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A B S T R A C T

Welfare programs play important roles in the lives of vulnerable populations. However, since their inception,
welfare programs have been accompanied by contentious debate about their impact on the wellbeing of parti-
cipants and, hence, about their collective value as a strategy for alleviating poverty. This study uses welfare
participation as a marker of lower socioeconomic status to identify and synthesize the relationship between
welfare participation and depression among youth. A systematic review was undertaken based on literature
published between 1997 and 2017 through a search of 9 electronic databases, 15 reports met criteria for study
inclusion. Four descriptive studies reported mixed findings. Of the 11 comparison studies, 10 studies showed
consistent findings that participation in welfare programs was associated with a higher vulnerability for de-
pression. Discussion includes the effects of stigma related to welfare and mental health treatment, and the
implications for policy makers, social workers, and future research.

1. Introduction

In most Westernized developed countries, social welfare resources
and benefits are primarily controlled by the government, whereas the
U.S. social safety network of welfare programs includes federal and
private resources (e.g., private agencies as well as social welfare pro-
grams managed by government-supported private sector entities;
Garfinkel, Rainwater, & Smeeding, 2010; Hacker, 2002). Social welfare
programs reflect a nation's attitudes and sense of responsibility to care
for its citizens. However, since their inception, welfare programs have
been accompanied by contentious debate about their advantages and
disadvantages as strategies for alleviating poverty and the beneficial
versus harmful effect of welfare participation on recipients' well-being,
especially on recipients' psychological well-being, or mental health
outcomes (e.g., Auerbach & Beckerman, 2011; Cheng, 2007; Gao, 2017;
Gibson et al., 2009; Wu, 2017; Wu, Fraser, Chapman, Gao, Huang,
Chowa, 2018; Zerden, Wu, Wu, & Fraser, accepted). Yet, little is known
about the developmental sequelae of welfare participation, which can
be viewed as a marker for childhood adversity including poverty.

Based on the Social Determinants of Health (SDH) framework
(Marmot, Friel, Bell, Houweling, Taylor, & Commission on Social
Determinants of Health, 2008), health outcomes are influenced not only
by individual factors (e.g., genetic make-up, gender, lifestyle, and

dietary habits), but also by societal factors such as work environment,
transportation access, and health and social care services, including
income-support programs often characterized as “welfare.” As one of
these social determinates, welfare contributes to health outcomes. On
one hand, welfare policies and programs attempt to reduce inequality
and improve conditions for low-income people. On the other hand,
welfare participation could be a “marker” for poverty, representing
poor access to health care, safe housing and neighborhoods, quality
education, and jobs with living wages. These factors are associated with
poor health outcomes. Consistent with this social determinants of
health perspective, recent research suggests youth from welfare re-
cipient families may be at high risk for poor health outcomes, including
behavioral health problems such as depression (Dooley & Prause, 2002;
Nebbitt, Williams, Lombe, McCoy, & Stephens, 2014), subjective well-
being (Gao, 2017), and substance abuse (Wu, Zerden, Wu, 2016; Zerden
et al., accepted). The specific aim of this paper was to synthesize the
existing literature on the relationship between welfare participation
and developmental health outcomes. Given the broad concepts of
health, we narrowed the aim, and focused on mental health, specifically
on depression and depressive symptoms. A systematic review was
conducted to describe and summarize findings on the relationship be-
tween welfare participation and depression or depressive symptoms
among youth in the United States.
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Welfare programs, particularly health-related welfare programs
(e.g., the U.S. Medicaid program), play important roles in the lives of
vulnerable, low-income population. Health care programs are designed
to allow the economically disadvantaged and other vulnerable popu-
lations to have access to basic health care. Health care systems take
many forms around the world. Many developed countries (e.g., the
United Kingdom, Canada, Australia, and most of the North European
countries) have implemented systems of universal access that enable all
citizens to access basic medical care. In contrast, U.S. health care is
based on a fee-for-services model with payment through a third-party
(insurance) or out-of-pocket payment by patients without insurance.
Federal health care spending is targeted to low-income persons and
older adults. Historically, middle- and working-class Americans relied
on health care insurance that was available through their employers
(Garfinkel et al., 2010), but the escalating cost of insurance has led
many employers to eliminate this benefit. The costs of health care
through employer-provided health insurance are considerably higher
than the costs of equivalent care through a universal health care system.
The U.S. system of health care has led to high rates of uninsured or
underinsured people who have to forego or delay needed medical care
because they are unable to afford the cost (Baribault & Cloyd, 1999).
Since 2010, the Patient Protection and Affordable Care Act was released
to increase health insurance coverage and reduce the costs of medical
care, yet still about 8.9% U.S. people (24.3 million) have barriers to
access health care (U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention, 2016). To ensure all people
have access to health care while controlling for reasonable, realistic
costs is a complex and difficult issue. Each health care system has ad-
vantages and disadvantages. Since the inception of the first social
welfare programs in America, the debate among researchers and poli-
ticians has not stopped regarding the poverty alleviation functions of
social welfare programs.

