescribed. Multiple
clients were concerned that side-effects wouldfete with caring for one’s baby.

A qualitative study that specifically examined lavcome African American
women'’s perceptions of treatment of panic diso(dehnson, Mills, DeLeon, Hartzema,
& Haddad, 2009) found major barriers to treatmanltuded fear of social stigma, lack of
information, and fear of confiding in others abpahic symptoms. In addition to these
barriers, women faced challenges within their daséworks as well, such as stigma
related to mental illness, lack of acceptance atfmitise of psychotropic medications,
and perceptions that personal/spiritual weaknedsaased symptoms. Moreover, none
of the sample members reported having developedtefé relationships with mental
health providers.

A study by Anderson and colleagues (2006) helditpiigde interviews with 127
low-income mothers who initiated behavioral he&ldatment for their children at one of
four community-based mental health centers. Athef mothers in this ethnically diverse
sample met the diagnostic criteria for one or nameiety and/or mood disorders. Of the
127 mothers, 29 had seen a mental health speciEisitf the 29 women had been

prescribed psychotropic medications by a psyclsiatfiwenty-nine additional mothers
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had been prescribed psychotropic medications bynaaplogist or primary care
physician. The authors’ analysis revealed thabalgh nearly all the women agreed with
their mental health diagnosis, most did not belignas treatment was necessary or
beneficial. In part this discrepancy was due to hlesvmothers perceived the causes of
their distress; most viewed their distress as @eebed response to extreme stressors like
current and/or past abuse, stress related to namadiehaviorally disturbed child, and
daily hassles of poverty. Thus it is unsurprisingttmost of the mothers reacted
negatively to a treatment referral, given that $tiperceived that the clinical system
would focus on creating internal changes, a fobasmade little sense to them when
they perceived their distress to be caused by mait@ressures. Relief would come with a
change in life circumstances, not medication dk ‘taerapy” (p. 934). Another reason
women gave for reacting negatively to a mentalthgatatment referral was that they
feared having professionals judge them to be inaateq Yet another factor contributing
to low treatment-seeking was the mothers’ intecastiwith their children’s service
providers were often negative; the intervieweesregl that few of the clinicians
appeared interested in the mothers’ input abouthiid or in the mothers’ problems or
burdens. Not only did such interactions decreasthens' trust in the mental health
system, but they also decreased mothers’ partioipat their children’s treatment. One
last finding that should be highlighted was tha&réwere very few differences between
the white mothers’ and minority mothers’ storidge aiuthors reflected that “any possible
differences might be obscured by the overwhelmegire of the poverty and/or class

issues that dominate the reports of both groups93p).
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Overall, a strength of the body of research examgibiarriers to mental health
treatment for low-income women is that it is qualite and provides a deeper
understanding of women’s experiences comparedri@gulata alone. A weakness is
that most of the studies lacked diversity in tis@imples; additionally, most of the studies
interviewed the women at just one point in timeistthey tell us little about what, if
anything, changes over time as women consider miegsdth treatment.

Coping and Mental Health Treatment-Seeking among La-Income Women

The research examined above highlights a numbeer@kptual and instrumental
barriers to mental health treatment. A relateddistinct field of study focuses on the
coping behaviors employed by low-income women, @inghich is mental health
treatment-seeking. Lazarus and Folkman (1984) défaoping as an individual’s pattern
of responses to stressful circumstances. More fpaty, coping involves cognitive and
behavioral strategies to manage stress. In ordssge successfully, a person might
utilize strategies for avoiding the problem as veslifor actively dealing with the problem
(Roth & Cohen, 1986). Thus coping efforts rangenfignoring the problem to seeking
professional help. Below some of the literaturewlimw low-income women deal with
mental health problems is explored in greater Hetai

Racial/ethnic differences in copingThere is evidence of racial/ethnic
differences in coping with mental health problefos;instance, African Americans have
been shown to rely on informal coping mechanisneh @1 family, friends, church, and
neighbors (Abrams, Dornig, & Curran, 2009; Matthé&wvslughes, 2001), and to be more
likely than their white counterparts to believattfamily problems ought not be

discussed outside the family (Alvidrez, 1999). Tm@ent-seeking behaviors were found
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to be markedly different as well: even among thegk identical health insurance
coverage, African Americans and Latinos were lggdyl than European Americans to
engage in outpatient mental health treatment (Rgdemrick, Burns, & Schlesinger,
1994).

Ennis, Hobfoll, and Schroder (2000) used questivardata from a sample of
1,241 African American and European American worvan were pregnant and who
visited one of two low-income health clinics. Tlesearchers sought to understand how
both chronic and acute economic hardship affectedsed mood and the use of different
coping resources. They found that economic strapacted mood almost exclusively
through acute material loss rather than througbrgbmpoverty. For the African
American women in the sample, social support hsitless-buffering effect on material
loss; in contrast, mastery — defined as the extewhich individuals perceive their goal
to be in their control — acted as a greater buéfiehigh material loss among the
European Americans. The authors noted, howeverstwal support and mastery were
both found to be important buffers of stress fackk and whites alike.

Active versus avoidant copingln a cross-sectional analysis of a probability
sample of 810 low-income women, Rayburn and colleag2005) examined
relationships between trauma, depression, actideagoidant coping styles, and mental
health service seeking. Traumas including livinginomeless shelter, childhood sexual
abuse, physical violence in the past year, anchdefad family member or close friend
were related to avoidant coping strategies (e.gking oneself feel better by eating,
drinking, or smoking; sleeping more than normafjrtg it out on others), which in turn

increased the risk for experiencing depressive sgmg. Major physical violence in the
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past six months was found to significantly prediatical depression. Active coping like
learning about the problem, talking to someone,raakling and following a plan of
action, predicted mental health service seekingvimmen who had experienced one or
more traumas.

Social support and extended kinship networksThe notion of utilizing social
support was mentioned above as one strategy fongepth mental health problems.
The role of social support in the lives of low-imee mothers has been explored
extensively in the literature. Although most ofsthiody of research does not specifically
address mental health, it is nevertheless helpfalghlight findings about some of the
processes that occur within low-income familiesredhers seek out support.

De Souza Briggs (1998) conceptualized social su@sties that help individuals
to cope or to “get by” with life’s demands (p. 178)ch ties typically comprise relatives,
close friends, and neighbors. They provide emotisapport as well as instrumental
assistance like occasional help with child camegde, or a small loan during an
emergency. Some research (e.g., Hogan, Eggebe€hggy, 1993) has noted that
reciprocity is a critical component of social netks especially in contexts in which
resources are scarce. When expectations for retip@re unmet, tensions often increase
and relationships may dissolve. Roschelle (199undathat, in spite of highly valuing
family, economic hardship prevented many black laattho families from participating
in social support and exchange networks.

Dominguez and Watkins (2003) utilized Three-Citydt ethnographic data to
identify issues that influence low-income mothersé of family members as sources of

social support. Unlike previous research, they tbtlmat many more factors than
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economic constraints were at play in mothers’ destsnaking about who to turn to for
social support. Factors included accessibilityenpérsonal dynamics, reciprocity, and
trust. Some women attempted to rely instead omstitution-based network when
friends and family were unable to provide adeqsaggort, but they did so only when
concerns about confidentiality, competence, anddbable to reciprocate “on their own
terms” (p. 123) could be established. This oftesvpd difficult due to the fact that
nonprofit institutions were limited by budgetarynstraints, narrow understandings of
reciprocity, and shifting policies that made thenstable bases of support. On the whole,
the authors found that the mothers they studied tiio protect their own money, time,
and emotional reserves to minimize the costs gfrrglon others” (p. 129).

Partner relationships. Another body of research has focused more speltyfica
on low-income mothers’ partner relationships arelghpport they may or may not
receive from those relationships. Numerous studke® shown how mothers often turn
to men for instrumental assistance and financedueces in particular (e.gsjbson-

Davis, Edin, & McLanahan, 2005; Mincy, Garfinkel,epomnyaschy, 2005; Roy, 1999).

Some research has suggested that low-income mattagréace considerable risk in
seeking the involvement of unmarried, nonresidatitefrs. For instance, Wilson and Brooks-
Gunn (2001) analyzed data from the Fragile Famsdiady and found that unmarried fathers,
compared to their married counterparts, were mkedylto have physically abused mothers,
used illicit drugs, drunk, or smoked. Other studiase found low-income women are more
likely to be abused by their partners than areratl@men (Tolman & Raphael, 2000; Waller
& Swisher, 2006). Not surprisingly, qualitative easch indicates that abuse is one reason
some low-income women choose not to marry the fadhtheir children (Edin, 2000), as

they wish to protect not only themselves but afsortchildren. In addition to the risk of
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abuse, there is also the risk that mothers mayrles®murces or not obtain the resources they
seek because many low-income fathers are obligatebre than a single set of children
(Roy, 1999).

Even in spite of these risks, mothers have shoey dne willing to carve out various
roles for fathers and other men to play in theildrhn’s lives. Roy and Burton (2007) also
drew on the Three-City Study ethnography to disctv®v mothers negotiated connections
with men including biological fathers, boyfriendts, and non-intimate friends for the
purpose of improving their children’s opportuniti&oy and Burton found that mothers
recruited men for three primary supports: matesigdport, child care, and emotional
support/guidance. They also found the processoofiitenent was often exhausting and,
confirming other research, sometimes put mothedscaridren at risk for gaps in resources
or for abuse. In this sense, the process of cojgeeking out instrumental and emotional
support) could be expected to place families &tfos even greater harm and might
exacerbate already existing mental health problems.

Effects of poverty-related stress on copinglhe above summary explained how
low-income mothers often have to negotiate compdéationships to obtain the support
they need to “get by.” This focus on “getting byiggests that poverty could hinder some
mothers’ capacity to employ a broader range ofrogppirategies such as mental health
treatment. Wadsworth (2012) provides a helpful samynof research that demonstrates
more specifically how poverty-related stress cdniiés to mental health problems and
affects how and whether people engage in mentéthhservices. Poverty-related stress
varies widely from exposure to violence to hund@enmn illness to being unable to pay
one’s bills. Poverty has been found to amplify otfteessors’ effects (Almeida, Neupert,
Banks, & Serido, 2005), often causing people whe in poverty to be overwhelmed by
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seemingly minor events. Economic stress acts asadyst for various problems within
families, a process that has been conceptualizédebyFamily Stress Model” (Conger &
Elder, 1994). The model posits that low family imeand adverse financial events
generate economic stress for the family (Congeet&u& Elder, 1999), which leads to
parental distress and (in cases where two pareasrasent) inter-parental conflict; such
distress and conflict lead to parenting problenas thay compromise children’s
psychological functioning. At the same time, chelalls behavior and emotional problems
create further turmoil in families and continue tyele of family stress.

Another concept Wadsworth (2012) summarized istdlc load, a term coined
by McEwen and Stellar (McEwen, 1998) to descrileedhmulative wear and tear the
body incurs as a result of “repeated, excessiveaiins and inefficient down-regulation
of the stress response systems” (Wadsworth, 20118)pAllostatic load may lead to
physical and mental health problems over time,iahds been associated with a reduced
ability to learn and/or implement new material (Mefh, 1998). Wadsworth concluded
that low-income individuals with mental health plerbs may need help learning how to
regulate their stress response system before labilego engage in other coping
strategies like problem solving, healthy distractiand active acceptance.

Coping with mental health problems in the context 6IPV. | conclude this
review of the literature on mental health and cgpstrategies of low-income women by
looking briefly at the intersections of poverty antimate partner violence (IPV).
Goodman, Smyth, Borges, and Singer (2009) argueithéamportance of considering
IPV in any exploration of low-income women’s mertteklth. The authors cited a host of

studies indicating that household income is perliapsnost significant correlate of IPV,
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and the lower the income, the greater the likelththat there will be violence (e.g.,
Cunradi, Caetano, & Schafer, 2002; Vest, CatlireiGl& Brownson, 2002).

Longitudinal studies have indicated that finansiahin and employment instability
increase women'’s subsequent risk of abuse, even rdsearchers control for violence at
baseline (Benson & Fox, 2004). Both poverty and lRRWe been associated with mental
health problems such as PTSD, anxiety, and depregBelle & Doucet, 2003; Coiro,
2001; Coker, Weston, Creson, Justice, & Blaken8952 The high co-occurrence of
poverty and IPV suggest that the mental healthceffef each condition could magnify
each other, although Goodman, Smyth, Borges, amge£(2009) noted that “just how
the impact of one condition interacts with the iipaf the other remains virtually
unstudied” (p. 315). The authors proposed that wodealing with IPV in the context of
poverty employ what they term “survival-focused iogp’ which is about “surviving in

the short-term, meeting basic needs, and keepiageatirand one’s loved ones as safe as
possible” (p. 318). The authors noted that moreaesh is needed to further explore how
the effects of IPV and poverty combine to shape emwsimental health and their options
for addressing mental health problems.

The above research has suggested that low-incommeewemploy a range of
coping strategies, some of which are “active” wiilkers are “avoidant.” It appears that
conditions of chronic poverty and traumas like Iy severely limit women'’s ability to
regulate stress and seek out assistance. Howevemains unclear why some women, in
spite of extreme difficulties, make the decisioptosue mental health treatment while
others do not. Another gap in the literature, nered previously, is how family

comorbidity affects coping strategies includingatreent-seeking.
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Summary

One overarching finding of the literature reviewhat the effects of maternal
mental health on the family are not well undersiqaadticularly in the context of
cumulative disadvantage and family comorbidity.cAlsderstudied is the influence of
family comorbidity on maternal mental health angiog. In fact, there is a dearth of
research of any kind on family comorbidity, makihgs an important subject for future
research. Although a handful of ethnographic stitieeve explored barriers to mental
health treatment, more research is also neededderstand how such barriers play out
over time.

Theoretical Foundation: Life Course Approach

The theoretical foundation for the present studyéslife course framework. This
framework recognizes the importance of taking &esys approach to studying how
individuals and families both shape and are shéyyexbcial structures and relationships.
The life course approach emphasizes dynamic chaveyetime and offers the
opportunity to consider the impact of cumulativie Bxperiences as well as the timing of
important experiences earlier in life (George, 20&pecifically, the approach provides
the four following concepts for examining the waysvhich change occurs across the
life course (Elder & Giele, 2009):

e Location in context: People are born into a spedifstorical time and geographic
community, each with a particular set of experiasnmed range of opportunities.
According to the life course paradigm, “developnaéptrocesses and outcomes

are shaped by the social trajectories people follawd these trajectories
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represent “the interplay of human lives with higtaltimes and places or
ecologies” (Elder, 1995, p. 107).

Linked lives: The life course framework acknowleglgadividuals’ social
embeddedness and interdependence. The notion thlaérs are “counted on” by
their children, for instance, and that they exp®seea resulting sense of
significance, is an expression of linked lives @|dL995). The concept also
recognizes that, within families, a change in oeespn’s life (e.g., a parent losing
a job) often ripples into the lives of other famihembers (e.g., a child having to
switch schools, or a spouse having to take up angob) (Roy & Moser Jones,
2012). Zooming out, networks of families and frisradso shape the health of
network members (Smith & Christakis, 2008).

Agency and personal control: To some extent, pesglect themselves into
situations and roles, and in so doing, they coonstheir life course and identity
within given social constraints. This aspect oflifeecourse approach recognizes
that people are often planful and make choicesdfiat the chance for them to
control their lives (Elder & Giele, 2009). Theseodes are affected by contextual
factors like the situation and interpretationshd situation, the individual’s prior
experiences, and his or her personality (Elder5)1.9@ addition to the individual
level, the family acts as an active agent of changgotiating events and taking
charge of the destinies of family members in addito reacting to circumstances
around them (Bengston & Allen, 1993).

Timing of and adaptation to major life events: Tineing of a life transition or

event matters for the meaning and effects thasitian or event will have (Elder

36



& Giele, 2009). For instance, adverse events ocosxges may be especially

harmful at certain sensitive or critical perioddefzelopment (Fine &

Kotelchuck, 2010). Also important is how individaand groups coordinate their

responses and mobilize resources to adapt to apk sfoncrete external events

and transitions (Elder & Giele, 2009).

Each of the above factors applies to the full$fi@n — in other words, health and
development are lifelong processes that cannatilbedxplained by restricting analysis
to any one life stage (Elder & Giele, 2009). Ratihealth develops across the lifetime
and is even shaped by events that occurred priortto (e.g., mother’s childhood
health), thus early experiences must be considehesh attempting to understand
adaptation in later life. Along these lines, tHe tourse can be conceptualized as a
lifelong phenomenon of “intertwining cumulative pesses” (O’Rand, 2009, p. 123), in
which the experiences and events that occur eatlfeihave important consequences for
later experiences and events, as well as for hdwiguals manage them. An important
effect of this complexity is the “emergence, pdesise, and widening or narrowing of
inequality in different aspects of well-being — Bbceconomic, physical, and
psychological” (O’Rand, 2009, p.124).

Epidemiologists have employed life course concepexplore social, biological,
and environmental risk and protective factors @ltieand health disparities; often such
factors do not have immediate impact on healthrdilier unfold over decades or
generations (Roy & Moser Jones, 2012). Similarlgdmal sociologists have utilized a
life course framework to inquire about the conrmtdibetween past stressors and present

health (Pearlin, Schieman, Fazio, & Meersman, 2005ummary, a growing number of
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health-related research perspectives are usingdifese concepts to address two key
guestions: 1) Why do disparities in health pefgistertain population groups? and 2)
What factors influence the capacity of families amtlviduals to achieve optimal health
and well-being? (Fine & Kotelchuck, 2010)

The present study is primarily concerned with theosid question mentioned
above; specifically, the aim is to draw on life csiconcepts of time, timing, linked
lives, adaptation, agency, and context, to exphore low-income mothers with mental
health problems address those problems and wheatawlily comorbidity plays in
mothers’ efforts to achieve health and well-beiogthemselves and their families.

Research Questions

Building on the foundational assumption that lowame mothers and their
families are embedded in particular social andohisl contexts, the present study seeks
to explore how low-income mothers interact with acldpt to their contexts as they cope
with mental health problems. Specifically this stagks the following questions:

e How do low-income mothers experiencing individuadl &amily comorbidity

cope with mental health problems?

e How do mothers seek out mental health treatmenttowne? Within which family
and community contexts do they do so?

The analyses offered by this study will increasdanstanding of the ways in
which mothers’ mental health and their coping mayover time, shape and are shaped
by the daily routines of families, and interactwahildren’s and other family members’
health. An implicit question is whether, when, dmv “coping” includes mental health

treatment-seeking as one strategy. Although maeyipus studies have examined
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families and poverty longitudinally, very few hawglized qualitative methods and a
diverse sample to study low-income mothers in thaext of families over a timespan of
several years.

Methods

To investigate the coping and help-seeking behavabfow-income mothers with
mental health problems, this study uses ethnogcagdia fromWelfare, Children, and
Families: A Three-City Study his study was a multisite, multi-method, longinal
project aimed at examining how welfare reform intpddhe lives of low-income Latino,
white, and African-American families with young dhien (Winston et al., 1999). The
Three-City Study focused on three large cities stBo, Chicago, and San Antonio — in
which welfare reform efforts at the federal, stated local levels were expected to
significantly affect the lives of low-income parsrand children. There were three major
components to the study: a longitudinal householdes of a random sample of 2,402
families, an embedded developmental study thatiwegdb700 families, and an
ethnographic study of 256 families and their neagyhbods. Although these 256 families
were not part of the survey sample, they residebdersame neighborhoods and had
comparable demographic characteristics to thofeeiisurvey sample (Winston et al.,
1999).

Sample

Recruitment of families into the ethnography ocedrbetween June 1999 and
December 2000 (Burton & Bromell, 2010). Familieseveecruited from public
assistance agencies, neighborhood community cefwersal childcare settings, and

churches. Out of the 256 participating families? 2dere selected because they had a
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child 2-4 years of age; the remaining 44 ethnogydphilies were selected specifically
because they included a child (0-8 years) withsaldllity, as one aim of the study was to
increase understanding about how welfare reforectgti families with disabilities
(Burton & Bromell, 2010). However, analyses laevreaaled that the families included as
part of the disability sample “were not qualitativdifferent from the families enrolled in
the study without prior knowledge of their healtinditions” (Burton & Bromell, 2010,

p. 240).

Burton and Bromell (2010) reported that all the lgeg’ incomes were at or
below 200 percent of the federal poverty line attime they enrolled in the ethnography.
Forty-two percent of the mothers were of Hispamitatino ethnicity, 38 percent were
African American, and 20 percent were non-Hispakitdte. The majority of the mothers
(58 percent) were under 30 years of age at thedinearollment and nearly half (49
percent) were receiving public aid through Tempprssistance to Needy Families
(TANF). Of those mothers who were receiving TANReehird were also working. The
256 mothers in the ethnography were responsibla fotal of 685 children, of whom 53
percent were younger than 4 years of age. Thregegaaf the mothers cared for two or
more children; 23 percent of the mothers were nesipte for four or more children.

Most of the mothers (58%) indicated they were umi@drand not cohabiting at
the time of recruitment into the study, but Burtord Bromell (2010) report that the
mothers’ relationships were more fluid and complean was initially understood. The
authors therefore classified mothers’ relationghgtories into one of three categories:
sustained, transitory, or abated. Forty-five peroéthe women were classified as

having sustained unions, meaning “as adults, tlaglydeen in 1 or 2 marital or
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cohabiting unions lasting 3 or more years” (p. 243)irty-seven percent of the women
fell in the category of transitory unions, definesl“being involved in sequential short-
term partnerships with different men, or mothenginglong-term involvements with
men that cycled between living together and bregakim (usually in 3—6 month intervals)
and living with other men during the break-up pdsib(p. 243). Finally, 18 percent had
abated unions, meaning they were not in a seriglaonship during the study and had
not been married or cohabiting for at least one pefore they enrolled in the study.

As the literature review mentioned above, Burtod Bromell (2010) found a
high number of physical and mental health problamsng the sample. They reported
that 80 percent of the mothers in the ethnograpiffer®ed from a chronic physical and/or
mental health condition. Common physical ailmentduded severe arthritis (44%) and
cardiovascular disease (36%). Common mental hpatthlems among the mothers were
depression (69%) and anxiety disorders (67%). ©2%6 mothers in the sample, 205 of
them reported having two or more physical and/ontalehealth problems. Of the
children, 72 percent were identified as having twonore physical and/or mental health
conditions, most commonly ADHD (47%), asthma (458&)\ere periodontal and dental
disease (27%), obesity (24%), and anxiety disorfle3%). In 68% of the families, two
or more family members had chronic physical andiental health problems.

