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Abstract

Background: Families with children under age six participating in the Temporary Assistance for Needy Families
Program (TANF) must participate in work-related activities for 20 h per week. However, due to financial hardship,
poor health, and exposure to violence and adversity, families may experience great difficulty in reaching self-
sufficiency. The purpose of this report is to describe study design and baseline findings of a trauma-informed
financial empowerment and peer support intervention meant to mitigate these hardships.

Methods: We conducted a randomized controlled trial of a 28-week intervention called Building Wealth and Health
Network to improve financial security and maternal and child health among caregivers participating in TANF.
Participants, recruited from County Assistance offices in Philadelphia, PA, were randomized into two intervention
groups (partial and full) and one control group. Participants completed questionnaires at baseline to assess career
readiness, economic hardship, health and wellbeing, exposure to adversity and violence, and interaction with
criminal justice systems.

Results: Baseline characteristics demonstrate that among 103 participants, there were no significant differences by
group. Mean age of participants was 25 years, and youngest child was 30 months. The majority of participants were
women (94.2 %), never married (83.5 %), unemployed (94.2 %), and without a bank account (66.0 %). Many reported
economic hardship (32.0 % very low household food secure, 65.0 % housing insecure, and 31.1 % severe energy
insecure), and depression (57.3 %). Exposure to adversity was prevalent, where 38.8 % reported four or more
Adverse Childhood Experiences including abuse, neglect and household dysfunction. In terms of community
violence, 64.7 % saw a seriously wounded person after an incident of violence, and 27.2 % had seen someone
killed. Finally, 14.6 % spent time in an adult correctional institution, and 48.5 % of the fathers of the youngest child
spent time in prison.
(Continued on next page)
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Conclusions: Baseline findings demonstrate that caregivers participating in TANF have suffered significant
childhood adversity, adult violence exposure, and poverty-related stressors that can limit workforce success. High
prevalence of housing and food insecurity, exposure to adversity, violence and criminal justice systems demands
comprehensive programming to support families. Trauma-informed approaches to career readiness such as the
Building Wealth and Health Network offer opportunities for potential success in the workforce.

Trial registration: This study is retrospectively registered with ClinicalTrials.gov
The Identifier is: NCT02577705
The Registration date is October 13, 2015

Keywords: Food insecurity, Adverse childhood experiences, Violence, Trauma, Poverty, TANF, Assets, Depression,
Randomized controlled trial

Background
Families with young children under age six participating
in the Temporary Assistance for Needy Families Pro-
gram (TANF) that are deemed “work mandatory” are re-
quired to participate in work-related activities for at
least 20 h per week in order to receive TANF benefits.
However, due to financial hardship, poor health, and ex-
posure to violence and adversity, the success families
achieve through TANF participation can be limited. In
partnership with the state of Pennsylvania Department
of Human Services, this randomized control trial pilot,
The Building Wealth and Health Network (The Network
RCT), is an ongoing study that seeks to evaluate effect-
iveness of an innovative intervention to address family
hardships associated with exposure to adversity and vio-
lence, social isolation, and low financial capability in
order to help families get on the pathway to self-
sufficiency. This program is also meant to test a work-
force development model that includes attention to
mental, emotional, and financial health that can become
a new model for TANF education and training program-
ming. The Network RCT is a 28-week educational
program with a full intervention group, a partial inter-
vention group, and a control group. The full interven-
tion includes helping participants to open a savings
account, into which participants are provided a 1:1
match of up to 20 dollars a month; financial empower-
ment education; and trauma-informed peer support.
This counts toward 6 h of work participation per week.
The partial intervention includes the 1:1 matched
savings accounts and financial education, counting for
three hours of work participation per week. Network
RCT staff document these hours along with other work
participation hours up to 20 h per week as reported by
participants, in the state data management system, Com-
monwealth Workforce Development System (CWDS).
The control group participates in TANF activities as
prescribed by County Assistance Income Maintenance
Workers. This primarily consists of being required to
participate in 20 h per week of state-supervised TANF

mandated work participation or supervised job search
activities.
Below, we describe The Network RCT research

methods and program design. We also describe baseline
characteristics of the sample of 103 participants, all of
whom have a young child under age six and who were
deemed to be required to comply with the 20 h per week
work participation requirement. We describe their
career readiness, hardship (food insecurity, housing
insecurity and energy insecurity), self-rated health and
depression, and exposure to violence and adversity, in-
cluding history of incarceration. Baseline measures dem-
onstrate that TANF participants with young children
who are originally deemed “work mandatory” report a
complex picture of career readiness. Additionally, they
report high rates of financial hardship in relation to
food, housing, and utilities, high rates of depression and
poor health, developmental risk among their children,
significant exposure to community violence, high rates
of adverse childhood experiences, and a significant his-
tory of incarceration. Research has shown that TANF
programs that prioritize health and wellbeing have a
positive influence on helping families to find and keep
employment and demonstrate movement towards self-
sufficiency [1–5]. Rarely, however, are characteristics re-
lated to deep hardship such as homelessness and hunger
coupled with high rates of violence exposure and incar-
ceration taken into account in TANF education and
training programs, nor do federal guidelines call for im-
proving such metrics beyond employment and exit from
TANF. We frame these hardship experiences as indica-
tors of exposure to trauma, and suggest that TANF pro-
grams be built to explicitly address these hardships and
integrate trauma-informed peer support approaches into
job training and skill building. A trauma-informed inter-
vention such as the Building Wealth and Health Net-
work can not only improve mental health and wellbeing
and create a path to self-sufficiency, but also, we suggest
that given the theory developed around helping individ-
uals overcome trauma and related isolation, peer support