In the United States, health care-related welfare programs such as
Medicaid and the Children's Health Insurance Program (CHIP) provide
health insurance to more than 70 million economically disadvantaged
or disabled Americans (Centers for Medicare and Medicaid Services,
2017). A centerpiece of the 2010 Patient Protection and Affordable
Care Act (2010) was the expansion of health coverage through Medi-
caid and CHIP. Although only 31 of 50 states chose to expand Medicaid,
this expansion reduced the percentage of uninsured Americans from
16% in 2010 to 8.9% in 2016 (Centers for Medicare and Medicaid
Services, 2017). However, the Affordable Care Act is in jeopardy, and if
the Congress repeals the Act, millions of Americans who have access to
affordable health coverage through the Medicaid expansion will lose
their access to health care.

In addition to health care coverage, welfare programs provide var-
ious types of basic living assistance to recipients ranging from cash to
job skills training. For example, financial assistance (e.g., the Aid for
Families and Dependent Children [AFDC], and Temporary Assistance
for Needy Families [TANF]), food and nutrition service (e.g., the U.S.
Supplemental Nutrition Assistance Program [SNAP], formerly Food
Stamps), public housing, and job-skills training (e.g., Work First pro-
grams). Statistical data from Western countries has shown welfare
programs have been effective in helping some of the most vulnerable to
maintain a basic standard of living (Piven & Cloward, 1993).

Despite the varied types of welfare programs, many researchers
have pointed out the failure of welfare programs to bring sustainable
solutions to reducing poverty (Dinitto & Johnson, 2015). For example,
in the United States, researchers found that although the U.S. govern-
ment spent in excess of $1 trillion annually to fund more than 100
welfare programs to fight poverty, the current U.S. poverty rate is one
of the highest among developed countries (Organisation for Economic
Co-operation and Development, 2017). Indeed, since the 1996 welfare
reform efforts, the U.S. poverty rate has not fallen below 11% (Tanner,
2012). In addition, an increasing number of studies have found strong
associations between participating in welfare programs and risk factors

such as overweight and obesity (Baum, 2011); marginalized and unsafe
neighborhoods (Massey, Gross, & Eggers, 1991; Oreopoulos, 2003), and
elevated exposure to crime (e.g., high crime rates in public housing
units; Oreopoulos, 2003). Therefore, using welfare participation as
marker of lower socioeconomic status (SES) helps to identify recipients'
risk factors for negative health and mental health outcomes that have
significant implications for policy makers and poverty alleviation
practitioners.

1.1. Correlations between welfare participation and mental health outcomes

Many studies have documented the prevalence of mental health
issues (e.g., depression) among welfare recipients, and have examined
the relationship between welfare participation and mental health out-
comes. This body of research has primarily focused on health care re-
lated welfare programs such as the U.S. Medicaid. Notably, about 1 in 4
low-income persons who qualify for Medicaid also suffers from a mental
health or behavioral health disorder (Centers for Medicare and
Medicaid Services, 2017). Overall, Medicaid recipients have sig-
nificantly higher rates of both schizophrenia and depression than the
general population (Berg, Donnelly, Warnick, Medina, & Miller, 2014).
Medicaid plays an important role in providing access to mental health
services for those who would otherwise be unable to afford treatment.
Medicaid is the single largest payer for U.S. mental health treatments,
and the Medicaid program is playing an increasing role in providing
access to substance-use treatment (Centers for Medicare and Medicaid
Services, 2017). In addition, Medicaid plays a critical role in maternal
and child health by covering half of all U.S. births and helping low-
income women access mental health services to help with perinatal
maternal depression (Centers for Medicare and Medicaid Services,
2017; Dinitto & Johnson, 2015).

Despite the benefits afforded by participating in welfare programs,
an increasing number of studies have observed a positive correlation
between welfare participation and negative mental health outcomes
(e.g., Auerbach & Beckerman, 2011; Cheng, 2007; Dooley & Prause,
2002; Gibson et al., 2009; Lehrer, Crittenden, & Norr, 2002; Petterson &
Friel, 2001). Although studies have shown higher rates of mental dis-
order (e.g., depression) among welfare participants, that relationship is
likely due to the debilitating effects of mental disorder, which often
make it challenging for a person to maintain employment. Thus, a
greater number of people with severe mental illness are likely to be in
the low-income strata, making them eligible to receive welfare (e.g.,
Medicaid). What is less clear in the research is the relation of partici-
pation in other welfare programs such as TANF with the mental health
of recipients.