The present study focused on a subsample of 2edt56 mothers, which
allowed a more in-depth exploration of the mothesgieriences of mental health. To
select the sample, first a single city—Chicago—walassen in order to limit contextual
differences between mothers in different locatidnsluding mothers from one city

allowed the study to “hold constant” important gegrhical variables such as the mental
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health system as well as state- and local-levetiesl affecting public assistance. Next,
case profiles and family timelines were consulske(Data Analysis section below) to
identify mothers who met the following conditioriy:there was the presence of a mental
health diagnosis and/or the experience of sigmfisgmptoms of mental health
problems, 2) complete data for the family were kade, and 3) the data included
extensive information on mental health. Finallpurposefully looked for diversity of
subsample members to ensure representation ofaffenerican, Latino, and White
families. Through this process, 20 mothers andIfagwere identified for inclusion in
the subsample. (See Appendix A for demographicadtaristics of the subsample and
Appendix B for brief summaries of the mothers.) Tinethers ranged in age from 16
years to 50 years, with an average age of 31. Thdybetween one and eight children,
averaging 3.3 children. Just over half of the mt{85%) were African American, 35%
were Latino, and 10% were Caucasian. Eighty-fiveget of the mothers reported
accessing some sort of mental health treatmermina¢ point in their lives (discussed
further in Chapter 3).
Data Collection

The ethnographic data on mothers and families watieered and analyzed
through a method of structured discovery. Ethnogeepinterviewed and observed the
respondents, focusing on topics of interest whig@maining enough flexibility to
uncover unexpected findings and relationships betwariables (Arditti, Burton, &
Neeves-Botelho, 2010). In addition to conductingnviews, ethnographers used
participant observation to learn more about coraext relationships; they accompanied

mothers to places like welfare offices, doctor's@ptments, and work, as well as being
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present during extended conversations and atteridmiy functions (Roy & Burton,
2007). In most cases, one ethnographer remainédeadh family for the entire study
(Burton & Bromell, 2010). Ethnographers met witkitifamilies one to two times per
month for the first 12-18 months of the study amehttwice a year through 2003.
Respondents received department or grocery stareheos for participating in the study.
The primary data sources for this study were tnayiscof all tape-recorded
interviews and ethnographers’ field notes aboutiggpant observations and interviews.
Interviews covered such topics as education and wgtories, health and health care
access, intimate relationships, family routinesgimeorhood context, and support
networks (Roy & Burton, 2007). Regarding healthtmeos were asked to describe the
physical and mental ilinesses they experiencedhiddren, as well as any current health
problems affecting them and their children thahgsician or mental health specialist
had diagnosed and/or treated. Gathering accuatéeoth the health of mothers and their
families was only accomplished after months of @pith discussions with and
observations of mothers, as well as verificatiothefr health problems by physicians,
social workers, therapists, or other family memigBigton & Bromell, 2010). With
regard to mental health, most of the mothers repaittagnoses received by a mental
health professional, but the diagnoses often vaned time as the mothers and their
children were seen by different health professwralrton and Bromell (2010) note that
a number of factors could affect the diagnosesivedeincluding the amount and
accuracy of information provided, as well as thegpession of family members’

illnesses over time. In their study, the authomssehto use conservative descriptions of
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mental health conditions, guided by h8M IV definitions of mental health disorders
(American Psychiatric Association, 2000).
Data Analysis

The Three-City Study research team conducted t#ialivaves of coding soon
after data were collected. In each of the thraes;iethnographers assigned bucket codes
to their field notes and transcribed interviews abdervations; these documents were
then entered into a qualitative data managemetward application (nVivo). Data were
then sent to researchers and qualitative data sisay Pennsylvania State University for
a second wave of coding. Here the data were orgdmiito case profiles for each family.

The present study utilized grounded theory methoad®nduct three phases of
coding of complete datasets for each family inghlesample. The three phases of coding
were open, axial, and selective (LaRossa, 2005 .fifét phase of coding was open
coding, which involved a “line-by-line” breakdowm the data (Daly, 2007). In this
phase, the goal was to identify concepts and faatewategories based on the contextual
experiences provided by research participants (sa®®005). Through the process of
reviewing transcripts and field notes from intewseand observations, | developed an
initial set of codes to describe the phenomenaudsad or observed which then guided
further exploration of the data. In this phase,esodere developed deductively and
inductively: deductive codes arose from what | kniewe relevant from prior research,
whereas inductive codes emerged directly from gaents’ experiences (Daly, 2007).
Examples of codes in this first phase included stz use, child illness, and mothers’

relationships with extended kin.
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The second phase of analysis was axial coding. gttlase involved looking for
conceptually-similar codes, or categories. In fiase, characteristics of each category
were defined to distinguish it from the others (D&l007). Through the process of axial
coding, | looked across cases to identify pattameng the mothers. A few examples of
patterns included active and avoidant coping, aBuffered in childhood, and mental
health treatment-seeking during pregnancy.

The third and final wave of analysis was selectivding. The purpose of this
wave was to develop a theory about how the varatsgories related to one another. At
this stage the researcher selected what was dexirto be the most important
categories, patterns, and relationships betweeoatagjories to describe a theory about
how they hold together. In selective coding, a tcarcategory” was thus developed that
was able to explain the interrelating charactesstif supporting categories (Daly, 2007).
In this phase, codes were tied together into mbséract concepts that became the
underpinnings of grounded theory. For instanceesalich as “substance use,” “prayer,”
“isolation,” and “talking to friends” were categped into a code called “coping.” Codes
including “relationships with extended kin,” “mothguilt,” and “intimate partner
violence” were tied together into a category catfednily system.”

Data Quality

A variety of measures helped to ensure the cretyilsihd dependability of the
data (Lincoln & Guba, 1985). First, there was pngjed field engagement (Roy &
Burton, 2007). In most cases, the ethnographeraaally matched with the family and
the same ethnographer remained matched with ayfdonithe study’s six years,

allowing for the development of strong relationsh{Burton & Bromell, 2010). In
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addition, the study design included repeat codendriques and cross-checking of data,
obtaining consistent input from more than 200 egjnaphers, research scientists, and
qualitative data analysts (Burton & Bromell, 201Bnally, there was triangulation
through multiple methods of data collection andtipld data sources (Roy & Burton,
2007).

Reflexivity

There are a number of ways in which my personaéegpce and background
have affected the approach to this study. My wogegiences have cultivated a deep
respect for families living in poverty and a deswainderstand and change the systems
and circumstances that have allowed poverty tagieasross generations. After
obtaining a Master’s degree in public policy, | spgeveral years in Baltimore
researching and advocating for policies and prestio benefit families affected by
welfare reform. | then spent eight years with aermational relief and development
organization, supporting programs aimed at empawydamilies—and particularly
women—in some of the world’s most economically degt regions. Through these
work experiences, | have seen first-hand someeofitany faces of poverty and | have
wrestled with the complexity of addressing povertgot causes and lasting
consequences.

Most recently, | have spent the past two years@suple and Family Therapist
Intern serving a largely low-income community. &t time, | have become more
intimately acquainted with the linkages betweengrtyvand mental health. Since leading
an 8-week therapeutic group for women—all of theothmars—a year ago, | have come

to believe that we in the mental health field neebetter understand how low-income
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mothers navigate the mental health system and uhedisions about whether or not to
seek treatment for themselves, especially if tbleildren are also in need of some sort of
treatment.

An implicit challenge | have faced in all these esipnces is that | am coming
from a position of privilege: | grew up in a mideteass family; | am white; | have
obtained a graduate degree. | have no frame aferefe to understand what it would be
like to be unable to feed my children, to wondeanif lights will be shut off tomorrow, or
to have to stay with an abusive partner becausaltbmative is homelessness. What | do
have in common with the groups | have served andaaded for, and what | have drawn
upon over the course of the present study, islthiat a woman and a mother. |
understand, at least in part, how women in thisetp@and across the world still struggle
to have their voices heard, that there are stijtsna which women are considered to be
(perhaps ever-so-slightly) “less-than” men. Anachterstand a mother’s passion for her
children — her willingness to sacrifice anythingptotect and care for them. In these and
other ways, | feel a deep empathy for the womenfamdies who are the focus of this

study. | hope to do justice to their stories arall#ssons they have to teach.
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Results: Chapter 1: Low-Income Mothers and the Pereived Meaning of Mental
Health

In this chapter, | broadly describe various wayw/imch the low-income mothers
talked about, experienced, and attempted to matses# their mental health. The data
illustrate a complex array of issues shaping amagoghaped by low-income mothers’
mental health. For instance, one cannot discussm’'srdepression without also talking
about her child’s health, her relationship with agtended family, her partner
relationships, and her experience of poverty owee.t Thus cumulative disadvantage and
family comorbidity are two concepts that | will ratluce here and return to in later
chapters. In this chapter, I utilize the storie$wad mothers in the sample who offer
particularly rich insights into the varied trajecés low-income mothers may follow as
they seek to construct meaning in their mentaltheald adapt to life circumstances over
time. These two women illustrate the differencenaein treatment and non-treatment and
embody most of the themes | touch upon in thisish€ase studies are especially helpful
for this chapter as the fuller context helps orssgrhow mothers come to construct their
mental health.

Before introducing the two cases, it is worth ngtseveral overarching themes.
First, descriptions of mental health problems \éhegen when the primary diagnosis --
commonly depression -- remained the same. Secooithers often ascribed their mental
health problems to problematic or stressful refegiops, and they encountered their
mental health problems in the context of thesdiogiahips. Finally, mental health

problems were also attributed to and experiencétimcontextof ongoing poverty
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Descriptions

The mothers in my sample described their mentdthheaing a broad range of
terms and descriptions, from the highly clinicathie informal and colloquial. For
instance, Wendy, a mother whose story we will leaane about later in the chapter,
closely identified with the diagnosis of dysthymdisorder, while another mother,
Ashley, remarked, “I'm a loony bin.” Other more anfmal labels employed by the

mothers included “mood swings,” “nervous breakddwiow self-esteem,” “mental
breakdown,” and “letting emotions rule my life.” &te same time they used a range of
descriptions, there was commonality: all 20 motlierscribed what they experienced as
“depression,” and 15 of them (75%) received thagdosis from a health care
professional. A quarter of the mothers mentionededy attacks in addition to
depression. Eleven of the 20 mothers (55%) mendiaiséng drugs, alcohol, or cigarettes
to help them cope with stress, and four of then¥4RBad been in drug or alcohol
treatment one or more times.

Clearly, depression was a common thread runniraugir each case. The term
was something of a catchall description for howrttathers experienced a wide variety
of symptoms such as loneliness, isolation, wormlt,gnsecurity, and anger. Although
the term depression was applied broadly, it is irgyd to note that for several of the
mothers, depression was just one of multiple mdraalth diagnoses that were
employed. Nevertheless, it is noteworthy that degios was the most prominent term
utilized by mothers throughout the interviews.

For some of the mothers, receiving a mental hehd#tgnosis from a health care

professional helped them to move toward solutitireemed as if the label defined the
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issue and provided motivation and structure fokisgehelp. Wendy's experience fell
within this category, and is noted below.

Conversely, a couple of others in the sample desdriurning to negative coping
strategies such as drugs when they lived withal¢a name for their mental health
problem. For instance, Tammy gave the followingcdesion of herself before being
diagnosed with depression:

| had got so depressed with myself that | didmhlbany hair, | just sat, | just sat

in the window. My mother dies, I lost my job, stjufst, you know the ball just

stopped. Stuff just happened for three years.sywent to jail, he got six
years. Jerry got sick, almost...you know, stuff jugppened back to back for
three years.
Tammy said she did not know she “had depressiohibar to deal with her problems.
Someone gave her drugs which made her feel goddhan "where something would
happen I'd go get high."

Mothers also used depression as a descriptor pothein understand their
behaviors, such as pushing people away or choosihtp talk to others. Sharon said,
“Sometimes | don't feel good. Sometimes | be degae..So when | be depressed |
don't say nothing to nobody. | don't talk to peowhen I'm depressed. Just like to be
alone.”

Two of the mothers (10%) perceived they had a niéet@th problem when they
“had to ask for help,” which was something they ldaather not have done. For others,
the requirement was more extreme: it was when ¢tbegidered thoughts of injuring or

killing themselves that they decided there was $bimg wrong. Seven mothers in the
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sample (35%) reported considering or attemptingidei Pam talked about knowing she
was depressed because she,
entertain[ed] the thoughts of bodily harm to [m¥flseHave | ever tried to Kill
myself? That is not a question that somebody caltyrgive the right answer.
But to answer, yeah. Usually they will ask you hgwa entertained the thought?
Yes, | have. Have you acted on that thought? Ofsm Did | succeed? No.
What made me not succeed? | thought about iputlenn't have benefited me to
kill me and the other person lived.
Another mother, Tammy, expressed her suicidal tecide more succinctly: “I just
didn’t care what happened. | didn’t care. | wish@ghs dead half of the time.”
Describing mental health problems helped the meteemmarize in a word or a
few words the multitude of challenges they faced thre complex feelings and
behavioral responses triggered by those challedgddey, the mother who called
herself a “loony bin,” never received a diagnogislimical depression but she
nevertheless referred to herself (in addition todp@ “loony bin”) as depressed. When
asked to describe her overall mental health, Astdsponded:
It sucks. Sometimes | feel A-Okay. Sometimesl g&ad. Sometimes | feel just
tired. Sometimes | just feel that I'm not doingamd job as a mother and a
provider. Sometimes it's just so overwhelming.t Byet over it.
The mental health diagnoses and descriptions thkersused, most often
depression, encapsulated a great deal and themingegaried from mother to mother.
As the above quote from Ashley suggested, issuesatfonships and resources were

centrally important for many of the mothers. | ttorthese two topics next.
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Relationships and Mental Health Problems

Several patterns emerged regarding how the motimelsrstood the causes of
their mental health problems, which | will explonethe two case examples below. As a
general overview, virtually all the mothers viewethtionships with extended kin,
children, and partners as primary causes of theitai health issues. Common
relationship-oriented explanations mothers gavethfeir mental health problems
included learning their partners were cheatinghamt, being physically and/or verbally
abused by partners, separation from partners,rehildcting out, facing an unexpected
pregnancy or pregnancy of which the father was ppstive, feeling taken advantage of
by others, and feeling isolated or ignored by athbr a related vein, family comorbidity
figured prominently into mothers’ understandinglod causes of their mental health
issues, both by predisposing them to problems gratdmting turmoil and stress at
having to care for afflicted family members. Sewéithe mothers (35%) explicitly
mentioned that mental health problems “[ran] infdmaily,” 13 mothers (65%) cited
child physical and/or mental health issues as acsof stress, and four (20%) mentioned
other family comorbidity challenges such as hawdrgisband with a significant physical
or mental health impairment or a parent with aldigg requiring their support.

Five mothers in the sample (25%) traced their mdmalth problems back to
childhood or adolescence, each of them relatingptbblems to difficult events or
circumstances such as child abuse or homelesaralisy to troublesome relationships
such as having a distant or abusive mother. Foraimaining 15 mothers (75%), there
was no mention of mental health problems occunpingr to adulthood, and in those

cases a particular event or cascade of events gabhweays related to one or more
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significant relationships as discussed above) wed as triggering the mental health
problem.

Although this will be a central topic in the nexiapter, it deserves mention here
that the mothers commonly focused on their childvlien speaking about their mental
health, whether referring to how their childrendsad” mental health problems, or to the
ways their children suffered the consequenceseofrtbthers’ mental health problems.
Ruth, for example, referred to having taken out“h@yods” on her oldest daughter,
Heidi, about whom she said things would have bedot‘better without.” When asked
about her own mental health, Ruth focused on He#&liing her mental health was “a lot
better when Heidi is not around. It's good whea'simot here; when Heidi is here, I'm
yelling at her all the time.”

Other common expressions of poor mental healtluded pushing people away
and wanting to be alone, becoming overwhelmed emskefren cases, or 35%) suicidal,
and feeling unable to care for oneself or for athparticularly one’s children. Moreover,
mothers described feeling profoundly isolated f éisay had nowhere and no one to turn
to. There was a tension between needing help étbwers but not wanting to ask for
help, whether out of fear of being taken advant#ga desire to protect one’s children,
or for some other reason.

Cumulative Disadvantage and Mental Health Problems

In addition to attributing mental health probleragelationships including
partners, children, and extended family, mothese abmmonly cited financial stress and
a lack of resources as contributing to their meinéallth concerns. Sixteen of the mothers

(80%) explicitly linked various components of curtide disadvantage — including
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joblessness, homelessness, inadequate educatiag,ih poor neighborhoods, being

unable to provide for their children, the stresbehg a single mother, and general

“money problems” — to their mental health. Mostleé mothers grew up in poverty and

lived with the consequences of poverty in their dwes. While grappling with these

personal consequences, they now faced the reéligising their children in poverty.

The mothers expressed wanting more for their afidand they experienced guilt and

emotional turmoil as they discovered the severédimns of their options. Briana talked

about facing disappointment as a single, unemployether to two children and
pregnant with a third:

When | was having my girls, | was so excited....bdid not want to be a single

parent. Not with three kids. It's hard enoughhaivo. Now, here come another,

and | ain't even ready for it...My plan was to be Wwaog by now, but now | gotta
walit til at least the baby is born....".

Later when Briana yelled at her children, she agiakd to the ethnographer, saying:
I’'m not usually like this. |just don't have angfpence lately. | really love them.
| love them a lot. My nerves is just...l just aigtt no patience. Things’ll be
better. They got to. | have to get a job. I'medi of this. This why I ain’t got no
patience. Between having another baby and no job...

The mothers’ stories made apparent that cumuldisedvantage and its impact
on mental health affected the mothers’ relationshipd the roles they played in those
relationships. This appeared especially cleartiraibns of family comorbidity in which
mothers had to weigh their own needs against tbb#eeir children and other family

members. Given the limited resources availablafluressing mental health issues, it is
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perhaps unsurprising that in many instances théensichose not to seek treatment for
themselves. | will return to this topic in the thchapter when exploring coping
strategies.

This overview of the three broad themes around erstlperceptions of mental
health also demonstrates their interrelation. difscult to talk about one without also
talking about the others. At this point, it is msitive to trace the three themes — labels,
relationships, and cumulative disadvantage — thrdug case studies that illustrate the
themes in unique ways. These two mothers offervevg different examples of how
mental health problems are perceived, labeledadddessed in the context of
complicated family and intimate relationships andchalative disadvantage.

Case Example 1: Lisa

Lisa was a 23-year-old African-American mother wdhdaughters were 4 and 5
at the date of enroliment in the study (2/2000isals husband physically and
emotionally abused her; midway through the studsa ffiled for divorce. She grew up
in an impoverished family and experienced ongoimgsa by her mother until moving
out, first to a homeless shelter and then to her lew-income apartment. Lisa was
diagnosed with depression and had taken medicadrat) but when she lost Medicaid
coverage at the end of the study, she stoppedgakenmedication. Lisa reported gaining
confidence and finding meaning through her jobaA®ung mother, she struggled to
balance the desire to be in relationship with (aade the support of) others, even as she
desired to protect herself and her children frommdpdurt. This ongoing tension played a
part in her relationships with her ex-husband,rhether, and other extended family

members, and it formed a key feature for Lisa'seeigmce of mental health.
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“My mind was so messed upThe role of cumulative disadvantagelisa grew
up in public housing with her mother, younger sisé@d several extended family
members. She believed that she stopped learnitig ithird grade, which is when her
experience of abuse began. Her mother inflictedtrabthe abuse, but sometimes one of
her mother’s boyfriends gave Lisa a beating. Lesaalled how the abusive situation at
home made her middle school years particularlyaiff, as her mother would sometimes
“give me a beating right in front of school,” magihisa a “target” for other kids. Lisa
remembered being so distracted by her home lifiestia found it difficult to focus at
school:

My mind was so messed up. You know, [the teachedd}dbe talking and I'd just

drift away. That's it. [Ethnographer: Were thereeotthings that you thought

about, like, during school or things that staregft Umm, probably who's going
to beat me up or whatever. That was on my mind.yButhave to remember, |
was sick. You know?

Lisa accrued many absences from school becausediker often wanted her to
stay home. She gave Lisa “guilt trips,” accusingdfdetting other things (e.g., attending
school) get in the way of her relationship with hesther. Lisa said her mother “used
[my sister and me] as a crutch.” By staying honeenfschool, Lisa fell behind in her
classes and exposed herself to more frequent alouaédition to regular beatings, Lisa’s
mother prostituted Lisa out at age 13 and wouldetones kick her out of the house,
leaving her to live on the streets.

The theme of cumulative disadvantage further enteagelisa talked about how

her mom was abused by her own mother. Lisa’s maféree birth to Lisa when she was

56



just 16 years old, and Lisa said “things did notkvaut” for her mother. She relied on
public assistance while Lisa was growing up, faistAid for Families with Dependent
Children (AFDC), and then on Supplemental Secuntpme (SSI) benefits for Lisa’s
“mental depression” when Lisa was around age 18.r&talled attending counseling at
the time, but rather than counseling being an dppdy for Lisa to talk to a trusted

adult, Lisa’s mother attended sessions with Lisaking it impossible for Lisa to express
her real feelings or to reveal the abuse she wdgramy. Here she expressed the isolation
she experienced at that time:

| had one counselor at that time, when my mom wasg to put me on

SSI...And, umm, | had to go through these therapygi cause then school had

a counselor, so umm | went through that...And shaifd/say], "You have to

listen to your mother." Because my mom would beelzand speak for me. And |

could not bring her stuff out, what she was domge...But them counselors,
they never played no important part in my life.HEbgrapher: Did you ever get
the chance to talk about it? Did you ever find adgyou could talk to about it?]

No.

Lisa’s mother and other family members moved toAMdilkee when Lisa was 17,
at which time Lisa lived in homeless shelters fooat a year while waiting to be
assigned her own public housing unit. At the tirne was pregnant and being treated for
depression. She and the father of her child evéptmmmved in together. When Lisa
became pregnant with her second daughter only arfemths after giving birth to her
first, she recalled that she was in a “state ofalgrexperiencing another episode of

depression due to the unplanned pregnancy.
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In the health interview five years later (Augu€i0R), Lisa described her overall
mental health as "okay," saying she had been “Happhe last year because she was
“finally finding” herself and “it's good to know ywself.” She said she was learning
what made her happy and how to cope with everyiflayHowever, the ethnographer
noticed “dozens of small, thin cuts on her arm...§Skelf-mutilating.” Here we see a
paradox between Lisa describing herself as “hajgoyg’ “finding herself” on the one
hand, while on the other hand dealing with limitedources and strategies to cope with
ongoing stressors. One of the greatest stresseraesed at the time (and throughout the
course of the study) had to do with her childrdre desired to protect them, felt guilty
about raising them in poverty, and feared being likr own mother. In August of 2000,
she discussed how she desired to be closer t@amglyfof origin but feared it would put
her children in danger. She did not want theirdfimlod to be abusive like her childhood
experience. Two years later (October, 2002), Lesaarked that she felt “trapped in
public housing” and feared her daughters would thegr entire lives in public housing as
she had. She said, “when you live in the projelttgaaur life, that’'s where you gon’
live.” Lisa spoke in the same interview regardimuyv she was fighting "so hard" not to
be like her mother.

“They were trying to label my babyFamily comorbidity. In addition to the
guilt related to raising children in poverty, Listuggled to deal with her daughter,
Julie’s, behavioral and physical health problemsldnuary of 2001, Lisa received a
referral to bring Julie to a speech therapist, bsedhe childcare center director
suspected she was acting out due to speech inchermibility. Although speech therapy

helped, in May of 2003 Julie started acting outiadallowing Lisa’s separation from her
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husband. Lisa believed “they were trying to labgllmaby” with a behavioral disorder, to
which Lisa was resistant as she feared Julie b@mgjed out and treated differently in
the classroom.

Lisa pointed out how on top of Julie’s father lewyiher regular teacher was also
out on maternity leave so she had five differeathers in the past school year, each with
different expectations. Initially the marital breag “didn’t faze” Julie, so Lisa did not
understand where her daughter’s outbursts werergpfrom. But she realized that “you
can only whoop a child so much” before concludimag t'something is really wrong,”
and eventually Lisa could see how “everything Ejuvas used to was gone.”

“Everybody just keep on using melsolation and relationships.A recurring
theme throughout Lisa’s story consisted of compéidaelationships which both
contributed to and were affected by Lisa’s menéllth. Lisa described in an early
interview (May, 2000) feeling like her generousuratcaused her to be taken advantage
of by neighbors and friends:

If you stay to yourself, than you don’t have nolgemns as far as people

borrowing. | have a big heart and they try to reesthat...[l don’t] too much

socialize with too many people no more...It's notgdeing friends because a

friendship is a give and take thing and | alwaysi myself being the one to

give, give, give.

In August, 2001, Lisa talked about feeling as thosige had no one to depend on
when she was in need and this caused her to feptédsed and alone.” She gave the
example of needing money to buy her daughters’@almaforms. When she told her

mother about the need, her mother offered to sejgito get the money. Lisa said she
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did not want her mother’s “dirty money.” Her hustdaresponse when Lisa felt
depressed was to “have faith,” but Lisa believegtoxided very little actual support,
especially when it came to caring for the childféne complicated relationship Lisa had
with her mother and other family members was furthwedenced in October of 2002,
when Lisa reported that both her mother and herdyrather were ignoring her, telling
her they were “too busy” to call. Lisa told thergtof how she lent money to her aunt,
who had a history of drug abuse:

| can tell you, this was me trying to buy friendgan. | was like, “Well, what

you need? I'll send you whatever you need.” #® fl need some money to do

a, b, and c.” So | sent her a $50 money ordee V&s like “Can you send it

Western Union?” | said 'I'll see.” | couldn't seihWestern Union ‘cause | didn't

get my paycheck and | had money just to get a monggr. She didn't even say

thank you...That's it. | have to learn not to useempotions. You know, | have

to learn how to pray about that...You know, fronbéit on down, everybody just

keep on using me, because | let them.