Sun et al. BMC Public Health  (2016) 16:583 Page 2 of 15

https://clinicaltrials.gov/ct2/show/NCT02577705


is a key component to any type of programming meant
to have a positive impact on the health and wellbeing of
caregivers’ young children [6–9].
In 2013, 45.3 million people lived in poverty in the

United States, including over one in five children under
the age of six, yet only 27 % of eligible families received
TANF. In Pennsylvania, the number of people living in
poverty is slightly higher than the national average but
still only 31 % of those eligible, received TANF in 2013
[10]. While child poverty increases the risk of poor
health and developmental delays [11], many public
assistance programs, such as the Supplemental Nutri-
tion Assistance Program (SNAP), the Special Supple-
mental Nutrition Program for Women, Infants, and
Children (WIC), and housing subsidies, protect
vulnerable children from the negative effects of
poverty [12, 13]. However, it is unclear if TANF has
demonstrated significant improvements in maternal
and child wellbeing, in moving families out of poverty, or
in fully preparing low-income families for success in the
workforce [14, 15].
One of the goals of TANF is to provide job skills and

education programs to support adults and their children
as they enter the workforce. However, many families ex-
perience barriers to employment, which may prevent
them from successfully transitioning off of TANF. This
may be due in part to poor health among those receiving
TANF, as approximately one third of TANF recipients
have reported a work-limiting health condition [4, 5, 16];
and almost 43 % of TANF recipients reported multiple
types of disability including memory impairment, emo-
tional/mental limitations, movement limitations, and
sensory impairment [2]. In addition to the poor health
and disability reported by TANF participants, they also
report alarmingly high rates of exposure to violence and
adversity in their communities and in their family rela-
tionships [17–20]. For instance, among TANF eligible
families, rates of intimate partner violence are as high as
74 % compared to up to 31 % in the general community
[21], posing a major barrier to employment [22–25].
While exposure to violence in adulthood indicates severe
hardship, such exposure to violence across the lifespan,
reaching back into childhood, is also reported at signifi-
cantly higher rates among low-income families. Adverse
childhood experiences (ACEs) consisting of physical and
emotional abuse and neglect, sexual abuse, and house-
hold dysfunction, such as having a household member
in prison, or witnessing domestic violence are especially
prevalent among those receiving TANF [26]. ACEs and
violence exposure are closely linked to work-limiting
conditions such as depression, cardiovascular disease,
food insecurity and other health conditions [27–30]. Ex-
posure to ACEs has been linked to higher rates of
worker absenteeism and stress surrounding work and

finances in adulthood, indicating an association between
ACEs and later financial stability [31]. Other related bar-
riers to work are having a criminal record, or having
served time in prison [16], and among female heads of
household TANF recipients, the prevalence of interac-
tions with the criminal justice system is quite high com-
pared to other low income populations [16, 32]. Finally,
when a parent of a young child is in prison, it can have
detrimental effects on the child’s development, which in
turn, demands more attention, time and care by adult
caregivers, creating more barriers to work [33]. Female
heads of households who have a criminal history are at
greater risk for reaching the federal time limit of
60 months of TANF receipt, which can exacerbate the
barriers of obtaining employment [34]. Furthermore,
children whose parents have a criminal history are at a
greater risk of becoming involved in the criminal justice
system and are more likely to exhibit high-risk behaviors
than children in the general population [32].
High levels of adversity among TANF recipients and

those living in poverty is a significant concern because
adversity impacts physical and mental health [29, 35],
academic achievement [36], employment [37], the devel-
opment of executive skills such as working memory and
cognitive controls [38, 39], and parenting of the next
generation [40]. Emphasis on job search and work par-
ticipation for families without attention to poor health
and adversity can be a set up for failure. A recent RCT
in Florida found that women with chronic health condi-
tions receiving TANF, while deemed mandatory to work
had greater difficulty attaining employment than women
with the same characteristics who received Public Health
Nursing care related to their health condition [4]. In
addition, other investigators have found that social sup-
port and comprehensive approaches to social work that
build resilience may have success in limiting the negative
impacts of exposure to violence and adversity [41, 42].
However, the majority of TANF programs across the
country rarely integrate such approaches, and in many
states, TANF participants that are unable to meet the
mandated work requirements, potentially due to poor
health and exposure to violence and adversity, may be
more likely to be “sanctioned,” meaning they would ei-
ther have their cash benefits reduced or cut off com-
pletely for a duration of time.
Families that receive sanctions are more likely to have

significant health barriers to work participation [43].
Additionally, those who have been sanctioned reported
higher rates of intimate partner violence [44], and phys-
ical and behavioral health problems [45, 46]. Sanctions
can then increase hardships families already face. For in-
stance, compared to families who have not been sanc-
tioned, families that experience sanction report higher
rates of household food insecurity [47], utility shut-offs
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[48], child hospitalizations [47], difficulty paying for
health care [49], homelessness [50], and disruptions in
children’s schooling [51]. This is especially problematic
as those who are sanctioned are more likely to have
young children, putting those children at increased risk
during sensitive developmental phases [11].
To compound the mental and physical barriers to