Studies have also shown demographic differences regarding prevalence
of mental disorders among welfare recipients. For example, females, espe-
cially those of childbearing age or pregnant, comprise a high-risk population
for depression (Danziger, Carlson, & Henly, 2001; Orr, Blazer, James, &
Reiter, 2007). In addition, White welfare recipients reported higher levels of
depression than African American recipients (Dosreis, Zito, Safer, and
Soeken, 2001; Richardson, Digiuseppe, Garrison, & Christakis, 2003).
Moreover, people with low SES were found to have higher risk of mental
illness than those with higher SES (Gilman, Kawachi, Fitzmaurice, & Buka,
2002; Hudson, 2005).

Given the rich body of empirical studies in this research area,
summarizing the available evidence on the mental health outcomes
among welfare recipients can be helpful to generating a better under-
standing of the relationship of welfare participation with recipients'
mental health outcomes. Therefore, the authors undertook a systematic
review to identify and synthesize the findings regarding the relation-
ships between welfare participation and mental health outcomes and
prevalence of mental health disorders. Further, to increase the specifi-
city of this review, the authors chose to narrow the focus to the po-
pulation of youth welfare recipients and mental health outcomes of
depression or depressive symptoms.



2. Methods

This systematic review followed the PRISMA (Preferred Reporting
Items for Systematic Reviews and Meta-Analyses) guidelines. Before
conducting the data search, a systematic review protocol for the current
study was developed and published with PROSPERO International
(CRD: 42017056645), which is a prospective register of systematic re-
views hosted at the Centre for Reviews and Dissemination at the
University of York in the United Kingdom.

2.1. Search terms and databases

Based on consultation with a health sciences reference librarian, the
following search terms were used to identify studies: (“welfare*” OR
“welfare participation” OR “welfare use” OR “welfare recipients” OR “re-
ceive welfare benefits” OR “AFDC” OR “TANF” OR “Food Stamp” OR “Aid
to Families with Dependent Children” or “Temporary Assistance for Needy
Families” OR “Medicaid” OR “Supplemental Security Income food and nu-
trition programs”) NOT (“Child welfare”)) AND (“depressi*”)).

Given that this paper focused on social welfare and depression and
depressive outcomes, social sciences and health related databases were
expected to yield the bulk of studies for this review. Therefore, the
following nine social sciences and health-related databases were iden-
tified for this search: ASSIA (Applied Social Sciences Index and
Abstracts), PsycINFO, Social Work Abstracts, Social Services Abstracts,
Sociological Abstracts, SSCI (Social Sciences Citation Index), CINAHL
(Cumulative Index to Nursing and Allied Health Literature), Global
Health, and PubMed. In addition, a search of the gray literature and
unpublished reports was conducted via Google that used “welfare
participation depression youth” as the search term.

As shown in Fig. 1, the searches of the nine databases yielded 2603
studies; after removing duplicate studies, 1796 articles were retained
for a title and abstract review via RefWorks (a Web-based software
package for reference management). In addition, the Google search
yielded two reports from the gray literature.

2.2. Criteria for considering studies for this review

To identify studies addressing the associations between welfare
participation and depression outcomes among youth, a priori eligibility
inclusion and exclusion criteria were developed to guide the screening
process. These criteria were related to the type of study, type of parti-
cipants, and type of welfare program; each of these criteria is discussed
below. Search results were first screened by title and abstract, and
studies that clearly did not meet any of the following eligibility criteria
were removed.

2.2.1. Types of studies
All empirical studies describing the effects or correlations of welfare

participation on youth depression or depressive symptoms outcomes, or
examining the relationships between welfare participation and de-
pression among youth were included in this review. This systematic
review included studies in English published between January 1, 1997
(i.e., after the 1996 welfare reform) and March 1, 2017.

2.2.2. Types of participants
This review focused on youth, adopting the U.S. Bureau of Labor

Statistics (2016) definition of youth as those between ages 16 and
24 years. These age parameters were used to screen studies given the
inconsistent definition of youth across studies, with those within this
age range alternately labeled as youth, adolescents, or young adults.

2.2.3. Types of welfare programs
Public welfare is a broad concept, and therefore, this review con-

sidered a wide range of welfare programs (i.e., any form of public as-
sistance) funded by federal, state, or local governmental entities in the

United States. These programs ranged from general welfare programs to
highly structured, bureaucratic welfare programs such as TANF, SNAP,
and Medicaid.

An experienced researcher (the first author) extracted study char-
acteristics from each identified report. Another trained researcher (the
second author) independently screened each of the 1798 studies by
using the inclusion criteria as listed above. Studies were included or
excluded through a title and abstract review. For studies that could not
easily be classified based on a title and abstract review, the two re-
searchers screened the full source document to determine eligibility.
Disagreements between the two screeners were resolved after ex-
amining the full source documents. After the initial review, 1638 re-
cords were excluded using the inclusion and exclusion criteria, and 160
articles were retained for a full-text review. Based on the full-text re-
view, 15 research reports were included in the final systematic review.

