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In 1996, welfare reform legislation ushered in
a new era of the US welfare system by creating
the Temporary Assistance for Needy Families
(TANF) program. Major changes in the new
program included (1) work requirements and
(2) consecutive months and lifetime time limits
to benefit receipt.1

At the time TANF was implemented, the
concept of health disparities was just emerg-
ing as a focal area for research and gaining
recognition as a nationwide problem.2 Nu-
merous studies had examined earnings and
employment after a welfare exit3---7 and the
effects of welfare receipt on the health and
development of children8,9; however, little was
known about the health of the women receiving
welfare.10 Given the increased attention on
health disparities11 and findings demonstrating
that the majority of women who left welfare for
employment remained in poverty,12---14 the new
TANF regulations generated a swift increase in
research. Notably, these studies began to exam-
ine how the health of the TANF population
(96% of whom are single mothers and children)
may be affected given the clear work mandates,
time limits, and high prevalence of health prob-
lems in this group.15---17

Early postreform descriptive studies found
that 25% to 42% of women receiving TANF
had been diagnosed with major depressive
disorder compared with 12% of women in
the general population, and 9% were suffer-
ing from posttraumatic stress disorder.18

Rates of substance abuse (21%) and domestic
violence (14.9%) were also reported to be
significantly higher in the TANF population than
they were in the general population (13% and
3.4%, respectively),18 as were rates of poor
physical and general health based on the Short
Form Health Survey (SF-12).19 Moreover, 48%
of those with a work barrier identified a health

problem as the primary limitation to work-
ing,20 and women with health problems that did
leave TANF for employment had a 5.4-month
shorter job tenure than did those without health
problems.21 Therefore, health-related barriers
were threatening––and continue to threaten––the
ability of women leaving welfare for work to move
toward economic self-sufficiency, and have impeded
TANF program progress in meeting this goal.

Between 1996 and 2001, more than 5
million persons––predominantly women and
children––left TANF (a 57% caseload reduc-
tion),22 with studies indicating that women with
health problems14 and those from racial minority
groups23 were becoming more concentrated in
TANF programs. Taken together, these findings
suggested that a work-first TANF approach that
does not take into account the health needs of
this population is unlikely to yield long-term
gains in either self-sufficiency or health-related
outcomes.

Despite this greater concentration, with few
recent exceptions24---27 attempts to address
health problems among women receiving TANF
have relied nearly exclusively on descriptive
reports of best practices16,28,29 or project evalu-
ations that lack valid and reliable measures,29

rather than on well-designed intervention stud-
ies. Across states, programs to address health needs
in this group have largely focused on screening
for drug use (64% of states), domestic violence
(50%), and mental health problems (45%)30;
however, practices vary widely within and across
states, and there is a lack of clarity around out-
comes. Findings from our preliminary studies in-
dicated that women disliked the health screening
process and questionnaires used in an existing
Welfare Transition Program (or a WTP, which
encompasses the mandatory work-focused
activities of TANF), raising questions about the
effectiveness of approaches not grounded in their
specific needs, perspectives, or life context.31

Objectives. We evaluated the effectiveness of a community-based participa-

tory research–grounded intervention among women receiving Temporary As-

sistance for Needy Families (TANF) with chronic health conditions in increasing

(1) health care visits, (2) Medicaid knowledge and skills, and (3) health and

functional status.

Methods. We used a randomized controlled trial design to assign 432 women

to a public health nurse case management plus Medicaid intervention or a wait-

control group. We assessed Medicaid outcomes pre- and posttraining; other

outcomes were assessed at 3, 6, and 9 months.

Results. Medicaid knowledge and skills improved (P<.001 for both). In-

tervention group participants were more likely to have a new mental health

visit (odds ratio [OR]=1.92; P= .007), and this likelihood increased in higher-risk

subgroups (OR=2.03 and 2.83; P= .04 and .006, respectively). Depression and

functional status improved in the intervention group over time (P= .016 for

both). No differences were found in routine or preventive care, or general

health.

Conclusions. Health outcomes among women receiving TANF can be im-

proved with public health interventions. Additional strategies are needed to

further reduce health disparities in this population. (Am J Public Health. 2011;

101:1759–1768. doi:10.2105/AJPH.2011.300210)
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This study fills a large gap in the existing
intervention-based evidence that is needed to
address the health problems among women
receiving welfare. Over the past decade, ad-
ministrators responsible for TANF implemen-
tation at the federal, state, and local levels have
raised concerns about how to effectively han-
dle the mental and physical health-related
needs of the population they serve,16 but in-
tervention research in this area has not kept pace
with the needs.

