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The Building Health and Wealth Network promotes a Culture of Health within TANF programming
by helping caregivers develop capabilities to heal from trauma and adversity and build financial
and executive functioning skills necessary for self‐sufficiency. The overall goals of The Network
are to improve health and wealth.
As a reminder, most TANF education and training programs have strict work requirements in
order for participants to receive income assistance.
Our project began out of the recognition that exposure to trauma and adversity, and lack of
opportunities to build assets, can get in the way of self‐sufficiency.
The strong emphasis on work participation within TANF policies limits or bars the system’s ability
to pay for trauma‐informed peer support services for people deemed “work mandatory.” Yet
there are limited opportunities to tap into Medicaid funding for sub‐threshold PTSD and
depression for a person without a diagnosis. This Systems for Action study builds on The
Network’s ongoing program and research. Two years ago, the Network began with a randomized
controlled trial pilot. After a redesign, we launched Phase II in October 2015.
With the Systems for Action mechanism, we will investigate the effectiveness of the Building
Wealth and Health Network to reduce depression, promote child health and to improve income
and employment success. We also seek to identify potential cost savings of the Network, through
savings in both TANF and Medicaid expenditures. Finally, we will work with multiple stakeholders
to build a culture of health into TANF programming.
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There can be positive stress and destructive stress.
Traumatic stress is a type of destructive stress that has an overwhelming effect on the
mind, the body, and on society.
Toxic stress during childhood, defined as prolonged activation of stress response systems in
relation to adversity such as homelessness, hunger, or neglect, is one of the most
significant predictors of poor health and continued poverty among low‐income families.
When toxic stress and a related set of exposures called Adverse Childhood Experiences
(ACEs) are unaddressed, children are more likely to have physical, mental and behavioral
health problems that negatively affect their ability to learn in school, gain employment and
be financially secure later in life.
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The Adverse Childhood Experience Scale is a reliable, retrospective
10-point scale that we used to measure childhood adversity among
the participants.
The table depicts the domains of adversity from the ACEs survey,
and an example question.
A cumulative score is calculated based on each participants’
exposure to different types of adverse childhood events.
For more information, see Felitti, V., et al., Relationship of childhood abuse and
household dysfunction to many of the leading causes of death in adults: The Adverse
Childhood Experiences (ACE) study. American Journal of Preventive Medicine, 1998. 14(4):
p. 245‐258.
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ACEs have very strong negative health and socio‐emotional consequences.
Such adversity during childhood is associated with later onset of chronic disease, adult
depression, and increased risk for attempted suicide. Adverse childhood experiences (ACEs)
have also been associated with household food insecurity among adult caregivers of young
children even when accounting for the strong association between food insecurity and
maternal depressive symptoms.
Caregivers’ ACEs affects also the birth outcomes and socio‐emotional health of their
children. And our recent research has shown that ACEs is associated with developmental
risk.
Given these strong effects, human services providers should work to integrate trauma‐
informed approaches, and seek every opportunity to take a two‐generation approach,
where both the caregiver and the child can receive services, or, where the caregiver can
receive assistance in ways that help to promote the heath and wellbeing the family.

©Sandra L. Bloom, M.D., 2008
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Trauma causes major health and social problems over the lifespan, and our other research
has shown that that trauma can also be transferred to the next generation.
See for instance:
Chilton, M., Knowles, M., & Bloom, S. (2016). The intergenerational circumstances of
household food insecurity and adversity. Journal of Hunger and Environmental Nutrition,.
doi:10.1080/19320248.2016.1146195
https://www.researchgate.net/publication/301907599_The_Intergenerational_Circumstan
ces_of_Household_Food_Insecurity_and_Adversity
And
Sun, J., Patel, F., Knowles, M., Kirzner, R., Famous, N., Welles, S., & Chilton, M. (2016). The
Building Wealth and Health Network: Methods and Baseline Characteristics from a
randomized controlled trial for families with young children participating in Temporary
Assistance for Needy Families (TANF). BMC Public Health.
https://www.researchgate.net/publication/284227023_Childhood_Adversity_and_Adult_R
eports_of_Food_Insecurity_Among_Households_With_Children
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For more info,
1.
2.

visit http://www.samhsa.gov/nctic/trauma‐interventions
Also, specific to TANF providers, the Peer TA network has some basic information
on trauma & TANF as well. https://peerta.acf.hhs.gov/

