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Incorporating an Understanding of Mental Illness and Disability into the U.S. Economy: 
Observations and Recommendations from Abroad 

“NO ONE IS ACTUALLY INDEPENDENT. THIS IS A MYTH PERPETUATED BY DISABLISM 
AND DRIVEN BY CAPITALISM - WE ARE ALL ACTUALLY INTERDEPENDENT.”  

-AJ Withers 

I. Introduction 

Every year about one in ten adults living in the United States experiences a depressive 

disorder, with depression being the leading cause of disability throughout the nation (Gabriel 

2000, ii) and mental and addictive disorders making up 10.4% of the “global burden of disease” 

(Trautmann et al. 2016, 1245). According to the WHO, more than 300 million people experience 

depression worldwide (WHO 2018). Depression exists as only one of many mental illnesses 

which can impair an individual’s ability to function in her day-to-day life; along with depression, 

alcohol use, bipolar disorder, schizophrenia and obsessive-compulsive disorder add up such that 

half of the top 10 leading causes of disability worldwide are psychiatric conditions (Gabriel 

2000, i). As the result of these impairments, many mentally ill people find themselves 

unemployed. According to one study using data from 2009 and 2010, only 54.5% of Americans 

with serious mental illnesses were employed compared to 75.9% of mentally well individuals; 

39% had incomes below $10,000 compared to 23% of those without mental illness (Luciano and 

Meara 2014). Many of those with mental illness find themselves excluded from conventional 

means of labor and stigmatized by their illness. This has costs on their own well-being as well as 

the well-being of the economy. 

Mainstream economics frequently frames these debilitating effects of mental illness and 

disability as an economic loss for the nation, even referring to the removal of individuals from 
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the labor market as the result of mental illness as “depletion of labor” insofar as it affects GDP 

growth. According to mainstream economics, the impact of mental illness can be quantified in 

several ways but ultimately boils down to an economic cost of approximately $2.5 trillion dollars 

(Trautmann et al. 2016, 1245). Economists at the International Labor Organization (ILO) 

estimate that depression alone costs the United States between $30 and $44 billion dollars 

annually, stating that “employee mental health problems and their impact on an enterprise’s 

productivity and disability costs are a critical human resource issue” (Gabriel 2000, ii). 

However, the individual, human-level suffering costs of mental illness cannot be so easily 

quantified, and decades of disability activism in the United States have made an attempt to 

undermine the severe polarization and stigmatization that disabled individuals, including the 

mentally ill and impaired, face as a result of their disabilities.  

II. Background on U.S. Disability Activism and Related Policy 

The disability rights movement in the United States was disjointed and slow-growing 

until the 1960s, generally limited to various organizations surrounding specific physical 

disabilities, like the National Federation of the Blind. In the 1960s, the movement evolved in 

response to a growing consciousness surrounding race and gender solidarity movements that 

focused on providing equal opportunity and social inclusion to those historically excluded from 

U.S. institutions. Additionally, as the result of widespread polio in the 1950s and the ravaging 

effects of the Vietnam War in the 1960s, the number of physically disabled individuals in the 

United States rose, calling to attention the issue of discrimination on the axis of disability. By the 

1990s, the issue of mental illness and psychiatric disability also became more prominent as those 

with mental or psychiatric impairments began to fight back against their severe stigmatization 
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and overall exclusion from mainstream society. This movement ultimately resulted in the 

passage of several key pieces of U.S. legislation surrounding disability. These include the 

Americans with Disabilities Act (ADA) of 1990 and the Family and Medical Leave Act (FMLA) 

of 1993. In addition to these two major national policies, various federal and state initiatives 

have likewise moved to be more inclusive of mental illness and disability in providing key social 

services to U.S. residents (Gabriel 2000, 1-9). 

The American with Disabilities Act (ADA), according to the ILO, is “one of the most 

significant employment laws in U.S. history and a watershed in the history of disability rights.” 