Reminiscent of when Lisa was a child, her mothédir(st 2002, when Lisa was
26) accused Lisa of being “too busy for me.” Les@lained, “I'm trying not to let
depression sit in on me, and she's like, ‘Sincedaut have time to talk to me, I'm not
gon’ call you anymore.” Lisa wished she could tedr mother, “I'm your daughter.
You should know when something wrong. Don't gipeon me like that.” She thought,
“When people are trying to change their life, ybowld have patience with them.” So in

this way, Lisa’s relationship with her mother maidgifficult for Lisa to move away
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from depression. Her ability to address her mamalth was closely related to and at
times hindered by her interactions with her mom.

As with most of the mothers in the sample, Lisastiper was another source of
significant mental and emotional turmoil. Lisa rhet husband, Albert, shortly after
breaking up with an abusive boyfriend. She saitl¢hay on in the relationship he was
“always there for me,” but by August of 2000 sheat#ed him as being “distant”
because he knew “all of my secrets.” He becameawingly physically abusive over the
course of the study, and in December, 2001, Liskdk Albert out of the apartment after
he hit her several times in front of the childréhen he publicly hit her in the apartment
lobby, the on-duty security guard called the police

In April, 2002, Lisa reported that she was pressumé participating in marital
counseling with the assistant pastor at their dinurccounseling, she felt like Albert and
the assistant pastor/counselor were “ganging upeohby giving her Bible verses which
emphasized women’s submission and men’s domin&fts. describing the physical
abuse she endured, the assistant pastor respdldelt],it's not like he hit you in the
face or nothing.” In striking similarity to her espence in counseling as an adolescent,
this encounter with supposed counseling left Lesdihg profoundly alone. By October,
2002, she had made the decision to end the marbagstill struggled to protect herself
and her children from Albert’s abusive behaviorr lgtance, she attempted to file a
protective order but was told, “That’s your husbaraihd you don’t have no marks.”
Lisa reflected, “So | actually have to get beatwng | feel like that, | really been through
it girl.” Her conclusion was that “the only thingan do for protection is pray.” Albert

also wrought emotional havoc on Lisa through hisaveors with the children. He
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showed up to scheduled visits late or not at atl, @hen he was with the kids, he told
them lies or details about Lisa’s past that sheebetl were inappropriate to be shared.
Lisa viewed this as his way of asserting controd ahe worried at how deeply it hurt the
girls.

“Last year, | would have been trying to kill mys&lf Sources of strengthin
October, 2002, as the end of her marriage wasicgttiga felt depressed and suicidal.
She said, “Last year, | would have been tryingilionkyself or something like that...I'm
not at the point no more where | would try to takene pills and stuff like that.” Two
major sources of support stood out, one of which aexr work and the friendships at
work which Lisa cultivated. The second was suppbet received from members of her
old church.

As early as February, 2001, Lisa declared feeltrgnsformed” by work, and
noted she had more confidence and did not feat¢led to take her anti-depressant when
she worked. More than two years later, in Aprik06D3, Lisa talked about feeling even
stronger thanks to her co-workers who provided eugp leave Albert. Lisa said they
helped to bring her out of her “shell” and to sgren her self-esteem.

Religion played a more complicated role in Lisa#s,Iproviding a source of
empowerment and strength, but also (as seen alrking against her as she
endeavored to leave her abusive husband. Throudgisais story, the importance of
prayer and reading the Bible was discussed. Al®vidence was the strong support
provided by a network of people alongside her. fidhe of religion will be explored

further in Chapter 3.
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Case Example 2: Wendy

Wendy, a 25 year-old African-American mother, hagba of five when she
entered the study (8/2001). She divorced midwayuin and moved back in with her
parents. Wendy described dealing with depressiomhele life, which others in her
family had also experienced along with other mood substance use disorders. She first
entered the mental health system at age 17 wheattgmepted suicide, an act she
attributed to her mother being “unaffectionate amdrbearing.” After being hospitalized,
Wendy saw a counselor and psychiatrist for almustet years and she went back into
counseling after her son was born, as she deditpaibic attacks in addition to
depression. Wendy said she learned various copaigiques in therapy and that her
self-esteem improved as a result. Her relationsliip her mother began to change
towards the end of the study as Wendy was ablbitiotke ways in which the two of
them interacted.

“I can never make mom happy’Experience of depression in adolescence.
Wendy was unique among the mothers in the sampldodepth of information she
shared about her experience of depression as #&sadnt. Her insights were helpful
windows into the relationship dynamics that othenmbers of the sample hinted at
enacting with their mothers as well. For Wendy, fedaitionship with her mother was a
central contributing factor to her depression. 8éscribed past bouts of rage wherein she
put holes in the wall of her parents’ house “teenet tension.” Wendy moved out of her
family’s house at age 17 to live with Matt (whoneskould marry three years later). The
two struggled financially and lived in a rat-infedtapartment. They were evicted and

spent a night at a shelter, and when Wendy’s mdthard out she forced Wendy to
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return home. Wendy viewed the relationship asrodlitig and said it made her

depressed and suicidal.
| had been dealing with depression my whole lifediagnosed...l would have
bouts of rages.... [My mother] was very emotionalysed off. So she would say
things that were emotionally hurtful to me but Isnanable to hurt her back. So |
jumped on her. And that 's the philosophy, | chnft you emotionally so [I] hurt
you physically but | need to fight back, you knddnd so there was all this
dynamics going on between us and the bottom lirelwean never make mom
happy. And with kids I've learned that no matteratse is going on there's
inherent need in children to make their parentpiapo please their parents and
they're hard-wired. It's in their genes, it's gendim convinced. They must make
mom and or dad happy. That's part of their, thagég purpose in life. And |
could not no matter... She one of those impossibfgease people. | simply could
not make her happy...l had really worked up in myadrtimat she really did not
want me. She did not want me for whatever reasafdawt or did not have an
abortion... So | was going to make mom happy. | g@ag to do for her what she
could not or would not do 18 years ago...This is whatlly believed and I'm
thinking this is my last effort to make mom happyse nothing else works, so
this is go to be what it is. And | really thoughwés doing her a favor. Do you
know after my brother broke down the door and hasmantum knocked me over
and the pills fell into the toilet and I'm justtsig there emotionally catatonic. She

came into the room and said, “Why do you alwayshawause trouble?” And he
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was there, that was a witness. And if | had hadstrength, | think I'd still be in

jail for Murder 1. I'd killed her right there ondtspot.

Although the relationship between Wendy and herheiotvas of pivotal
importance to Wendy’s mental health as she wasiggpup, Wendy came to believe
there was a strong biological component to herekgion as well.

[M]any times people that have not dealt with [degren] on a first-hand basis or

[with] someone very close to them will have theaig@&Vell just cheer up. Snap

out of it," you know...Everybody gets depressed evetybody gets blue and

everybody gets down but when it crosses a lineheiag a clinical condition,
when you're just not able to pull yourself up olito.And part of what | learned
in the counseling that | had is that it's besbtuklat depression and other mental
ilinesses like it as a...physical illness that hastomal symptomatology.

Depression is a physical illness in many ways, teit is brought on by some

events in your life or rather it is...from a chealjdiochemical imbalance that

was there originally...But it's still a physical ias except the symptoms are
manifest in your emotional state, rather than ipgotal problems. So...I can no
more snap myself out of sleeping all day and upight... And crying spells for
no reason and this disembodied sense of guilt.

Wendy’s way of speaking about depression was nmaphisticated than many of
the mothers in the sample, perhaps in large paduse she participated in more therapy
than most of the other mothers. Her observatioosige a sense of the range of the data

in terms of how mental health is described and tstded.
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“I've never really been depression free®ngoing mental health issues and
perceived contributing factors Wendy’s understanding of her own mental health
evolved as she moved into adulthood. In January 280age 26, she began seeing a
counselor at her university while struggling withilgassociated with not staying at
home with her four year old son. She worried tih&t wasn’t “doing my child justice”
and viewed the guilt as contributing to depressind panic attacks.

I've never really been depression free. It's contegione and | think the term for

it now is...umm...dimorphic disorder? No, that's ioDysthymic disorder. I've

been in counseling at Chicago State since Janwdwsmn | was dealing with
anxiety attacks and pressure from school and fiahpooblems at home. So |
started seeing a counselor over there. | told s dealing with this depression
and these issues and | described to her the viely.iAnd that's when she first
gave me that term, dysthymic disorder. Then | lablp the little DSM-IV
handbook that | had to buy for my Abnormal Psydassll had last semester. And
| looked it up and that was the description thgiaie. And | said, "Wow, that
sounds exactly right."

Again, even as Wendy acknowledged the potential sbbiology, she also
interpreted her depression and anxiety as stemmipgrt from circumstance. At this
time her circumstances included guilt related tob®ng a stay-at-home mom, school
pressure, and chronic financial problems. In Oato®@01, the weight of financial stress
once more became apparent. Wendy spoke of theh*@&tof receiving public
assistance. Wendy was the only person in her faimihave applied for public

assistance, which she initiated when she becangmané As a full-time student as well
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as a mother, the welfare office informed her thagjbitting school to get a full-time job,
her son would be eligible for an early educatiomgoam. To Wendy, she was being
asked to choose between her son’s education armiumerEven if she obtained full-time
work, she risked losing her medical assistancbehview,

the purpose of the welfare reform was not to elaterpoverty but to get people

off of welfare. Any job is better than no job. &minimum wage is $5.15/hour.

That is $9888/year but the poverty line for a fanaif 3 is $13000, which is not

enough to live. You could work 56 hours a week stiltinot make enough to

make ends meet. Maybe | should kick my husbandleare my job and have
about four more babies with different guys. | aemly penalized because |
married my child’s father before | got pregnantealized that | should never
have told them | was married.

In a later interview (March, 2002), Wendy hypotlzesi that financial problems
were actually hiding the "interpersonal problemsveen me and Matt,” which
eventually ended the marriage. She explained,

The financial problems were never going to endnlagriage because no one

blamed the other. We saw the way the world wokadi it just wasn't

fair...There were systematic procedures and systarsiitutions in place to
basically create that economic glass ceiling.

Wendy’s husband also struggled with mental heakbes that Wendy linked to
abuse he suffered as a child. Wendy and Matt mehwiendy was a teenager and her
self-esteem was “very low” because she felt “untbvgy her mother. Matt's family was

“extremely dysfunctional.” Once when he was fous, father threw him into a wall. In
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another incident, Matt's brothers babysat him bggyhim to a chair and leaving him in a
closet for eight hours. He was now claustrophohit severely obese. Wendy reported
that once he “got married, knocked me up, and Hadhdy, he wasn’t going to work no
more.” She believed overall he “has a lot of uohe=d issues regarding his childhood,”
and these issues placed a high strain on thetraeship.

“Two-steps back? Regulating relationships and establishing identit. By
March of 2002, Wendy had left the marriage and rddseck in with her parents. She
said there were “a hundred little things wrong witimn and a hundred little things that
had changed about me.” Ultimately, she decidedrtagiage was not good enough to
keep her there and her self-esteem had improvtetpoint where she believed she
could be happier without him. She spoke of takiagkd‘'some of the power | didn’t
know I'd given up.” Part of taking back her powecluded becoming involved with
another man. While still married to Matt, Wendy agegd in an affair with a married
man.

After moving back into her parents’ home, Wendyctégd being in the “two-
steps back stage” of life and trying to move fomveé8he found that the changes she had
made in herself had affected the ways in whichpaeents dealt with her. When she first
moved back into the house, her parents were fstldling from the old book on how to
interact with me,” and she told her mother she m@she same person she used to be.
She declared that she was “someone they've neviebefare.” Although Wendy
described “reverting back to old behaviors” at tm&he also spoke of having more
“close” conversations with her mother at that ticoenpared to when she was a teenager.

She attributed this development to learning howeatiee less about whether her mother
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“passes judgment,” having recognized that she (Wehad reached the point where she
was also an adult. As I will explore further in @ker 3, therapy played a significant role
in Wendy’s journey to change the dynamics of hiati@nship with her mother.
Conclusion

In this chapter, | have presented how low-incomehers talk about, experience,
and construct meaning around their mental healik.cbnstruction of meaning is closely
linked with relationships — particularly with pagis, extended kin, and children. It is also
intertwined with the mothers’ experience of povextyg disadvantage over time. This
chapter presented a window into these importamhése Focusing on two women’s
stories provided an opportunity to understand #etld and complexity of how mental
health is experienced and understood by low-incorathers. Lisa’s and Wendy'’s stories
were each unique and demonstrated important difte®related to family and economic
background, as well as to mental health treatmesé. had a much more pronounced
history of cumulative disadvantage than Wendy, Whiffected the amount of family
support the mothers received. Another difference that Wendy obtained substantial
mental health treatment, whereas Lisa’s experiehceunseling was extremely limited
and largely negative. Although Wendy considerednhether to be controlling and the
cause of her depression when Wendy was an adotesberbelieved the skills she
learned in therapy helped transform her relatignghth her mother so she could relate
to her more as an adult. Lisa, on the other haigddr primarily on the support of friends
and church members, work, and her faith to coplk hetr depression. Her mother’s
ongoing involvement with drugs and overall erréghavior made it difficult for Lisa to

rely on and substantially invest in that relatiapsh

69



Moving forward, | broaden the scope of the studgraw on the rich variation of
experiences found across the sample. In the naxtteh | expand on the theme of
relationships and the related concept of family edidity to better understand how
mental health plays out in the context of compkaxify systems. The third chapter

focuses on how mothers cope with and addressrtental health problems.
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Results: Chapter 2: The Role of Family and PartneRelationships in Shaping
Mothers’ Mental Health and Responses to Mental He#t

In the previous chapter, | examined how mothersgiee and construct meaning
around their mental health. One prominent findiraghat mothers often attributed their
mental health problems to and experienced themmatbmplex and stressful
relationships. The finding was illustrated in twase studies. In this chapter, | report in
greater depth on the role that family and parte&ationships played in shaping mothers’
mental health and responses to mental health.rticplar, | draw on data from across
the sample to explore how mothers’ mental health steaped by processes that occurred
in their relationships with their children, famsief origin, and current and former
spouses or boyfriends.

This chapter attends to four processes that oatwithin families and that were
meaningful for mothers’ mental health. To starthwihothers spoke of experiencing guilt
associated with motherhood and especially balanttieglemands of motherhood in the
context of poverty, which | call tHiad mom” phenomenanmnother important process
was that of mothers desiring pootect and advocat®r their children and other family
members. Mothers often undertook such protectimgamvocacy behaviors to the
detriment of their own well-being. At other timdgy were unable to protect their loved
ones, which created emotional dissonance and tur@losely related was the process of
family comorbiditymanagemenias mothers negotiated their own health issuekewhi
dealing with family members’ health problems. Lastias the process distance
regulation with parents and partnemslothers invested significant effort regulating
distance within complex, unstable, and unreliablatronships, yet they also relied

heavily on these relationships for emotional anéif@ncial support.
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The “Bad Mom” Phenomenon

The most pronounced theme that emerged in the refalamily and relationships
was feeling guilty about being a “bad mom.” Fiftedrthe twenty mothers (75%)
reported experiencing guilt about taking out tlieistrations and anger on their kids,
passing “issues” onto their kids, past mistakasimg their children in poverty, or simply
“not doing a good job.” These mothers commonlyregped feeling overwhelmed at the
reaLisation that their options were extremely leditsometimes leading them to turn to
drugs, alcohol, or even considering suicide to psd¢heir difficult circumstances. As |
will describe later in the chapter, other responsdeeling guilty and overwhelmed
included increased protective and caring behaviefging on children for assistance,
harsh or neglectful parenting, and looking to uesafunreliable relationships for
assistance.

“Taking out” feelings on children and not having erough time.Elana, a 30-
year-old Latino mother of two sons (aged 6 and rewjand two daughters (aged 3 and
1), classified herself as a “bad mother” because'slent through a depression” when
her husband left her for a period of time and shé she took out her anger and
frustration on her oldest child. Also contributittgher view of herself as a “bad mother”
was an incident in which her husband physicallysabiithe oldest child. Elana was held
responsible for the abuse because she had custosly tive incident occurred. Moreover,
Elana said her job kept her from “cooking, feediagg spending time with her family,”
which further left her feeling inadequate as a rantBhe had to work because her
husband'’s job paid too little to support the famdnd it caused her guilt that she was

unable to be present with her children more oftemtshe was. Elana’s predicament
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reflected one that many of the mothers experienitey. worked very hard to provide for
their families and they felt like bad mothers ie fhrocess of doing so. The struggle to
provide, especially when partners were unablerootfier cases) unwilling to contribute
significantly, often led to problems within relatghips and created additional stress that
made parenting all the more difficult, leading t@e more feelings of being a “bad
mom.”

Fear of passing problems onto childrenThe sense of being a “bad mom” was
closely connected to the themes of cumulative dsathge and family comorbidity. An
example is Brenda, a single, 25-year-old Africanekitan mother to an infant daughter
and two sons (aged 4 and 9), one with autism amdtter with a developmental delay.
Brenda remarked that she could see in her sonsshdididn’t do right” and she was
trying to “hurry to work on myself so | can getight.” Brenda expressed concern that
she could not “work on” her children when she wasmsessed up” herself. She
compared herself to her own mother, who she saa ‘fmished raising me when | was
old enough to stay home alone.” Brenda wanted @ im@re active parent and better
example so her children would avoid making the samstakes” she made, such as
getting pregnant at the age of 15. Brenda attrtbatany of her “mistakes” to the neglect
and poverty she experienced as a child. She wadykaware that she was caught in
poverty just as her mother was. Brenda did not waatlow her emotional problems to
keep her from being a better mother to her younigrem, who clearly needed her.

Victoria, 35, expressed similar fears and guiltithmassing along her emotional
problems to her five children (aged 3-16). Victanaved with her husband and four

younger children to the U.S. from Mexico when oh&ear sons was extremely ill. The
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doctors in Mexico could not figure out why and tamily had exhausted all their
resources. Victoria said her son’s health probleaused her a great deal of emotional
and financial stress. She was so worried abousd®s health that she “neglected taking
care” of her husband and the other children, whaised her to feel guilty.

At the same time as her son was ill, Victoria's hestwas also sick and
hospitalized. Victoria was unable to help her sitpi care for their mother as much as she
would have liked, which further added to the fegdiof guilt. Victoria described her
mental state as worried, tense, and depressedélibeed her children suffered the most
from her high level of stress because she woulday¢hem as she had “no patience.”
Victoria also feared transmitting her “insecurities her children and described how she
wanted to encourage them to try new things mone sih@ did. Another source of guilt
was that her oldest son still lived in Mexico anidt@ria was unable to help him
financially. In both instances — as Victoria en@ged her children to try new things and
build their confidence, and desired to better supiper children financially — the
underlying theme was that of a mother who wantdaktable to provide her children
with more options than she had.

Guilt about raising children in poverty. Many other mothers experienced the
same sense of shame, blame, and guilt. Anothemnd.atiother, Sofia, age 36 with two
children (and a third born midway through the shutslked about how she felt guilty
that her children had to “endure economic hardatopg with me.” She regretted being
unable to meet their most basic needs becausdref®x poverty. At one point she left
one of her children with her mother in Mexico imer to avoid paying for child care, but

she “missed him too much” and brought him home. {8héhat even though they would
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be poor, it was better for them to be together.shet still suffered emotionally from
raising her children in difficult circumstances.

Not surprisingly, mothers commonly reported theglings of guilt and shame
were mixed with being intensely overwhelmed. Ashke@7-year-old African-American
mother who was introduced in Chapter 1, spoke abowtthis combination of guilt and
being overwhelmed made it difficult for her to doything more than she was doing. In
other words, it left her feeling stuck. Ashley Hadr children (aged 3 to 7). When asked
to describe her mental health and the causeseasfssin her life, Ashley responded:

It sucks. Sometimes | feel A-Okay. Sometimesl g&ad. Sometimes | feel just

tired. Sometimes | just feel that I'm not doingamd job as a mother and a

provider. Sometimes it's just so overwhelming.t Bget over it....Kids get on

my nerves because they being hot headed and lldawt why and | want to
crack them upside the head. Man is being harddteatidon't know why and |
want to crack him up alongside his head. I'mngllya, y'all can kiss my butt and

I'm gonna leave. | keep threatening, | keep sajingonna run away. Mom

don't go. I'm leaving ya.

Ashley referred to multiple stressors in this qutite feeling of “not doing a good job”

as provider or mother, being overwhelmed, her gielsing on her nerves, and her “man”
(fiancé) being “hard-headed.” She then spoke @&atening to “run away,” though it is
unclear whether this threat was ever made in semess. Whether or not she would have
actually left her family, the intensity of her fejs was apparent.

In some cases, the sense of being overwhelmedog®at that it caused

mothers to consider suicide. An example is Frad26-year-old African-American
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mother of a four-year-old girl. Frida’s husbandfetégd from a slipped disk that
eventually caused him to lose his job, which eXaated the family’s already precarious
economic situation. Frida talked about how she exdiemely overwhelmed by her
responsibilities and she felt inadequate to mesnth

| was feeling it, | was feeling the anger, the Hibgt | didn't wElana come home

to my family, | didn't want to be a mother anymdrdidn't want to be a wife, |

didn't want to be bothered with anybody, | got teeay depressed place and |
used to cry, and | was like, this is not me, | uselde a happy, fun-loving person
getting along with everybody, you know....It's beeany a time | was like,

maybe | should take these pills and my family caltect insurance and they can

pay off these bills or whatever, maybe they'redyettithout me, you know, it's

been a lot of that going on.

Guilt about past mistakes.Another common pattern in this sample of low-
income Chicago families was that mothers felt guitr mistakes they made in the past
and the impact mothers perceived those mistakesmdakir children’s behavior. Pam,
for instance, a 42-year-old African-American grarmdner, was helping to raise her son’s
child because her son was incarcerated for muAdehe age of 13, Pam was having sex
with a man whose child she babysat and she beceagagnt. When her son was
between the ages of 3 and 7, she was involvedostifution and selling drugs to make
ends meet. In helping to care not only for her dsam but also for her niece’s child, Pam
was “trying to make up for mistakes” she believed made with her own child.

Tammy, a 38-year-old mother, experienced guilréasons very similar to

Pam'’s, also related to how things had turned aubh@ of her children. A single mother
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to eight boys, Tammy’s oldest son was in jail forgldealing. Tammy said he started
selling drugs when she lost her job and was nodopagle to give him money for
babysitting the younger children. She felt resploledbecause she “could not buy him
shoes and other things his friends had,” and sheviee that was why he turned to
selling drugs. In an interview that took place rolyca year later, Tammy mentioned that
she preferred to “work a day job any day than waghts with boys,” because she had
learned that when she was working nights, her dkl@s was out “running with gang
members.” Tammy felt stuck, however, because ierotal receive public assistance she
was told she had to work:

And then you aid is put you under pressure nowelif don't work you don't get

nothing. See don't have no choice but to work.riads at home raisin’

themselves. That's why society is so fucked up.
Tammy seemed to have been in a bind common to wiaimg mothers. When she was
working, her son was spending time with gang mesbaihen she lost her job,
according to Tammy’s understanding of how eventslded, he started selling drugs
because he needed money. Tammy felt guilty andnsdple for both situations, and she
wanted to do a better job with her younger children

Tammy faced additional and significant stressotb@time she was dealing with
the incarceration of her oldest son, includingdbath of her mother and significant
illness of another son (to be discussed furthénensection on Family Comorbidity,
below). She struggled with drug and alcohol additithat brought the Department of
Child and Family Services (DCFS) into her familiffe and caused her to fear that her

children might be taken away from her. Tammy’satah “hardly went to school” one
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year because Tammy’s job required her to leavédiise early in the morning before
her children left for school, therefore they woolten simply stay home and watch
television. The same year, three of her childrerevint by cars and sustained minor
injuries, which led DCFS back into Tammy’s life.niany chose to quit her job because
she worried a social worker would come to her hausée she was working and
discover her children were unsupervised. She aexgdai‘l left my job to be a mother. |
left my job to be a mother. A full-time mother.’u@ting her job meant her children
would go to school more regularly, but it cameha&t ¢ost of lost income. Tammy
described going through a period of depressiomn b&aing her job:

| was frightenin' myself, my inner side was figlgfithe outer side because the

other body didn't want to quit working cause it wagd to working and

providing different. But my inner side was tellinge, money ain't everything.