2.3. Data extraction and management

For the 15 included studies, the first author created a data extrac-
tion sheet by using Microsoft Excel 2013, to identify and collect re-
levant information. The following characteristics of each of the 15
studies were collected: research purpose; setting; name of welfare
program; measure used to assess depression; depression prevalence;
sample description; sample size; participants' age, race/ethnicity, and
gender; research dataset; number of data collection waves; analytical
strategies; and findings about welfare effects on depression or correla-
tion between welfare participation and depression outcomes. The first
author extracted the information as listed before, then the second au-
thor compared the completed extraction sheets with the full text of each
paper to check the accuracy of the extractions. Any disagreements be-
tween the extractor and the checker were resolved by re-consulting the
full text and discussions between the two researchers.

Given the heterogeneity of measures and designs across studies, and
the broad concepts of welfare, a quantitative synthesis such as meta-
analysis was not advisable. Therefore, we adopted a narrative thematic
synthesis approach (Thomas, Harden, & Newman, 2012) for this re-
view. The substantive findings on the relationship between depression
and welfare participation were first categorized based on the study
design (i.e., descriptive studies and comparison studies), and then
summarized within each category.

3. Results

As shown in Fig. 1, A total of 15 studies were included in the final
systematic review: 12 peer-reviewed journal articles, 1 doctoral dis-
sertation, and 2 working papers. A summary of the study characteristics
of these 15 reports is presented in Table 1. We also summarized the
depression measures and prevalence from the 15 studies in Table 2.

3.1. Characteristics of studies

3.1.1. Characteristics of research data and study designs
Shown in Table 1, two studies used nationally representative data-

sets with probability sampling approach: Dooley and Prause (2002)
used data from the National Longitudinal Survey of Youth (NLSY79),
and Rhee et al. (2005) used data from the National Longitudinal Study
of Adolescent to Adult Health (Add Health). Four studies used admin-
istrative data or Medicaid claims data to represent the target study
population (Dosreis et al., 2001; Nebbitt et al., 2014; Olfson et al.,
2011; Richardson et al., 2003). Other nine studies used non-probability
sample.

A majority of the 15 studies (n=8) used a cross-sectional research
design, and collected or analyzed one wave of data (e.g., Bachman
et al., 2015; Cook et al., 2004; Nebbitt et al., 2014). One study used a
longitudinal design to collect 17 waves of annual data over a 17-year
study period (Gavin et al., 2011), and six studies used two waves of data



(e.g., pre- and post-test design) to examine the relationship between
welfare participation and depression over time (e.g., Knab et al., 2006;
Pande, 2014; Sullivan & Decoster, 2001).

3.1.2. Welfare programs
Of the 15 reviewed reports, five studies reported multiple welfare

programs (e.g., Medicaid, SSI, AFDC, TANF, or WIC; Bachman et al.,
2015; Buckner et al., 1999; Cook et al., 2004; Dosreis et al., 2001; Knab
et al., 2006). Two studies focused on a general concept of welfare (e.g.,
any types of welfare programs; Go, 1999; Rhee et al., 2005). Two stu-
dies focused on a medical coverage welfare program (e.g., Medicaid;
Olfson et al., 2011; Richardson et al., 2003). Similarly, Bachman et al.
(2015) studied the association between Medicaid participation and
youth depression, but for a specific Medicaid program—the Family
Opportunity Act Medicaid Buy-In Program (FOA)—tailored for
Louisiana. Notably, only one study focused on a public housing pro-
gram (Nebbitt et al., 2014).

Five studies documented a relationship between the either the AFDC

or TANF income assistance welfare programs and youth depression. Of
these five studies, three studies focused on the AFDC program, which
was in operation from 1935 to 1996 when superseded by TANF (Dooley
& Prause, 2002; Kalil et al., 2001; Pande, 2014). One study focused on
the relationship between TANF and youth depression (Sullivan &
Decoster, 2001), and one study was conducted during the period of
welfare reform, and thus, documented the relationship of both the
AFDC and TANF programs to youth mental health (Gavin et al., 2011).

3.1.3. Depression measures
Shown in Table 2, with the exception of one study, the studies in-

cluded in this review assessed depression using a standardized scale
with demonstrated reliability and validity to detect elevated depressive
symptoms. The one exception was the Bachman et al. (2015) study,
which assessed depression using a single question directed to parents
regarding their child's depression: “Does your child have difficulty with
feeling anxious or depressed?”

Three instruments were used in more than one study, of which the

Fig. 1. PRISMA flow diagram of screening and selection.
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Of the 15 reviewed studies, four studies described the prevalence of

depression among youth on welfare programs. One study (Nebbitt et al.,
2014) reported the mean CES-D 20-item scale score (M=17.4;
SD=9.8; range: 0–51) of African American adolescents (11 to 20 years;
n=778; 48% female) residing in public housing at four cities (i.e., New
York City; Washington, D.C.; St. Louis; and Philadelphia). The average
depression scores of this group was higher than the conventional 16-
point cut-point value of the CES-D, indicating a diagnosis of major
depressive disorder (Dooley & Prause, 2002).