Under the ADA, which applies to all U.S. companies with more than 15 employees, employers 

cannot discriminate against qualified candidates as a result of their disability and must provide 

“reasonable accommodation” for those hired with disabilities. In order to qualify as disabled 

according to the ADA, one must have “(a) a physical or mental impairment that substantially 

limits one or more of the major life activities of an individual, (b) a record of such an 

impairment; or (c) be regarded as having such an impairment.” This definition includes mental 

impairments, but the act itself provided no further information regarding how it could be applied 

to mental illness and disability besides stating that mental impairment includes “any mental or 

psychological disorder, such as...emotional or mental illness.” As such, all further guidance in 

applying the ADA to the mentally ill has come from consequent court decisions (Gabriel 2000, 

9-11).  One difficulty in applying the ADA has stemmed from controversy over the exact 

meaning of “reasonable accommodation” (Gabriel 2000, 13). Furthermore, in order to receive 

accommodation, employees are obligated to disclose their disabilities. This means that the 
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process of stigmatization prevents many from seeking and consequently receiving the 

accommodations to which they are legally entitled under the ADA. 

Few legislative acts have been passed in the United States aimed at specifically reducing 

the inequalities faced by the mentally ill and disabled. One such act is the Mental Health Parity 

Act of 1996, aimed at addressing historic discrepancy in insurance coverage for mental health 

conditions compared to physical conditions. This measure particularly affected individuals with 

chronic, severe mental illnesses (like major depression), as they were the most likely to exceed 

previous caps on mental health coverage (Gabriel 2000, 13-14). Another policy regarding 

disability generally which can be applied to mental conditions is Social Security Disability 

Insurance, which provides disability benefits for those with conditions severe enough to prevent 

them from engaging in “substantial gainful activity,” meaning that these benefits are limited to 

those whose incomes do not exceed $1,180 per month (assuming they are not blind; those who 

are blind are limited to $1,970/month). Those who receive these benefits must be careful to keep 

their income below this monthly amount or they may lose coverage; when applying for SSDI, 

some attorneys even advise that applicants refrain from any kind of work at all in order to make 

sure that they qualify. Depending on the illness, those who receive SSDI with a mental condition 

are frequently required to comply with treatment as well (Laurence 2018).  

Other pieces of legislation not necessarily intended to address mental illness or disability 

in particular nonetheless include provisions which affect the mentally ill and disabled in the 

economy. Under the Family and Medical Leave Act (FMLA), workers are entitled to 12 weeks 

unpaid medical leave per year, which applies to leave related to mental conditions (Gabriel 2000, 

14). Workers’ compensation laws can likewise be applied to mental conditions resulting from 
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either mental or physical stress endured while working. Coverage under workers’ comp laws 

generally differs from the ADA as they have distinct purposes and definitions of disability 

(Gabriel 2000, 15). Finally, disabled individuals can deduct medical expenses or 

accommodations required for employment from their taxes, which also applies to those with 

mental conditions (“More Information” 2018). 

These policies have several key limitations including vague applicability to mental 

conditions, counterintuitive incentive structures, and contradictory understandings of disability. 

One of the major issues of most of these policies is that very few of them were developed with 

mental illness or disability in mind, meaning that applying them to those with mental conditions 

is difficult in some cases. For example, the fact that the ADA requires one to disclose their 

disability in order to receive accommodation is problematic in light of how stigmatization is one 

of the most prominent forces affecting those with mental illnesses. Similarly, deciding what 

exactly constitutes “reasonable” accommodation in the context of, for instance, major depression 

is not clearly outlined by the ADA despite depression being the leading cause of disability 

among American adults (Gabriel 2000, 13). Furthermore, other policies like SSDI aimed at 

supporting the mentally ill and disabled limit their ability to participate in meaningful work in 

order to ensure that they continue to receive benefits, contributing to their societal polarization 

(Linebaugh 2018). Finally, the coverage of individuals is inconsistent from policy to policy as 

each have their own criteria for who qualifies. Many of those who qualify for workers’ comp are 

not covered by the ADA and vice versa (Gabriel 2000, 15). 