Your kids need you right nowl.don't want to quit working. | ain't gonna have

no money. | ain't gonna have no cigarettes.
Tammy described an inner battle that many low-ineanothers fought. She wanted to
prioritize being at home for her children and sheetl pressure from DCFS to do so, but
that meant sacrificing her job and some of the petelence she enjoyed. It meant her
options might be even more limited, which couldelpected to have further deleterious
consequences for her mental health.
Advocacy and Protection

The mothers’ accounts suggested that they undeadesicacy and protective
behaviors on behalf of their children and otherilamembers, in spite of or perhaps in

response to feeling like they were “bad mothersativrs often undertook such
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behaviors to the detriment of their own well-beifrgthis section, | highlight these
behaviors and, where appropriate, the barrierskigyait mothers from being able to carry
them out. | show how the experience of wantingrtiect and care for their families but
being unable to do so created internal dissonasrcabthers, serving to exacerbate or
even trigger mental health problems.

Advocacy in schoolsGiven the large number of mothers who had childvih
physical and/or mental health problems, it wasego@mmon that they worked to ensure
their children received appropriate services, paldrly in the school system. |
introduced Brenda above and mention her again remause of her efforts to make
certain her sons — one with autism and the oth#tr avdevelopmental delay — were
properly treated. Her older, autistic son was plaoespecial education and Brenda had
to go through “hell and high water” to have himdédal as what he really was. She did
not want her younger son to “have a record attathé&dn,” so she chose to avoid
special education for him and instead sought adueces to hire a tutor. There
behaviors are notable when considered in lightrehBa’s concern that she might be too
“messed up” to “get it right” with her own children

There were many other examples of mothers advagairtheir children in the
schools. Ana Maria, a 32-year-old Latino mothethit@e children (aged 2 to 13), found
she had to be proactive to ensure her bilinguaddlim received fair and equal treatment.
Ana Maria explained, “The teachers in our area hmev&ea how to treat or teach
children that are bilingual. | had to pull [onero¥ children] from one school and re-
enroll him in another.” Victoria, who (as | detallabove) moved with her family from

Mexico to the U.S. when one of her children wag/vigrfrequently interacted with her
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children’s teachers and principal with the hel@ddilingual coordinator. For instance,
when she learned one of her son’s teachers waff*gnd called the students
“dummies,” she spoke to the principal and had bearssvitched to another classroom.
Carla, a 30-year-old Latino mother of three (aged 8), was working as a teacher’s aide
at her children’s school. When funding for aideswat, she continued volunteering
because she believed it helped her children.

Emphasizing educationIn addition to advocating for their children at soh
almost all of the mothers advocated for and emplkdghe importance of education for
their children. Tammy, introduced earlier in thepter, said:

| always tell my boys the longer you stay in schibel better job you will get and

the better your life will be...I don’t really expettem to go to college, least get

me a high school diploma and then you can get a.jbfiey gotta take care of
me. They gotta learn. They got to give me theeydrack. You can’t take care
of me if you can’t read and write.

Ashley, another mother presented above, echoaedh@tance of education and
said she would kick her children out of the hodgbey dropped out of school. As long
as they were in school, she planned to allow thehveé at home. Mariana, a 16-year-old
mother with two children under the age of two, alpoke about her desire for her
children to be better off than she was, but heatgredesire was for her children to be
happy. She said of her daughter:

| hope that whatever it is that she is doing whHaais twenty, she is being safe,

she is being responsible as she is doing it, sbejying it and it is something

she wants to do. | just hope she is not justloeret wasting her life and just
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bumming around...As long as she ain't gang bangingy dealing or locked up,

she is fine.

Maria’s primary fear was that her daughter would ep pregnant at the age of 15 like
Mariana had done, but Mariana said if that happehedvould support her daughter.

Providing financially and sacrificing for children. Another common type of
protective behavior mothers practiced or desirgarémtice was to provide financially for
their families and especially their children. Whats surprising given the often extreme
poverty in which these families lived was that savef the mothers mentioned having
savings set aside for their children. Marianajfigtance, had a savings account and a life
insurance policy. Elana reported having an intdveating savings account as well as
some bonds “for the children.” Ana Maria startecbdege fund for all three of her
children.

More common than being able to set money set agdemothers’ willingness to
sacrifice their own well-being to ensure other figrmembers’ needs were met. Gloria
was one example. A 41-year-old Latino mother ta fduldren (aged 4 to 12), Gloria
would often run out of food before she had monelyuyp more, at which times she would
skip meals or eat less so there would be enoughffaahe children. She made sure her
children never had to skip meals or eat less daglack of food.

Similar stories of sacrifice were heard as motlsprke about what they gave up
for their partners. For instance, Victoria reportieat she woke up in the middle of the
night to prepare her husband’s breakfast and p&dkich. On the other hand, she “did
not really do anything” to keep herself healthyestthan take vitamins. She said the only

rest she ever received was at night, but thisstestsacrificed to make her husband’s
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meals. Several mothers offered similar accounsmofificing for the sake of their
partners, often with the implicit underlying expetadn that this was what women did for
their partners.

Feeling powerless to protect familiesThroughout the mothers’ stories, in
addition to accounts of sacrifice, advocacy, aradqmtion, there were also descriptions
of mothers feeling powerless to protect their fagsilor to improve their circumstances.
A case in point was when Ana Maria’s husband leftwahen she was six months
pregnant with her first child. She became homedeskbegged her husband for financial
assistance but he refused. Ana Maria applied fbliptiousing but was wait-listed, so
she would wait with her newborn at McDonalds ualiithe customers left. Then she
would pull out a blanket and pillow and go to sleepthe floor. Ana Maria did not want
to go to a shelter because she believed they werdangerous, and could not go home
because her stepfather was an abusive alcohoticviraom she wanted to protect her
child.

The notion of needing to protect one’s childremfrother family members such
as grandparents appeared several times in theMathers also mentioned avoiding or
ending romantic relationships because of theidcbil. Susan, a 50-year-old Caucasian
woman who adopted four severely abused childreeddgo 20), said a man had been
“sweet to her” but she would not consider gettimg ia relationship because her
children’s safety was her first priority. Susart feat “dating would not be fair to them.”
Another example came from Sofia, who said she almasried a man but decided not to

because one of her daughters strongly objectdtetmarriage. Although Sofia wanted to
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remarry someday, she said she was committed togdiar children’s feelings into
account.

| have shared previously how the mothers were madys able to shield their
children from harm, and this was also true wheararhe to protecting children from
mothers’ partner relationships. Ruth, a 43-yearrmtdher of four kids (aged 4 to 17), all
from different fathers and all with significant mahand physical health problems, had a
live-in boyfriend who she learned was sexually ratfgy her two youngest children. All
the men Ruth had been with before him had physiedllsed her, and Ruth herself had
been investigated by DCFS more than once for @blgse. She described the anguish of
wanting the best for her children but realizing bhad contributed to their suffering, in
part through her decision to be in unsafe relatigps

It was my fault maybe, | especially am sorry fonmg my kids' life and my low

self-esteem | did have, what | tried to do waseiHeidi [oldest child] didn't have

a father, and Carly [second-born] didn't have bdgtl tried to make sure that

there was a man in my life that loved me and ragpeme and loved my kids.

When my kids need a father figure, | try to findeorEvery time 1 did, it was an

abusive one or an alcoholic one. I'm sorry fortimgt Carly through hell, like |

went through hell.

| will return to Ruth’s story later. For now, sudé it to say that the experience of
wanting to keep their children safe but being ueabldo so could be expected to create
internal dissonance in the lives of the mothemsjisg to exacerbate or even trigger

mental health problems.
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Harsh and neglectful parenting.In addition to efforts at advocacy and
protection, the data also demonstrated that a fethens displayed harsh and/or
neglectful parenting behaviors. A young African-Aman mother named Kara (age 21)
who had two young sons was often “rough” with hideoson. The ethnographer
reported Kara “would sometimes smack his butt ekylais arm” and generally gave the
impression she “lack[ed] some maturity as a mothrthe same time, Kara advocated
for her son if she thought he was not getting wisaheeded from teachers or other
caregivers. Kara would not hesitate to confronfgbeabout the way they treated her son,
telling them, “Don’t talk to my child in any kindfevay.” This combination of struggling
on behalf of one’s children and struggling withagiainst one’s children was a common
occurrence in the mothers’ stories.

Briana, a highly stressed 25-year-old single motheferred to in the first
chapter, had three children under the age of 6.eftmeographer often observed Briana
spanking her children, for instance when they wagddomeplace without her knowing
where they were. Once the ethnographer arrivedrionterview and found the two
youngest children, a toddler and a newborn, had kefealone for an unspecified
amount of time. A year later, just before Briananw® jail for a drug-related offense, the
ethnographer learned from another study particigaattBriana had left her children
home alone for several days. Eventually the oldaaghter went downstairs and told the
apartment complex security guard that she was lyuagkvhich time Briana’s mother

picked up the children.

84



Ruth also exhibited harsh parenting throughousthdy and with all of her
children. She shared the following story of loshey temper with her second-oldest
daughter:

They had to solder this back together again. rgatmad at Carly, | went way

out of control, | banged my knuckle on a glassdaéahd | busted my knuckle. 1

got mad, | just got fed up with Carly, she wasistdning, just “boom, boom,

boom,” | didn’t feel nothing. But my kids said ¢mthe hospital. They told me,
take the ring off, get it cut, or lose my fingay,get my knuckle into place. Back
to the jewelers, they didn’t charge me nothing.
Ruth spoke of her struggle to “control” her 8-ye#t-son Tim, who was diagnosed with
ADHD and oppositional defiant disorder (ODD). Héeof did not want to take his
medication, which sometimes led him to do things lun into the street into oncoming
traffic. Ruth recalled a recent instance of her postruggle with Tim:

One day he got me so pissed, Monte [current bowdtieold me to calm down. |

held Tim down, sat him in the chair, and held lasen[closed, so he couldn't

breathe through it]. | made sure he took it, heédniose until | was sure it went
down. He likes to play games. | cracked him initkad, and Monte told me |
shouldn't have done that. | think it was Mondagot really mad because he
refused to take it, because he wasn't getting histve decided he wasn't going to
take it. And | cracked him in the head, yes, hitchim...I have to, | have to
show them who the boss is, I'm not playing games.

Although Ruth’s story may be an extreme exampig|lireturn to it in the

section below on Family Comorbidity because itsthates the volatile ways in which
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mothers’ mental health problems, children’s mehedlth problems, and cumulative
disadvantage often interact. Mothers with inadeguesources who experienced histories
of violence and/or other hardships may have exeddiarsh or otherwise negative
parenting strategies for a variety of reasons. &easicluded asserting power when they
felt they had none, attempting to protect theitdrlen from immediate harm, and
apparent lack of knowledge about other parentirajesgies. From the literature review,
another reason may have had to do with allosta#id.IMothers like Ruth likely
experienced excessive cumulative wear and teanehddy as a result of “repeated,
excessive activations and inefficient down-regolatf the stress response systems”
(Wadsworth, 2012, p. 19). As | wrote above, allbst@ad may lead to physical and
mental health problems over time, and it has besoaated with a reduced ability to
learn and/or implement new material (McEwen, 1998)ich would help to explain why
Ruth might have a difficult time “learning what &heupposed to be learning” in therapy
(as I will discuss in the next chapter).
Family Comorbidity Management

The majority of the mothers (65%) cited family hbassues as a source of
significant stress. In this section, I highlightysan which mothers negotiate their own
mental health issues as they deal with their ddraily members’ physical and mental
health problems.

Negotiating multiple child health problems.Tammy, introduced previously,
was mother to eight boys (the oldest of whom waarncerated) with multiple physical
and mental health conditions. All the children laathma and one son had Rheumatic

fever which for a time required daily appointmewtth doctors and physical therapists.
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Tammy reported being “physically and emotionallp@d out” by her son’s illness and
she relapsed into drug addiction when her sonlgsiss worsened. Three of her other
children had “anger management” problems and wemaedication for ADHD. Tammy
referred to one of them as “the most evilest kiad @nrolled him, and eventually the
other two, in counseling. At the same time, Tammlyresponsible for their behavioral
difficulties because she worked two jobs while slas pregnant with them and believed
they did not get enough sleep in the womb. Oneamfffiy’s friends told her,

| see why you get drunk when you get home. | dlkndw how you can work

and have seven boys [living at home with you]. akteted two of your kids for

just one day and they drove me crazy, they hyper.

In Tammy’s case, her children’s physical and mépéilavioral health problems placed a
great deal of pressure on her and contributedtowa mental and behavioral health
issues. She sometimes blamed the children (fogd@yper” or one of them for being
“evil”) and sometimes blamed herself (for workinudd'causing” the behavior problems
in the first place).

Ruth likewise experienced the strain of family comdity. Ruth herself was
diagnosed with depression and panic disorder. Bloehad hearing and vision problems,
back problems, asthma, uterine fibroids, thyroiolyems, and dental problems. Ruth’s
oldest daughter (Heidi, 17 years as of time of kment in the study) had a history of
suicide attempts, ADHD, and health problems linteetler reproductive organs, possibly
due to an untreated sexually transmitted diseaselBtyear-old daughter, Carly, who
had been in foster care since the age of 9, wamdsed with bipolar disorder. Ruth’s 6-

year-old son, Tim, had a hearing impairment, ADldbBJ ODD, and her 4-year-old
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daughter, Sandy, had a host of physical healthl@nobincluding anemia, asthma, vision
problems, and vaginal problems linked to sexuakalitauma.

Not surprisingly, Ruth spent a considerable amaofititne attempting to manage
her own and her children’s health conditions. Iseammon for Ruth to have to
reschedule one child’s psychiatric evaluation,ifstance, to deal with another child’'s
optometrist appointment. Ruth had to make decisam@sit what counselor to see based
on whether the office was “kid-friendly” and whetlshe could schedule everyone’s
appointments for the same day. The constant presduraving to track and cope with
her children’s health problems could be expecteddigh heavily on Ruth, leading to
greater mental health problems of her own on tleel@nd, while diminishing the time
she had to deal with her own problems on the dihad.

As was already suggested above, Ruth’s perceptibaw her children were
doing was wrapped up in whether or not she wastalfieontrol” them. She said,
“Heidi's out of control, there's nothing we canabmut her. | don't know about Sandy
[the youngest] yet, | don't think she is." Ruthided she wanted to have her son Tim
hospitalized because she wanted to “get his behawnier control.” She continued,

[Tim’s] not listening to nobody...He's at a stage whbe mocks you, where he

wants to swing, just wants to do what he wantsotqidis counselor and 1] want

to talk to find out why he is the way he is, ha$ g lot of anger in him...He don't
care what we say. He's like Heidi.

Ruth at times blamed the children for their behagitd at other times blamed the
men she was seeing, who would “fight constantlythwhe children. She periodically

reported having “nervous breakdowns” or “anxietaeits” and sometimes the
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paramedics would be called. They once cautionedoh&uit acting and scaring the
children,” but she responded, “I can't stop this...”

It bears repeating that Ruth’s case was extremeamgplicated. Nevertheless, it
demonstrated how family comorbidity and cumulati&advantage often placed
extraordinary pressure on low-income mothers, artgps in particular on single
mothers. Mothers such as Ruth struggled not onprdeide for their families, but also to
manage the complex illnesses of multiple family rhers — in some cases, while also
dealing with the courts and child protective systefrhe overall lack of financial
resources and social supports available to theskarsleft them with extremely limited
options. Mothers’ sometimes less than ideal resgsto the pressures they experienced
— whether ambivalence about being home with tHelden, threats to leave, or
tendencies to blame others for their problems 4dcbe viewed as understandable.

Negotiating system of careln notable contrast to Ruth was Susan, a 50-yehr-ol
adoptive mother of four. Susan also suffered fr@prdssion in addition to several
physical health conditions including obesity, hypobidism, hypertension, kidney
stones, dental problems, and vision problems. Higdren came from abusive homes and
suffered from multiple physical and mental healtbigbems as a result, including ADHD,
fetal alcohol syndrome, and anxiety. When Susaptadicher first child, Cayla, for the
first few years she was in and out of the home Wwhi@de things “very unstable.” Susan
described this time as "the most neurotic, awertkilble period of my life. It was awful.”
At that time, Susan and Cayla started seeing apistr which Susan described as a very
positive experience. Susan had this therapist imidtthe adoption settlement to work

with the other three children as well. She saal the therapist provided "continuity
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within the context of our family" and helped Susath personal issues, parenting
problems, and various issues with the children.dxineless, she noted that when things
were bad, it was difficult for her to pay attentimnher children’s individual needs. She
felt the best she could do was what was best ®fdloup as a whole.” She said,

It becomes less and less critical what you Salhedpor you Alexa, or Garth, or

you Justin need because | may only be able toidpwthich is in the best interest

of the whole family. And I'm sure that's the c&memany families, but it became

a constant thing, and | don't think anybody wasimggtheir needs met.

Susan faced a number of challenges caring fortikren. One was obtaining
proper school experiences for Garth, who was si&s/eld when the family entered the
study and who suffered from ADHD, fetal alcohol dgame, and anxiety, and was a year
behind in school. Susan fought and succeeded imdpénvm placed in special education.
Another challenge was managing her three youngklireh's diets; while Susan had to
feed the two boys a lot of food to keep up with féest metabolisms they had as a result
of ADHD medications, her daughter Alexa (age 5) wasrweight and had anxiety about
food access due to her experience of being denmdids a very young child. Alexa
would confuse healthy restriction with Susan witllhay food from her. Yet another
challenge Susan mentioned was accessing psycteatedor her children. Although a
family therapist was woven into their adoption agnent, the children had to remain on
a waitlist for a year before they were able to@@sychiatrist.

Susan noted that the stress and depression sheesqgaeel caused her to became
“unilaterally labile, and to be provocative and an@r angry and reactive. And that has

been a huge problem for me, you know, from a psiéesl perspective.” Susan received
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significant financial support from her parents, whould also occasionally keep the
children to give Susan a break. This sort of imagatal assistance was extremely
important to Susan.

Family comorbidity and financial strain. Susan was unique in that she was
financially better off than other mothers in thedst, in large part because she had regular
employment and the support of her parents. Vigwalery other mother in the sample
lacked adequate financial resources. Brenda’s €iaagituation was more representative
of the rest of the sample. Brenda'’s oldest child aatistic and asthmatic and her middle
child had a speech impediment and developmental/deler youngest child had to
repeat kindergarten. Brenda was only comfortabenvahg family members to watch her
children. She often had to miss work when her ceirdvere ill and nobody was
available to care for them, which caused her te kesseral jobs. The job loss further
exacerbated the difficult financial situation oétfamily.

Nicole, a 27-year-old African-American mom to faalnildren (aged 3 to 9), also
struggled financially and the situation was madeenthfficult by one of her children’s
health issues. Nicole described her first thres ksl "perfect,” while she described her
youngest, Wesley, as "bad.” It is unclear whether“bad” label or Wesley’s behavior
was related to his physical health, but he alsodratllems with bronchitis that
developed into asthma. Nicole had to pay $75 oygeaket for treatment and she said
she had been unable to do laundry after that becghesdid not have any more money.

An even more extreme case of financial and ematidis&ress that was
exacerbated by a child’s iliness was found in Mfiets story. Victoria moved her family

to the U.S. to treat her son’s iliness. She expl#in
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Last year was a very difficult year for me...My %oiliness led us to take the
decision to immigrate to the U.S. because the ressuhat we had in Mexico
vanished. We no longer had access to health warepent our small savings
consulting doctors, on medications, and in treatmen
As | mentioned above, witnessing her son’s lomgesks caused immense psychological
distress for Victoria and affected her overall na¢health. She felt tense, anxious, and
reported “panicking” whenever any of children extald even minor symptoms of
illness. At the same time, being constantly prepaiwith her son’s illness made it
difficult for Victoria to focus on the rest of h&amily’s needs, which contributed to
feelings of guilt and inadequacy.

Taking care of extended family membersFamily comorbidity came up not just
in mothers’ relationships with their children, @al$o in their relationships with extended
kin. Sharon, a 34-year-old African-American motteefive children (aged 2 to 15), had a
number of health problems individually and withier iamily. She suffered from
diabetes, vision problems, asthma, alcoholism,deptession. Her diabetes was so
severe that it caused her to quit the GED programhich she was enrolled. Sharon’s
father also had diabetes and was morbidly obesknm# difficult for him to “get
around.” Sharon would check on him every day, witadk considerable time and was
an emotional drain.

There were several accounts of mothers linkingothgsical impairment of
extended family members to their own mental he&tie mother, Elana, connected the
stress in her life directly to her mother’s healirhough Elana wanted to return to work

after her child was born and she was even offdregktdifferent jobs, she also desired to
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take care of her mother who had been diagnosedlwiilGehrig’s disease (ALS), and
so she turned down the job offers.

The mothers shared many instances of comorbid mieeddth problems in their
extended families, particularly substance use d&arsuch as alcoholism, which they
believed played an important role in shaping tb@in mental health in later-life.
Because in most of these cases there was alsolseet®f abuse and/or neglect,
mothers described these relationships as being lesrapd they felt the need to regulate
emotional and physical distance with these famigmbers. Therefore | have included
them in the next section.

Distance Regulation with Parents and Partners

For several mothers in the sample, extended kinar&s acted as drains and as
forces of substantial stress. For instance, Elangidered her husband Juan’s family
members to have a negative effect on her mentdbaierfy. Juan’s brother told him he
should abandon Elana a few years before and cadtitaupush this idea as years went
by. In response, Elana would never permit thehaminside of her house. Another
mother, Victoria, expressed very clearly a sentintleat others shared but did not
necessarily articulate when she said that livindpviamily was “the saddest and most
troublesome thing one can do.” Having lived widr Bister and cousin at various times,
she said those relationships were marked by caonflic

In spite of conflict, complex histories, and unaliity of relationships with
family members, mothers reported turning to thetationships for assistance because
they had few other places to turn. Two relationsimmthers spoke of the most were with

their own mothers and with intimate partners.

93



Relationships with mothers.Roughly half of the mothers spoke about having
complex relationships with their moms that involyednful conflict, whether spoken or
unspoken. Briana, one of the young single mothenote about previously, told of how
the help she received from her mother had recededanm eight-month period and
Briana was eventually expected to repay her mdtreany child care support her mother
provided. Tensions increased when Briana’s mat@orted Briana to DCFS because
her house was “filthy,” but Briana knew they weosing and cleaned her home so the
charges were determined to be unfounded. Eventhfteevent, Briana reported going
to her mother for money to cover unpaid bills. Hether would also buy food for
Briana in exchange for food stamps.

Brenda said she felt tightly bound as to what sireraunicated to her mother.
She believed help with the children might not behfcoming if her mother perceived a
critical word coming from Brenda. In a very reayy conflict altered what resources
were available to the mothers.

The conflict between Ana Maria and her mother wasenovert. Ana Maria’s
mother moved out of their house after being seyastaulted by Ana Maria’s
stepfather. When the stepfather started “takiogiit on Ana Maria, she moved out as
well against her parents’ wishes. Even though Araiddwas in college and “working
hard,” her parents accused her of “being too freesdeeping around.” Ana Maria was
extremely hurt by these comments and said in resndro | got pregnant.” After this
rupture in the relationship, she and her motheenezcovered their closeness. Ana
Maria lost what was an unreliable source of comdod support, unreliable in part

because her mother was living in poverty and suffeextreme abuse at the hands of her
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husband. It is noteworthy that Ana Maria believieel ¢onflict with her mother was at
least partially responsible for pushing her intelationship and early pregnancy with
Jesus, which by her own account greatly contribtadter emotional distress (as well as
exacerbated her poverty).

Another complicated mother-daughter relationshig feaind in Mariana’s story.
At 16, Mariana was the youngest mother in the sarbpt she bore many
responsibilities. When the study began, Marianatardnfant child lived in an
apartment with Mariana’s mother, while Mariana’ddter lived with her paternal
grandmother. Mariana wanted to move out and liitk & friend because she “had
problems” living with her mother, but her mothelied on Mariana to cover the rent
because Mariana earned more than her mother datiava said she was more of the
“adult” in the relationship. She explained how aryearlier, her mother had been living
with a cousin but they were evicted. Then the aoasd the cousin’s family moved back
to Puerto Rico where the in-country family had toyide for all of their needs. Mariana
wrapped up the story by saying, “You see, my wiateily is messed up. It's not like
anyone can help me.”