work and self-sufficiency, TANF-eligible families, like
many low-income families, have low financial literacy,
poor or no credit history, few or no assets, and are
unbanked (having no checking or savings account) or
under-banked (having a bank account, but still primarily
relying on alternative financial services such as check
cashing and money orders) [52–55]. In order to supple-
ment meager income, families may resort to earning in-
come and spending money through the informal
economy where they are paying higher fees for check
cashing, paying bills, and acquiring loans [56]. This lack
of access to mainstream financial institutions and activ-
ities can be crippling, as savings and other tangible as-
sets play a critical role in helping shield families from
unexpected income shocks, allowing families to weather
periods of economic uncertainty without falling further
into poverty [57–59]. Savings create a financial founda-
tion, increase economic security, and can, over time, be
invested into education for children. Asset building ac-
tivities show improvements in health, greater civic and
community involvement, and lower rates in the inter-
generational transfer of poverty [59]. Savings can also re-
duce the extreme stress that often accompanies
maternal depression [60]. Finally, the positive impacts of
savings have held true even during the recession [61,
62]. It is true, however, that people who are participating
in TANF have a very difficult time opening and main-
taining a bank account, or savings account at all. In
order to develop a new habit of saving, and to begin to
create a seed kernel on which to build assets, even small
increments of savings have been identified with ability to
envision a future, set goals, and build knowledge and
skills, as well as to be associated with positive education
outcomes for children [57, 58, 63–66].
Overall, the evidence on effectiveness of education and

training programs across the country points to the ur-
gent need to pivot the approaches for education and
training by integrating programming that helps to pro-
vide social support, build resilience, address health bar-
riers, and overcome exposure to trauma and adversity.
Evidence of the need to address trauma among families
has become so apparent that the US agency that admin-
isters TANF, the Agency for Children and Families, is
calling for trauma-informed approaches that incorporate
approaches that address two generations (caregiver and
child), rather than focusing solely on either caregiver or
child [67].

Methods
The Building Wealth and Health Network Randomized
Controlled Trial (Network RCT)
The Building Wealth and Health Network Randomized
Controlled Trial (Network RCT) is built to evaluate a
pilot intervention that develops a new model of public
benefits provision, meant to leverage participants’ own
strengths to become financially self-sufficient. The
Network RCT provides asset-building activities and
trauma-informed peer support to low-income care-
givers of young children under the age of six who are
participating in TANF. The goal of the program is to
increase the caregiver’s financial, human, and social
capital in order to improve financial security and ma-
ternal and child health.

Network RCT research design
Population
This study has been approved by the Drexel University
Institutional Review Board. Study recruitment took place
in June and July of 2014 at three County Assistant Of-
fices (CAOs) in Philadelphia where TANF participants
who are residents of South or Southwest Philadelphia
come to enroll and/or recertify for benefits. Participants
were included in the study if they were at least 18 years
old, had been receiving TANF cash assistance for 4 years
or less, had at least one child under six years old, and
were considered “mandatory to work” for 20 h per week
by the federal welfare guidelines. Mandatory means that
participants have no documented physical or mental
health barriers or documented caregiving responsibilities
(for a newborn or a disabled child or adult) that will pre-
vent them from working. Participants were excluded
from the study if they had been involved with bank fraud
in the past or had a household member already enrolled
in the program.
Figure 1 presents the study recruitment procedure.

During their visit, TANF participants were screened by
CAO Intake Workers for their eligibility. At that time,
recruitment staff reconfirmed participants’ eligibility
based on TANF participation history and child’s age. No
medical or social screening procedures were used. After
they verified eligibility, the Intake workers, informed
participants about the Building Wealth and Health Net-
work. A total of 180 participants that were present at
the CAO during recruitment days were referred to the
Network RCT by CAO staff upon initial screening for
eligibility. Upon re-screening by study team members, 8
people were determined to be ineligible. Upon explain-
ing the program, 27 people declined to participate and
wished to be referred back to the intake worker so that
they could enroll in a traditional job-search program, or
apply their existing education or employment hours to-
wards the work participation requirement. One hundred
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forty-five people agreed to participate in the study. All
were randomized into the three intervention groups and
provided informed consent. After randomization, partici-
pants were scheduled to complete the baseline survey at
the study site within 14 days. A total of 103 participants
arrived for the orientation activities and to complete the
baseline survey. This 71 % attendance rate between re-
ferral and start of a program is significantly higher than
the Pennsylvania state average of 50 % attendance from
referral to participation activities [68].

Randomization procedures
After participants provided verbal informed consent, re-
cruitment staff assigned a study ID to participants. Study
IDs were 150 random numbers ranging from 1 to 10,000
which were previously assigned to the three study
groups, so that each participant was randomly assigned
to a particular study group. After randomization, the
recruitment staff then conducted a written informed
consent procedure for participants, according to the
intervention group to which the participants had been
assigned.
We used single blinding among three study groups,

and program instructors and facilitators were instructed
not to discuss any information about other groups with
participants.