In light of the clear relationship between disability activism and the overall movement 

from inequality to solidarity, as well as the obvious limitations of current U.S. policy geared 
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towards specifically mentally ill and disabled individuals, we decided to conduct research 

regarding alternate frameworks for incorporating those experiencing mental illness or disability 

into the economy. We feel that being able to meaningfully participate in gainful employment is 

an important aspect of asserting oneself, accumulating social capital, and strengthening 

interpersonal relationships. However, those with mental impairments are frequently excluded 

from these interactions and consequently experience intense polarization, stratification, and 

stigmatization as the result of their disabilities. Our motivation for this paper is to begin the 

process of questioning our current system and envisioning other possibilities which emphasize 

the inclusion and support of those with mental disabilities in economic and social life. In order to 

do so, we will analyze the policies of three different countries in order to make informed 

recommendations for the United States going forward. We will also apply what we have learned 

to our experiences at Wellesley in our conclusion. We hope to begin the process of finding a way 

to provide for the needs of those with mental illnesses or disabilities while also acknowledging 

how much they have to offer socially and economically. 

III. Canada 

We first analyzed Canada as an example of a capitalist country that has successfully 

enacted various policies to progress the integration of individuals with mental illnesses and 

disabilities into their economy. Though it must be acknowledged that many of Canada’s 

disability policies do not pertain solely to individuals with mental illnesses and disabilities, but 

rather all types of disabilities, it is important to examine Canada and the financial support it 

offers its disabled citizens as a model for how the United States’ disability policy can and should 

be changed in the future. Canada has numerous programs to financially and emotionally support 
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individuals with physical and mental disabilities, including the Child Disability Benefit, the 

Federal Excise Gasoline Tax Refund, the Canada Disability Savings Grant and Bond, and the 

Disability award and pension (Government of Canada, 2018-b). This section will examine two of 

Canada’s primary disability relief financial programs: (1) the Canada Pension Plan and (2) the 

Disability Tax Credit. This section will also explore Québec’s pension plan (i.e. the Québec 

Pension Plan) and disability benefits as well as how eligibility for the Disability Tax Credit can 

lead to eligibility for other programs, such as the Registered Disability Savings Program. 

The Canada Pension Plan is a contributory financial plan that offers disability benefits to 

individuals with disabilities and/or their dependents. Canadian citizens are eligible for this 

program if they have contributed to the Canada Pension Plan and have experienced difficulties 

working full-time due to a disability. There are two main components to the pension plan: the 

disability benefit and the children’s benefit. Individuals with disabilities receive the Canada 

Pension Plan disability benefit, which is a monthly payment (Government of Canada, 2016-b). 

Individuals who both receive the Canada Pension Plan disability benefit and have dependents 

under the age of 18 years or dependents between the ages of 18 to 25 years who attend a 

government-recognized university can also receive an additional Canada Pension Plan children’s 

benefit, which is (Government of Canada, 2016-a). 

Québec also has its own pension plan for citizens. Similar to the Canada Pension Plan, 

the Québec Pension Plan is a public insurance plan funded by salary deductions and employer 

contributions. The Québec Pension Plan offers disability benefits to individuals who have 

sufficiently contributed to the plan. These disability benefits include a disability pension, the 

pension for a disabled person’s child, and the additional amount for disability (Retraite Québec). 
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In 1988, the Government of Canada implemented the Disability Tax Credit, with the goal 

of providing “for greater tax equity by allowing some relief for disability costs, since these are 

unavoidable additional expenses that other taxpayers don’t have to face” (Government of 

Canada, 2018-a). The Disability Tax Credit is a non-refundable tax credit that allows individuals 

with disabilities and/or individuals with children who have disabilities to reduce the amount of 

income tax that they pay (Disability Credit Canada, Inc.). If eligible for the Disability Tax Credit 

and 18 years of age or older, individuals receive a base disability amount. If eligible for the 

Disability Tax Credit and 17 years of age or younger, individuals receive a supplementary 

amount in addition to the base disability amount (Government of Canada, 2018-a). 