The remaining three descriptive studies reported rates of depression
among the sampled youth (Cook et al., 2004; Dosreis et al., 2001;
Richardson et al., 2003). For example, Cook et al. (2004) collected data
from 744 young women (age: M=21 years; median= 21 years) who
were pregnant and eligible for one or more welfare programs offered in
Missouri (Medicaid; Women, Infants, and Children [WIC]; and SNAP).
These researchers found that 11% of the young women met the diag-
nostic criteria for major depression. However, Richardson et al. (2003)
reported a much lower rate of depression among a sample of youth
enrolled in Medicaid. Richardson and colleagues used Washington State
Medicaid claims data for a large sample of youth (N=192,441; 49%
female) between 5 and 18 years old, living in families with in-
comes< 200% of the federal poverty level. These youth had been
continuously enrolled in Medicaid since birth. Richardson et al. found
that 2% (n=4084) of Medicaid youth had received a clinical diagnosis
of depression. This rate was similar to the rate reported by Dosreis et al.
(2001) based on their examination of Medicaid youth from a suburban
county of a Mid-Atlantic state. This research team found an overall
depression rate of 1.3%, which was based on cross-sectional descriptive
research, using administrative mental health services claims data
(N=15,507) among youth (< 20 years) of continuous and non-con-
tinuous Medicaid enrollees. Nevertheless, when Medicaid youth were
divided into three subgroups based on the type of public aid pro-
gram—foster care (n=301; 50% female), SSI (n=775; 64% female),
and other aid (e.g., AFDC, WIC; n=14,422; 65% female)—dosReis
et al. found a 15% prevalence of depression among foster care group,
7% for the SSI group, and 0.7% for the other type of aid group. Thus,
descriptive research on recipients participating in different types of
welfare programs and in different locations yielded a wide range of
depression rates.

Some of the research also examined other factors among welfare
recipient youth such as race/ethnicity. Overall, White youth receiving
welfare benefits had higher rates of depression than their other racial/
ethnic counterparts. For example, Dosreis et al. (2001) found that in a
sample of youth enrolled in Medicaid, White youth were 1.9 times more
likely to be diagnosed with depression than African American youth;
however, among youth receiving SSI benefits, African American youth
were 1.7 times more likely to be diagnosed with depression than White
youth. Similarly, Richardson et al. (2003) found that as compared with
White youth, the youth from racial/ethnic minority groups (except for
Native Americans) had lower rates of depression. Further, they found
that female Native American youth (ages 15 to 18 years) had the
highest prevalence of depression (9.4%), whereas male Asian/Pacific
Islander youth (ages 5 to 10 years) had the lowest prevalence of de-
pression (0.03%). However, Nebbitt et al. (2014) found an opposite
direction of gender differences on depression. They found male African
American adolescents reported significantly higher (p < .05) depres-
sion score (M=18.5) than females (M=16.6).

When Richardson et al. (2003) divided their large sample of youth
(N=192,441) into subgroups by age, they found the prevalence of
depression increased with age, with the 15 to 18 years old group having
the highest rates of depression, followed by the 10 to 14 years old
group, and then the 5 to 10 years old group. However, Richardson and
colleagues also found that males in the youngest group (5 to10 years)
had diagnosed depression at 2 times the rate of the females in the same
age group. Notably, this rate was reversed in the oldest age group, with
females between 15 and 18 years having twice the rate of depression of
same age males.

Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 
1977) was the most frequently used measure, appearing in six studies. 
The original CES-D has 20 items, and the full scale was used in four 
studies (Dooley & Prause, 2002; Kalil et al., 2001; Nebbitt et al., 2014; 
Pande, 2014). Other studies used one of the several revised shorter 
versions, and this review yielded three: the CES-D 19-item scale (Rhee 
et al., 2005), the CES-D 11-item scale (Go, 1999), and the CES-D 7-item 
scale (Dooley & Prause, 2002). The International Classification of Dis-
eases, Ninth Revision (ICD-9; World Health Organization, 1977) was 
used in three studies, but only one study used the original ICD-9 di-
agnostic codes for depressive symptoms (Richardson et al., 2003), and 
two studies adopted the Clinical Modification (ICD-9-CM; World Health 
Organization, 1979) codes (Dosreis et al., 2001; Olfson et al., 2011). 
Four instruments were used in one study each. The 27-item Children's 
Depression Inventory (CDI) was used by Buckner et al. (1999); the Brief 
Symptom Inventory (BSI) depression subscale, which is a brief version 
of the Symptom Checklist 90-R (SCL-90-R) was used by Gavin et al.
(2011); the Hopkins Symptom Checklist Depression Subscale (HSCD) 
was used by Sullivan and Decoster (2001); and the Diagnostic Interview 
Schedule (DIS-IV) from the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition (DSM-IV) was used in Cook et al. (2004).