Mariana’s father was not engaged in her educatidrer early years, but she
remembered her mother being very involved untilistza reached the third grade. She
recalled how her mother went to her first day dfcsdt with her, kept in touch with her
teachers, and participated in bake sales and std&tolals. But as Mariana began the
third grade, her mother started to withdraw asrsiteonly started working, but she also
had remarried to an abusive man. Mariana conclu@& didn’t really have the time or

the energy to be going to school.” In this conté&ariana had to grow up quickly. She
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worked from a very young age in order to suppottamby herself, but her entire family
as well. She summarized her relationship withrhether in the following way:

| no longer need her approval, it's just like, g§oing back to school and that's the

way it is. So she's not really involved in anythirShe just goes along with what

| do. She has no other choice. | mean, we der'tbgether. She may have

custody of me but she no longer makes my decigamse...I think it's mainly
because she realized that although | am only 16&y#d and she may be 39 years
old, we're both equals in that we are both mothsh& knows that | am looking at
things in a different perspective, so she lets malgead and use my own good
judgment to do what | want to do.

Mariana expressed compassion and concern for hfremeoecognizing that she
lived a difficult life punctuated by poverty anduse. But she also was annoyed and
repelled by the reality that her mother was “in@ss1” The ethnographer noted that
interviews with Mariana often included “issues” abber mother’s unreliability and
irresponsibility, and the history between her wigr mother caused Mariana to not want
to “depend” on anyone.

Sharon said her mother paid little positive at@mto her in childhood, a fact she
attributed to her mother’s alcoholism but that \Wealy also related to poverty more
broadly. Sharon reported that her family was onlipw@ssistance her whole life, “cause
we were poor,” and her mother had no education.pdeznts separated when she was
very young. Sharon recalled, “She wouldn’t go uph® school for me, wasn’t there for
me like | am for my daughter.” In her adolescesdng Sharon began skipping school,

became pregnant, and eventually dropped out ofodelttmgether, events that Sharon
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linked to her mother’s absence. During a yearhnctv Sharon was using drugs, she sent
her children to stay with her mother, who by timse was living in Mississippi. It is
noteworthy that although Sharon held her mothetigdgr responsible for some of her
difficulties, she nevertheless turned to her mofberassistance with her own children.
Whether she did so because there was nowhereodisentor because she still trusted her
mother was unclear. Regardless, Sharon’s accoawides a stark portrait of the ways

in which health disadvantages accumulate in a faovér time. Sharon experienced both
physical and emotional health problems that affbbir education, her job prospects,
and her ability to provide and care for her chifdrierom what information is provided,
her parents faced similar challenges and were analgrevent those challenges from
being passed down to their daughter.

Pam’s account shares features that are simil@h&on’s, including chronic
poverty, alcoholism, teenage pregnancy, and sdairoplout. Pam said her first taste of
alcohol came at age seven. She related memorstsaling her mother’s beers while her
mom was diverted by a card game. More directlg, reltounted that her mother used to
put her to sleep by giving her alcoholic drinksh&ol was a struggle for Pam when
young, as her mother worked while trying to caretti@ six children in the house. Pam
would often hear her mother crying because sheatkkelp around the house, and Pam
remembered times when her mother would ask abautdreework but was too tired to
actually check it. At age eleven, Pam’s mother bexdl. It was during this time that
Pam'’s sisters began having children. Pam founsklfezaring for both her mother and
for the new infants in the house. This scenaririouted to Pam “running the streets

and doing a lot of bad things,” and by age 14 shs pregnant with her own child,
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David. Pam’s mother became David’s primary camipler because Pam was selling
drugs and engaged in prostitution.

The above examples have shown how mothers’ rekdtipa with extended kin,
and especially with their own mothers, played aparnant role in shaping mothers’
mental health. Several mothers spoke of how their mothers were unavailable or
became less available over time because of pogadjor abuse, which led mothers in
the sample down destructive paths and often instraetive relationships. Unstable
relationships with their mothers also diminishedatwvas typically an important source
of support to help the mothers care for themsedwesothers, further exacerbating their
emotional distress.

Partner relationships. Mothers’ partner relationships were similarly coel
and often unreliable, and yet they were frequestlyrces of support mothers turned to
when there were few or no alternatives. One prontitteeme that emerged in the
analysis of mothers’ partner relationships was ab8s« of the mothers (30%) reported
being physically and/or verbally abused by theouses or boyfriends, in some cases
continuing a family history of abuse. For instanicghared Lisa’s story in the first
chapter. Another example was Pam, who was helpimgise her grandchild because her
son was in jail. She said that if she had knowmkraer common-law husband, was
going to be abusive, she would never have gottemived with him. She said she was
“too far gone” to do anything about the abuse. &tessed the belief that women who
fail to leave an abusive relationship within thrstfiyear are unlikely to ever leave. Pam
was depressed over the relationship and said skéready for it to end” but she had a

difficult time ending it. When Frank would becomelent, it was because he was
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frustrated Pam was “telling the truth” or when ‘tan’t get his way.” She said she would
usually not fight back or defend herself, feelifkg Ishe made things worse by saying
what she wanted to say. Over time, Pam’s grandsxiyed with her less often because
she did not want him to witness the fights betwleenand Frank. By the end of the
study, Pam was making Frank sleep on the flooopek that he would “eventually
leave.” Pam seemed to feel as though she hadditheer to control the relationship
directly so she did so in subtle ways, for instamgd&eeping quiet or making Frank sleep
on the floor. As a result, she spent less time wihgrandson. She did not say this
explicitly, but there is some indication that Paett fuilty for in effect allowing an
abusive relationship to come between her and lagrdghild. By failing to more overtly
push away one person (her partner), she pushedavedlyer (her grandson).

In some cases, mothers stayed with abusive patbeeeise they were afraid of
losing their children if they left. This scenari@svtrue for Carla, whom | mentioned
briefly above. She met her husband, Andrew, at vamidk he told her that her boyfriend
was not treating her well. He started helping Cata her first child, they soon moved
in together, and then they married one month |#tier six years of marriage, Carla
described their relationship as being very tenselréw was drinking alcohol and had
become violent towards her and the children. Qaoléonger wanted to be with him and
believed “life would be better” if she left him #eere would be less conflict in the home.
At the same time, she was afraid he would fighttiesstody of the children and she would
not be able to protect them, so she chose to rewiirhim. Although Carla’s situation
was different from Pam’s, the common strand is biwdh of them believed their options

were so limited that staying with an abusive partmas preferable to leaving.
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Also found in a few mothers’ stories was that thmynd themselves in a series of
abusive relationships. Ruth, for example, suffeneleme and repeated abuse in
relationships with her husbands. When she was&3jrist husband beat her in front of
his relatives, who “didn’t say anything about &he described how “He beat me,
stomped on me, he pulled me by the hair, he threwnto the wall.” Ruth was pregnant
at the time but had a miscarriage as a resulteotiuse. Ruth left him after this event,
but her future relationships were also violent. Biecond daughter’s father, for instance,
was an alcoholic who was abusive to Ruth and h&rdaughter. Her youngest child’s
father was physically and mentally abusive; noyahdl he assault Ruth, but he also
attempted to kidnap her son. He was incarceratefbéw years for battering Ruth. Her
two oldest daughters witnessed the violence tHiaRIgth hospitalized for two days.

Ruth recognized the pattern of violence but sardritention had been to find
men who “loved me and respected me and loved ns/’k&he went on, “When my kids
need a father figure, | try to find one. Everydiindid, it was an abusive one or an
alcoholic one.” Ruth resolved not to let it happgain as she declared, “I’'m not no
man’s punching bag no more.” In spite of her peasoesolution, her oldest daughter,
Heidi, was already in an abusive relationship afdven. Ruth hoped her other children
would not follow in their footsteps. In this acca@amd in several other mothers’ stories,
it is striking how patterns of abuse permeatedrapéated themselves in families.
Mothers spoke of how their mothers were abuseduspdnds, and in Ruth’s case the
pattern was continuing into the next generatioraddition to representing one reason

mothers had to invest energy to regulate distanttenarelationships, the pattern also
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seems to represent another facet of the “bad manit’sp many of the mothers
experienced.

It was not only violence that caused mothers tokvinard at regulating distance
within their relationships, but it was also thetfdwat their partner relationships were
generally complex and fluid, often making them liat#e and unstable. For instance,
when 27-year-old Nicole entered the study, sheasagbiting with her partner, Warren,
who had moved in again after the two were estraoged a battering incident. Warren
was the father of Nicole’s youngest child. He hadated on Nicole and fathered
children with multiple other women, including ontald who was born while he was
living with Nicole. Warren was in and out of jaithich his mother called “his second
home.” Interestingly, an ex-lover with whom he taachild would sometimes help
Nicole by taking care of Nicole’s youngest sonviggeks at a time. Warren was not the
only partner involved in Nicole’s life. When thetliar of her three oldest children
learned she was dating someone else, he becarmaegeald wanted to get back together
with her. When she refused, he “became vindictarad reported her to DCFS for a
fictitious charge.

Nicole’s partner relationships were complex in tmaftiple partners and children
were involved, there was abuse and infidelity, aniikely bonds of support emerged
(for instance, between Nicole and her boyfriend'daer). Moreover, the partner
relationships were fluid in the sense that Nicoteved in and out of them in a way that
appeared on the surface to be haphazard, but havioes may have been attempts to
adapt to an unpredictable environment. Nicole gupwith an abusive mother and

learned early on that she could “trust nobody,ehdb that her intimate relationships
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seemed to confirm. The stress her relationshipsezhber, as well as her inability to trust
others to help her, were primary contributors todié’s depression.

A different sort of complexity was found in Ashlgypartner relationships. Ashley
was representative of a number of mothers for whoancial considerations were an
explicit (but not necessarily primary) factor irethchoices about partners. Terrence was
the father of Ashley’s four children, who Ashleydsahe considered marrying but was
hesitant because he was not financially stable n&kiertheless put her low-income
housing situation in jeopardy by allowing him tediwith her although his name was not
on the lease. At one point during the study, Aslskayted dating another man but said
her family and Terrence “became alarmed” by theabig of her “other boyfriend.” Her
mother and Terrence called a family meeting to él&ut the issue. Terrence did not
want “his children living in a bad environment amelordered Ashley to “leave the man
alone.” After the family meeting, Ashley continugdcontact the other boyfriend, but he
was soon imprisoned. Ashley viewed his imprisonnasrd “heavenly intervention,”
saying she would not have been able to cut offamiwith him had she not been forced
to do so. Several months later, Ashley and Terrelec&ed to get married. Ashley felt
ready because “he finally got a good job” and wae & contribute to the family
regularly. This example illustrates the important&hers placed on finances and a
potential partner’s ability to provide, but it alsbows how mothers might sacrifice
stability and put themselves at risk for the sake @lationship.

As has already become clear, one factor addingag@dmplexity of relationships
was infidelity and having multiple partners. Rougbhe-quarter of the mothers

discovered their partners were cheating on thentlae@ others said they had cheated on
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their partners. For Ana Maria, learning of her rargtis affair triggered a depression.
Although they separated for a time, they still itegether because Ana Maria could not
afford to pay rent by herself. She was also afdasls would take the children from her.
Ana Maria described being at the point where shidcoot take any more stress. She
said she was “about to explode” and when that hagghshe thought about “stupid
alternatives such as committing suicide.” Whentshieed about suicide, she also
mentioned “taking the children” with her, believititat if she were not alive nobody else
would take care of them.

By the close of the study period three years |#geg Maria learned Jesus was
having another affair and she felt depressed andlfated. She secluded herself from
family and friends and said she was “trying nohitdbottom” because she needed to
maintain her employment. She still felt she cowt leave him because she needed his
help paying the bills.

Balancing partner and family relationships.One last example demonstrates not
only the complexity of mothers’ partner relationsibut also the considerations
involved in balancing the amount of time and enenggsted in partner relationships
versus relationships with children and extended When Sofia divorced her first
husband, both Sofia and Elisa experienced depressio went to counseling. Although
Elisa’s father was asked to remain involved inllHer he did not. | noted previously that
Sofia chose not to remarry at one point becausddngghter Elisa strongly objected.
Later on in the study, however, Sofia met a sigaifitly younger man named Isaac who
soon moved in with Sofia and her children. Sofiedme pregnant with Isaac’s child. She

believed having him move in was “the only way tenfica family” and it also benefited
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everyone financially because they had another adélp pay the bills. The move was
difficult on the children, especially Elisa, whaehatened to move out. Sofia said she was
not willing to give up the relationship and sheltbker daughter, “If that's what’s going to
make you happy, go ahead my child.” Sofia figuned children were “aging quickly”

and would “soon be moving out of the house,” anfla3mew she did not want to be
alone in the future. Over time the children “grenwove” Isaac and even started calling
him “Dad.” Sofia said her life had improved botha@ionally and financially.

One consequence of Isaac moving in was that Safisters, with whom she had
been very close, stopped speaking to her. Sofidmnanthmily were Jehovah'’s Witnesses
and her sisters did not approve of Sofia’s relaiop with Isaac — that he was younger
and that they were cohabiting and having a childida of marriage. When she and Isaac
married, they resumed their relationship with Safthough it was not as close as before.
However, the marriage only lasted a few monthsiaSa€ked Isaac out when he became
involved with the 18-year-old daughter of the famignting out Sofia’s basement. This
transition was again very difficult on the childras they had grown attached to him.
Elisa started having trouble in school and Sofs&@s Alex, who “used to be very well-
behaved,” started acting “aggressive and bittee’téld his teachers that his “father” had
left the family and that his mother did not havewgh money for food. Sofia decided
shortly after the break-up that they would all mbaek to Mexico to live with her
mother for at least six months because Sofia nedtdedsupport and comfort” of her
mother. One positive was that Sofia’s sisters be&camare communicative and supportive

once the marriage ended.
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Several things stood out in Sofia’s experience. @ag the way she benefited
from her relationship with Isaac. For a time, thee¥e emotional and financial benefits,
and her children eventually appreciated havinglzefafigure in the home. But the
transitions were challenging for the kids and @ddénsion between Sofia and her
daughter especially, as well as between Sofia andikters. Getting closer to one person
meant pushing others away. In the end, Isaac prtwvbd unreliable and he failed to
provide consistent child support, so the emotiamal financial benefits of the
relationship were short-lived. Moreover, the dissioh of the relationship created further
complications for the children, causing behaviafjems and challenges in school.
These events culminated in Sofia’s decision to mmaaek to Mexico, where she hoped
her mother’s support would help her to heal.

Conclusion

This chapter has shown that many of the mothersrexqced guilt associated
with being a “bad mom,” and they were weighed ddsyimg to protect, advocate, and
provide for their children and other family memherany with physical and mental
health problems, with very limited resources. Mws also evidenced unstable,
unreliable, and generally complex relationshipeixtended kin and partners. Affairs,
abuse, and feelings of being “stuck” were commdhofthese factors contributed to a
context of high stress and often low support fothrecs. In the third and final chapter, |
explore how mothers attempted to cope with merdalth problems that were shaped by

these complex relational contexts.
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Results: Chapter 3: Mothers’ Coping Behaviors

In this chapter | examine the various strategiethers employ to cope with their
mental health problems. My framework is based Ilyose that used by Roth and Cohen
(1986), who explained that people cope succesdiyliytilizing strategies for avoiding
problems/threats as well as for actively dealinthver approaching the problems or
threats. As this chapter will demonstrate, a br@adje of strategies were applied by the
mothers. Common avoidant coping mechanisms inclsdedtance use and abuse, taking
out their problems on and blaming other people tmoking about problems or the past,
keeping their problems to themselves, and isolatieghselves from other people. Other
avoidant behaviors that will not be discussed i@itlbut that were mentioned in the data
included turning to food for comfort, sleeping mdiman usual, watching television, and
(in one case) cutting. Mothers also used activengpgtrategies such as talking to friends
and family members, turning to religion and prayerd seeking out mental health
treatment. The last section of the chapter is dal/td exploring barriers to successful
coping, including instrumental and perceptual leasrio mental health treatment, family
comorbidity-related barriers that demand a condtaus on others, and a lack of social
support.

Avoidant Coping

Substance use and abusg&leven of the mothers (55%) indicated using drugs,
alcohol, or cigarettes to help them cope with str&haron drank and used drugs before
going into treatment, and then she was sober foryars until she resumed drinking
midway through the study. She told the ethnograpghéell | don't drink all the time. 1

just wanted a drink because | was feeling down, krmaw ... It always helps the problem
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a bit. Wish I never did it. Don't want to staddhk the way | was." She said that she
could “always stop" and that she would not letdiramking get out of control. This
pattern of quitting drugs and then returning teéaking up drinking was common.

Pam, whose mother would sometimes give her aldoholit her to sleep,
reported using cigarettes and alcohol. She claitin@idusing the substances “don’t lock
me into the depression...l do alcohol ‘cause | lixé However, she also noted that
sometimes drinking and smoking caused stress @eddahe problems that caused the
stress. She said, “It’s all one package. It cae’sbparate.” Pam started smoking when
she was 15. Although she wanted to stop, she gidodl know how she would. She
prayed daily that she would not pick up a cigarétiat it keep happening.” Pam could
go several days without drinking but thought thessure to stop entirely would probably
be overwhelming.

Pam had previously been addicted to heroin. Shiedtasing at the age of 14 and
said she “liked it ever since. But thank the Ldogthe good grace of His guidance, |
have been clean 10 years.” She decided to go itrteatiment program to “get clean”
because she “was tired of spending my money andhgalp sick. Point blank.” She
noted how in order for her to give up the herolre bad to be committed to quitting in
both her head and her heart. However, she saichetasommitted “in her heart” to
quitting drinking.

Another mother who had been to rehabilitation fargdaddiction but who still
drank was Tammy. | wrote in a previous chapter Tleahmy became addicted to drugs
and had a “breakdown” when her mother passed aliaygmy said that she did not

know she “had depression and did not know how &b wéh it,” so she turned to drugs.
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Someone she knew gave her drugs and then “wheretsimg would happen I'd go get
high.” She received treatment at a women'’s clinic andis@ielped her “dig down deep”
and learn how to cope. However, she did not progitedetails about what those coping
strategies were. Rather, the coping strategy Tamemtioned applying often by the time
she entered the study included going to her rooakithg the door, and drinking “half a
pint of alcohol.” Once Tammy was drunk when thenetirapher stopped by and Tammy
recalled that her mother “used to be drunk alltime.” Tammy said she had been “busy
and stressed” and that she “needed to take a dayiefself and “get drunk.” At a
separate interview, Tammy indicated that she tqok#&t at one point to treat her
depression but she stopped taking it. Instead shk @ith her depression by “getting
drunk and going to sleep.” For Tammy and sevetatomothers, alcohol offered a
powerful escape from depression and stress, ohé&wawere unwilling or unable to
give up even after going through treatment for daddiction. This could be a result of
the social acceptability (and legality) of alcolisk as opposed to illicit drugs. Yet as
Pam pointed out, drinking created stress of its anh contributed to problems that
created more stress, so this particular copingesfyavas not successful in the long-run.
Taking it out on others. Another common avoidant coping technique was taking
out one’s problems and negative emotions on otbeple, for instance by fighting with
them or blaming them for their problems. Kara afteone example. She was known in
her community as a “fighter” and as someone whal bse strength to “bully” people.
She said she had to learn to be tough to defersglieespecially since she and her son
experienced spells of homelessness and would soe®sleep in the hallways of

apartment buildings because they had nowhere tolgopattern of fighting started at a

108



young age. Kara was kicked out of high school iigihting, which she said was because
kids were “picking on” her siblings and cousin. Kara, fighting others was partly about
coping with negative feelings, but it was also aljpotecting people she cared about.

More common to mothers than fighting was blamirtgead for their problems. |
referred to Ruth’s story several times in the pyasichapter to highlight challenges
related to family comorbidity and parenting. | mettio her story now because she often
took out her stress on her children and blamedrstioe her problems. Ruth lost custody
of two of her daughters; her first-born child, Heidas briefly placed in foster care when
she was young, and her second-born, Carly, hadreesoved from the home four years
before the study began and was still in foster aatbe end of the study. Ruth described
what happened with Heidi:

| abused my kid, | pounded her head on the tabknvgie was young, because of

me being with Cameron [then Ruth’s husband] fomsmy years, he was a sugar

daddy to Heidi, every time she wanted somethinggsitét from him so she was
spoiled by him. She thought she was going to getyavith the same thing he
was doing to her, | couldn’t put up with it. Spdunded her head on the
table...When | asked for help, there was no one tteehelp me out, the only way
they'd help me was taking my kid. Like it is novitvCarly.

In addition to taking out her stress on her chitdiiRuth also blamed others for
hers and her children’s problems. For example pdrmed Heidi for the fact that Carly
was taken from her. Ruth also had a difficult tiaeeepting responsibility for the abuse
her children endured at the hands of her live-iyftbend, Les, and tried to push the

blame onto the Department of Child and Family Smwi(DCFS):
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Unstable environment, because a man molested m3y &mtl it's my fault? It

ain’t my fault, | know it ain’t my fault. | trustehim and he loved me and loved

the kids. He loved them too much. What he couldat from me he tried to get

from them. | couldn’t have sex. In a way, it wag fault, in a way it's more

DCFS'’s fault. They knew | was going to schoolekeded someone that DCFS

could approve on babysitting for my kids. Everyémew who was babysitting

for my kids; it was my boyfriend.
Mothers such as Ruth were in challenging positaiseing victims themselves (of
abuse, of conditions of irreversible poverty) bisbaof coming to terms with the fact that
their children had been (or were at risk of bewig)imized as well, sometimes directly
by the mothers and sometimes indirectly becaus@emofailed to protect them. It seems
that by denying some of the responsibility andfpfdrusing on others and taking out
frustrations or feelings on other people, they vaielding themselves from being
overwhelmed by “bad mom” guilt.

Isolating and keeping problems to themselve$n contrast to mothers who in a
sense “acted out,” there were also examples of en®tivho kept their feelings to
themselves. Ana Maria considered herself to be talgrunhealthy” and said she dealt
with her mental problems by “remaining quiet” amwbt complaining” when she disliked
something. Her reasoning was that it was preferabéeoid confrontations with people
because “nothing really changes” even when shedualllsomeone what was bothering
her. However, she recognized the problem of keepuggything to herself was that she
accumulated the negative feelings and then shedvenplode.” Often the ones who

“paid the consequences” were her children becadusdacame “tough” with them.
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A similar avoidant coping strategy was not talkafput one’s problems, which
commonly led mothers to isolate themselves. Fomgt@, Pam’s ethnographer stated
that Pam refused to discuss her son’s incarcetdtiaras only when the ethnographer
investigated on her own that she learned he wamgea 55-year sentence for murder.
Throughout the interviews, Pam hinted that thereeveertain events she would rather
forget. She said she was not “too keen on pinpayrgixact dates” and that she “chose
not to remember” some things. She also describeskli@s a “loner,” saying she had
associates but not friends because she did notpeapie “in her business.”

Avoiding painful memories or relationships may héaeen an adaptive response
that enabled Pam and other mothers to functioreratian be overcome by shame,
trauma, fear, or guilt. The difficult relationskipnd experiences of Pam and others
might explain their tendency to avoid and isol@ae experience Pam mentioned was
caring for her friend’s daughter for two years \ehiler friend was incarcerated for drug-
related charges. When the child’'s mother was rett&®m prison and she retrieved her
daughter, Pam was devastated, in part becauséities enother continued using drugs.
She shared this as one reason for not wantingttmgelose to people, because “it hurt
so badly” when the child was taken from her. Presolyn losing her son to jail was
another painful experience.

Elana was another mother who isolated herself fotimars in response to
depression she suffered as a result of her motedth. She stopped going to church
because she had a difficult time accepting thatd'@idl not stop” her mother’s death.
She also spent less recreational time with herlfasaying she would not “have fun

with the family out of respect” for her mother. Hélana, isolating was a sign of respect
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for her mother. For Pam and several other motl@kgting and keeping their feelings to
themselves was more about protecting themselves éseriencing additional pain. In
both cases, it seemed the women were at risk singdhemselves off from receiving
outside assistance to process negative emotionsthathor not that assistance was truly
available or trustworthy is unclear.