Data collection procedures
We used the Audio Computer-Assisted Self-Interview
(ACASI) method for baseline and follow-up data collec-
tion. The ACASI methodology has been widely used
both in randomized controlled trials and in surveys that
collect information about sensitive topics and behaviors

[69, 70]. The ACASI interviews were designed and built
through the Questionnaire Development SystemTM soft-
ware, which is developed and sold by NOVA Research
Company. Participants from each study group take a 1 h
survey every 3 months, from baseline until 15 months
post-recruitment. Incentives of $25 in cash and lunch or
snacks are provided each time. Resources were made
available to all participants after the baseline survey, and
the option of following up with a social worker is also
made available.

Network RCT program design
Full Intervention
Program activities include helping participants to open
savings accounts at a local non-profit federal credit
union (with 1:1 matches of up to 20 dollars per month)
over the course of 12 months; financial empowerment
classes using a curriculum developed especially for this
program (3 h classes once per week); and peer support
groups called Self Empowerment Groups (SEG) that
draw from the Sanctuary® trauma-informed approach to
social services (two and a half hour sessions once per
week) [71]. The SEG curriculum draws key components
from the S.E.L.F. tool within Sanctuary, focusing on the
four domains: creating personal, emotional, moral and
physical safety (S), processing and managing emotions
(E), recognizing loss and letting go (L), and developing
goals for a sense of future (F). S.E.L.F. establishes a com-
mon language that all people who have experienced ad-
versity can use to organize their lives and work towards
building stable foundations to support their goals and
invest in their potential. To address personal mental
health concerns and other health barriers such as housing,

Fig. 1 Recruitment and Randomization Procedure
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food, and safety, the staff Social Worker follows up indi-
vidually and makes a referral to an appropriate agency
that could assist them in meeting their needs.
The Financial Empowerment curriculum consists of

interactive exercises, worksheets, and journal assign-
ments to foster understanding and practice of banking,
building credit and debt management, making the most
of one’s money, and setting financial goals for oneself
and one’s family. Content focuses on identifying and har-
nessing the internal and external resources that partici-
pants can leverage to begin taking steps towards
financial self-sufficiency. Program group activities are
provided for 28 weeks.
Participants are encouraged to make weekly deposits

in their account as little or as much as they feel they can
for the duration of 12 months. During class sessions, de-
posits are made in class, with a bank representative
available to assist, as well as at branches and ATMs.
Understanding that participants relying on TANF in-
come have limited funds to deposit, the goal for the
small savings during the program is to launch a practice
of asset-building that would carry beyond their partici-
pation in TANF. The maximum match of $240 mini-
mizes the possibility that participants exceed the TANF
asset-limit of $1000.

Partial intervention
This group receives matched savings accounts and finan-
cial empowerment education as described above, but
does not receive the trauma-informed peer support.

Control group
The Control group does not receive assistance in open-
ing a matched savings account, and are required by the
CAO to participate in other TANF mandated work par-
ticipation activities according to standard procedure.
Our hypotheses are that over the course of 15 months,

those receiving the full intervention would have greater
improvements in depression, self-rated health, savings
patterns and financial security as compared to those
who receive the partial intervention and the control
group; and that those receiving the partial intervention
may show improvements in financial security as com-
pared to the control group.

Primary outcomes
All measurements used in The Network RCT survey, in-
cluding baseline measures reported here, are listed in
Table 1. At baseline, we collected information on demo-
graphics and socio-economic status, career readiness,
family economic hardship, financial behavior, physical
and mental health of the participant and his or her
youngest child, exposure to adversity and violence, and
incarceration. The social and demographic information

included participants’ age, gender, immigration status,
residential zip code, race/ethnicity, marital status, sexual
orientation, educational attainment, employment status,
and banking participation.

Career readiness
The career readiness outcomes included two measures:
employment hope [72, 73], and general self-efficacy [74].
The employment hope scale was developed and validated
by Hong et al., and consists of four components: psycho-
logical empowerment, future-oriented self-motivation,
utilization of skills and resources, and goal-orientation [72,
73]. The general self-efficacy (GSE) scale was developed by
Schwarzer and Jerusalem and found to be reliable and valid
[74]. The GSE scale is widely used to assess individual self-
efficacy in addressing daily challenges and adapting after
stressful events.

Family economic hardship and physical and mental health
Family economic hardship is captured in three measures:
the U.S Household Food Security Survey Module
(HFSSM), an energy security survey, and a housing se-
curity survey. The HFSSM is a widely used, validated
scale developed by U.S. Department of Agriculture to
measure food insecurity, meaning the lack of access to
enough food for an active and healthy life for the house-
hold and/or children [75, 76]. Eighteen questions are
asked that include worry about not having enough
money for food and reduction in diet quality over the
course of 30 days. Household food insecurity consists of
two dimensions: low food security, signified by food ac-
cess problems and reduced quality of diet, and very low
food security, signified by reduced food intake and dis-
ruption of eating patterns. The household energy secur-
ity scale was developed and validated to measure access
to adequate household heating and cooling [1]. The scale
includes four questions to determine level of energy se-
curity in the household. Participants answered whether,
in the past 3 months, the gas/electric company sent a
letter threatening to shut off service for not paying bills,
whether energy service was not delivered for not paying
bills, whether there were any days in the past 3 months
that the home was not heated/cooled because the house-
hold could not pay the bills, and whether the cooking
stove was used to heat the home because the family
could not pay bills. An affirmative response to only the
first question (gas/electric company sent a letter threat-
ening to shut-off service) indicates that a household has
experienced “moderate energy insecurity”. For an af-
firmative answer to that question and at least one more,
the household is considered to be severely energy inse-
cure [1]. The housing security scale was developed and
validated to assess access to adequate and stable hous-
ing, where housing insecurity is indicated by affirmative
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Table 1 Surveys and Measurements Used in the Building Wealth and Health Network Randomized Controlled Trial Survey