Though the United States has similar policies, such as the Credit for the Elderly and 

Disabled, the Disability Tax Credit offers comparatively higher amounts. In 2017, the maximum 

disability amount offered to individuals with disabilities was $8,113 CAD (approximately 

$6,336.42 USD), and the maximum supplement offered to individuals with children with 

disabilities was $4,733 CAD (approximately $3,697.21 USD). By comparison, the United States’ 

Credit for the Elderly and Disabled is only applicable to taxpayers who are both retired due to 

permanent disability and receive taxable disability income. If eligible, the Credit for the Elderly 

and Disabled offers an amount between $3,570 and $7,500 USD (IRS, 2017). 

Eligibility for the Disability Tax Credit gives individuals with disabilities access for 

potential eligibility to a variety of other programs, including the registered disability savings 

plan. The registered disability savings plan is a government-provided program designed to 

enable family members and other caretakers of disabled individuals to prepare for the long-term 
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financial futures of said individuals (Government of Canada, 2018-c). The Government of 

Canada also financially contributes to the registered disability saving plans through the Canada 

Disability Savings Grant and the Canada Disability Savings Bond. The Canada Disability 

Savings Grant provides matching grants, the exact amounts of which are determined by the 

beneficiary’s contribution amount and household income. The maximum possible amount an 

individual can receive is $3,500 CAD ($2,711.80 USD) per year and $70,000 CAD ($54,236 

USD) in total. The Canada Disability Savings Bond provides bonds for the registered disability 

savings plans of low- and mid-income Canadians. The maximum possible amount an individual 

can receive is $1,000 CAD ($774.80 USD) per year and $20,000 CAD ($15,496 USD) in total 

(Government of Canada, 2015). Individuals are eligible for the maximum amount if their annual 

income is $30,000 CAD ($23,244 USD) or less.  

Canada does have many areas for future improvement in its policies for integrating 

individuals with mental illnesses and disabilities into the economy. It is important for Canada to 

implement policy specifically for said individuals through recognizing how their qualities and 

needs differ from individuals with physical disabilities. It is also important for Canada to show 

the same initiative that they have in financially supporting individuals who are unable to work 

due to their disabilities to supporting employment of these individuals. However, the current 

financial programs in Canada are a strong base for future improvement. Unlike the United States, 

Canada does not have stringent income requirements for whom can qualify for disability 

benefits, tax credits, and plans. Furthermore, these programs are broad enough that they can be 

applied to a variety of individuals with mental illnesses and disabilities, rather than simply one 

“type” of mental illness that is more readily recognized within society. The programs and plans 
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that Canada has implemented into its capitalist system are ones that the United States has already 

begun to adopt or could easily adopt into its own system. It is crucial for the United States to 

recognize and execute the immediate steps that they can take to protect the financial futures of 

individuals with mental illnesses and disabilities.  

IV. Germany 

Under Nazi-Germany, the T4 Euthanasia Program killed and sterilized thousands of 

individuals considered to be unsuited to live because of their disabilities. Hitler initiated the T4 

program in 1939 in response to the misunderstandings surrounding mental illness and individuals 

with severe schizophrenia during the time. Between 1939-1941, the program led to the deaths of 

73-100% of individuals in Germany living with schizophrenia and other mental illnesses (Torrey 

and Yolken 2010, 1).  The T4 program is known to be “the worst and greatest criminal act in the 

history of psychiatry” and ultimately resulted in lower postwar rates of individuals diagnosed 

and treated for mental illnesses due to the heavy stigma and violence associated with mental 

illness as the result of this program (Torrey and Yolken 2010). More recently, Germany’s 

universal health care reform has provided a foundation for individuals with mental illnesses 

entering the workforce to seek treatment options and support. Compared to Germany’s violent 

history against those with mental illnesses and disabilities, this is a move toward a much more 

solidaristic approach. 