Active Coping

Although mothers shared accounts that they avdia&ohg about or directly
dealing with their problems or pasts, there wese alstances in which mothers reported
that it was important to address their problemsaltking about them and/or by taking
time to focus on themselves rather than others asserted, “You'll never get your
problem solved if you can't face it.” She said lanost everyone she knew in her
apartment building used “something” to cope witkitlproblems or to “fit in,” but they
were not successful in dealing with their problemsa spoke from experience, given
that she had a history of drug and alcohol usd.wifl discuss below, her job and
religious affiliation later became more effectiviping strategies for Lisa. Nevertheless,
she continued to demonstrate a combination of @aetnd avoidance coping behaviors, as
she was the mother whom the ethnographer obsenvael ¢utting herself.

Talking to friends and family. Although in the last chapter | devoted
considerable space to the complexities and chakepgsed by families, it was also the
case that the majority of the mothers had somadseand/or family members who
provided important emotional support to help thepecwith mental health problems.
Ashley illustrated this point well when she sai@ $bould not make it” without the help

she received from her family and friends. Anothetmer, Gloria, experienced severe
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depression when her husband left her while sheprnegnant with their fourth child. She
stopped eating and relied on her sisters and &l@s®ls to help her get through the
difficult time. Gloria explained,

My friend would tell me, “Don't be dumb. Look, éashe would take me to the

hospital, she would bring me home, and she wouwldyd attend to me. “No look,

when you have the baby, I'll be with you.” And wHdrad the baby she was with
me, in the birth, when they assisted me...She ateaight from work to the
hospital. One time she didn't go to work becaugeveds waiting until | gave

birth.

At one point Gloria applied for housing assistaand was given the opportunity to move
into a subsidized apartment 10 blocks away, buthkbee to remain in her building
where all her sisters resided. She said she didvaot to give up the support and
closeness she enjoyed with them so nearby. Theosiugipe received from friends and
family members alike was a critical component obi@l's coping.

Susan, the adoptive mother of four children, resgisupport from other adoptive
parents as well as from her therapist. Susan relelder mother to manage her finances,
which included paying her bills and overseeinglterk account. Susan said she also
received emotional support from friends she meiugh work situations, with whom she
spoke on a daily or weekly basis, and from sistdrem she called at least every month.

Although to this point | have focused on activeiogpstrategies as being totally
separate from avoidance coping strategies, inipeantost of the mothers evidenced
both types. This was particularly true when it cam&alking about their feelings versus

keeping their feelings to themselves. For instaRdea sometimes avoided talking about
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what was bothering her, while at other times shala/ttalk out her problems” or write
in a journal. Frida said that when she became astpg/ felt the need to “get away from”
others by going to her room, listening to musicgoing for a drive. Her husband was
sometimes able to help Frida manage her anxietglking through her concerns with
her. Frida offered the example of how she yelleldestdaughter for “perpetually asking
me to do things while my husband was sitting inrtegt room playing video games.”
She and her husband discussed the situation amtuded Frida’s irritability stemmed
from menstrual cramps. In addition to talking abloeit problems with her husband, Frida
turned to her mother, aunt, grandmother, and brstioe emotional support.

Frida mentioned being concerned that she becamg amighout provocation”
and she wanted “to talk to a psychiatrist to séenifall together.” She believed she
needed “a psychological evaluation to make sureyéviag is fine.” Frida was prone to
depression but said she did not always recognizanwttoccurred. During those times
she would stop answering the phone and she wouwlid geople when angry with them.
However, she also revealed that she kept a jowfrfar thoughts when she was upset, a
more active strategy which she said she learned th@Oprah Winfrey Show

Exercise, making time for oneself, and related sttagies.In addition to talking
about their problems with friends and family, meth®und ways of making time for and
caring for themselves through exercise, taking taway from their children, and the
like. Sharon reported that she sometimes relietreds by taking long walks, going to
the movies, or enjoying a long bubble bath. Aslsiayl she tried to “get away as much

as possible.” She further explained:

114



| try to leave this house as much as possiblé.cdh | will go to other places like
to get away from the kids and stuff. I'll go likat of town or stuff like that. | do
pedicures. You know I just try to keep myself uyg anyself healthy. If | keep
myself up then | can keep myself happy.
Given the financial difficulties most of the mothexxperienced, it is likely that they had
few resources to regularly go out of town, to thevres, or the like. This reality is a
reminder of the ways in which poverty limits motsiezoping mechanisms.

Susan also recognized that she needed a brealkh&pohildren, as well as from
work. She felt breaks were important at least etlerye months. While she would have
liked to have taken a week off from work, she wasusually able to do that. She was
able to take a day off and drop her children atdeg. She would then spend the day
“getting things accomplished.” She described tHosaks as a “time when | can hear
myself think again.” Susan also acknowledged & waportant for her to take care of
herself physically, declaring, “You know if | do&ke care of myself, I'm not going to
be able to take care of my kids and take carel dhalthings that | need to take care of.
So itis important to me to do that.” At the sanmeet, she struggled to keep herself
healthy as she suffered from multiple ilinessemeof them related to obesity. Susan
believed there were many things she “should begidor herself such as being more
physically active and “having peaceful momentsthat start of the day. Between taking
care of her children and her house, she found thasenot enough time for everything.

Gloria was another mother who tried to find waysnaking time to focus on

herself. She explained how she would tell her chiido give her space and time alone:
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When, when | feel, like depressed, what | wanilidan't want to hear noise. | tell
my daughters, “You know what? | feel bad.” The fasdeady; | heat it up for
them. “I'm going to lie down for a little while,don't want to hear noise, please.
Do your homework and I'll check over it in a whilego to my room for a while.

| concentrate on myself in what | do. | lock mysalfl sleep for a while, and then
later | come back out as if nothing [happened].nhialk with the kids. The kids
are also calm because they know that | feel badl the oldest. “Eat, the food is
ready. Heat up the tortillas in the microwave.dlfeery bad. Serve yourselves.”
And that's it. What | do is | go to my room, | lookyself in. | relax because that's
what they've told me to do. | turn off the lightndthat's it. Later I'm, I'm more
relaxed. | come back out. | talk to my kids, | seeir homework. There, they've
done. Then I...1 relax by myself, in order to noteam, to not make them...think

that something is wrong. That's what | do.

Gloria found a way of being alone that did not iegjadditional resources, it rather

called on her children to take care of themseleeshe evening. She believed this

strategy worked for her and her family.

Religion, prayer, and spirituality. Fourteen of the mothers (70%) stated that

religion, prayer, and/or spirituality helped theope with their mental health problems.

Lisa, for instance, relied heavily on her faith gmdyer life, as was indicated in the first

chapter. She viewed her prayers as “conversatiahsGod” and said they helped her to

concentrate and feel better. Lisa also creditecttivech with helping her to stop

drinking. Going to church “kept [her] mind occupiehd she was able to give up

alcohol within a month of attending church. Whapled her to give it up was learning

116



that her “body was a temple for the Lord” and st needed to “teach the younger
women how to be sober.” Lisa summarized, “Chureéygpla big role in my life,” adding
that “once you get a relationship with God, evengtelse falls into place.” Because of
Lisa’s involvement with the church, many of the wemmn her building would come to
her for advice. She said she knew if she did elgton God, she would “be out there in
the world, probably doing what they doing in orttemake it, to cope with life.”

At the same time that religion provided a sourcetgngth and empowerment for
Lisa, there were also ways in which it worked agtlrer as she attempted to overcome
hardships she had endured throughout herAgd. wrote in Chapter 1, Lisa was
pressured by her pastor to attend marital courgseli to remain in a physically and
mentally abusive marriage. Lisa felt as if the paand Albert, her husband at the time,
were “ganging up on” her. The pastor frequenttgaibible verses emphasizing the
submission of women and dominance of men. Thepalgo insinuated that Albert was
justified in “taking it” when Lisa did not want teave sex. Although she felt as though
she was doing something wrong by “disobeying Gedisds” and committing a sin, Lisa
went through with the divorce.

Tammy’s involvement with religion was more strafginivard than Lisa’s. She
reported drawing strength from her religious afilbn, stating, “I wake up and the first
thing 1 do is say my blessings at the church, raghioss the streetWhen asked if she
ever had to worry about not having enough foockemither family, she replied, “No, my
God ain’t gonna let me have a hungry day.” Shetioeed that she had “hungry days”
in the past but that it had been more than thraesygnce she had one. Similarly, Ashley

said that in addition to taking walks every dakéep healthy, she relied on prayer.
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Stress from her children and from concerns aboutayevas “so much | just wElana
blow up,” but she said she prayed and “everythiogks out.”

One other example of a mother who relied on hén faiGloria. She said that
after giving birth to her son, she would still tkiabout her ex-husband and would smoke
cigarettes and drink beer. She explained:

| would go to sleep like that, because | couldwéresleep. It would take one

[beer] to get me to sleep. But | wouldn't let naudhters see me drink one. Then

| said, “Why am | doing this?” | went to church ahaisked God, “My God, take

this away. | can't sleep. I'm thinking about my glaters’ dad. | don't want to
think about him anymore. Take that away from mentdAt worked, thank God. |
went to church and | asked God. And he took ali éneay from me...I said, “No
more.” Because you start with only one and theaid,s'What if my children find
out or something? | don't want them to find outwlbis.”

The data offered numerous such examples of motabiiag on their faith to help
them overcome difficult circumstances such as dibiis, shortages of food or money,
and separations from partners. Beyond the impoetah&aith, mothers also relied on
networks of church members to listen to them, ddftrice, provide instrumental
assistance, and the like. The finding that 70 pdroethe mothers relied to some extent
on faith and faith practice to aid in their copsigggests that mental health workers and
other helping professionals ought to take into aotthe potentially significant role
played by the faith community.

Finding purpose and confidence through workAnother coping strategy

mentioned by several mothers was finding meaningpampose through work. For
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instance, Lisa talked often about “being transfalivi®y her job. She felt she gained
confidence and valuable skills at work. She alsd she felt “better emotionally” when
she worked, and the difference was significant ghdbat she did not believe she needed
to take her depression medication when she wasimgpriPart of what Lisa loved about
her job was that she was “able to help others,tiviseemed to give her life and personal
experience a sense of purpose. She described goskin a teenage girl who was
associating with an older man, which caused Liseem that the girl might start selling
her body. She said the scenario was very comrh@a recalled how when she was 12
years old, a deacon wanted to “date” her, and sh& dn this experience in her work
with the teenage girl. She concluded, “I been th&e | feel like, ‘I can stop you from
going out and being in the street, selling yourybdd
Ashley also gained confidence from working. Whekeasin a follow-up
interview if she had done anything to improve hadf-snage, she replied:
Yeah. | got ajob. After a while | got a job. ,%ttook me a long time to say |
am worthy of myself. | don't care what people khori me otherwise because
what's the problem, the root of my problem | gdtaf him so get the hell out of
my house, don't come back. | said it. | didn&ch&im. | found that | don't need
a man to make me happy. | don't need someboaltmé that you're doing a
good job. 1don't need a man to tell me do thestidht..l depend on myself. |
take care of myself. |take care of my kids. h'‘tlmeed a man to do everything
for me and stuff like that so I'm cool.
For Ashley, a job helped her to discover that shdd:take care of herself and be happy

without a man telling her she was worth someth&tge found that moving towards self-
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sufficiency was an important step in improving kelf-image. Clearly, the dynamic of
work and contributing to one’s family and (in sogases) community played an
important role in mothers’ self-assessments.

Mental health treatment-seeking.In addition to the coping strategies covered to
this point, seventeen of the mothers (85%) alsglsbout some sort of mental health
treatment at some point in their lives. For som#hefn, it was short-term or only in
childhood or adolescence, while for others it edezhover a period of months or even
years. In the final section of this chapter, | explbarriers to effective mental health
treatment. Here | describe general patterns ofrtreiat-seeking and how mothers decided
to enter into treatment.

As | have written, Wendy was one mother whose a&pee of treatment was
extensive. At the age of 17, she spent 11 daysneraal institution after attempting
suicide. This experience was not a positive ontherwhole because Wendy did not feel
like she was treated in a straightforward or redpkemanner. She was upset, for
instance, that she did not know exactly what hagosis was or what the treatment plan
would be:

| don't even think | was given a point blank diagisol think | just...I was on the

antidepressant so | figured all right, | must bprdssed, right. But | was never

told | had a major...I looked up and there's adsthdifferent terms. There's major
depressive this and that and the other. And pagedvery, and full recovery and
this and the other. | was never given any of thgain, the informed patient.

They didn't even want to tell me the medicatiorytivere putting me on. So, |
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was never given a full diagnosis. | was never givesat down and have
something explained to me like they assumed tlddd'able to figure it out.
Wendy was placed on Prozac and continued to receitpatient therapy for just
less than three years. She returned to counselthgavypsychologist at the Chicago State
University at the age of 26, “when | was dealinghvanxiety attacks and pressure from
school and financial problems at home.” This exgrere was much more positive than
her first one. Wendy reported being “very happythathe services she received, saying
“I've made tremendous progress...” She believecktivere “deep-seated personal issues
of self-esteem that I've come a long way workingptigh.” Among the things Wendy
credited her therapist with teaching her were r&iax techniques and “tools to take a
clear assessment” of and cope with her life. Atsame time Wendy returned to therapy,
she also started seeing a psychiatrist to get ba@n anti-depressant. Below is what she
shared about her experience with the medication:
Now [the psychiatrist] put me on Zoloft. The sid&eets from that were too
extreme. The headaches were too bad. And acttiadlygsychologist told me that
she has yet to run into anybody that was put oofZthat didn't have a problem
with it... Umm I've been getting regular migraireadaches since | was 13 years.
And since... during that time I've learned that Veny susceptible to headaches.
So any circumstance that is likely to cause a hdwdd'll get one... Guaranteed.
So when she told me there was a possibility of &elagls, | knew | was going to
get headachesl.was still getting up and functioning even thougtas in

pain.. But it was still too much...So | had to stop [thaaft].
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Wendy was scheduled to return to the psychiatirstet weeks later but there was no
information about whether she tried a different roation. On the whole, Wendy’s first
encounter with mental health treatment was negatindner later experiences with the
psychologist and psychiatrist were very positiver Eixtensive involvement in therapy
and her general interest in psychology developafeémdy a sophisticated understanding
of mental health that made her unique among th&éensin the sample.

Another mother who entered the mental health systeanyoung age was
Mariana, but her perspective and way of talkingudtitowas quite different from
Wendy's. Mariana started experiencing anxiety sym in the fifth or sixth grade,
which she described as “I would just start shaland | would get really dizzy and just
fall out.” She saw a doctor after her mother redishe was spending a lot of time in her
room. Mariana was told:

It had, you know, a lot to do with my nerves, bisbébecause we thought it had

to do with some girls in school that were bothemmg. And so, | went and |

started getting medicine for it and calmed dowrt, like a couple years later, it

was just like, you know? | would get really depesbssr | would get, you know,

and so she decided to just continue giving me tadication, ‘cause | just, | feel
real sad all of a sudden.

By the time she entered the study, Mariana wadakiing medication “for [her]
nerves and stuff’ when needed, but she said sheia@stain exactly what medication
she was being given. She recalled, “First they wereg me like Prozac and God knows
what else...And then, umm, he just currently chartbed | don't even know what he's

giving me right now.” Mariana’s view of treatmenmtcaher seeming unconcern about
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what medication she was being given stood in staritrast to Wendy'’s insistence on
understanding the details of her treatment. Neetrds, Mariana showed initiative by
requesting to see a mental health care professadiiaé hospital when she was pregnant
with her daughter and experiencing depression agaght after giving birth was the last
time she saw a mental health professional, thouighunclear for how long she saw the
clinician.

Mariana’s story exemplifies a typical pattern inigthmothers sought out mental
health treatment during difficult life stages sashpregnancy. Also common was for
mothers to receive mental health treatment in tmtext of drug and alcohol addiction
treatment. Pam was one such mother. She describaded her into rehabilitation for
her heroin addiction and what treatment was likengr:

| got tired of mother fuckers riding around in nears and shitting houses and

diamond rings on their fingers and | was spendi2@d$or $300 with them every

day and | ain't got nothing and the next morniagnl sick as a dog, ain't got food
to eat and running around here trying to find sonomey for the dope veins...|

have 15 years on the drugs. | am blessed witldayto.| was on methadone for 2

years. [l would] go to groups, participate in thaic, would have to be there

every day like certain times, it was like a jobuytave to keep your mind

occupied and busy to stay clean. It worked for itn#gesn't work for everybody.
While Pam was in rehab, she saw a psychiatrist,disaggosed with depression, and
started taking medication for it. As of 2001, Paparted she was no longer seeing a
psychiatrist but was still taking the anti-depregsBy 2003, she had stopped taking the

anti-depressant because she said it made her teeldepressed. The topic of medication
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and its perceived effectiveness was an importaattonmany of the mothers. | will
return to this subject in the next section of thepter.

As | stated previously, Tammy went through treatniendrug addiction as well.
She had outpatient drug treatment and then chdoieself into inpatient treatment after
her youngest child was born. After leaving theiclishe periodically visited her
counselor there, whom she said helped her “dig ddeap” and teach her how to cope.
She also met with a psychiatrist who prescribega&rdor her depression, but she
eventually stopped taking it for reasons that werelear. After that, she relied on
alcohol to help her cope with depression, althasigga mentioned having the option of
seeing a counselor who would be paid for throudhlipaid.

The mothers’ stories revealed a back-and-forth mneré between active and
avoidant coping. Especially for the mothers withistory of addictions, there seemed to
be a perpetual struggle to find balance betweeroapgh and avoidance. Part of the
reason may have been that therapy and/or medicatiiered only imperfect or partial
solutions to their varied problems that were rodéedely in cumulative disadvantage
and the strain of family comorbidity management.

For a couple of the mothers, mental health treatinelped them to deal with
problems related to couple relationships. Fridap Wreferred to earlier as desiring a
“psychological evaluation to make sure everythmfne,” experienced panic attacks and
had been given medication to help treat them “wiheslly can't breathe and am really
out of it.” Eventually she was able to see a thistapelow she explained what led her to

enter therapy:
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[My husband and | had] gotten to the point whenas really angry, | was going
through a lot of emotional things where | reallynted to give up, where | wanted
to get in my car and gol.was feeling it, | was feeling the anger, the Hibgt |
didn't wElana come home to my family, | didn't wémbe a mother anymore, |
didn't want to be a wife...I'm going crazy, it's beeany a time | was like, maybe
| should take these pills and my family can coliesurance and they can pay off
these bills or whatever, maybe they're better wiatime, you know, it's been a lot
of that going on...
Frida’'s emotional and marital problems were wrapyedvith financial problems.
Therapy helped her realize that a lot of her astgnmed from the fact that her husband
was in school and not working. She said, “| fetdtthe is my security and when you're
not working and you're just going to school andetsebills, where's my security at,
where's my Superman?” In therapy, Frida learnedt\whe needed to communicate to
her husband and what they had to plan out togéthemeliorate the situation:
And so sometimes you have to explain to him itisnexessarily that you're doing
it, but this is how it makes me feel, and it's \adbstuff that he has to understand,
not saying that you do it, it's just how | perceityeand he understood that we had
to work through it, so now it's more like, | dobfame you, but you need to get a
job. I gave him not necessarily an ultimatum, smwe don't do that, but we've
made a plan.
Thus therapy helped Frida to sort out the varimrgerns and stressors she was facing

and to communicate more clearly with her husbanidescould be a better support to her.

125



Therapy did not change her financial situation, batFrida noted, it encouraged her and
her husband to make the necessary plans so thé&ymailte things better.

To close the section on patterns of mental heedtitinent-seeking, it deserves
mention that two mothers referred to receiving beithg pleased with counseling
services at the same agenklyjeres LatinasOne of them was Sofia, who said she and
her daughter were in therapy after Sofia separfaved her husband, “because she would
cry and | would cry.” Below is how Sofia describibeir four months witiMujeres
Latinas

We'd have group counseling, just women with theesproblem, like me. And

my daughter would also go talk with someone. Soyweee both going for a

while. It really did [help me]... The one that tockre of my case...she was the

one that helped meto get out of depression. She gave me advice oslked for

alternatives for me.

More analysis is needed to better understand teggtseeking patterns by race
and ethnicity. In this sample, these two mothersevifee only ones to mention an agency
by name and it happened to be the same one — angettved Latino women in
particular.

Although research has suggested that groups suditiass, African-Americans,
and the economically disadvantaged in generalemlikely than their white or
wealthier counterparts to pursue mental healthrreat (e.g., Anderson et al., 2006;
Wang et al., 2005), the above accounts paint a mesaced picture. Mothers accessed
mental health treatment in a variety of ways amdafoassortment of reasons. Some

entered through drug and alcohol treatment, whhers found psychologists and

126



psychiatrists who were made available at schoadshaspitals. Some of them entered
therapy at their mothers’ urging, while a few stdrtreatment because their relationships
were falling apart. Others went because of depradsiggered by pregnancy or
separation. Some mothers accessed mental headtlatcarultiple points in time and/or

for a period of years, while others only particgzhfor a brief interval. | stated above that
the majority of the mothers accessed some sorteoitah health treatment. Next | look at
what kept mothers from entering treatment or froewing treatment more positively, as
well as other barriers to successfully coping withntal health problems.

Barriers to Successful Coping

Mothers experienced multiple and varied barriersuccessful coping, including
instrumental and perceptual barriers to mentalthéedatment, constant pressure to focus
on others due to family comorbidity-related issuask of social support, and desiring
but being unable to employ active coping strategies

A prominent theme in the data was the difficultynsoof the mothers had
accessing mental health treatment over time. Antbagnstrumental barriers they faced
were lack of access to transportation, no chilécand a lack of insurance. For other
mothers, barriers were perceptual in nature. Mdrilgeam had negative views of therapy
and/or medication or they had experienced thenaplye past and did not find it valuable.

Perceptual barriers to treatment. Sharon reported that she went to a counselor
for three months but did not like attending thesgass so she stopped going. In a
separate interview she indicated she had alsoaseeunnselor while she was in treatment
for drug addiction and that it had helped. As tesan the section above on substance

use, Sharon used drugs and alcohol and was sab@rdgears after going through
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rehab, but she later started drinking again. Sheuss she could “always stop.” The
trajectory of Sharon’s experience may be an exawiplee inadequacy of short-term
therapy or simply the probability of relapse in &tidn. It also seems likely that a
negative experience in therapy decreases theHikati of taking that route in the future.

Lisa was one mother who faced a combination afidrarto mental health
treatment. As | described in Chapter One, Lisa sudgected to regular physical and
emotional abuse from her mother while growing ttpvas difficult for Lisa to keep
friends, as her mother would make her feel gudtydutting friends before family. In
high school, when Lisa saw a counselor, her mataem on the sessions, forcing Lisa to
hide the extent of her problems at home. Lisanedsn therapy at the time of the
interview and said that she had never found anyospeak with about her problems.
However, when Lisa became pregnant with her sedandhter only a couple of months
after giving birth to her first, she became verpmssed and was prescribed an
antidepressant by her doctor. She remained oarttepressant for several years but
found even more positive effects for her mentalthezame from her job. She said that
when she worked, she did not feel the need fodbpression medication. Lisa
eventually stopped the medication for good whensstgped receiving Medicaid and
was unable to afford the out-of-pocket costs. kisded she “no longer ha[d] anything to
be depressed about,” and the idea of having tdgraye medication herself made her
think, “I'll be better.”

Perhaps a negative view of medication acted fea lais a perceptual barrier to
adequate mental health treatment, or perhaps @lyedid not need the anti-depressant. It

certainly seemed as though the lack of health arste (and the resultant high cost of
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medication) became a barrier. For other mothergatnes perceptions of medication and
of therapy overall were more overt. After Pamthéx passed away, she felt herself
“slipping into a depression.” Her primary care adwaeferred her to a therapist, and
although her previous experience with counselifighler averse to the therapeutic
process, she consented to see him once. Pam debstrdtherapist as a “talker,” which
she said was a good thing because it meant he wotillde “quick to want her to take
medicine.” She felt she was “already taking enoongldlicine,” joking that someone
could come to her house to get well because shedathny different pills. Although
she had taken anti-depressants in the past, gheesttoecause she perceived, “They
don't make you feel better. They make you depcessehe did not say whether she
herself experienced becoming more depressed akieigtthe medication, or if this
sentiment was something she had heard other perpiess.

