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Abstract

This article examines the degree to which various demographic characteristics, personality

traits, and environmental factors are associated with overall emotional well-being of 125

adolescent girls whose mothers were involved in welfare reform. Daughters participated in a 4-

year, mixed method study and annually completed a structured interview protocol and a sub-group

also completed a qualitative interview. The quantitative findings from the study suggest that

daughters having an internal locus of control, experiencing fewer negative life events, and

reporting stronger parental and teacher social support had enhanced emotional well-being over the

4-year study compared to daughters without these factors. The findings were further elaborated

with examples from qualitative interviews conducted with the daughters. The findings were used to

propose prevention activities using a tertiary mental health preventive intervention framework.

Introduction

When Congress passed the Personal Responsibility and Work Opportunity Reconciliation Act

(PRWORA, P.L. 104–193)1 in 1996, welfare in America was dramatically changed. Known as the

Temporary Assistance for Needy Families Program (TANF), the goal of this legislation was to

assist recipients in becoming economically self-sufficient. The legislation included mandated

work requirements for welfare recipients and services such as child care, transportation, and

vocational training to assist recipients in their transition to work.1
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Much of the initial welfare reform research focused on maternal outcomes such as employment

and earnings with little emphasis placed on children.2 Furthermore, most of the early research on

children focused on younger children who were perceived as most vulnerable to the effect of

mothers_ work requirements. Substantially less attention was placed on adolescents.3 A meta-

analysis of 16 randomized control studies3 assessed the effects of various welfare reform

programs on adolescents aged 12 to 18 raising cause for concern. In each study, a number of

parents were assigned to programs that included a combination of three common welfare reform

strategies: mandatory employment, earnings supplements, and limits on welfare receipt, whereas

other parents were randomly assigned to control groups. Follow-up periods ranged from 24 to 60

months after random assignment. The outcome measures in most of the studies focused on school

performance and school-related behaviors. Three ethnographies3 provided context for the

quantitative findings. The results of their analysis indicate that parents of youths in the welfare

reform programs reported poorer school performance, higher rates of grade retention, and greater

use of special education services compared to parents in the control groups. Furthermore, they

found that adolescents with siblings experienced even worse outcomes as they were also more

likely to be suspended or expelled from school and to drop out. No single reform initiative could

explain the programs_ adverse effects on the adolescents. The authors concluded that adolescents_
school performance was negatively affected by various welfare and work policies and that these

effects were compounded by the inflexibility inherent in many of the jobs filled by low-income

individuals that often increased the challenges associated with being a single parent. They

recommend that TANF programs work more closely with parents who are transitioning into

employment and that new programs be tested for low-income youths and their families.

Of further concern is the fact that findings from some studies suggest that these negative effects

may be even more devastating to girls.4 Such findings have resulted in investigators stressing the

need for early interventions to assist girls in Bbreaking the cycle^.5 For example, in the study of

Furstenberg,6 it is noted that even though 80% of the daughters of welfare mothers do not become

dependent themselves, they are more likely to receive welfare (approximately 20%) compared to

daughters of nonwelfare mothers (about 3%). Other investigators,7 however, attribute this

increased rate to the powerful effects of poverty and single parenthood.

Regardless of which side of this debate one assumes, one issue is clear. Poverty has a negative

impact on adolescents, and early findings from studies on welfare reform suggest that these

initiatives may be deleterious to adolescents. Growing up poor is significantly associated with,

among other things, poorer health and mental health outcomes,8–10 an increased likelihood of

teenage pregnancy11 and substance involvement.12

Adolescents living in poverty often encounter other risk factors that may predispose them tomental

health problems as well as protective factors that may modify this predisposition. The constructs of

risk and protective factors are related to resilience, a youth_s capacity to use internal and external

resources to successfully master stage-specific developmental issues.13 Resilience is conceptualized

as a process—a capacity that develops over time through transactions of the individual with their

environment. A review of the literature on stress, coping, and resilience in children14 concluded that

resilience is defined in three ways. First, resilience is equated with coping, defined as efforts to

restore or maintain equilibrium in the presence of significant stress. Second, resilience is

conceptualized as the ability to recover in the face of trauma. Third, resilience is defined as protective

factors or mechanisms that mediate the relationship between risk and competence. Various authors

have proposed that the construct of child resilience includes two essential factors: the presence of

serious threats to adaptation or development, and the achievement of positive adaptation and good

outcomes.15–17 The need to use a developmental perspective is a common theme in theoretical

frameworks for child resilience. A developmental perspective takes into account the youth_s
developmental level and functioning, the multiple levels of influence on a child_s developmental

pathways, and the reciprocity between the risk and protective factors and the youth_s adjustment.
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Previous studies have demonstrated that parents and peer groups are relatively more important

than neighborhood influences on the behaviors of urban African-American adolescents18 and that

maternal involvement, the support of extended family members, and socialization regarding

future orientation are important predictors of adolescents_ future orientation.19 Both direct and

indirect pathways for the role of parents_ values in shaping adolescents_ occupational aspirations
have been found for African-American and white youths.20