This study was guided by Milio’s ecological
framework32 for improving health, which
conceptualizes policy factors operating in the
macrolevel environment as the most signifi-
cant determinants of health. As such, it as-
sumes individual or behavioral-focused
interventions––although necessary––are insuf-
ficient for improving population health. Al-
though we focused on ways to improve
women’s health through TANF-related system
(and policy) enhancements, our research also
builds on the literature documenting the ef-
fectiveness of public health nursing (PHN)
case management with similar populations of
low-income, at-risk single mothers,33,34 the
importance of tailoring intervention materials
to specific groups,35,36 the difficulties low-
income patients have in understanding Med-
icaid benefits, and the application of patient-
centered interventions for improving health
outcomes.36,37 Specifically, we report the out-
comes from a randomized controlled trial
that had the following aim: to test the efficacy
of a PHN case management and Medicaid
knowledge and skills training program for
women enrolled in WTPs in (1) increasing
rates of health care visits for mental health and
chronic health conditions, (2) increasing the
ability to navigate the Medicaid system, and
(3) improving functional and health status
over time among women with chronic health
conditions by using a community-based par-
ticipatory research (CBPR) methodology. To
the best of our knowledge, no previous study
has tested a similar intervention with this
population.

METHODS

We used a CBPR approach to design and
conduct this study. Although no uniform
approach exists, CBPR should generally

encompass (1) genuine partnerships with the
community, (2) shared decision-making, (3)
capacity building, and (4) benefiting all part-
ners.38---40 Before this study, the principal in-
vestigator had a 5-year history of building
positive, trusting relationships with administra-
tive members and attendees of the local WTP,
the African American community, and local
public health and health care providers as a re-
searcher and clinician who provided care to
underserved populations.

Preliminary studies provided the
groundwork for developing major compo-
nents of the intervention that were of
most importance to women in the WTP,
insured the intervention was participant-
focused, and made recommendations for
how to best engage members of the com-
munity while conducting the randomized,
controlled trial. Details of the participatory
processes related to study development are
described elsewhere.41 A Community Advi-
sory Group comprising 17 diverse academic
researchers, agency representatives, and lay
community members provided guidance to the
study team; its vote on key issues was required
before the principal investigator could proceed
with study enrollment. In addition, 3 women
who had been recent WTP participants were
hired full-time onto the study team: 2 as com-
munity research assistants and 1 as the study
coordinator. All 3 women hired onto the study
engaged in both personal and community ca-
pacity building by (1) developing a set of re-
search-related employment skills that would be
sought after in the university-centered geo-
graphical area in which they lived; (2) providing
factual information about research processes,
involvement, and benefits in their (predomi-
nantly) minority communities; (3) applying their
knowledge of research to address other prob-
lems relevant to the community through grant
writing efforts; and, (4) serving as role models for
other women struggling to leave welfare for
work. Members of the Community Advisory
Group, WTP partners, and participants from the
trial assisted in interpretation of findings. These
findings have contributed to local capacity-
building efforts within the WTP to make pro-
grammatic improvements and better meet the
health needs of the TANF population. Additional
analyses and dissemination efforts with commu-
nity partners are ongoing.

Setting and Sample

We recruited a convenience sample from 1
WTP serving 1 urban and 1 rural county in
north-central Florida between 2007 and

2009. Recruitment, consent, follow-up, and the

intervention delivery were conducted on-site in

the local WTP offices in each county, which

housed a number of independent agencies

contracted to provide employment-related

services; however, the individual spaces pro-

vided for study purposes insured participants’

privacy. Only women were eligible for study

participation, as more than 90% of persons

receiving TANF are women. Enrollment crite-
ria required women to be receiving TANF, to

not yet be employed, to be between the ages of

18 and 60 years, to have at least 1 chronic

health condition, and to speak English. Women

who were pregnant or receiving disability in-

come were excluded, and those who became

pregnant or moved during the study were

withdrawn. Recruitment was conducted in the

WTP offices by the community research assis-

tants, generally during WTP orientation ses-

sions, and flyers were posted in targeted com-
munity areas.