Pam also spoke negatively about her involvemetrestment for drug addiction.
She complained that she would sometimes see theselmus themselves purchasing
drugs right outside the treatment center, wherg dealers would congregate. Though
she did overcome her heroin addiction, she saic# “because of me and God, not
them.” She declared her determination to quit mestémmed from being tired of “all the
stealing, lying, hoeing, and other things” sheididupport of her habit.

Several other mothers had similarly negative pdicep of mental health
treatment and especially of medication. Nicole’stdorecommended that she take
medication for her depression but she did not wabecause she heard that “it could
make you go even crazier.” She also talked abalikatig group therapy because she did

not want “everybody knowing [her] business.” WHiler perceptions of group therapy
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came from personal experience, her fears aboutoagal stemmed from information
she had received from her doctor.
Ashley also received negative messages about ntietideom a doctor (this
time, a psychiatrist), and this on top of her uiséghg encounters with psychiatrists
turned her off of mental health treatment. Shealiytagreed to see a psychiatrist at her
mother’s urging. Her mother was concerned aboun&smcidents” that occurred in
Ashley’s childhood. Ashley saw one psychiatrist tinee but did not like the person so
switched to a different doctor. She saw the seqgmyghiatrist twice and then stopped
going. Ashley reasoned:
All he's gonna tell me is how does that make yal fé | knew how it made me
feel then | wouldn't be here with you. [Theragistsn't do nothing but ask you
the same questions and they don't give you theemssvat you need.
The psychiatrist told Ashley that anti-depressantdd make her feel sick for a week,
which was another factor in her decision to noettile medication for her depression:
| don't want to take some medicine that's goingnéke you nauseated for a whole
week. Makes you sick then after a while, afteingdt out, some weeks later
then it better. | ain't taking medicine that's gamake me sick. I'm already sick,
why would | want to take some medicine that's goma&e me sick. No, | didn't
take that medicine. | got over it.
Ashley made up her mind that “that pill does notdgthing for you,” and that therapists
were unhelpful. She told the ethnographer thatssheneeded help but she refused to
seek it. Her account raises questions about wiherything, the mental health

professionals could have done differently in thieat sessions to let Ashley know they
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better understood where she was coming from and stteawas going through.
Alternatively, what sort of mental health treatmemuld have given Ashley the

“answers” for which she was searching, or the patedo find them? Her case suggests at
the very least that clinicians need to be profoyiséinsitive to the lens through which
low-income populations may view therapy, a topievtach | will return in the discussion
section.

Brenda was one mother who explicitly acknowleddestigma towards mental
health treatment that existed in the African Amamicommunity. She was prescribed
medicine for depression but chose not to takehie I®lated how she never fully
recovered from the pain of the breakup with hestfohild's father. Brenda said she had
not “been right” since then and that her “spiritsimoken.” Although she did not know
what to do about it, she firmly believed medicatweas not the answer. She perceived
medication to be a “crutch.” More broadly, Brend@erienced “a lot of stress, tension,
and issue” but “not a lot of time to think aboutattry to sort it out.” One challenge was
the unspoken rule that people would not talk alleeit troubles. Brenda shared this
insight about the general stigma in the African Aicen community of talking about
one’s problems: “A lot of people do stuff they ddalk about, especially black
people...Now a white person will run to a therapist minute.”

In addition to holding negative opinions about neation and therapy generally,
two mothers made negative assessments of drugl@stibatreatment. Briana said she
was considering entering a drug treatment progracaulse she felt she was smoking too
much marijuana and wanted to stop before she dtert&ing for a job. Her mother had

also been “nagging” her to go. However, Briana waly willing to attend a program if
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they provided her with bus fare. She also did mtiele that treatment was a pressing
issue because she “ain’t gone that bad.” Brianh&a already knew about the
repercussions of drug use and felt her time woel@dtter spent looking for a job than
sitting in rehab.

Instrumental barriers to treatment. The barriers that kept Briana out of
treatment were both instrumental (transportatistg)aand perceptual (she was not that
far gone). Briana was sent to jail midway throulgh $tudy for a drug-related offense.
The data did not indicate that she ever went irgatment.

An instrumental barrier to treatment that two difiet mothers cited was
childcare. Ana Maria was one of those mothers einding value in therapy four years
prior to the study, Ana Maria stopped attending®es due to being unable to find or
afford someone to care for her children duringisessmes. She reported that therapy
had helped her discover her “inner power” and tahgh about changing the negative
situations of her life. She also said she leartdibhaving a “better perspective of the
alternatives” to her current life conditions. Aethme of the interview, Ana Maria said
she felt “miserable.” Although she knew what shediet to do” to improve her mental
health, the reality of her situation appeared ¢& laptions. When Ana Maria’s husband
cheated on her, they separated but were stillditogether because she could not afford
to pay rent due to her part-time work status. SHeved having a therapist to talk to
about her problems would have helped because ihélpad in the past, but she saw no
way of making it happen.

Several mothers had difficulties accessing treatrbecause of cost, including a

lack of health insurance or simply the unavail&pitif affordable services. | mentioned
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earlier, for instance, that Wendy had to drop duteatment at one point because her
father lost his insurance. Lisa too stopped takieganti-depressant in part because she
lost her Medicaid. In a related vein, another @rajke that was mentioned was that of
finding mental health services that were in relfwoximity to mothers’ homes or places
of work so that mothers could avoid taking too mtiote out of their day to access help.
One question raised by these varied accounts wathethmental health professionals
who came into contact with the mothers possesséeha understanding of the structural
challenges faced by this population. It seemsyikieht clinicians who do not fully
appreciate and take into account the logisticdicdilties low-income mothers face as
they attempt to access treatment will be less ssfekin treating or retaining these
women as clients.

Family comorbidity-related barriers. Given the large number of mothers whose
children had physical and/or mental health problatms not surprising that a major
barrier mothers faced in successfully coping whtkit own mental health problems was
being focused on other family members and theilthheancerns, as has been
demonstrated in this and previous chapters. A @apéxamples further illustrate the
point. Victoria never sought treatment for her @sgion because she was too
preoccupied caring for her sick child and worryaigput her sick mother. She said she
“neglected” her own needs and “did not take theetito take care of herself, which left
her feeling more tense, worried, and depressed.

Ruth has already served as an example of familyocoiaity-related challenges,
and | draw on her story once again because shand&gde great deal of energy treating

her children’s health conditions, but often it seemas though she did not have a choice.
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Ruth and her children had a family counselor, Sfepiwhom she was able to see on her
own only “rarely.” She reported, “The only timealk to Stephen alone is when Heidi is
home watching Tim, or | get done with court...” LaRuth indicated feeling under-
supported and misunderstood by the counselor: §Etvere | go to counseling, they tell
me I’'m not learning what I'm supposed to be leagniibut] he’s not teaching what he’s
supposed to be teaching me.” Periodically througlive study, Ruth talked about being
expected (usually by DCFS) to attend parentingselasind counseling to find out how to
help her children “get along better with one angthaut it is unclear whether she was
ever able to address her own issues in counsdhiagis her mental health issues
concerns from her children’s.

| mentioned in the last chapter that the concepalbdstatic load” might be
especially relevant to Ruth’s case. Ruth’s extembigtory of abuse coupled with
extreme family comorbidity make it likely that seeperienced repeated and excessive
activations of the stress response systems. Peshapsever learned how (or it was never
safe) to effectively down-regulate. As | wrote abpallostatic load has been associated
with a reduced ability to learn and/or implemenivmeaterial, which would help to
explain why Ruth was not learning what her cournrsetanted her to learn. It was not
mentioned in the data what the counselor attentptéeach Ruth. The literature (e.g.,
Wadsworth, 2012) would suggest Ruth needed hetpiteahow to regulate her stress
response system before she would have been ablgyme in coping strategies like
problem solving, healthy distraction, and activeegatance. If the counselor was not
trained appropriately, he might not have known howelp her to deal with the extreme

level of past and present stress she felt.
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Limited social support. The data suggested that another barrier motheesl fas
they attempted to cope with mental health problems limited social support. Although
mothers indicated that talking to family and frisritelped them to cope, many also said
they felt taken advantage of and thus they redtioeid interactions with other people.
For instance, Lisa said her neighbors would oftame over to borrow food because they
knew she had a “generous nature.” She explainégoli stay to yourself, then you don’t
have no problems as far as people borrowing. ¢élzalig heart and they try to misuse
that.” After attempting to befriend some neighhaise came to believe it was best to
keep her distance, reporting that “it's not gooth@driends because a friendship is a
give and take thing and | always found myself behegone to give, give, give.”
Nevertheless, Lisa did not seem to want to endrlerdships entirely because she
valued the little attention she received. As with process of distance regulation mothers
undertook with parents and partners (as detailéchiapter 2), a similar process was
observed here. Although friends, neighbors, andreddd kin were imperfect supports at
best, they offered some measure of support thatwas reluctant to give up.

Other mothers reported similarly low levels of sbaupport but less hesitation
than Lisa to sever ties. Pam stated that sheKelpleople took advantage of her. She said
she gave more than she received, for instancertoiéee, for whom she provided child
care support. Tammy described relationships wetbpte who “always want something
for nothing,” claiming that people were “selfishricathey asked her for help “all the
time.” Briana complained about all of the peopleowvere “in her business” since she
went to jail that she “stopped associating” witlople and stayed in the house. She said

people acted like they wanted her to improve ter but once she started trying to do so
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they were “hating on” her and “being jealous andugportive.” Such mothers seemed to
be more likely to isolate themselves as a resudt latck of social support, but perhaps
they were also less likely than mothers such ag tade taken advantage of again.

In support of the notion that mothers isolated thelnves, a few of them explicitly
admitted that they were loath to ask for help. Migaid she experienced a lot of stress
due to raising kids with very little money or oulksiassistance. She managed by “hanging
and talking” with her friends, but she also stateat she could “trust nobody.” Brenda
also thought she would be better off if she haderassistance but she considered herself
to be a private person and she did not like tofaskelp. She believed friends and
associates perceived that she had her “stuff tegéthnd perhaps she was reluctant to
dispel that perception.

While a few mothers made a deliberate decisiorvtidareaching out and asking
for assistance, others lacked significant suppecabse they had moved as adults and
their family and/or friends lived elsewhere. Sof@, example, moved to the U.S. from
Mexico and felt that she did not have anyone inute. with whom she could share her
problems or who could help care for her childreict®ia had also emigrated from
Mexico and cited as a primary source of stresgabiethat her mother and first-born son
were still there. Like Sofia, she could think ofraly who helped her by offering advice,
listening to her problems, or taking care of haldrhn. Victoria said she felt “deep
nostalgia” for her home in Mexico and for the fayrshe left behind there. She also
admitted, “For me it is difficult to ask for helpot because | do not need anything but

because | would feel bad if they tell me no.”
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Another reason mentioned for lacking support was ¢ being surrounded by
people who were in situations just as difficultlasirs were. Ana Maria noted that
although there were women around her with whomhstokea lot in common, it was
unhelpful because they were not positive role mmdértually all of the women in her
neighborhood were depressed and had financial andatproblems. She observed a lot
of domestic violence as well, stating that mosthef men treated their wives like “dogs.”
Ana Maria said she wished she knew a woman whasgwerred against many obstacles
and made it,” and who could advise her about holetsuccessful.

Desiring but failing to employ active coping stratgies.Mothers in the sample
commonly talked about things they thought they tdtidave been doing,” or wanted or
intended to do to deal more effectively with thethess and issues. For instance, | wrote
above that Susan believed she should be more pllysictive, take more time away
from the kids, spend time with friends, have “pdakcemoments” at the start of the day,
and read at night. But the responsibilities ofrogufior her children and her house made it
difficult for her to meet these standards. As aapxample, when Ruth was asked what
she did to handle her stress, she answered th&skea walk at night, saying “I've got
to get out of here, | wish | could get away a feayslwithout the kids around me but my
responsibility is my two little kids.” When questied about how often she goes for
walks, Ruth responded, “I barely do it.” She coddall having taken two walks in
recent memory. A more commonly employed stresgviglg strategy was smoking,
which Ruth wanted to give up but found difficulbessaid, “I could [quit] on my own as
long as the kids don’t aggravate me.” Ruth alstsmtered other self-care strategies, but

could not find ways around barriers to those eitfiawant to go to sleep at night, take a
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bath or shower, but | can’t until Heidi's home, pding on the window like a maniac.”
Again Ruth seemed to blame others (in this cage;tiklren) rather than actively seek
out ways of changing her situation. It was unclétris was because she did not know
how to seek out more active strategies or becehweséad tried and failed many times
before.

Brenda said she was “always trying to get restxagion, and time” for herself
but “never quite ma[de] it.” Instead she took “imimeaks from the world” to smoke a
cigarette and drink a cup of coffee. She wouldhd® when she got “really excited and
stressed out.” Another activity Brenda wantedddalrelieve stress was to read, but she
said she “can't keep in focus.” She used to bloy af self-help and “free your spirit”
books but thought she got “over-involved” in thefs was mentioned earlier, Brenda’s
most common coping mechanisms were cigaretteslaada.
Conclusion

Mothers employed multiple strategies to deal whitkirt mental health problems.
Most mothers mixed active and avoidant coping atyias. The large majority of them
sought out mental health treatment at some poitnthiay also expressed skepticism
about both medication and therapy. On the othed hthere were reports of positive
experiences mothers had in treatment, too. Amoadpé#nriers mothers faced to treatment
and effective coping in general, many were reléefdcusing on others. Several mothers
articulated clear ideas of what they “should” benddo cope more successfully with
their stress but they had a difficult time follogithrough. Potential reasons include that
their mental health issues kept them from doingtsey lacked the space or time, or their

addictions were more powerful forces in their lives
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Discussion

The chief aim of this study was to utilize longitua ethnographic data to
explore how low-income mothers experience and eagfemental health problems. The
results confirmed much of what previous researchftvand about the high incidence of
mental health problems among low-income populat{&®ssler et al., 1994; Loprest &
Nichols, 2008; Pratt, Dey, & Cohen, 2007; Yu andldfns, 1999). Findings about
coping also agreed with earlier studies (Abramgnigp & Curran, 2009; Matthews &
Hughes, 2001; Roth & Cohen, 1986), as the motimetisis study employed a broad
range of coping strategies including avoidant astiva strategies. Avoidant coping
mechanisms included substance use and abuse, takitigeir problems on and blaming
other people, not thinking about problems or th&t,deeeping their problems to
themselves, and isolating themselves from otheplpe&xamples of active coping
included talking to friends and family membersniag to religion and prayer, and
seeking out mental health treatment.

| explored the various factors mothers considerbdnymaking decisions about
whether or not to seek mental health treatmennfBeiing previous qualitative research
(Anderson et al., 2006; Copeland & Snyder, 201@get, Patrick, Burns, &
Schlesinger, 1994), this study found that mothaced a number of perceptual and
instrumental barriers to mental health treatmemoAg the instrumental barriers they
faced were lack of access to transportation, nlol claire, and a lack of insurance.
Mothers were also under constant pressure to focwhers due to family comorbidity-

related issues and lack of social support. Forratiwhers, barriers were perceptual in
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nature. Many of them had negative views of the@py/or medication or they had
experienced therapy in the past and did not firvalilable.

Also as expected, mental health problems were esatxl by conditions of
ongoing poverty, which mothers identified as a sewf constant stress. Mothers
commonly cited financial stress and a lack of resesias contributing to their mental
health concerns. Sixteen of the mothers (80%) eitlgliinked various aspects of
cumulative disadvantage — including joblessnessidiessness, inadequate education,
living in poor neighborhoods, being unable to pdaor their children, the stress of
being a single mother, and general “money problenats’their mental health. Most of
the mothers grew up in poverty and lived with tbesequences of poverty in their own
lives. Five mothers in the sample (25%) tracedrtingntal health problems back to
childhood or adolescence, each of them relatingptbblems to difficult events or
circumstances such as child abuse or homelessrelisy to troublesome relationships
such as having a distant or abusive mother. As#imee time as most grew up on poverty,
they all now faced the reality of raising theirldnén in poverty. Poverty seemed to be a
direct as well as indirect source of stress, aafunal problems not only caused worry in
and of themselves but they also contributed tdioglahip tension, which increased
mothers’ stress even more.

In addition to attributing the causes of their na¢hiealth problems to poverty,
virtually all the mothers viewed relationships waktended kin, children, and partners as
primary causes of their mental health issues. Comralationship-oriented explanations
mothers gave for their mental health problems hetulearning their partners were

cheating on them, being physically and/or verbabiysed by partners, separation from

140



partners, children acting out, facing an unexpeptedgnancy or pregnancy of which the
father is unsupportive, feeling taken advantageyobthers, and feeling isolated or
ignored by others.
Contributions to Research

This study makes three major contributions to eagstesearch. First is that even
in the face of significant barriers, many low-inac@mothers engage in mental health
treatment. In spite of both perceptual and instmalebarriers, 85 percent of the mothers
in my sample received some sort of mental headtttnent at some point in their lives.
This finding suggests that this particular grouposi-income mothers had at least
minimal access and openness to mental health tegatimportant times of transition or
entryways into treatment for mothers included theatd of a parent, depression around
pregnancy or childbirth, distress around couplatr@hships, problems with children’s
behavior, and substance use difficulties (whichettmmes led to the involvement of
courts or child protective systems). Some mothepsnted that treatment taught them
how to cope with stressful circumstances, develdpen self-esteem, and gave them
tools to be better mothers. For these mothersapigs also served as important sources
of emotional support. Such testimonies offer in8ghto the differences therapy could
make in the lives of low-income mothers and thamilies. For instance, having a
therapist to provide regular and safe emotionapsupmight make it easier for mothers
to move away from unsafe or unstable relationshybsch could have substantial
benefits for children and mothers alike. Previduslies (e.g., Roy & Burton, 2007) have
shown that mothers sometimes rely more heavilynstitutional support when their

kinship networks offer inadequate resources. Thezdenefits and drawbacks to such
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reliance, as institutional support is not guarashtéevertheless, in some cases it may
pose less of a risk than unsafe family or partaktionships.

For the women in the sample, the question remaie whether treatment was of
adequate length or effectiveness. Many of the mistieported going to a counselor only
a few times, for instance, and then stopping bexati;istrumental barriers such as child
care or cost, or because they did not find it helgfurther research is needed to better
understand what kept mothers who entered treatmigiatly from continuing, as the
Three-City Studydata did not provide detailed answers to such guestResearch is
also needed to identify strategies for cliniciamsdach low-income mothers in need of
mental health care, particularly those who are gtimough times of transition or
difficulty as such as the types experienced by eatim this study.

Another major contribution of this study is thaallowed a much closer look at
the process of how mothers managed family comdsbids described in Chapter 1,
family comorbidity figured prominently into mothérsderstanding of the causes of
their mental health issues, both by predisposiegitto problems and by creating turmoil
and stress at having to care for afflicted familgmbers. Seven of the mothers (35%)
believed mental health problems “[ran] in the fafiilvhile 13 mothers (65%) cited
child physical and/or mental health issues as acsonf stress. Four mothers (20%)
mentioned other family comorbidity challenges sasthaving a husband with a
significant physical or mental health impairmentgrarent with a disability requiring
their support.

Several processes were involved in mothers’ manageaof family comorbidity.

First, mothers had to negotiate their own heakhes while dealing with family
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members’ health problems. Focusing on the heal#icfchildren, partners, or other
family members frequently meant neglecting or igmptheir own mental (and physical)
health needs. Focusing on those who were sicksals®times meant paying less
attention to those family members who were healthych resulted in mothers feeling
guilty for being unable to meet everyone’s nee@so8d, mothers had to navigate
doctors’ appointments and care for sick family merslwhile attempting to keep their
jobs. This was not always possible, as for instancthers often had to miss work when
their children were ill and sometimes they losirtiabs as a result. Thus on top of the
emotional strain of dealing with multiple healtloplems in the family, mothers had to
negotiate the additional financial strain thoselthgaroblems created. A third process
related to family comorbidity involved advocatiray £hildren and family members to
ensure they received necessary services. Advodamysevere undertaken with various
systems, including schools, child protective sesjcounselors, and other health care
providers.

The mothers’ accounts demonstrated the tremendais that family
comorbidity management placed on them. The presduraving to negotiate other
people’s health problems weighed heavily on manhefmothers. Mothers reported that
having to manage family comorbidity exacerbatettiggered their mental health
problems, but at the same time it diminished thewmof time and energy mothers had
available to deal with those problems.

Overlapping with family comorbidity management was process of regulating
distance within complex, often unstable and unbédiaelationships primarily with their

mothers and intimate partners. Mothers with his®of poverty and abuse invested
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substantial emotional energy in regulating distamitk these family members who
tended to suffer from mental and/or physical headthditions of their own. Several of
the mothers recounted stories of suffering sevieuseas children, a pattern that often
continued in their partner relationships. Becausghers’ options were extremely limited
by cumulative disadvantage, they continued to oalyinstable and even unsafe
relationships with partners and extended kin foogomal and/or financial support.

A third contribution is that the notion of beingkead mom” emerged from the
data as being linked to mothers’ mental healthh@dgh the “bad mom” concept is not
new, to my knowledge it has not been specificailgled in conjunction with low-
income mothers’ mental health. For instance, G&t899) conducted qualitative
research to explore women'’s identities as mothedsnorkers. She found that women
constructed meanings of “working mother” that tamdo account cultural standards of
what it meant to be a “good” worker and a “good’thew, but that were also shaped and
often constrained by the resources mothers hdeeatdisposal. Similar to the present
study’s results, Garey’s research suggested th#tareooften blamed themselves for
their children’s problems and they conceptualizesiiselves as “bad mothers” when
they were unable to provide or be there for theildcen in ways they (and the dominant
culture) believed they ought to be providing.

The present study adds something new to reseacthasuGarey’s by uncovering
the ways in which low-income mothers’ activitiesluding protecting, providing for,
and caring for their children took a substantiab&onal toll on the women. When they
were unable to adequately protect or provide feirttoved ones, many of the mothers

experienced emotional dissonance and turmoil. Sgvfere percent of the mothers
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reported experiencing guilt for various reasonsuiting taking out their frustrations and
anger on their kids, passing “issues” onto thadskpast mistakes, raising their children
in poverty, or simply “not doing a good job.” Thailt was related to cumulative
disadvantage in that the mothers knew their optionshanging the situation were
extremely limited. This realization of being hemmeded back into their mental health
problems as it sometimes contributed to their tgro drugs, alcohol, or even
considering suicide to escape their difficult cmatances. The “bad mom” guilt was
exacerbated when responses such as harsh or halgb@centing were triggered. In other
cases mothers responded by turning to unsafe elialole relationships.

Also interesting was that in addition to feelinglgufor how their children
suffered the consequences of their mental heatthl@ms, mothers also commonly
referred to their children as “causing” their meéh@alth problems. Thus children were
often placed in a paradoxical position of beinghbattims and perpetrators, of needing
to be protected and needing to be controlled.

Theoretical Considerations

This studyhas drawn on the life course framework to considerdynamic ways
in which cumulative life experiences shape low-imeomothers’ mental health and their
efforts to care for themselves and their famillagarticular, the study has employed life
course concepts of context, linked lives, agendy@ersonal control, time, timing, and
adaptation. Although these terms have not been exgactitly throughout, the concepts
closely relate to the major themes that have enddrgen the data. Below is a brief

review of the life course concepts and how thegteeto the study findings.
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The first concept, location in context, states fieple are born into a specific
historical time and geographic community, each \aitbarticular range of opportunities
and experiences. The present study clearly showedhiothers’” mental health was
shaped by the contexts in which they lived andheyrtexperiences of ongoing poverty.
The mothers understood their and their childrepisastunities were extremely limited
and this understanding played a part in exacerpatiothers’ distress. Mothers
perceived, for instance, that conditions of honsless, being raised and/or raising their
children in public housing, and other unstablemgaie conditions contributed to their
mental health problems. The concept of locatiocontext was thus closely related to the
theme of cumulative disadvantage.