As shown in Table 2, four studies did not report specific measures of 
depression; the type of missing information included the number of 
scale items, response scales, score range, reliability (alpha), and cut-off 
values for the severe depression scale (Cook et al., 2004; Dosreis et al., 
2001; Olfson et al., 2011; Sullivan & Decoster, 2001). Although the 
authors did not report the psychometric details, the authors of each of 
these studies referred readers to original work that includes measure-
ment analytics.

3.2. Characteristics of participants

Shown in Table 1, the majority of reviewed studies included a large 
sample size, with only three studies using a sample of < 200 partici-
pants (Bachman et al., 2015; [n = 52]; Gavin et al., 2011; [n = 173]; 
Sullivan & Decoster, 2001; [n = 127]). As mentioned, this review fo-
cused on the mental health outcomes of youth 16 to 24 years old. 
However, the reviewed studies were inconsistent in the age range used 
to define youth. As shown in Table 1, of these 15 studies, youth was 
broadly defined as spanning ages 12 to 19 years.

3.2.1. Gender distributions
Most samples examined in the reviewed studies were composed 

primarily of female participants. Seven of the 15 studies were gender 
specific and used female-only samples (e.g., Cook et al., 2004; Dooley & 
Prause, 2002; Gavin et al., 2011; Kalil et al., 2001; Knab et al., 2006; 
Pande, 2014; Sullivan & Decoster, 2001). In the remaining 8 studies, 
females composed at least half of the study sample.

3.2.2. Race/ethnicity distributions
Across the 15 studies, study participants tended to be part of the 

general population, and a majority of the studies included samples 
composed of racially and ethnically diverse groups, including White, 
Black, Hispanic, and other racial/or ethnic groups. One study focused 
on immigrant adolescents from Southeast Asia living in California, and 
identified t he A sian s ubgroups i n t he s ample, i ncluding Hmong, 
Chinese, (Laotian-) Mien, Vietnamese, and Lao/Cambodian (Go, 1999). 
Only two studies specifically f ocused o n A frican Americans (Nebbitt 
et al., 2014; Sullivan & Decoster, 2001). However, two studies did not 
report the race/ethnicity of participants (Bachman et al., 2015; Knab 
et al., 2006).

3.3. Depression prevalence of youth on welfare programs: mixed findings 
from descriptive studies



Generally, these four descriptive studies provided mixed findings.
Prevalence of depression among youth on social welfare programs
varied across studies based a range of individual and program char-
acteristics, including sample size, specific welfare programs in which
youth participated, geographic location, gender, and racial/ethnic
minority status.

3.4. Relationship between welfare participation and depression

Eleven studies conducted comparison research (e.g., welfare parti-
cipation vs. non-welfare participation, or among different welfare
programs) to examine the relationship between welfare participation
and depression among youth. Overall, the reviewed comparison studies
reported consistent findings that participating welfare programs was
associated with higher risk for depression.

Six of the 11 studies focused on young mothers. For example,
Dooley and Prause (2002) focused on the female respondents (14 to
22 years; n=3,678) of the National Longitudinal Survey of Youth
(NLSY79) survey, and found that women receiving AFDC benefits had
significantly higher levels of depression as compared with women who
were employed or out of the labor force. Gavin et al. (2011) used data
from a 17-year longitudinal study of young mothers (M age= 17.5 at
Period 1; n=173), and found that receiving welfare benefits was po-
sitively and significantly associated with higher levels of depressive
symptoms. Similarly, Kalil et al.'s (2001) research used a random
sample of young mothers (M age=23.8, n=580) who were first-time
users of the Maryland AFDC program, and found that more than half
(52%) of the AFDC young mothers had higher risk of depression. This
finding indicated these young first-time welfare recipients associated
with a higher prevalence of depression than the general population. In
addition, Knab et al.'s (2006) findings were consistent with those
showing an association between young mothers' (18 to 34 years;
n=2,536) welfare participation and higher levels of depression. Pande
(2014) also found similar results that young mothers (M age=18.8 at
baseline; n=5,309) who participated in AFDC program were more
likely to be depressed. Moreover, Dosreis et al. (2001) tracked 127
young African American single-mothers who were currently or past
welfare recipients (M age= 27 years) from 1990 to 2000/2001, and
found that the mothers not currently enrolled in a welfare program had
2 times lower levels of depression than the mothers receiving welfare
benefits. Overall, these six studies reported consistent findings of evi-
dence that young mothers participating in welfare programs associated
with higher levels of depression.