In this article, a tertiary model of universal, selected, and indicated preventive mental health

intervention strategies21 is proposed that is informed by the empirical findings regarding the

factors that are associated with the emotional well-being of a sample of 125 adolescent girls

growing up in families receiving welfare. Through this analysis, the relationship between the risk

and protective factors in these daughters_ lives, how these factors impact their emotional well-

being over the course of the study, and how to develop strategies to help mitigate these negative

effects can be better understood. This study assists in determining what services and supports are

helpful to teenage girls in making a successful and productive transition into adulthood. The study

is unique in that it examined the emotional well-being of these adolescents as opposed to

examining school performance and other indicators commonly addressed in studies about welfare

reform.

Methods

This mixed-method study consisted of two phases. Phase 1 involved structured interviews

conducted with 125 mothers receiving TANF and their daughters using standardized measures (only

data from the interviewed daughters are reported in this article). Phase 2 involved more intensive

follow-up qualitative interviews conducted with a small sample of daughters who participated in

phase 1. As shown in Figure 1 and based on a review of the literature on child resilience, the interview

protocol included measures assessing risk and protective factors in the areas of personality traits (e.g.,

self-esteem, locus of control), family situation (e.g., parental relationships, family structure), and

community environment (e.g., neighborhood violence, church, school, social supports).

Participants

In phase 1 during the first year of this study, a sample of 125 mothers in the Tampa Bay, Florida

area, who were receiving TANF and their adolescent daughters aged 13–17, were identified from the

2000–2001 Florida Medicaid eligibility file using the family identifier and other matching variables

(such as gender, address, and last name). The sample size of 125 pairs was originally selected to

produce results within a T8% margin of error with 95% confidence. Every year of this 4-year study,

attempts were made to recontact and reinterview all 125 mothers and daughters.

In phase 2 of the first year of this study, a random sample of 20 girls was selected from among the

phase 1 participants to complete a more comprehensive qualitative follow-up interview. Every year,

attempts were made to conduct comprehensive qualitative interviews with these same 20 adolescents.

Participant selection and recruitment

Approximately 1,300 mothers receiving TANF with daughters thought to be between the ages of

13 and 17 were identified from the 2000–2001 Florida Medicaid eligibility file using a family

identifier and other matching variables. Letters were mailed to 875 of these women, explaining the

purpose of the study and that they might be contacted for possible participation in the study. To

ensure diversity among study participants, the sample was stratified on race/ethnicity and urban/

rural locations throughout the Tampa Bay, Florida region. Nearly 26% of the letters (n=227) were

returned due to incorrect addresses or because individuals had moved out of the state. Of the 648
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women contacted, 340 (52%) had left the TANF rolls and 128 (20%) had daughters who were

past their 18th birthday, therefore being ineligible to participate in the study. Approximately 8%

of those contacted (n=50) refused to enroll in the study, and 125 (19%) were enrolled in the study.

The remaining 1% (n=5) were never contacted as the desired sample size was reached.

Follow-up interview retention rates and attrition analysis

In longitudinal studies such as this, subject attrition presents significant methodological

challenges. High follow-up retention rates are needed to ensure the validity of the study. Table 1

summarizes the phase-1 and phase-2 follow-up interview rates for the daughters.

Across the 4 years, phase-1 follow-up retention rates for daughters exceeded 88% in each year

and averaged 91.2% over the 3-year follow-up period. Overall, completed phase-1 interviews

were conducted with 81.6% across all 4 years. For the remaining 18.4%, completed phase-1

interviews were obtained for 10.4% of the daughters in 3 of the 4 years, 6.4% in 2 of the 4 years,

and only two daughters (1.6%) were unable to be reinterviewed after the first year of the study.

The follow-up rates for daughters participating in phase 2 were 90.0% or higher in each year,

averaging 91.7% over the course of the study.