The German healthcare system, founded on solidarity and equal access to medical care, 

regardless of political affiliation or party in power, dates back to the late 1880’s under the 

direction of Otto von Bismarck and his social legislation. Aside from War World I, War World 
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II, and the separation of the two German states, Germany has maintained their universal health 

care policy since Bismarck. Under their health care system, individuals living in Germany are 

provided with two different types of insurance: private and public. Individuals insured through 

German public insurance pay 50% of the cost while 50% is paid by the employer or government 

if the individual is eligible for unemployment. Private insurance is 100% paid by the individual. 

Individuals that do not work, because of inherited wealth or foreign born, or are self-employed 

frequently choose private insurance. Therefore, the employer plays a huge role in access to 

medical care for an individual living in Germany. Policies that protect individuals diagnosed 

with mental illness are crucial and necessary to consider to promote solidarity and equality for all 

in the labor market.  

According to the Local Journal of Germany, 1 in 6 students who were once considered to 

be healthy are now affected by mental illnesses (The Local 2018). The Barmer report conducted 

in Germany between 2005-2016 found that young adults were 38% more likely to be diagnosed 

with a mental illness (Barmer 2018). The report also saw a 3-4% spike in suicide rates among 

individuals whom were diagnosed. In response, Germany attempted to implement new online 

screening tools to help diagnosis and support young adults as they wait to see a doctor. A 99.9% 

healthcare coverage in Germany create long wait times of up to 2 years for individuals seeking 

diagnosis. This also creates an issue for individual seeking any cognitive-behavioral therapy, 

psychodynamic therapy, or psychoanalysis as they cannot be covered or subsidized unless they 

have been diagnosed by a German doctor (The Local 2018). Treatment is also time-limited, and 

an individual can only seek 2 years of treatment before a new diagnosis must be determined (The 
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Local 2018).  Germany’s approach towards disabled individuals remains rehabilitation rather 

than long term benefits and support systems.  

A study conducted in 1996 found that 50% of adults diagnosed with mental illness 

remain unemployed in Germany post-treatment for this condition (Kleffmann 1996). This 

furthers their isolation from mainstream society, because “in a society centered around work, 

employment represents the most important connection with social reality.” As such, work 

provides individuals with social contacts outside their immediate circle the opportunity to 

acquire new skills, daily structure, and social status (Wilken and Breucker 2018). Germany 

therefore attempted to initiate employer regulations to assist in the reintegration and retention of 

individuals with mental illness in the workplace.  

The German government compiled a list of requirements for employers to address the 

issue of individuals with mental illness in the workplace and national statutory health insurance. 

The regulations monitored companies with more than 16 employees and required that 5% of total 

employees be considered disabled. The term disabled includes both individuals with a physical 

disability along with individuals with a mental illness or mental incapability that inhibits them 

from working a full traditional work week. The implementation of the program occurred at 

different times due to the split of Germany after WWII, but the current German government 

oversees the implementation of policy throughout Germany. As a result, employers often renew 

employees’ disability status to prevent the continued rehiring of individuals with mental illnesses 

and have increased healthcare cost for them and treatment. The process to fire a mentally ill 

worker requires the consent of a welfare board. This causes many employers to see employees 

with mental illness or other disabilities as having work immunity and absolute job security, so 
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they are less likely to hire disabled employees beyond the 5% required by law. This practice 

often pushes many individuals entering the workforce to not seek diagnosis and treatment as 

there continues to be a lot of social stigma around mental illness in Germany.  

Regardless of the limitations and regulations around mental illness and employer policy 

in Germany, the integration of individuals within the labor market is a move in the right 

direction. Germany’s initiative in creating a vocational training program to help strengthen 

individuals physically, mentally, and assist in creating social stability through motivational 

programs and encouragements help prepare individuals to succeed in the labor market. This form 

of training helps find careers and work on individuals skills and strength to find the best and 

realistic job opportunities (The Local 2018).  Training consists of anywhere from 12 to 15 

months of commitment in centers around Germany. The overall goal is to help individuals 

understand their own disability and learn to cope and deal with their disability and mental illness 

in the real world of work. Other countries can continue to model similar programs based on 

vocational training provided in Germany.  