The Agency for Children and Families is beginning to introduce the concept of trauma
informed services that go beyond integrating in the foster care system, and substance
abuse and mental health.
For more information see:
1. Cancian M. Vision for a primer on trauma‐informed care for human services
professionals. In: Agency for Children and Families, ed. Research and Evaluation Conference
on Self‐Sufficiency (RECS). Washington, D.C.; 2016.
2. US Department of Health and Human Services, Strengthening TANF Outcomes by
Developing Two‐Generation Approaches, Administration for Children and Families, Editor.
2016, Information Memoranda TANF‐ACF‐IM‐2016‐03,: Washington DC.
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The Sanctuary Model is a Theory & evidence‐based, trauma‐informed whole culture
approach with a clear, structured methodology for creating or changing an organizational
culture. Dr. Bloom, CO‐PI, has written several books on how trauma affects human and
organizational behavior, and has much to say regarding how our social service delivery
systems can be complicit in re‐traumatizing individuals through inadequate, fragmented
funding mechanisms, and unrealistic demands on clients and professionals. The Sancturary
model has tools and organizational practices that can positively influence how we can
restructure our service delivery systems into systems of care that can restore a sense of
health and wellness for participants and staff alike. Currently, we know of no other TANF
education and training program that is utilizing a trauma‐informed approach, and this is the
only example we know of that is integrating the Sanctuary model into TANF programming.
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The Network was developed through a 2‐year planning process that involved partnership
with the Commonwealth of Pennsylvania and collaboration with experts in the fields of
asset building, trauma‐informed behavioral health interventions, and research and
evaluation from the Agency for Children and Families (ACF) within the Health and Human
Services Department (the agency that administers and oversees TANF).
The Network provides Financial SELF Empowerment classes for 16 weeks, a 1:1 match into
members’ savings accounts for one year, individualized financial coaching, and social work
referral.
This is our recruitment flyer, with three members who graduated from our pilot program,
and who continue to assist us in making our program responsive and effective
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The 16‐week curriculum seeks to build on resilience and to help build financial knowledge
and assets.
After an RCT in 2014, we worked with our participants to re‐design our program , and I am
describing to you the program that we have currently.
Classes meet once a week for 3 hours.
The Financial SELF Empowerment curriculum is run by two professional facilitators in a
peer‐learning format that includes co‐learning and empowerment education. It combines
financial education material and the Sanctuary Model® trauma‐informed approach to social
services. Within the Sanctuary Model®, facilitators use the SELF tool, which stands for
Safety, Emotion, Loss, and Future. In class, Network members use SELF to navigate personal
challenges related to finance, employment, family, and community. In addition to learning
money management tools and ways to problem solve, Network members also gain peer
support by sharing their knowledge, experience, and emotional, social or practical help
with each other both inside and outside of classes.
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This is just a quick glance at our curriculum.
In week 5: you can see how we meld the concept of credit with issues around physical,
moral and social safety
In week 14: you can see how we help people to negotiate with their boss for a good salary
or a raise, this is integrated into issues of emotional management, and investing in one’s
future.
Week 16 (not listed here) is graduation and celebration.
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At the fourth week of the program, members open their savings accounts with The
Network partner the American Heritage Federal Credit Union. Together with the members,
The Network deposits $15 up front to help open the account and establish bank
membership. From there, The Network provides a 1‐1 match for members, as well as
directly deposited incentives for savings, participation, and graduation. With this match,
members can save up to $500 dollars in the first year. These matched savings accounts help
members to become shareholders of the Credit Union, create a habit of saving money, and
build assets. In the Financial SELF Empowerment classes, members create individual
savings goals for their matched savings accounts such as starting a business, paying tuition,
saving to participate in a homeownership program, or paying off debt. Also, each group
cohort develops their own group goals.
The photo at the bottom of the slide is a photo of Network Members visiting the local
credit union with whom we partner.
The photo at the top is an example of the unique group goals that each group creates. This
is a drawing that the Network Members envisioned for their group goal setting. The Sea
animals represent $25 saved by the group as a whole, the closer they get to their larger
goal, the closer the “merman” (Idris Elba) gets to this lovely paradise Island….
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All participants in the Network receive a membership card, and are considered “members”
of the Network.