Measurements Scales References Frequency

Demographics and socio-economic status

Demographics Gender, age, residential zip code, immigration status,
race and ethnicity, marital status, sexual orientation,
educational levels

N/A Baseline only

Current employment Self-report whether currently working N/A Baseline/follow-up

Career Readiness

Learning Needsa Washington State Learning Needs Screening
Tool 13-item survey

Washington State Division
of Employment and
Social Services, 1997 [111]

Baseline only

Employment Hope Derived from the Employment Hope Scale
9-item survey

Hong, et al. 2013 [72, 73] Baseline/follow-up

Self-Efficacy General Self-Efficacy Scale 10-item survey Schwarzer, et al. 1995 [74] Baseline/follow-up

Family economic hardship

Food Insecurity U.S. Household Food Security Survey Module Bickel, et al., 2000 [75, 76] Baseline/follow-up

Energy Insecurity Derived from Children’s HealthWatch Survey Cook, et al. 2008 [1] Baseline/follow-up

Housing Insecurity Derived from Children’s HealthWatch Survey Cutts, et al. 2011 [77] Baseline/follow-up

Financial Behavior

Financial capabilitya Financial Capability Scale, Developed at University
of Wisconsin Center for Financial Security

Collins, et al. 2013 [112] Baseline/follow-up

Financial Behavior, Knowledge,
and Self-efficacya

4-section, 28-item survey Danes, et al. 1999 [113] Baseline/follow-up

Entrepreneurship and Savvya 16-item survey question developed by Network
study group

N/A Baseline/follow-up

Physical and mental health related questions

Adult’s Health

Caregiver’s General Health Self-rated physical health, self-rated physical health
compared to the previous 3 months

N/A Baseline/follow-up

Depression 10-item short version of CES-D scale Radloff, et al., 1977
[80, 81, 82]

Baseline/follow-up

Substance Use Alcohol abuse questions derived from Audit-C,
drug abuse questions derived from DAST-10
screening test

Babor, et al. 2002 [114],
Skinner, et al. [115]

Baseline/follow-up

Youngest Child’s Health

Caregiver report of child’s health history Derived from NHANES III survey National Center for Health
Statistics, 1990 [97]

Baseline/follow-up

Child Development Parents’ Evaluation of Developmental
Status survey

Glascoe, 1998 [84] Baseline/follow-up

Exposure to Adversity and Violence

Interaction with criminal justice 8-item survey Brooks-Gunn, et al. 2011
[116, 81]

Baseline only

Exposure to
community violence

Survey of Exposure to Community Violence
14-item survey

Richters, et al. 1990 [90] Baseline only

Childhood adversity Adverse Childhood Experiences 10-item survey Felitti, et al. 1998 [89] Baseline only

Social connection

Social Supporta Social Support Network Scale 12-item survey Block, et al. 2000 [117] Baseline/follow-up

Social Capitala Modified from Internet Social Capital Scales
20-item survey question

Williams, D. 2006 [118] Baseline/follow-up

Program Evaluation

Network Satisfaction 7-item survey developed by
Network study group

N/A Follow-up only

aNot included in this report on baseline outcomes

Sun et al. BMC Public Health  (2016) 16:583 Page 7 of 15



response to at least two of the following: overcrowding
(more than 2 people per bedroom) or multiple moves
(two or more moves in the previous year) [77, 78].
Overall, these three measures of hardship are related to
poor self-rated health and depressive symptoms and
poor child health and development [1, 77, 79].
We assessed participants’ self-rated mental and phys-

ical health, as well as caregiver-rated general health of
the participants’ youngest child. Adult and child general
physical health were identified by self-report health con-
dition in four categories, excellent, good, fair, poor. To
assess depressive symptoms among adult participants,
we used the short version (10-items) depression
screening scale developed by Center for Epidemiologic
Studies Depression (CES-D) [80], which has been
shown to be reliable and consistent with the original
version [81, 82].
Child’s developmental risk were measured by the Par-

ents’ Evaluation of Developmental Status survey [83],
which has a sensitivity of 91–97 % and specificity of
73–86 % and has been validated with disadvantaged
populations in the United States [84]. Participants were
asked ten questions about their child’s developmental
issues: global/cognitive, expressive language and ar-
ticulation, fine-motor, gross motor, behavior, social-
emotional, self-help, school, and any other concerns.
Prior studies have suggested that two or more child-
hood developmental concerns can lead to major dis-
ability in adult life [85–87]. Glascoe’s study indicated
that one in ten parents had at least two significant
concerns about their child’s development [86]. These
children for whom two significant concerns are re-
ported at a young age are 20 times more likely to
have a disability than children of parents who do not
have any concerns [85].

Exposure to adversity and violence and criminal justice
system
Exposure to childhood adversity was measured using the
Adverse Childhood Experiences (ACEs) survey, a retro-
spective 10-item questionnaire that refers to experiences
in the first 18 years of life [88, 89]. The ACEs survey is a
widely used, validated survey to assess exposure to phys-
ical, emotional, and sexual abuse; physical and emotional
neglect; and household dysfunction, including parental
separation, domestic violence, and growing up with a
household member who was mentally ill, abused sub-
stances, or was incarcerated. We assessed participants’
exposure to community violence with the Survey of Ex-
posure to Community Violence (SECV), a validated scale
developed by Richters et al. [90, 91] that includes reports
of being a victim of or witness to community violence.
We also measured participants’ interaction with the
criminal justice system [92, 93].