V. São Paulo 

In the 1970’s, São Paulo, Brazil began a campaign for psychiatric reform, replacing 

psychiatric hospitals with models of community care, or Psychosocial Care Centers (CAPS), and 

emphasizing the role of meaningful work in providing social inclusion for those with mental 

illnesses or disorders (Garcia Morato and de Oliveira Lussi 2015, 337). This was a particularly 

interesting example for us to analyze both because the movement explicitly drew upon solidarity 

economy principles as well as because the emphasis of getting those with mental conditions to 
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participate in meaningful work runs counter to programs in the United States that disincentivize 

the disabled from participating in any form of gainful employment at all. Despite its limitations, 

this approach has a clear connection to the “valuing the devalued” approach to moving toward a 

more solidaristic economy and society as an alternative to capitalist exploitation. 

São Paulo’s Psychosocial Care Centers (CAPS) were designed to promote mentally ill 

users’ “social reinsertion through leisure, work, development of citizenship and strengthening of 

family bonds.” From the start, these centers were intended to promote the solidarity processes of 

integration (by placing mentally ill individuals back into their communities and fostering a sense 

of belonging between them and their nation, families, and communities) and equal opportunity 

and rights (by asserting the right of the mentally ill and disabled to take part in everyday 

opportunities like work and leisure activities). Overtime, the connection between mental health 

reform and the promotion of a solidarity economy in Brazil were strengthened and São Paulo 

held the first Income Generation and Work Experience Workshop of Mental Health Service 

Users in late 2004 (Filizola et al. 2011). Through this movement, combined with psychiatric 

reform, São Paulo began emphasizing rehabilitation into society through meaningful work 

experiences for those affected by mental illness or disabilities.  

According to Inter-ministerial Decree No. 353/2005, which established the Workgroup on 

Mental Health and the Solidarity Economy, “experiences [were] emphasized that [permitted] the 

emancipation process of people with mental disorders, [favored] the participation of people from 

the community, [encouraged] self-management and democratic participation and [permitted] 

these people’s inclusion in trading networks, opportunities and solidarity economy forums” 

(Filizola et al. 2011). In this capacity, São Paulo explicitly drew upon frameworks of inclusion, 
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equal opportunity, and integration in its approach to mental illness through the provision of these 

work experiences. According to the Brazilian Network of Mental Health and Solidarity Economy 

and the Register of Initiatives of Social Inclusion Through Work (CIST), in May 2006 the 

number of "experiences of income and work generation" registered through the program was 

230; while the number of registered experiences between 2005 and 2012 reached 660 (Garcia 

Morato and de Oliveira Lussi 2015, 337).  

During this time, families of participants were encouraged to become more active in the 

lives of their mentally ill and disabled family members. One family member of a participant was 

quoted as saying that, through their mentally ill relative’s participation in the program, “you 

acknowledge that they,” the mentally ill and disabled, “can do something. Nobody knew what to 

do with them. You value them.” This is a clear example of tailored work experiences enabling 

families of mentally ill and disabled individuals to “value the devalued.” By having their families 

“acknowledge users as subjects with skills,” those who had been marginalized by their mental 

illness were able to be included in meaningful work, “granting them contractual power, 

broadening their autonomy, creating possibilities for participation in the social exchange 

process” (Filizola et al. 2011). This is an important distinction from U.S. policies which instead 

disincentivize the mentally ill and disabled from working if they wish to continue receiving 

benefits, thereby limiting their access to these meaningful social and economic interactions. 

This program, however, has its own limitations. One study found that “generating income 

[was] still one of the biggest challenges of these initiatives” of these income and work generation 

programs, with individual incomes varying “considerably,” and “an initiative reporting an 

average monthly income of R$422.30 per person” while others still “[reported] months with no 
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income” (Garcia Morato and de Oliveira Lussi 2015, 341). This was very troubling to us because 

the purpose of these initiatives was meant to be to provide both meaningful work experiences as 

well as a revenue stream for those with mental illnesses or disabilities. From this reliable source 

of income come the benefits cited by Filizola et al. like contractual power and broadened 

autonomy. Without a steady stream of income, however, it seems that these programs are not 

only not sustainable or transformative, but perhaps even exploitative insofar as those with mental 

illnesses or disabilities are not being properly compensated for their labor. 