Institutional review board approval was
granted at the university where the study was

conducted. We screened interested partici-

pants to determine whether they met the initial

eligibility criteria. Afterward, they underwent 2

informed consent processes: the first to com-

plete a health screening questionnaire and

interview by a PHN to ensure a chronic health

condition was present, and the second for
enrollment, if eligible. We adopted the defini-

tion of a chronic health condition used by the

National Health Interview Survey of ‘‘condi-

tions that are generally not cured, once ac-

quired’’ for this study.42(p29) We applied this

broadly, to also include conditions for which

single, episodic treatment and cure are possible,

but in which relapse or recurrence rates are very

high––such as with depression.43 An additional

requirement was that the condition had to have

a reasonable potential for interfering with func-
tional status and, by extension, employment

performance and absenteeism. So, for example,

conditions such as migraine headaches, asthma,

and arthritis would qualify for inclusion, whereas

high cholesterol or obesity (alone) would not.
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The chronic health condition criterion was
met by either self-report of a condition di-
agnosed by a health provider, or findings from
the PHN health screening, which could include
a positive screen for depression (‡17 on the
Beck Depression Inventory-II44 [BDI-II] con-
firmed by the Structured Clinical Interview for
DSM Disorders Axis I, Nonpatient45 [SCID-I/
NP]––Major Depressive Episode/Disorder), anxi-
ety (‡16 on the Beck Anxiety Inventory46 [BAI]
confirmed by the SCID-I/NP––Generalized Anx-
iety Disorder), or posttraumatic stress disorder
(PTSD; based on the SCID-I/NP––PTSD) as
a chronic health condition.47 Thus, a wide range
of conditions met this criterion. Randomization
and allocation processes followed CONSORT
guidelines,48 with a computer-generated random
number sequence used to randomize partici-
pants to group, and sequentially numbered
envelopes concealed group status until allocation
was complete.

After enrollment and at each follow-up,
participants received a $50.00 gift certificate.
In addition, a $5.00 gift certificate with a thank-
you card was mailed to participants each
month.

Intervention

The primary intervention component in-
cluded 9 months of case management by
a PHN on-site at the WTP. All PHNs had
a minimum of a baccalaureate of science in
nursing degree and experience working with
disadvantaged women.49 Building trust with the
PHN was identified as a crucial feature by this
population when we were designing the inter-
vention41; therefore, the intervention group par-
ticipants received care by the same PHN from
initial screening to the 9-month follow-up. Case
management emphasized health care access or
entry into primary care for newly identified
symptoms; care coordination; health education;
health and social service referrals; obtaining
preventive services, screening, and routine care;
and assistance in meeting health goals partici-
pants had set for themselves.

The PHNs were instructed to approach their
case-management interventions in a manner that
generally reflected the Stages of Change ap-
proach used in the health screening questionnaire
developed by women in the TANF program.50

As an example, some of the more sensitive
questions in the screening questionnaire asked

participants if they would like additional infor-
mation, a referral, or other form of intervention
in various health areas, with the options of
answering ‘‘yes,’’ ‘‘no,’’ or ‘‘maybe, but later.’’41

This meant that participants were not pushed
into interventions in which they were not ready
to engage. Instead, PHNs worked with partici-
pants over time in building trust, providing
support, and slowly helping them move toward
engagement and taking action.51 In addition,
PHNs intervened with WTP case workers and
employers when warranted to insure health-
related needs were met––and only when inter-
vention group participants gave permission to
intervene. Case management was individualized,
and PHNs had a minimum of 4 typically 1-hour
meetings with intervention group participants.
The majority of visits were conducted at the
WTP site; however, a small number of home
visits were conducted when deemed necessary
by the PHN or to complete a follow-up visit.

In addition to case management, a 1-time, 2-
hour training session was provided by a com-
munity research assistant to enhance inter-
vention group participants’ knowledge and
skills to use their Medicaid coverage most
effectively. This component was also identified
as a need by WTP participants in preliminary
studies, as several indicated they were frus-
trated with navigating the complexity of the
Medicaid and health care systems, and would
be unable to successfully have their health care
needs met if they could not optimally use their
Medicaid benefits. Building on these prelimi-
nary data, the knowledge-building portion of
the training was based on factual Medicaid
benefit information. The skills-building por-
tion was grounded within the Transactional
Model of Stress and Coping52 and employed
cognitive behavioral stress management therapy
techniques that have been demonstrated to
improve stress, coping, and clinical outcomes in
similar populations.53 Specifically, it was geared
toward helping participants (1) identify aspects
of navigating Medicaid services (‘‘events’’) that
are stressful; (2) identify how perceptions of
these events impact mood, behavior, and phys-
ical symptoms; (3) label uncontrollable and
controllable aspects of these events; and (4)
engage in adaptive, emotion-based, or problem-
based coping strategies to manage these events.
Brief didactic training about how to engage in
this stress appraisal and coping process was

provided and then participants practiced their
knowledge and skills by role-playing responses
to standardized scenarios commonly experi-
enced as stressful by Medicaid recipients.