For other studies focused on the general youth population, results
showed that youth enrolled in Medicaid and diagnosed with Tourette's
disorder had higher rates of depression as compared with youth with
the same medical condition and enrolled in private insurance (Olfson
et al., 2011). In addition, Rhee et al. (2005) found that youth (M
age= 15.6 years; n=9,140) whose parents received welfare benefits
had higher risks of having depressive symptoms as compare with their
counterparts from non-welfare households. Similar findings were re-
ported in studies that examined a group of U.S. immigrants. For ex-
ample, Go (1999) conducted a research on a group of Southeast Asian
immigrant adolescents (M age=13; n=206) living in California, and
found participation in welfare programs was significantly associated
with higher depression scores.

However, these consistent findings were not found in one study
which comparing welfare recipients with non-welfare recipients among
highly vulnerable populations such as homeless youth, welfare parti-
cipation was associated with lower risk for depression. For example,
findings from Buckner et al.'s (1999) study showed that youth from low-
income, single-parent, female headed families (M age=10; n=228)
participating in housing related welfare programs had lower rates of
depression. Specifically, Buckner et al. found youth who participated in
housing programs, such as government-run emergency shelters and
transitional housing facilities, and had high rates of participating in

cash transfer programs (e.g., AFDC), had lower rates of depression as
compared with homeless youth. However, the differences were not
statistically significant, indicating housing status was not associated
with self-reported depression.

4. Discussion

One of the primary roles of government is to promote the well-being
of citizens by providing social welfare programs to address social pro-
blems such as poverty, inequity, and disparity. However, participation
in social welfare programs could be a double-edged-sword. While
welfare programs may increase income, secure basic human needs for
survival (e.g., health care and housing), it appears that receiving wel-
fare benefits from the government is associated with higher risk for
depression or other disorders.

Results from the four descriptive studies are mixed. The reported
depression rates varied by sample size, so that the studies with larger
sample sizes reported lower depression rates (< 2%; e.g., Dosreis et al.,
2001; Richardson et al., 2003), whereas the studies with smaller sample
sizes reported either higher rates (> 11%; e.g., Cook et al., 2004) or
greater proportions of youth above normative levels of depression
scores (Dooley & Prause, 2002). Such mixed findings indicate that de-
pression prevalence varies according to study sample characteristics
(e.g., different sample size, age groups, gender, and racial/ethnicity),
and welfare program recipient group. In future depression research on
welfare recipients, conducting subgroup analyses, or using re-
presentative data might yield results that are more precise.

In addition, this review observed that White youth welfare re-
cipients had higher levels of depression than youth in other racial/
ethnic subgroups (i.e., African American and others; Dosreis et al.,
2001). However, Richardson et al. (2003) found Native American youth
had higher prevalence of depression diagnoses than other racial/ethnic
subgroups (i.e., White, Black, Hispanic, Asian/Pacific Islander, and
others). These findings are consistent with epidemiological depression
prevalence among U.S. adolescents, where other racial groups (in-
cluding Native Americans adolescents) had the highest depression rates
(15.6%), followed by White (13.4%), Hispanic (12.6%), Asian (9.7%)
and Black (9.0%) adolescent groups (Center for Behavioral Health
Statistics and Quality, 2016). Similarly, these findings are consistent
with findings from epidemiological surveys, which suggest that ado-
lescent females have a higher risk of depression compared to males
(Center for Behavioral Health Statistics and Quality, 2016). This review
also observed similar depression prevalence results according to gender
for youth from welfare recipient families (Richardson et al., 2003).
Given that female youth groups have a higher risk of depression, de-
veloping gender-specific screening and treatment programs for young
women who participate in welfare programs is strongly recommended.

Although the descriptive studies yielded mixed findings, such find-
ings are consistent with the characteristics of the youth developmental
stage. Studies included in this review typically defined youth very
broadly and vaguely, with labels ranging from childhood to young
adulthood. At this unique developmental stage, youth experiencing
rapid growth and significant development changes at physical, in-
tellectual, psychological, social-emotional, and mental aspects. In ad-
dition, during this period, youth are developing life-long attitudes,
beliefs, and values (Kellough & Kellough, 2008). These aspects of youth
development are influenced by various factors such as their peers,
parents, families, school, community, and the macro society in which
they live. Thus, the combined influences of these disparate factors could
lead to different outcomes. Therefore, given the changing and unstable
nature of this developmental period, it is not surprising that studies
examining samples of youth from different populations, ethnicities,
genders, exposure to welfare benefits, family backgrounds, and geo-
graphic locations would produce mixed results.

Overall, this review found that youth participation in welfare pro-
grams was associated with a higher vulnerability for depression. One



utilization of longitudinal data and advanced statistical methods (e.g.,
growth curve modeling, or regression discontinuity), in order to esti-
mate the approximate causality between welfare participation and de-
pression is warranted.