Statistical methods
We used SAS version 9.3 for all data analysis. All statis-
tical tests are two sided. The baseline characteristics of
participants in each study arm were assessed using Chi-
square for categorical variables and simple t-tests for nu-
merical variables.

Results
Demographics
Of the 103 participants that participated in the baseline
survey, 37 were in the full intervention group, 35 in the
partial intervention group, and 31 in the control group.
Table 2 presents basic characteristics of all participants.
The mean age for participants was 25 years old. The
youngest child’s mean age was 30 months. Majority of
participants were women (94.2 %), US-born (98.1 %),
Black non-Hispanic (88.4 %), never married (83.5 %), un-
employed (94.2 %), and without a bank account (66 %).
Our baseline data indicates that there were no statisti-
cally significant differences in social or economic condi-
tions among participants in the three study arms in
demographics or other measures.

Career readiness
Career readiness characteristics are outlined in Table 3.
Network participant reports of employment hope are
clustered at the top end of the scale with a mean of
128.3 out of 140 maximum score, with over 20 % reach-
ing the maximum score. The employment hope scale is
a new scale and there are no nationally representative
norms available yet for comparison. The mean for Gen-
eral Self-Efficacy reported at baseline was 31.1 out of a
maximum 40 on the scale. This is similar and within
range of the mean of 29.5 that has been reported for the
general population of the United States [94].

Family economic hardship and health and wellbeing
At baseline, participants reported economic hardship at
higher rates than the general population. As seen in
Table 4, over 30 % of participants reported very low
household food security, over five times the national rate
of 5.9 % for households with children [76]. About 65 %
of participants at baseline reported housing insecurity
which includes crowding and/or multiple moves. This is
significantly higher than that reported by Cutts et al.’s
study in 2011, which indicated that 46 % of families with
children under age four, reporting to clinical settings, ex-
perienced housing insecurity [77]. A significant percent-
age (31.1 %) of participants also reported severe energy
insecurity, which is associated with mental distress and
depression [95]. This prevalence rate for severe energy
insecurity is much higher than the prevalence of severe
energy insecurity compared to the 23 % observed in
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Cook et al.’s 2008 study with caregivers of young
children [96].
Slightly over a third (34 %) of adult participants rated

their health as fair or poor. This prevalence of fair/poor
health is twice that of the general US population [97].
The prevalence of depression (57.3 %) is more than
twice that found in the nationally representative

NHANES study [98], and more than eight times the rate
reported in the Diagnostic and Statistical Manual of
Mental Disorders (DSM) [99]. Results for the health and
wellbeing of the participants’ youngest child (under age
6), show that over 20 % of the participants considered
their youngest child’s health as fair or poor, which is sig-
nificantly higher than the national prevalence rates for

Table 2 Baseline Characteristics of the Participants of Building Wealth and Health Network Randomized Controlled Trial

Group Assignment

Total Control Group Partial Intervention Full Intervention Significance

N = 103 N = 31 N = 35 N = 37

Mean SD Mean SD Mean SD Mean SD p-value

Child’s age (months) Missing = 8 30.4 18.7 30.9 16.0 29.1 17.8 31.3 21.5 0.80a

Caregiver’s age (years) 25.4 5.2 26.4 4.3 24.6 5.6 25.3 5.5 0.07a

N % N % N % N % N

Caregiver’s gender 0.65b

Male 6 5.83 1 3.2 3 8.6 2 5.4

Female 97 94.2 30 96.8 32 91.4 35 94.6

Immigration status 0.64b

US born 101 98.1 36 97.3 34 97.1 31 100.0

Foreign born 2 1.94 1 2.7 1 2.9 0

Race/Ethnicity 0.11b

Hispanic 5 4.9 3 9.7 1 2.9 1 2.7

Black non Hispanic 91 88.4 25 80.7 30 85.7 36 97.3

White non Hispanic 2 1.9 0 2 5.7 0

Other 5 4.9 3 9.7 2 5.7 0

Sexual orientation 0.52b

Heterosexual or straight 86 83.5 24 77.4 29 82.9 33 89.2

Gay or lesbian 3 2.9 1 3.2 2 5.7 0

Bisexual 14 13.6 6 19.4 4 11.4 4 10.8

Marital status 0.73b

Married 1 1.0 0 0 1 2.7

Separated 4 3.9 0 2 5.7 2 5.4

Never married 86 83.5 27 87.1 28 80.0 31 83.8

Living with partner 12 11.7 4 12.9 5 14.3 3 8.1

Education 0.82b

Some high school or grade school 30 29.1 7 22.6 11 31.4 12 32.4

High school graduate or GED 35 34.0 11 35.5 14 40.0 10 27.0

Technical school or some college and above 38 36.9 13 41.9 10 28.6 15 40.5

Employment 0.47b

Unemployed 97 94.2 36 97.3 33 94.3 28 0.3

Employed 6 5.8 1 2.7 2 5.7 3 9.7

Banking 0.43▲

Have an open bank account 35 34.0 13 41.9 12 34.3 10 27.0

Do not have an open bank account 68 66.0 18 58.1 23 65.7 27 73.0
atested by Wilcoxon-Mann–Whitney test
btested by Fisher’s Exact test
▲tested by Chi-square test
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children aged 5 years and younger [100]. Additionally,
26 % reported their youngest child had at least one de-
velopmental concern, while 10 % reported two or more
concerns, for a pooled prevalence rate of 36 %, which is
higher than pooled prevalence estimate of 31.5 % (95 %
CI 27.0–36.0 %) from a meta-analysis of 37 population-
based studies [101].