Across all aspects of the intervention, train-
ing was provided to research staff for their
respective roles and fidelity was insured by
monitoring and observing intervention deliv-
ery by the study principal investigator. Control
group participants were wait-listed––meaning
they were offered a reduced form of the
intervention when they completed the study
(i.e., at the end of their 9-month follow-up). The
wait-list session included a 1-time appointment
with the PHN to provide whatever case-man-
agement services could be completed in a sin-
gle appointment (without time constraints),
along with the Medicaid training, and was
incorporated as part of the study design based
on recommendations from our community
partners.

Data Collection and Outcome Measures

Recruitment and all follow-up took place
from February 2007 to April 2010. We col-
lected data at baseline, 3 months, 6 months,
and 9 months by primarily self-report ques-
tionnaires. Intervention group participants
brought completed questionnaires to their
PHN visit, and control group participants sub-
mitted completed questionnaires to the com-
munity research assistant assigned as their data
collector.

To improve self-report accuracy for health
care visits, we employed an approach that
links visit recall to personally meaningful
events on a calendar.54 For mental health
visits, we compared whether women who were
not receiving treatment at enrollment made
a new visit during the study. For chronic health
conditions, we focused on visits to primary
care providers that were made for routine
management of existing conditions or preventive
care, rather than care for acute illness reasons.
We used dichotomous variables indicating
whether participants reported a visit for a new
mental health visit and a primary care routine
or preventive visit at any time during the study
period as outcome measures. In Florida, Med-
icaid benefits typically continue for the first
few months after TANF receipt; thus, at least
initially, health care access was generally uniform
across participants.
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We assessed knowledge of Medicaid benefits
with a 20-item questionnaire developed by
the research team. We established content
validity through a review of the questions by
the community research assistants, staff in the
local Medicaid office, and comparison of the
questions to the regional Medicaid guidelines.
The possible range of scores was 0 to 20. We
assessed Medicaid skills competence with
standard approaches recognized by behavioral
health care agencies55 and created a rating tool
that assessed the degree to which participants’
behaviors indicated effective coping skills during
standardized role play. Behavioral performance
was rated on 5 dimensions: confidence to engage
in role play, emotional responses, content accu-
racy of responses (i.e., Do participants’ ask
specific, appropriate questions?), incorporation of
behavioral skills, and interpersonal communica-
tion. These dimensions, ratings, and behavioral
benchmarks were developed by members of the
research team with expertise in stress manage-
ment, cognitive behavioral therapy, and skills
competency evaluation. The rating tool had a
possible range of zero to 15 points, with a higher
score indicating greater skills competence. The
Medicaid knowledge questionnaire and skills
competence evaluations were administered and
coded before and after the teaching session by
a consistent community research assistant
throughout the study period.

Our main health outcomes included de-
pression (the BDI-II), general health (from the
SF-12 version 2 [SF-12v2]), and a composite
measure of functional status derived from 4
dimensions within the SF-12v2. The BDI-II and
the SF-12v2 health dimension measures have
established validity and reliability in this pop-
ulation.44,56,57 Four of the SF-12v2 dimensions
directly relate to whether health has limited
carrying out expected roles (role---emotional
and role---physical), or has limited routine phys-
ical or social activities (physical functioning and
social functioning).57 We used a composite of
mean role---emotional, role---physical, physical
functioning, and social functioning scores as
a measure of functional status. In our sample, the
BDI-II and the SF-12v2 functional status com-
posite had a Cronbach’s a of 0.93 and 0.86,
respectively. No internal consistency reliability
data are reported for the SF-12v2 General
Health dimension, as it is comprised of a single
item.

Finally, we calculated intervention ‘‘nurse
dose’’ by having PHNs document the number
of minutes spent with intervention group par-
ticipants. This included measures of indirect
dose (i.e., telephone or text messages), direct
phone dose (i.e., phone conversation), direct in-
person (i.e., face-to-face time), and a total, or
combined, dose of these.