Overall, São Paulo’s model of social inclusion through work, which emphasizes the 

transformation from institutions which isolate, polarize, and stigmatize (like psychiatric 

institutions) to models of community care, which acknowledge the value of those who 

experience mental illness (through meaningful work experiences), is still worth considering. 

While it has its own limitations, it is important to look into how the solidarity economy has 

approached and might continue to approach the subject of mental illness and disability. In order 

to provide a realistic alternative to capitalism, solidarity economics must answer the question of 

how those who experience mental illnesses or disabilities are to be effectively included in a way 

that acknowledges their inherent worth while also providing them with the tools necessary to 

meaningfully participate in society and in the economy.  

VI. Mental Illness at Wellesley 

We also wanted to address the issue of mental illness and disability on campus in order to 

bring our results home for Wellesley students, so we met with Jim Wice to discuss Wellesley’s 

policies regarding mentally ill students and employees. According to Wice, Wellesley discloses 
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data regarding employee disabilities for federal data along with other government-funded 

institutions. This helps the federal government understand and analyze Wellesley’s integration of 

individuals with mental and other disabilities in comparison to other large institutions of higher 

education. He also explained that Wellesley strives to implement policies that assist students, 

faculty, and staff and require specific accommodations in regards to mental illness and other 

disabilities. One way is through the Work Inc program based in Dorchester, MA. The goal of 

Work Inc is “to ensure that all individuals with disabilities have the ability to grow, the right to 

make choices, access to education, and the opportunity to participate in community life via 

meaningful work,” and make it possible for Wellesley Fresh to hire individuals to work in the 

dining halls (Work Inc 2018). Wellesley faculty are provided with flexibility in their schedule to 

meet their needs and accommodations. Traditional staff at Wellesley do not have that luxury, but 

after meeting with Wice, he explained that the college tries to assist and help with staff 

accommodations. Although most of the accommodations are in regard to parking, he mentioned 

that there have been circumstances in the past in which employees who receive therapy for a 

mental illness could have shorter work days when they had scheduled therapy and makeup the 

hours another day of the week. 

When discussing student accommodations, Jim Wice mentioned that a total of 300 

students on Wellesley’s campus receive some form of accommodation: housing, dietary, or 

academic. Over 100 of those students, one-third, deal with a mental illness. Wice spoke clearly 

about his role and ways he can advocate for students that need extended time for exams and 

assignments, but also emphasized the importance and role of students in choosing to disclose 

specific information regarding their mental illnesses, paralleling the requirements of the ADA. 
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Wice also urged the need for faculty to implement policies that can allow for flexibility and 

alternatives for students with mental illnesses and other disabilities, because “the idea behind 

accommodation is to give students the opportunity to show what they know and provide them 

with an equal opportunity and access.” When asked about what he hopes to see on campus 

regarding students with mental illness, Wice said he hopes that “[the Wellesley community] 

leaves the door open for discussion for both students and faculty” with regards to these issues.  

VII. Conclusion 

In order to incorporate individuals with mental illnesses and disabilities into our 

understanding of the economy and solidarity movements, we felt that it was important to first 

recognize the flaws and weaknesses that exist under the United States’ current economic system 

as well as potential advancements that could be adapted from policies implemented by other 

countries. The U.S. has begun to acknowledge the need to protect and integrate disabled 

individuals into society, in that the U.S. government has passed legislation to protect the basic 

rights of its disabled citizens. However, the United States can and must go far beyond that first 

step. We suggest that the United States might consider adopting the more solidaristic policies 

and programs of other countries, such as the pension plans and tax credits of Canada, the 

affirmative action policies of Germany, or the social inclusion policies of São Paulo. By 

analyzing U.S. policies in relation to other countries, this paper itself works to challenge the 

societal inequalities that exist between neurotypical and mentally ill individuals, promote equal 

rights and opportunities for individuals with mental illnesses and disabilities, and integrate said 

individuals into meaningful social and economic interactions. We hope that this paper represents 

the first step in questioning the exclusion of those with mental illnesses and disabilities within 
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society and the economy and envisioning alternative frameworks that represent a shift from 

inequality to solidarity with regard to these individuals.  