Exposure to adversity and violence and interaction with
criminal justice
As seen in Table 5, over 35 % of the participants had
four or more ACEs, compared to 6.2 % in a study of
9508 patients in the Kaiser Permanente health care
system [102]. The most prevalent experiences included
parental separation (71 %), substance abuse of a
household member (43 %), emotional abuse (37 %), and
sexual abuse (18 %). These individually reported rates
are higher than individual reports recently reported in a
population-based sample of Philadelphia residents,
where 34.8 % reported substance abuse by household

members, 33.2 % reported emotional abuse, and 16.2 %
reported sexual abuse [103].
As measured on the Survey of Exposure to Commu-

nity Violence (SECV), the majority of participants had
experienced serious community violence. For example,
60 % of participants reported being slapped, punched, or
hit by someone, 30 % reported they had been beaten up
or mugged and over 17 % reported being attacked or
stabbed with a knife. Additionally, witnessing violence
was also prevalent, as 86 % heard sound of gunfire
near their homes, 65 % saw a seriously wounded per-
son after an incident of violence, and 27 % had seen
someone killed. These findings are comparable to
other research on violence exposure among very low-
income parents. For example, one study also using
the SECV among adults found that 25 % of the sam-
ple had been beaten up or mugged, and a third had
seen someone killed [104]. Using a similar measure,
the Fragile Families study showed moderate levels of
community violence exposure in 29 % of respondents,
and high levels in 20 % [105].

Table 3 Career Readiness

Employment Hope Mean SD

When working or looking for a job, I am respectful towards who I am. 9.7 1.0

I am worthy of working in a good job. 9.7 1.0

I am capable of working in a good job. 9.8 0.7

I have the strength to overcome any obstacles when it comes to working. 9.4 1.2

I am going to be working in a career job. 9.2 1.7

I feel energized when I think about future achievement with my job. 9.3 1.5

I am aware of what my skills are to be employed in a good job. 9.5 1.3

I am aware of what my resources are to be employed in a good job. 9.0 1.7

I am able to utilize my skills to move toward career goals. 9.2 1.6

I am able to utilize my resources to move toward career goals. 9.0 1.7

I am on the road toward my career goals. 8 2.7

I am in the process of moving forward reaching my goals. 8.7 2.0

Even if I am not able to achieve my financial goals right away, I will find a way to get there. 9.4 1.3

My current path will take me to where I need to be in my career. 8.5 2.3

General Self-Efficacy 31.1 4.9

I can always manage to solve difficult problems if I try hard enough. 3.5 0.6

If someone is against me, I can find ways to get what I want. 2.5 1.0

It is easy for me to stick to my aims and reach my goals. 3.2 0.8

I am confident that I could deal with unexpected events. 3.1 0.7

Thanks to my resourcefulness, I know how to handle unforeseen situations that I don’t expect. 3.1 0.8

I can solve most problems if I put in the necessary effort. 3.4 0.7

I can remain calm when facing difficulties because I can rely on my coping abilities. 3.0 0.9

When I am faced with a problem, I can usually find several solutions. 3.0 0.8

If I am in trouble, I can usually think of a solution. 3.1 0.8

I can usually handle whatever comes my way. 3.2 0.7
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Our baseline findings show that 15 participants
(14.6 %) have spent time in an adult correctional institu-
tion, with a mean duration of over 2 years and nearly
half (48.5 %) of the fathers of the participants’ youngest
child has spent time in prison, well above the state
average. According to the U.S. Department of Justice,
2.4 % of adult females and 3.3 % of adult males in
Pennsylvania were incarcerated in 2013 [106].

Discussion
The Network RCT is designed to measure the effective-
ness of an intervention consisting of financial empower-
ment education in isolation and in combination with

mental health support among TANF recipients with
young children. Our baseline data indicates that there
were no statistically significant differences in social or
economic conditions among the three study arms, which
suggested all participants at baseline have been success-
fully randomized into three study groups.
Variables related to career readiness, employment

hope and general self-efficacy do show some promise for
the potential of these TANF participants, and may serve
as an indication of their potential to succeed in the
Building Wealth and Health Network intervention pro-
gram. Taken together, however, the other baseline data
from Network participants paints a bleak picture of se-
vere childhood adversity, adult violence exposure, and
multiple poverty-related stressors. Very high levels of
food insecurity, housing insecurity, and energy insecurity
reflect profound economic hardship among this group
of young parents receiving TANF. These too are related
to depression, which is reflected in the high rate of de-
pression, where over half of the participants meet the
clinical criteria. The high rates of poor health and devel-
opment of the children in these families reflect the ad-
versity to which they are exposed. Overall, the levels of
hardship were significantly higher than that reported in
the general population, and in most instances compar-
able to other very low-income populations.
Despite all of these hardships, every participant in the