Sample Size and Statistical Analyses

The original power analysis for this study
called for a sample of 312 women. At roughly
midpoint during the study we performed an
internal pilot interim power analysis revision
based on accepted approaches in the literature
to correct for (1) an initial sample calculation
that did not fully account for the longitudinal
nature of the data, and (2) the substitution of
the SF-12v2 composite functional status mea-
sure to be used in place of the Sickness Impact
Profile (because of data collection and scoring
problems with the Sickness Impact Profile
that arose during the study).58---62 A final
sample size of 432 insured at least 0.80 power
for the Treatment effect of 5 points in general
health and the Treatment and Treatment ·
Time effects of 15 points for functional status.
This revision accounted for up to a 20%
attrition rate in the study. We deemed the
sample size to be adequate for examining
changes in depression based on information
from earlier studies.63,64 Missing data were
minimal, with less than 10% missing on out-
comes of interest among those who completed
follow-up at each time point.

We examined intervention effects on health
care visit rates by using logistic regression. In
addition to determining group effects in the
full sample, we wanted to examine whether
the odds of visits increased as the need for
referral and health care visits increased.
Therefore, logistic regression models with
‘‘new mental health visit’’ as the outcome were
tested in the full sample, in participants
reporting a history of depression, and in
participants whose BDI-II scores reflected
moderate or severe depressive symptoms.
Similarly, participants with a higher number of
chronic health conditions would be more
likely to need a routine or preventive care visit
for adequate management; thus, we examined
whether the odds of a routine or preventive
care visit differed by group in the full sample

and a subsample with 3 or more chronic
health conditions.

We assessed changes in Medicaid knowl-
edge and skills scores by using the Wilcoxon
matched-pairs signed ranks test, because they
were not normally distributed (Shapiro---Wilk
test; P<.001 for all).

We performed repeated measures longitu-
dinal analysis with SAS version 9.2 (SAS In-
stitute, Cary, NC). Because of randomization,
there were no between-treatment-group dif-
ferences at baseline on sociodemographic or
other health-related variables of interest. We
compared parametric models for each outcome
by using likelihood ratio tests to determine
the best fitting parametric curve among cubic
(saturated), quadratic, or linear. The main tests
of interest were the Treatment · Time effects
on the outcome measures for general health,
functional status, and depression over the 9
months of follow-up. We followed a significant
Treatment · Time test at a=0.05 by testing
for differences at each follow-up time point.
If the Treatment · Time test was nonsignificant,
we assessed an exploratory time averaged
Treatment difference over the follow-up periods.

RESULTS

Figure A (available as a supplement to the
online version of this article at http://www.
ajph.org) depicts the flow of participants
through the study. During recruitment, we
screened 589 women to determine whether
they met the initial inclusion criteria. Of those,
we had a final sample of 432 (73% of those
who completed initial screening). Fifty-nine
participants (13.7%) had to be withdrawn
(Figure A). Of the 373 eligible to complete
the study, 76% (n=285) completed the 9-
month follow-up. Sample demographics and
health-related characteristics are detailed in
Table 1. The sample included women who
were primarily Black (56.3%), unmarried
(88.4%), and had a mean age of 29.8 years
(SD = 8.2). Nearly 53% screened positive for
possible depression according to the BDI-II
at baseline. The chronic health conditions
most prevalent in the sample included headaches
(53%), back pain (50%), depression (40%), and
seasonal allergies (38%). There were no differ-
ences in sociodemographic or health character-
istics at baseline (Table 1) or in retention status
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between groups. The mean nurse dose (in
minutes of PHN contact) was as follows:
direct phone (mean=57; SD=50), direct

in-person (mean=157; SD=72), indirect
(mean=47; SD=22), and combined
(mean=261; SD=112).