We want to make a few suggestions for where we think future groups and projects can 

expand upon our initial research to create a more thorough, complex, and intersectional 

understanding of how mental illness and disability fit into economics and the solidarity 

movement. First, we suggest that future groups research the intersection between mental illnesses 

and disabilities and other axes of oppression. We know that the stigma of mental illness may 

affect people of color, LGBT people, or women differently than it affects white, heterosexual 

men. Historically, psychiatry has been used as a tool to enact violence and to naturalize 

inequalities, undermining efforts made by the oppressed to assert themselves despite their 

oppression. For example, in 1850 a white doctor named Samuel Cartwright invented a mental 

disease called “drapetomania” to explain why black slaves attempted to escape captivity because 

he thought that “desire for freedom in a black person was pathological because black people 

were born to be enslaved” (Reese 2013). Similarly, homosexuality, gender non-conformity, and 

lack of mainstream productivity have been pathologized over the years in an effort to naturalize 

conditions of inequality and dismiss those who questioned these conditions. It has even been 

theorized that Freud developed his theories of incestual fantasies during sexual development by 

ignoring accounts of sexual assault from his young patients; likewise naturalizing their 

experience of violence and subsequent trauma as part of healthy sexual development (Powell and 

Boer 1995). We therefore think that further research should incorporate this deeper 

understanding of the history of psychiatry (and anti-psychiatry movements) into its discussion of 

mental illness and disability as an axis of inequality.  
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Furthermore, access to an official diagnosis is an issue that needs to be analyzed along 

the lines of class, race, and gender. Almost all of the policies that we analyzed required official 

documentation of mental illness or disability. However, this documentation can be an obstacle 

for those who either lack the funds to seek mental health treatment (a particularly poignant issue 

in the U.S., where the cost of healthcare remains exorbitantly high) or who belong to a group that 

is systematically under-diagnosed. For example, one study conducted in 2015 suggested that 

autism in women is likely to be “significantly under-diagnosed” as a result of different 

presentation for women than men. Because white men have historically been used as the basic 

model for medical tests, diagnoses, and treatments, medical tools are often skewed to represent 

their experiences, even though polarization along the lines of gender and race mean that their 

experiences are likely not universal. This can result in under-diagnosis among women and/or 

people of color, which in turn reduces their access to benefits from policies like the ADA 

(Satchell 2016).  

Second, we think that future groups could take what we have begun here and go further 

by implementing the things we have learned and discussed into a project that incorporates more 

advanced solidarity processes and has more concrete deliverables. We believe that we have just 

begun the discussion about mental illness and its role in both mainstream and solidarity 

economics. We hope that others will take up what we have begun and find other ways to make a 

difference for those who experience mental illnesses or disabilities, including here at Wellesley. 

Finally, we focused almost exclusively on what we think the United States should do. Future 

groups could take a much more global perspective, perhaps focusing on what the solidarity 
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movement at large should be doing to incorporate the experiences of those with mental illnesses 

or disabilities into its understanding of what the future holds worldwide. 

As the first project dealing with the issue of mental illness and disability, it was our main 

goal to illustrate this issue as an inequality dynamic that needs to be addressed by solidaristic 

principles. We set out to illuminate the current policies of the United States with regards to those 

experiencing mental illness or disability, to acknowledge the limitations of those policies, and to 

explore alternative frameworks from abroad. Throughout this process, we tried to demonstrate 

how these policies could apply the solidarity processes to the issue of mental illness and 

disability. We believe that we succeeded in meeting these goals. Beyond this, we hope that this 

project serves as an inspiration to others to question inequality dynamics that often go unseen, to 

think about how mainstream economics frequently frames human suffering as a productivity loss 

first and foremost, and to advocate for the meaningful inclusion of all people into a more 

solidaristic future.  
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