Network RCT was deemed “work mandatory” and was
being held accountable to the 20 h per week work par-
ticipation requirement. Given the level of hardship and
adversity, and the high-risk nature of their housing and
nutrition situations, including exposure to violence,
there should be improved screening procedures to deem
a person work-ready/work mandatory. Additionally,
front-line caseworkers should be empowered to provide
a more coordinated, wrap around approach to providing
services for at-risk families, and greater support that
goes beyond assigning job search activities.
In spite of multiple stressors and adversities, Net-

work RCT participants maintain fairly high levels of self-
efficacy and employment hope. These strengths can be
drawn upon with appropriate programming to support
the aspirations and goals of participants. The Building
Wealth and Health Network attempts to incorporate
these strengths through building resilience, social sup-
port, and opportunities to express self-efficacy.
Due to the nature of our intervention program, we

were not able to achieve double blinding in the random-
ized controlled trial. However, all staff and instructors
were trained to minimize bias and to keep all informa-
tion from other intervention arms confidential during
the study. Our study is limited by a small sample size at
baseline. However, implementation of missing value im-
putation might improve power in the later analysis.

Table 4 Hardship and Health

Hardship Number Percent

Food security status

Food secure 45 43.7

Low food secure 25 24.3

Very low food secure 33 32.0

Housing security

Housing secure 36 35.0

Housing Insecure 67 65.0

Energy security

Energy or moderate energy secure 71 68.9

Severe energy insecure 32 31.1

Physical and Mental Health

Caregiver’s Health Number Percent

Adult self-rated health

Excellent or good 68 66.0

Fair or poor 35 34.0

Adult self-report depression (CES-D)

Depression 59 57.3

No depression 44 42.7

Child’s Health

Adult-rated child’s health

Excellent or good 81 78.6

Fair or poor 22 21.3

Parents' Evaluation of Developmental Status

No significant developmental concern 71 70.3

One significant developmental concern 16 15.8

More than one significant developmental concern 11 10.9
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There are several strengths in our study. Our rigorous
recruitment and research methods demonstrate that a
small-scale RCT in a highly complex environment with
participants who have major hardships and barriers to
employment can be effective. The intervention itself,
which combines matched savings, financial empowerment
education, and trauma-informed peer support, is a major
innovation to TANF. Our baseline data provides insightful
information regarding financial hardship, physical and
mental wellbeing and exposure to violence that is rarely
considered together for TANF recipients.

Conclusion
These families with young children participating in
TANF demonstrate very high levels of adversity and eco-
nomic hardship, suggesting that safety net programs
meant to encourage participation in the workforce
should utilize comprehensive and robust approaches to
help families access treatment for depression and over-
come serious economic hardship related to poor housing
and nutrition. Given the high levels of adversity and
violence exposure, adding trauma-informed approaches
to social services and job search assistance may show
demonstrable promise [107, 108]. Two-generation inter-
ventions that address the mental health and economic
stability of caregivers simultaneously, with the health and
development of children, may offer opportunities for
successful and stable entry into the workforce [109, 110].
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Table 5 Exposure to Adversity and Trauma & Criminal Justice

Adult’s adverse childhood experiences (ACEs) Number Percent

0 ACE 15 14.6

1-3 ACEs 48 46.6

≥ 4 ACEs 40 38.8

Individual adverse childhood experience

Emotional Abuse 38 36.9

Physical Abuse 28 27.2

Sexual Abuse 18 17.5

Emotional Neglect 37 35.9

Physical Neglect 18 17.5

Parents Separated/Divorced 73 70.9

Mother Abused 22 21.4

Household Substance Abuse 44 42.7

Household Mental Illness 20 19.4

Household Incarceration 32 31.1

Survey of Exposure to Community Violence

Exposure to Violence Number Percent

Ever been picked-up, arrested, or taken away by
the police

45 43.7

Ever been threatened with serious physical harm
by someone

43 41.7

Ever been slapped, punched, or hit by someone 62 60.2

Ever been beaten up or mugged 31 30.1

Ever been attacked or stabbed with a knife 18 17.5

Ever been shot with a gun 7 6.8

Witnessing of violence

Ever saw someone else getting beaten 61 60.4

Ever heard the sound of gunfire near home 88 86.3

Ever saw a seriously wounded person after an
incident of violence

66 64.7

Ever saw someone else being attacked or stabbed
with a knife

38 36.9

Ever saw someone else get shot with a gun 52 51.0

Ever saw a dead person somewhere in the
community (besides wakes and funerals)

49 48.0

Ever saw someone being killed by another
person

28 27.2

Ever heard about someone being killed by
another person

82 80.4

Interaction with Criminal Justice System Number Percent

Did you ever spend time in a youth
correctional institution like a training
school or reform school?

15 14.6

Mean SD

Table 5 Exposure to Adversity and Trauma & Criminal Justice
(Continued)

If “yes” to above: Altogether, how much time did you
spend there?

2.2 1.0

Number Percent

Did you ever spend time in an adult correctional
institution like a county, state or federal jail or
prison?

15 14.6

Mean SD

If “yes” to above: Altogether, how much time did you
serve in this adult institution?

1.3 0.05

Number Percent

Did the father of your child spend any time in jail
or prison?

50 48.5

Did the mother of your child spend any time in
jail or prison?

1 1.0
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