Findings for health care visits are detailed in
Table 2. Intervention group participants were
nearly twice as likely to have made a new

TABLE 1—Baseline Sociodemographic and Select Health Sample Characteristics: Women Receiving Temporary Assistance

for Needy Families, Florida, 2007–2009

Characteristic Intervention (n = 214), % or Mean (SD) Control (n = 218), % or Mean (SD) Total (n = 432), % or Mean (SD)

Age 28.8 (7.3) 30.8 (8.9) 29.8 (8.2)

Race

Black 61.2 51.4 56.3

White 35.5 43.1 39.4

Other 3.3 5.5 4.4

Ethnicity: Hispanic 4.2 5.1 4.6

Education level

< 12th grade 32.2 32.6 32.4

High-school diploma or GED 29.0 26.6 27.8

Some college or technical training 37.4 38.5 38.0

College degree (‡ associate degree) 1.4 2.3 1.8

County

Urban 78.5 82.1 80.3

Rural 21.5 17.9 19.7

No. of times received TANF previously

0–1 51.4 53.7 52.6

2–3 31.8 27.5 29.6

‡4 16.8 18.8 17.8

No. of jobs held in past y

0 17.3 21.6 19.4

1–2 64.5 59.2 61.8

3–4 12.2 15.1 13.7

‡5 6.1 4.1 5.1

No. of jobs left in past y because of health problems

0 66.8 74.8 70.8

‡1 33.2 25.2 29.2

No. of children 2.5 (1.3) 2.5 (1.2) 2.5 (1.3)

Mean age of children 6.6 (5.0) 7.5 (6.0) 7.1 (5.6)

Marital status: single or unmarried 89.3 87.6 88.4

Total household income,a $ 687.5 (427.8) 626.2 (440.3) 656.6 (434.4)

Number of chronic health conditions 3.7 (2.1) 3.8 (2.5) 3.8 (2.3)

Number of generalized symptomsb 8.3 (6.4) 7.9 (6.9) 8.1 (6.6)

BDI-II depressive symptom category

Minimal symptoms 36.7 32.2 34.4

Mild symptoms 22.0 23.6 22.8

Moderate symptoms 16.8 21.1 19.0

Severe symptoms 24.5 23.1 23.8

BDI-II cutoff for depression screening

Positive (BDI-II score ‡ 17) 52.5 47.2 52.7

Negative (BDI-II score < 17) 47.5 52.8 47.3

Notes. BDI = Beck Depression Inventory; GED = general equivalency diploma TANF = Temporary Assistance for Needy Families.
aTotal household income includes income per month from food stamps, TANF, work-related income, and income received from others (e.g., family, friends, or partners) on a regular basis.
bNumber of reported symptoms based on routine review of systems.
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mental health visit during the study period
(OR=1.92; P=.007). To determine whether
subgroups of participants more at risk for
needing health care visits were more likely to
have received them, we conducted a narrowly
defined set of subgroup analyses posthoc,
mindful of the exploratory nature of and
standards for examining subgroups.65 Inter-
vention group participants with a history of
depression had twice the odds of a new mental
health visit (OR=2.03; P=.04), and those with
moderate or severe depressive symptoms were
nearly 3 times as likely to enter mental health
care (OR=2.83; P=.006). Similar increases
were not observed for routine or preventive care
visits––even in the subgroup with 3 or more
chronic health conditions (P>.05). There were
statistically significant increases in both Medicaid
knowledge and skills competence following
training (P<.001 for each); however, the actual
increases in scores were minimal (median in-
creases from 14---15, and 15---16, respectively).

Descriptive statistics for health outcomes
are presented in Table A (available as a sup-
plement to the online version of this article at
http://www.ajph.org). Depressive symptoms
decreased in both groups, with the intervention
group having a significantly greater rate of
reduction over the 9-month period than did the
control group (Treatment · Time P=.016). As
shown in Figure 1, the most dramatic decrease

in depressive symptoms occurred between
0 and 6 months. Both the rate of decrease
within group and the rate of difference be-
tween groups diminished from 6 to 9 months.
Follow-up tests confirmed significant Treatment
differences at 3 and 6 months (both with
P<.01) with less evidence at 9 months (P=.08).
Despite trends toward improvement in general
health, no group differences were observed
(P=.72). Functional status had overall

improving trends as well as an observed
but nonsignificant Treatment · Time effect
(P=.09) over the 9 months of follow-up. The
time-averaged Treatment test on follow-up time
points for functional status was significant
(P=.016) with an estimated mean functional
score for the intervention group 4.7 points
higher than that for the control group across
the study follow-up time points (Figure 2).