5. Limitations

This review has several limitations that must be acknowledged.
First, this review has potential risk of publication bias. This study fo-
cused on published empirical studies, and only included studies pub-
lished in English. Although a gray literature search via Google search
was conducted to harvest unpublished online resources (e.g., working
papers), it is likely that other studies published in languages other than
English or unpublished because of non-significant findings were not
detected. Second, although the authors followed best practices in de-
veloping a search strategy, which included consulting a research li-
brarian and topic experts, it is possible that the search terms used were
not capable of exhausting the available literatures. Last, this review did
not use a fixed range of youth ages. Therefore, some of the findings
based on varied age definitions of “youth” make direct comparison
challenging or impossible.

6. Conclusion

This systematic review summarizes the available evidence and helps
clarify the evidence on the relationship between welfare participation
and depression among youth. Although mixed findings on the pre-
valence of youth depression were observed from the descriptive studies,
it is important to note that the comparison studies consistently showed
that participation in welfare programs was associated with a higher
vulnerability for depression. In addition, because this review used
welfare participation as a marker for low SES, the summary of findings
presented here has implications for early screening and treatment of
welfare program participants with mental health problems which may
interfere with their path to self-sufficiency. In addition, this review has
implications for policy makers, practitioners, and researchers when
developing and designing programs (or interventions) to improve youth
mental health outcomes, especially for the most vulnerable populations.
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possible explanation for this finding might be the shaming or stigma 
effects o f welfare participation o n b ehavioral health. S everal studies 
mentioned that youth participating in welfare programs reported feel-
ings of shame and experiences of being labeled, discriminated against, 
and ostracized by their peers (e.g., Buckner et al., 1999; Cook et al., 
2004; Dooley & Prause, 2002; Richardson et al., 2003). These effects 
can lower self-esteem, affecting both emotional and psychological well-
being. However, other sources of depressive symptoms are likely to be 
un-controlled (i.e., unobserved heterogeneity), and without having 
comprehensive controls, the current review cannot draw a causal in-
ference about the effects of welfare participation on depressive symp-
toms among young recipients.

Given that many social welfare programs are means-tested and 
needs-based programs (versus programs based on developmental needs 
of the recipients of aid), these program typically provide a minimal 
level of benefits, which are intended to meet only the basic living needs 
of recipients, and therefore, rarely help recipients out of poverty. 
Moreover, the delivery systems of some welfare programs do not pro-
vide the same quality of health care or services available to those with 
private coverage (Barr, 2000). Therefore, despite participating in wel-
fare programs, recipients might still struggle with poverty and financial 
burdens and/or continue to suffer physical or mental i llnesses in ad-
dition to the ongoing shaming effects o f r eceiving w elfare, leaving 
welfare recipients at higher risk of depression.

This review also found that more than half of studies (59%) used a 
cross-sectional research design, which inherently limits the researchers' 
ability to draw causal inferences about the relationship between wel-
fare participation and depression among youth because cross-sectional 
data present only a “snapshot” of program effects. Cross-sectional de-
signs cannot control factors such as time order, and thus, findings are at 
best correlational in nature. In other words, findings from this review 
showed that youth participation in welfare program was associated 
with higher risk of depression, but the findings c annot b e u sed to 
support claims that welfare participation leads to higher levels de-
pression. Thus, for future research, a better approach would be to use a 
longitudinal design that includes collecting multiple waves of data, to 
investigate mediating mechanisms, including the effects of stigma, on 
the relationship between welfare participation and depression.

Furthermore, comparison of results across studies would be more 
meaningful if there was greater use of a standardized instrument to 
measure depression. Although the CES-D (Radloff, 1977) was the most 
frequently used measure, this depression scale was used in fewer than 
half of the 17 reviewed studies. Moreover, making comparisons of de-
pression rates that have been inconsistently measured or obtained using 
different d imensions a nd i nstruments ( e.g., t he CDI, I CD, a nd HSCD 
scales) raises serious concerns about the validity of such comparisons. 
The lack of consistent measures and consensus on what measures 
should be used limits the ability to draw conclusions about the re-
lationship between welfare participation and depression across studies. 
In addition, many studies did not report specific m easurement in-
formation about the instrument regarding the number of items, re-
sponse scales, score range, reliability (alpha) and the cut-off values for 
each scale. Although such information is available through the original 
studies that introduced the measure, by including these details in the 
study reports, authors would ensure their findings a re understood in 
their appropriate context. Even though using the standardized and 
validated instruments, without reporting whether the measure was 
performed fitly and properly for a new dataset and population, results 
of these studies should be questioned. Therefore, it is strongly re-
commended that authors report detailed information regarding the 
measure used to assess depression.

Last, this review found that most comparison studies only examine 
the correlation between welfare participation and depression. Although 
some of the studies had collected multi-waves of data, the analyses 
were based on combined data rather than cross the multiple waves of 
data (e.g., Gavin et al., 2011; Olfson et al., 2011). For future research,
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