Also related to cumulative disadvantage was theepiof timing. The life
course approach posits that the timing of a lé@sition or event matters for the meaning
and effects that transition or event will have @l& Giele, 2009). The mothers’
accounts suggested that the timing of events &ingroints in the mothers’
development — for instance the onset of abuse glehiidhood, the experience of one’s
mother becoming distant and/or unavailable as agdeenager, or a pregnancy in
adolescence — was indeed centrally important ipisigahe meaning mothers attributed
to those events and also in shaping the mothernstahkealth later on.

At the same time, this study found that the liferse concepts of adaptation,
agency, and personal control were highly relevisiathers were not mere victims of
their circumstances, but they were rather dynarartgpants in mobilizing resources to
adapt to external events. In other words, theys#el/various strategies to cope with their

circumstances. In a related vein, the conceptg®efey and personal control came into
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play. These concepts recognize that people ara pféaful and make choices that offer
the chance for them to control their lives (EldeG&le, 2009). There were numerous
examples of agency in the mothers’ stories, falaimse as the mothers accessed mental
health treatment, advocated for their childrennratiempt to take charge of their
destinies, and sought out various supports for taatilies.

The life course concept that was perhaps mostaetdwe the present study was
that of linked lives. This concept emphasizes hoswiduals are interdependent and
socially embedded. The concept acknowledges thtatwiamilies, a change in one
person’s life often ripples into the lives of otli@amily members. Similarly, one family
member’s health may affect the health and well-¢p@iother family members. The
accounts of the mothers in the sample demonsthetedsuch interdependence could
generate support for the mothers but could alsatera great deal of strain and pressure
when resources were limited. Mothers expressetie¢hef that family and partner
relationships were often a cause of their mentalthg@roblems and yet they turned to
those relationships for help in coping with theemtal health problems. Mothers dealt
with their own health problems in the context ofitiple other family health problems,
which sometimes meant they neglected their ownseethke care of family members.
In this way, the theme of family comorbidity wass#ly intertwined with the concept of
linked lives.

Methodological Considerations

The Three-City Study ethnography had a number ahat®logical strengths,
without which it would have been impossible to feabout how these low-income

mothers understood and coped with mental healthlgmes. The ethnography provided
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detailed reporting and observations of what motkaig and did in the context of their
everyday lives across a variety of contexts (Bu&dBromell, 2010). It also utilized
formal and informal interviews over a period of eeal years, which allowed
ethnographers tbe therewith mothers in such a way that they could gassesitive
information as well as the context for that infotrmoa. In other words, mothers were
given ample opportunities to reveal information whigey were ready and on their own
terms (Burton & Bromell, 2010).

At the same time as there were significant stres)gths study had limitations.
The primary limitation was that | did not collebetdata myself and consequently | had
no input into or control over what questions weskea or who was interviewed. Because
the primary aim of the Three-City Studsas not specifically to learn about low-income
mothers’ mental health, but rather was to broadbeas the well-being of low-income
children and families after welfare reform, it watdimes challenging to pull out and
piece together appropriate information on mothershtal health. Not all of the mothers
in the study answered questions about their méetalth, and therefore in addition to the
decision | made to focus on a single location (&9a), my sample was further limited to
those mothers for whom sufficient information waaikable. Even out of the mothers |
selected to include in the sample, some of themiged only very limited details about
mental health symptoms, diagnoses, or treatment.

Another limitation of the study was that interviewsre only conducted with
mothers. There were no interviews with mental lejatbfessionals to gain their
perspective on mothers’ mental health conditionsooirse of treatment, for instance. Nor

were there interviews with other family members¢etarn what influence maternal mental
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health had on the family, or how they believed masi family processes may have shaped
the mothers’ mental health.

Also important to highlight is that the Three-C&yudyethnography concluded in
2003, making the data somewhat dated. In the tarsybat have passed since then,
numerous changes have occurred in our nation’scgsgnand in our welfare and health
care systems and policies, all of which have adfgétdbw-income mothers and families.
The recent economic downturn, for instance, hagased the economic distress of many
low-income families and hampered parents’ abilityrivest in their children’s education,
nutrition, and health (Chaudry, 2010). On the otieerd, a significant and potentially
positive development occurred in health care poldi the passage of the Affordable
Care Act, which was signed into law in 2010 andalglby the Supreme Court in 2012
(U.S. Department of Health and Human Services, RONew studies will be needed to
explore how these and other recent developmentssiregye the mental health of
vulnerable populations such as low-income motHers.to the topic of future research
that | turn next.
Implications for Research

Additional research is needed in several areateckta the current study. Most
fundamentally, there is a need for a continued $amulow-income mothers’ mental
health issues and especially for utilizing ethnppra research to understand the
processes at play for mothers and families. | kelitbere would be great value to further
analyzing the Three-City Stugithnographic data, including cases from BostonSam
Antonio. Much more could be learned by going inteager depth with an expanded

number of cases and focusing on various aspecawtifers’ mental health. For instance,
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it would be worthwhile to conduct a more nuancealsis of the role of partner
relationships or family relationships in shapingttad health. Also of value would be to
study how mental health shapes program use rebatibdto mothers and children,
including housing, education, and health-relatedymams. The data could also be used to
study how mental health shapes mothers’ employm@eesimovement toward self-
sufficiency.

In addition to utilizing Three-City Study dataore ethnographic research is
needed to focus more specifically on low-incomehea’ mental health issues, their
treatment experiences, and the interplay of motineestal health with the health of the
family. While the current study provided importamgights, future ethnographic studies
could be designed to interview mothers in greadptld regarding a variety of mental
health-related topics. These would include suamgshias beliefs about mental health
treatment and where those beliefs came from, @etaiscriptions about experiences
with mental health treatment, and the like. Theusion of such an interview protocol in
an ethnographic study would add great value tatineent knowledge about factors that
help or hinder low-income mothers as they attematddress their mental health
problems.

Even more targeted research is needed to focuseoefficacy of mental health
treatment for low-income mothers. As the presamystiemonstrated, this population is
likely to make use of mental health care servigélsat is much less clear is which
treatments are most effective for treating whichdittons. Studies are needed to

evaluate treatments for anxiety and depressiorstanbe use disorders, PTSD and other
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trauma-related conditions, and a host of parentiiagnily-, and couple-related concerns
that low-income mothers commonly experience.

Another direction for future studies is to furthest the “bad mother” concept as
it relates to maternal mental health. My reseaaited a number of questions about the
concept that merit additional exploration. For amgte, | found that some mothers seemed
to overcome their mother guilt or to transformrmitoi something else. More research is
needed to understand in what contexts it is pas$dslmothers to overcome or transform
their guilt. What factors help or hinder the pracés.g., therapy, social support, strong
family relationships)? Furthermore, studies cdatik into differences between mothers
who report feeling like “bad mothers” and those vdmonot. How are their experiences
different and what if any protective factors candentified among mothers whose
mental health does not suffer from mother guilttuFeiresearch could also examine the
role of partners and extended kin in contributio@t alleviating the guilt, blame, and
shame of low-income mothers.

As | alluded to above, it will also be important fesearchers to examine the
impact of the Affordable Care Act on low-income mmexts’ access to effective mental
health care services. What difference if any walahh care reform have on this
population’s ability to afford and navigate systemhgare for themselves and their
family members? How will it change the ways in @hhproviders are held accountable
for treatment? What changes might be made in aggnmbordination of services? It will
be critical to track health care reform in ordeetsure we know the answer to these and

other questions.
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Implications for Policy

As with much research before it (e.g., Kaplan, 2Q@@prest & Nichols, 2008;
Pearlin et al., 2005; Shuey & Willson, 2008), thlisdy found a clear relationship
between cumulative disadvantage and poor healthyding poor mental health. Eighty
percent of the mothers in the sample linked thearpnental health to some component
of cumulative disadvantage, such as unemploymeirighunable to pay bills or
otherwise provide for one’s family, homelessness, disadvantage and/or abuse
experienced in childhood. As | described in theréiture review, poor maternal mental
health and poverty have also been associated Wiliffren’s developmental delays
(Petterson & Albers, 2003). Furthermore, child depment outcomes have been found
to be adversely affected by mothers’ post-partupresesion, with the worst outcomes
found for children in disadvantaged families (MyrgaCooper, 1997).

Such findings strongly suggest the need for pdithat promote structural
changes to alleviate poverty and cumulative disathge. While a detailed discussion of
such policies is beyond the scope of this stuall lhighlight several promising
approaches for supporting low-income families. sddecause | believe poverty
alleviation is an essential mental health cardesgsaand ought to be elevated as a central
component of U.S. mental health care policy.

Develop affordable child care optionsThe United States’ antipoverty strategy
has been based on the assumption that most adeiible to and should work, even if
they have very young children. Cancian, Meyer, Redd (2010) argue that in order for
this strategy to be functional, policies are nedtiat help parents to balance their work

and family responsibilities. The mothers in my séamgertainly made this point clear as
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they struggled to balance competing demands ofgaldsbeing present for their children.
This often involved managing their children’s haatbnditions while also keeping
themselves healthy enough to work. Many of the mstin the sample had weak or
unreliable social networks to support them in agafor their children, making help with
child care all the more crucial. Affordable childre is therefore one necessary building
block of an antipoverty strategy that is work-foedswhether by increasing the
availability of child care subsidies, expanding H&dart and Early Head Start programs,
or through other means (Cancian et al., 2010)f&muilies that have children with
physical and/or mental disabilities, the amounthofd care subsidies may need to be
increased (LIloyd & Rosman, 2005).

Create family-friendly workplace policies.In addition to affordable child care
options, low-income parents need policies in thekpiace that take into account their
parental responsibilities. The Bureau of LaboriStias (2007) reported that low-wage
workers are the least likely of all workers to haw@rkplace benefits such as paid sick
leave and employer-sponsored health care. At anmoimi, policies to expand paid and
unpaid leave to cover a greater number of emplcsfeosild be considered. In addition,
the Unemployment Insurance system could be expatadapply to more low-income
workers such as those looking for part-time woredt Hrose who have had to leave work
for family-related reasons (Cancian et al., 2010).

Reform child support policies.Many of the mothers in the sample received
some amount of child support. The amounts varietelyiand payments were unreliable,
in part because it could be difficult to track dotheir children’s fathers and in part

because fathers experienced unemployment andfhatsother children to support.
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Such challenges added to the financial stress ¢fien® An important implication is that
child support policies need to be reformed to fatwwse on the well-being of children
and families and to take into account the realbiesconomic uncertainties and complex
family dynamics (Cancian et al., 2010). Currentie child support system acts more as
an apparatus for government cost-recovery thancasne support for low-income
families (Cancian et al., 2010). According to th&lUCensus Bureau (Grall, 2011), in
2009 only 41.2 percent of custodial parents whaevdere child support payments
received the full amount. The proportion of custébgiarents who were due payments but
received none was 29.2 percent. Cancian and caksa@010) recommend making the
child support system more effective for mothers emttiren by allowing those receiving
TANF cash assistance to also receive all child stggpayments without penalty,
allowing them to keep past-due child support paysédrat are made, and eliminating
any efforts to charge nonresident fathers for Madibirthing costs.

The child support system also needs to acknowldtienany nonresident
fathers of low-income children are resource poentbelves and may find it difficult to
offer substantial assistance. Policies therefase ated to address nonresident fathers’
barriers to employment and support their efforta/tok. Ideas worth considering include
expanding access to programs such as the Earneahén€ax Credit, Medicaid, and job
training to nonresident fathers who pay child supf©ancian et al., 2010).

Align workforce development policies to economic raities. A critical
component of a cohesive antipoverty strategy isitrtg and education to provide low-
income workers with access to better-paying jobge @rojection has estimated that the

economy will create 47 million jobs between 2008 2018, of which 64 percent will
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require postsecondary education or training (Caleg\tmith, & Strohl, 2010). Not
surprisingly, the jobs that will be available t@$e with a high school education or less
will likely be low-wage jobs, many of them part-enor transitional (Carnevale et al.,
2010). To narrow the gap between the educatiortrandng requirements of many
future jobs and the skill levels of many low-incojuob seekers, programs need to be
created and/or expanded that would enable low-imcpapulations to overcome various
barriers to gaining required skills. Examples id@ustructured programs such as
apprenticeships and paid internships that pro\ade fpay for) work experience and on-
the-job learning; compressed and intensive occopalitraining programs that lead to
postsecondary certificates that have clear labokeb@alue; and training options that
blend classroom, online, and work-based learniragr{€vale et al., 2010).

Support initiatives that target low-income childrenand youth. Aber and
Chaudry (2010) wrote that public investments irldrlen and youth are at their lowest
when they matter most: before kids enter publiostfages 0-4) and after leaving public
school before they are truly self-sufficient (rolygages 17 or 18 to 21). Thus low-
income children are already disadvantaged befag ¢lven enter school and the gap
continues to widen during a key period of transitas young adults seek out
employment. For these reasons, policymakers shwiddtize early childhood education
as well as postsecondary development. As | mendiabeve, one important step is to
expand such programs as Head Start and Early Head Although Early Head Start
expanded as a result of the $1.1 billion it recgtige part of the 2009 American Recovery

and Reinvestment Act, Schmit and Ewen (2012) repldtiat as of 2010, fewer than 4
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percent of eligible children age 3 and under wéie o attend the program. Clearly,
there is a great deal of room to grow.

Low-income youth also need investment in their dgy@ent to help break the
cycle of poverty. For young people with low skiisd no interest in attending college,
research suggests that effective programs are thaseombine classroom study with
direct work experience (Aber & Chaudry, 2010).daahgree with Carnevale and
colleagues (2010), who argued that we ought torestachnical and career-focused
education programs in high schools as alternatiuées to further education or as
pathways to industry-based certificates that enstioléents to secure employment after
high school.

For youth who are college-bound, reforms are neéal@ttrease access to Pell
grants and to simplify the process by which stuslapiply for financial aid. In addition,
incentives should be made available to help disatdged students complete their
degrees (Aber & Chaudry, 2010).

Implications for Clinical Work

In addition to advocating for policy changes t@walate poverty, | affirm several
opportunities mental health professionals havenarove their services to low-income
mothers and families. Given that a large numbeheimothers reported being
dissatisfied with or having negative perceptionsnental health treatment, it is
imperative that clinicians consider ways in whibbyt can effectively reach this
vulnerable group.

Adapt services to meet the needs of low-income ¢lis. One implication of the

present study is that traditional psychotherapikedy inadequate to meet the multiple
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and varied needs of low-income clients such asnb#hers | wrote about. Attempting to
fit this population into the traditional mold withce a greater likelihood of clients
dropping out of treatment, often as a result afrureental barriers. Therefore therapists
working with this population need to be equippeadddress a range of issues and offer
practical support. Promising results have beeneaell through a collaborative,
interagency team approach utilizing a case man&jerlin & Shamai, 2000). Other
adaptations to traditional therapy include makiegular home visits, providing therapy
in locations such as community centers, schedgl@sgions in the evenings and on
weekends, providing vouchers for transportation, mwaking child care available. Also
of critical importance is training therapists abthé concept of allostatic load and how to
help clients to regulate their stress respons@syaind develop effective coping
strategies. As | discussed previously, allostatatlhas been associated with a reduced
ability to learn and/or implement new material (\Wadrth, 2012). Teaching clients to
down-regulate is a necessary first step before wikye able to learn problem solving,
healthy distraction, and active acceptance.

Address expectations and beliefs about therapy irhe first sessionln addition
to instrumental barriers, a significant impedimimtmothers in this study to entering or
continuing in mental health treatment was the p#ror that therapy was or would be
ineffective. An implication is that therapists masidress client expectations and
perceptions about therapy as early in the therapprdcess as possible. In this way,
clinicians can take a non-defensive stance wi#nté, acknowledging that a lot of people

are skeptical about therapy but that clients shteétifree to ask any questions they may
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have. Clinicians may also find it beneficial to &ip that the role of the therapist is to
collaborate with and act as a resource to cliendsto act as “expert.”

Address social class in therapyMuch of the literature on treating low-income
individuals and families has emphasized the neeth&rapists to address social class
differences in therapy (e.g., Grimes & McElwainp80Thompson, Cole, & Nitzarim,
2012). For instance, Thompson and colleagues {(d@igtviewed low-income clients in
therapy and found that social class was importashaping their experience of therapy.
Clients who described their experiences as posdtitréouted those experiences partly to
the willingness of their therapist to discuss sod@ss-related content in therapy and to
understand the complexities of their stories asleglass individuals. Other clients
described their experiences less positively andrtegd that their therapist was dismissive
of the impact of social class and/or that the tpistdacked awareness of social class.

Build on client strengths.Given the prevalence of advocacy and caring
behaviors mothers in the study demonstrated, aoritaupt message for clinicians is that
they should build on and help to develop familgsgths. A strengths-based approach
would be critical for therapists helping low-incomethers to process and sort through
the “bad mother” guilt they experience. Such apraach would empower mothers and
affirm the advocacy, care, and protecting behawioey direct toward their children and
others, while also focusing on reducing risky bebivsuch as substance abuse and
harsh parenting (Arditti et al., 2010).

Conclusion
It is fitting to end this study with a reminderftcus on strengths. Although the

low-income mothers that have been the focus ofrdsearch faced tremendous
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challenges, it would be unfair and short-sightedvterlook the great assets they and so
many like them also possess. Keeping those stremgtinind helps us as researchers and
clinicians to hold onto hope that health inequedittan be reversed, and that generations
and communities need not be condemned to poveayldubt, our hope must also fuel
action as we pursue effective strategies not amymproving the mental health of low-
income mothers and families, but more fundamentahalleviating poverty in our

nation.
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Appendix A: Mothers’ Demographic Information Table

Pseudonym Age Race # Children Mental Health
Treatment (Y/N)

Sharon 34 African 5 Y
American

Kara 21 African 2 Y
American

Lisa 23 African 2 Y
American

Pam 42 African 1 Y
American

Tammy 38 African 8 Y
American

Briana 25 African 3 N
American

Nicole 27 African 4 Y
American

Amy 27 African 4 Y
American

Brenda 25 African 3 Y
American

Wendy 25 African 1 Y
American

Vicky 26 African 1 Y
American

Ruth 43 Caucasian 4 Y

Susan 50 Caucasian 4 Y

Mariana 16 Latino 2 Y

Ana Maria 32 Latino 3 Y

Elana 30 Latino 4 Y

Gloria 41 Latino 4 N

Sofia 36 Latino 3 Y

Victoria 35 Latino 5 N

Carla 30 Latino 3 Y
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Appendix B: Descriptions of Sample Members
African-American Mothers

Sharonis a 34-year-old mother to three daughters (1521@nd 2 sons (12, 4). She has a
long-term boyfriend who is also the father of mafsher children. Sharon has a family
history of alcoholism and a history of drug abuSkee dropped out of high school and
became pregnant as teenager. She went to rehak@ded counseling there.

Kara, 21, has two sons (age 3 and newborn) by diffdeghers. She has been homeless
since age 14. Her older child sees a psychologisaidgression, anger, and depression
later in the study and is eventually hospitalizédlleen sees psychologist though it is
unclear for what diagnosis.

Lisa, 23, has two daughters (5 and 4). She has a pistahild abuse, homelessness,
drug abuse, and depression (diagnosed). Her husbabdsive and she eventually
divorces him. Lisa takes medication for depressionstops midway through the study.
Pamis the 42-year-old paternal grandmother and off-an primary caregiver to her
five-year-old grandson, whose father is incarcer&de murder. Pam has a history of
school dropout, teen pregnancy, prostitution, amig dbuse. She also has heart
problems, migraines, and a family history of MS anbetes. There is mention of
domestic violence between Pam and her live-in beyét. Pam was on anti-depressants
but stops taking them. She is resistant to therapy.

Tammy 38, has eight boys ranging in age from 9 morutisrtyears. Her oldest son is in
jail for a drug-related offense. Her (common-lawsband is also in jail. Others of her
children suffer from multiple physical and behawidnealth problems. Tammy has a

history of drug and alcohol abuse, for which sheenrees treatment.
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Briana, 25, has two daughters (6, 2) and one son (newb8he uses drugs and goes to
jail midway through the study. Although she mensi@xperiencing depression, there is
no indication that she receives mental healthrmeat.

Nicoleis a 27-year-old mother to three sons (8, 6, apela2s) and one daughter (7) years
old. She has a history of child abuse and domegtlence (her ex-husband abused her).
She was diagnosed with depression and went tophelrger children have physical and
behavioral health problems.

Amy, 27, has three sons (6, 4, 3) and one daughteBkig) has diabetes and depression,
and her children have asthma, obesity, and atiskatar diabetes. Her depression started
during her first pregnancy but she did not like pihecess of therapy.
Twenty-five-year-oldBrendais mother to two sons (9 and 4) and one daugBter (
months). She suffered abuse by her boyfriend #feebirth of her youngest child, for
which her boyfriend went to jail. Two of her chidr have physical and behavioral health
problems. Brenda’'s depression was so bad it wésudiffor her to get out of bed, but

she resisted treatment.

Wendy 25, has a 5-year-old son. She and the fatherabvmidway through the study.
Wendy attempted suicide at the age of 17. She feawity history of mood disorders and
alcoholism. She receives extensive counselingépraession and panic attacks and takes
medication.

Vicky, 26, is married and has a 4-year-old daughterntes that heart disease and
obesity run in her family. She experiences soaialety and depression and has had
some therapy. An additional stressor is that hebhnd has a slipped disk; he loses his

job as a result.
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Caucasian Mothers

Ruthis 43 and has three daughters (17, 13, 4) ang@mé¢6), all to different fathers.
Ruth suffers from many physical health problemsf(img and vision, back problems,
asthma, uterine fibroids, thyroid problems, deptablems) and has been physically
abused by all the children’s fathers. There isnailiahistory of mental health disorders,
including retardation, brain damage, and ADHD. l#df children have been hospitalized
at some point for mental health issues and theg hatiple physical health problems.
Susan 50, is the adoptive mother to two daughters $2@&nd two sons (6, 4). In addition
to depression, she has a number of physical hpaithlems, including obesity,
hypothyroidism, hypertension, kidney stones, demtablems, and vision problems. Her
children experienced extreme abuse in their fagdieorigin and suffer multiple
physical and mental health problems as a resulth&and children receive counseling.
Latino Mothers

Mariana, 16, has one daughter (1 year) and a newbornSdentraces her depression and
anxiety back to the"5or 6" grade and has been taking medication ever sitee. S
considers her difficult relationships with her baghd and mother to be sources of
depression.

Ana Mariais a 32-year-old mother to two sons (13 and 6)@reldaughter (2) who
separates from her husband (the children’s fatihetvay through study. She traces her
depression back to when she learned her husbantavasy an affair. In addition to
depression, Ana Maria has arthritis and obesitye Gfrher children has scoliosis and
another has behavioral problems. Ana Maria wetheoapy for depression but had to

stop going because she had no child care.
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Elana 30, has two sons (6 and newborn), and two datgyfeand 1), and is married to
the children’s father. Her mother, to whom Elana weary close, died of ALS early in
the study. Elana has depression, high cholestmndldental problems, but avoids going
to health care professionals. Her youngest chdd bhs health problems.

Gloria, 41, has three daughters (12, 10, 7) and onedgoBd@rn and raised in Mexico,
Gloria dropped out of school after elementary sthmget a job when her father left the
family. She and her siblings moved to the US aswgaadults. Gloria’s children have
problems in school, one child has behavioral prmoisleand another has severe allergies
and back pain. Aileen suffers severe headachebasd history of depression that was
severe enough to have threatened her last pregn@heyhas been treated for depression.
Sofiais 36 and has one son (5) and two daughters @@ yad newborn). She moved to
the US from Mexico and has been divorced two tifdege child is having problems
learning and another is displaying behavior prolsleGofia and one of her daughters
received counseling when her first husband left.

Victoria, 35, is from Mexico and has four sons (16, 6,)4a8d one daughter (7). Her
oldest son still lives in Mexico. He has a diffaréather than the rest of the children.
Victoria is married to the father of the youngeurf&ids. They moved from Mexico in
July 2000 because of one of the children’s healbblpms and the financial strain those
health problems caused. The child’s illness walscdit for Victoria emotionally but she
never received any mental health treatment.

Carlais a 30-year-old mother with two sons and (8,rs) ane daughter (4). Her husband

is the father of the daughter. Their relationskipeiportedly tense and sometimes violent.
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Carla used to smoke and drink but she quit, howkegehusband still drinks. Carla

received treatment for depression.
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