DISCUSSION

The main group-effect findings from this
randomized, controlled trial suggest that a PHN
case-management intervention combined with
Medicaid training is effective in improving
health care visit rates for mental health, re-
ducing depressive symptoms, and improving
functional status among women in a WTP.
Medicaid knowledge and skills competence
increases were relatively small given the po-
tential range of scores; however, based on
responses to a single question asked at the
9-month follow-up, 34% of intervention
group participants indicated that they applied
what they learned in a real-life Medicaid
use encounter by the end of the study. No
significant group differences in general
health were observed during the study pe-
riod, although there was improvement from
baseline to the 3-month follow-up visit in both
groups.

TABLE 2—Odds of a Health Care Visit for Select Chronic Health Conditions: Women

Receiving Temporary Assistance for Needy Families, Florida, 2007–2009

Outcome Variable

Intervention,

% (No.)

Control,

% (No.) OR (95% CI) P

New mental health visit madea

Full sample: all participants (n = 358) 33 (58) 20 (37) 1.92 (1.19, 3.11) .007

Subgroup 1: history of self-reported depression (n = 147) 49 (38) 32 (22) 2.03 (1.04, 3.98) .04

Subgroup 2: BDI-II scores = moderate or severe (n = 133) 45 (28) 23 (16) 2.83 (1.34, 5.98) .006

Preventive or routine care visit madeb

Full sample: all participants (n = 346) 88 (189) 87 (189) 1.50 (0.92, 2.46) .11

Subgroup 1: participants with ‡ 3 chronic health

conditions (n = 228)

81 (91) 71 (82) 1.66 (0.90, 3.08) .11

Notes. BDI-II = Beck Depression Inventory-II; CI = confidence interval; OR = odds ratio.
aIncludes any new mental health visits made over the 9-mo study period among participants who were not already receiving
mental health services at baseline and had completed at least 1 follow-up; subgroup 1 with "history of depression" compares
only participants who self-reported history of depression at baseline. BDI-II scores reflect severity at baseline or study
enrollment, and compare only those categorized as moderate or severe by group.
bRefers to any visit to primary care provider for preventive or routine care made over the 9-mo study period; subgroup 1 refers
to participants with ‡ 3 chronic health conditions at baseline or study enrollment.

Note. BDI = Beck Depression Inventory.

FIGURE 1—Depressive symptom severity (BDI-II) by group and time: women receiving

Temporary Assistance for Needy Families, Florida, 2007–2009.
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Findings from the study related to mental
health visits and routine or preventive health
care visits may have mediated findings with
respect to mental and physical health. That is,
the higher number of mental health visits in the
intervention group may have facilitated a de-
crease in depressive symptoms and improve-
ments in functional status, which has been
reported in similar studies.66 By contrast, no
group differences in routine or preventive health
care visits may mean physical health needs were
met to a lesser extent, and may in part explain
the lack of an intervention effect on general
health. Moreover, ceiling effects at baseline for
having had a routine or preventive health care
visit in the previous 12 months (>86%, across
groups) reduced the ability to detect group
differences.

Notably, both groups improved over time on
depressive symptoms, functional status, and in
general health––particularly between baseline
and the 3-month follow-up. Why this finding
occurred in the control group to the extent that
it did is uncertain; however, anecdotally,
women in the trial indicated they were at an
extreme low point in their lives when baseline
measures were taken (i.e., for most, having just
applied for TANF or welfare benefits), and that
moving into employment or becoming inde-
pendent of the WTP made a major improve-
ment in their overall well-being––prompting

what may be a regression to the mean––or
a trend of health-related scores returning to
their prewelfare level. In addition, control
group participants commented that the health
screening questionnaire (developed specifically
for women in the WTP41) challenged them to
think more seriously about their health needs
(and in some cases act on those needs). Finally,
additional anecdotal reports from study partici-
pants suggest the community research assistants
collecting data from the control group may have
served as a form of an attention control––even
though no intentional social support or inter-
vention was delivered. Given the potential
relevance of similar effects across an array of
CBPR-grounded studies, we are formally ex-
amining these influences in a follow-up, qualita-
tive study with women who were participants
in the trial.