Members who successfully graduate from The Network are invited to serve a one‐year
term on the 20‐member Member Advisory Board to ensure ongoing reciprocal feedback on
the effectiveness of programming, evaluation, and dissemination. Members self‐nominate
to serve on the Board, and receive an honorarium for participation. They attend at least
four meetings throughout the year to discuss successes and challenges of The Network’s
programmatic aspects, provide guidance on new components to be introduced, and
identify opportunities for dissemination of the model.
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In 2014, we put the Network Through a Randomized Controlled Trial to establish proof of
concept.
Caregiver mental health: CES‐D = 10‐item depression screening scale developed by Center
for Epidemiologic Studies Depression (CES‐D).
Child developmental risk measured by the Parents’ Evaluation of Developmental Status
Survey which has 91‐97% sensitivity, 73‐86% specificity. Participants are asked ten
questions about their child’s developmental issues: global/cognitive, expressive language
and articulation, fine‐motor, gross motor, behavior, social‐emotional, self‐help, school, and
any other concerns. Children for whom two significant concerns are reported at a young
age are 20 times more likely to have a disability than children of parents without concerns
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Our first goal is to assess the effects of trauma‐informed peer support built into
education and training on health and economic security for participants in The Network.
Based on strong preliminary results, our working hypotheses are related to both health and wealth:
Hypothesis 1.1. Participation in The Network program will demonstrate reduced within‐ and post‐
program incidence of depression among adults and developmental risk among children.
Building on previous studies that utilize administrative data to examine disaggregated policy effects
we exploit the longitudinal structure of the dataset to estimate fixed effects regression models that
assess the within‐program (3 month) and post‐program (6,9 &12 month) impacts of The Network
intervention on the odds of depression and developmental risk.
Hypothesis 1.2. Participation in The Network program will demonstrate increased within‐ and post‐
program income and incidence of employment.
We will utilize fixed effects regression to examine the impact of The Network on hourly wages and
fixed effects logistic regression to examine the participant’s odds of obtaining employment from
the start of the intervention. Building on previous time dimension studies that have focused on
examining the length of TANF spells we utilize survival analysis, a method for studying the time
between entry and a subsequent event, to examine the time it takes for a participant to obtain
employment, where time‐to‐employment is measured as the number of days from the baseline a
respondent takes to obtain employment.
Hypothesis 1.3. Participation in the Network program will demonstrate evidence of decreased post‐
program participation in TANF compared to similar non‐participant caregivers.
In order to measure impact of the Network intervention on re‐enrollment in TANF, we will utilize
fixed effects logistic regression and Cox regressions to examine the probability (and time‐to) re‐
enrollment in TANF.
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Our second goal is to identify cost savings to TANF and Medicaid. We hypothesize that participation in Network
activities will demonstrate significant savings in TANF expenditure per person, as well as reduce costs for
behavioral health.
Hypothesis 2.1. Potential reductions in depression, child development and TANF participation, and increases in
income and employment will reduce costs to TANF.
ACASI data will be combined with DHS administrative data to construct a panel dataset that tracks TANF
utilization patterns 12 months prior and 12 month after the start of an individual’s participation in the Network
intervention. We will utilize a difference‐in‐difference (DD) matching model that uses propensity score
matching to construct a control group to directly measure the impact of the Network intervention on TANF
program costs.
Hypothesis 2.2. Potential reductions in depression, child development and TANF participation, and increases in
income and employment will reduce costs to Medicaid
The Medicaid cost analysis uses a cross‐sectional analog to the model developed in Hypothesis 2.1; however, in
this model the dependent variable measures the length of time Network program participants reported
depression multiplied by the Medicaid reimbursement of treating depression in a traditional environment
during the same time period. The cost of developmental risk is calculated using a similar approach. In order to
assign the level of Medicaid reimbursement in a traditional provider environment, each individual will be
matched to an ICD‐10 code based on their self‐assessed level of depression or child’s development risk and the
cost of treating an individual during a given time period will be tabulated. The results of this analysis provide
cost estimates that will allow us determine cost savings from Medicaid reimbursing the treatment of depressive
symptoms and developmental risks within the Network intervention versus a traditional environment.
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Our third goal is to engage low‐income caregivers, state human services officials, and key
decision‐makers in identifying ways to improve systems of support and promote a Culture of
Health within anti‐poverty programming through a strategic public dissemination effort. We
have a 12‐member Network Advisory Committee consisting of 4 Network Graduates, the 4
investigators (Drs. Chilton, Bloom, Dugan and Booshehri), and 4 external advisors (Ms. Lay, and Drs.
Evans, Pavetti, and Diez Roux) we will achieve the following.
Activity 1. We will answer the following questions: what are the best ways to address trauma‐
related symptoms and behaviors and to promote self‐sufficiency for caregivers who are required to
work through the TANF program, and what are the funding mechanisms that can facilitate this?
How can a culture of heath be integrated into the education and training focus of TANF? What are
the best strategies for disseminating our findings?
Activity 2. We will implement activities of our dissemination strategy based on our above findings.
Building on already strong partnerships, we will catalyze the conversation across the country by
disseminating findings among agency administrators, community leaders, and federal officials.

36

37

38

39

40

41

42

43