Our health-related findings show interesting
parallels to and differences from other recent
trials with similar populations. Using intensive
case management delivered in local TANF
offices, Morgenstern et al. demonstrated that
substance-abuse treatment and 24-month ab-
stinence rates among substance-abusing
women in a WTP were nearly twice as high in
the intervention group.24,27 Miranda et al.66

found that women with major depressive disor-
der who completed clinical guideline-driven
treatment (either medication management or

cognitive behavioral therapy) exhibited im-
provement in depressive symptoms, social func-
tioning, and instrumental functioning over a 1-
year period. In the study by Miranda et al.,66

these improvements occurred on a magnitude of
roughly 15% to 18%, 22% to 23%, and 26% to
33%, respectively (in the 2 treatment groups),
and in our study, depressive symptoms and
functional status improved on the order of 15%
and14%, respectively (in the intervention group).
Although these studies differ in terms of the
measures used and end follow-up period, the
reduction in depressive symptoms was similar,
although the magnitude of functional status
improvement in our study was not as robust.
Moreover, although the average functional status
difference between groups was statistically sig-
nificant in our study, it did appear there was
a trend toward convergence at the 9-month
follow-up, whereas in the study by Miranda
et al.66 functional status improvement was main-
tained through the 12-month follow-up for those
completing medication treatment. A potentially
key difference that may account for this diver-
gence in functional status findings was the re-
ferral of our intervention group to community
mental health care, whereas community mental
health care served as the control condition in the
study by Miranda et al. It is plausible that
ensuring the delivery of medication or cognitive
behavioral therapy guideline-based interven-
tions in the future with women in WTPs may
increase both the magnitude and duration of
functional status improvement because studies
have demonstrated long-term improvements in
social functioning and employment outcomes
from medication or cognitive behavioral ther-
apy.67,68 On a final note, although functional
status is an important component of quality of
life for all populations, improving functioning in
the WTP population of women is particularly
salient because of the policy changes with wel-
fare reform and the emphasis on rapid entry
into––and the need to maintain––employment.

Strengths and Limitations

The methodological strengths of this study
included the randomized, controlled trial
design, sample size, retention, and use of the
CBPR process. Providing services on-site in
local WTP offices, using lay community
personnel to deliver Medicaid training, and
basing the intervention largely on PHN

Note. SF-12v2 = Short Form 12 version 2.

FIGURE 2—Functional status (SF-12v2) and general health (SF-12v2) by group and time:

women receiving Temporary Assistance for Needy Families, Florida, 2007–2009.

RESEARCH AND PRACTICE

September 2011, Vol 101, No. 9 | American Journal of Public Health Kneipp et al. | Peer Reviewed | Research and Practice | 1765



competencies are features that facilitate trans-
fer into practice. Moreover, consistent with
other findings in the literature,69 we believe the
CBPR approach used to tailor the intervention
to the expressed needs of women in the WTP,
and the CBPR components incorporated in con-
ducting the trial were instrumental in overcom-
ing the recruitment and retention difficulties that
commonly occur in randomized, controlled
trials with low-income and minority populations.
The findings are limited in that they do not
generalize beyond White or Black women, are
limited to relatively short-term outcomes, and
were dependent on a composite measure of
functional status that has not had rigorous
psychometric evaluation.

Conclusions

Taken together, findings from this and
other studies suggest that on-site PHN case
management can improve outcomes for
women in TANF programs. Our findings are
directly relevant for future welfare policy
development, as they provide some initial
evidence of how to structure health-related
services within TANF programs to serve
a broad array of health needs. However, as
with all attempts to move evidence into prac-
tice, any uptake of this intervention into the
TANF arena requires careful adherence to
retain the major components and their fidel-
ity––including, but not limited to, use of a cul-
turally sensitive, acceptable screening tool;
PHNs with similar educational levels, experi-
ence, and training; and integrating community
members as program personnel in a manner
similar to that used here. Concerns WTP or
TANF administrators may have about imple-
mentation can be readily addressed by part-
nering with nurse administrators at local
health departments, who either have the
knowledge and skill required to appropriately
implement the evidence into practice or can
collaborate with colleagues who do.

Despite this contribution to the literature,
questions remain. For example, whether re-
ferral to the community mental health stan-
dard of care for the TANF population is
sufficient to expect optimal mental health and
functional status outcomes is an issue with
which local public health professionals and
those involved in welfare policy decision-
making will need to grapple. Future findings

from this study may further inform policy
and practice. Analyses of the effects of race,
nurse dose, and other factors as mediators or
moderators of outcomes from the study are
ongoing and may further inform policy and
practice. Perhaps what is most certain is what
remains to be done on policy, practice, and
research fronts. Given the complexity of the
social, health, and other needs of this popula-
tion, and the complexity of the systems from
which we try to address them, additional
research to improve long-term health out-
comes of women in WTPs is necessary to meet
the nation’s challenge of eliminating health
disparities. j
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