Table 2 compares the characteristics of daughters who were successfully interviewed during

each year of the study with the characteristics of daughters who were interviewed on a less

frequent basis. As shown in the table, no significant differences were found between daughters

interviewed each year and those who were not regarding their age, race/ethnicity, whether they

were attending school at the start of the study, or in their overall emotional well-being across the 4

years of the study (the dependent variable in this study).

Figure 1
Conceptual model.
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Study design

The goal of phase 1 was to identify factors associated with these daughters_ emotional well-

being using a highly structured interview process that incorporated a number of standardized

measures. Interviews lasted between 1 and 1 1/2 hours. In phase 2, in-depth qualitative interviews

were conducted with 20 daughters who participated in phase 1. These interviews were open-ended

and explored in greater detail many of the same factors assessed in phase 1 regarding how these

daughters were fairing.

Table 1
Follow-up retention rates

Interview wave

Phase 1 Phase 2

Daughters Daughters

n % n %

Initial 125 100 20 100

Follow-up 1 116 92.8 18 90.0

Follow-up 2 111 88.8 19 95.0

Follow-up 3 115 92.0 181 90.0

Average follow-up 114 91.2 18.5 91.6

Interviewed all 4 times 102 81.6 18 90.0

1One daughter was deceased.

Table 2
Comparison of children interviewed four times with those interviewed one to three times

Characteristic

Interviewed all

4 times (n=102)
Interviewed 1

to 3 times (n=23) p

Age in year 1 0.204

Mean 15.51 15.22

SD 0.96 1.12

Race/ethnicity 0.540

White 31.4% 43.5%

Black/African

American

42.2% 34.8%

Other 26.5% 21.7%

In school in year 1 0.773

Yes 27.5% 30.4%

No 72.5% 69.6%

Overall well-being

across all 4 years

0.617

Mean 20.52 20.95

SD 3.51 4.06
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Data collection instruments and methods

In phase 1 of this study, daughters completed annual structured interviews that contained

previously developed and psychometrically tested measures assessing various domains associated

with risk and protective factors. The protocol collected demographic data consistent with the

minimum data standards established by the National Institute of Mental Health21 regarding client

characteristics. In addition, these interviews collected information regarding the types of support

that daughters perceived would be most beneficial in assisting them in successfully transitioning

into adulthood independent of involvement with the welfare system.

Sixteen variables were used to predict daughters_ emotional well-being over this 4-year study.

Predictors included several demographic variables and various risk and protective factors

commonly cited in the literature22 presented in Figure 1. More specifically, the predictors

included daughter demographic information (three variables: age, being black, being another

minority race), relationship with father (one variable), school performance (one variable),

perceived safety (one variable), quality of the neighborhood (one variable), religiousness (one

variable), family functioning (one variable), locus of control (one variable), self-esteem (one

variable), life events (one variable), and social support (four variables).

The dependent variable in the study (i.e., daughters_ emotional well-being) was assessed using

a composite variable constructed from four measures assessing the daughters_ mental health

status. Each of the variables used as predictor or to construct the composite dependent variable for

this analysis is briefly described below.

Predictor variables

Self-reported daughter_s demographic information (i.e., age, race/ethnicity) was obtained

during the first interview. Daughter_s self-reported responses to single items were used to assess

their relationships with their fathers, school performance, perceived safety, and quality of their

neighborhoods.

Religiousness/Spirituality was assessed using the religious intensity scale from the

Brief Multidimensional Measure of Religiousness and Spirituality (BMMRS23). The two-

item scale asks respondents to report the strength of the religiousness/spirituality using a 4-point

scale ranging from Bnot at all^ to Bvery^. The scale has good internal consistency reliability

(0.71). For this analysis, the scale was recoded so that higher scores are indicative of greater

religiousness.

Family functioning was assessed using the general functioning scale from the Family

Assessment Device (FAD24). Scale scores were recoded so that higher scores indicated greater

family functioning. The internal consistency of the general functioning scale is good, ranging

between 0.83 and 0.86, and the scale also has adequate test–retest reliability at 0.71.25–27 The

measure has low correlations with social desirability and moderate correlations with other self-

report measures of family functioning, which provides evidence of concurrent validity of the

scale.26 Discriminative validity was also demonstrated by clinical ratings, indicating that families

rated by the clinicians as unhealthy also had significantly higher family mean scores, representing

poorer functioning.26

The children_s version of the Nowicki–Strickland Locus of Control Scale (N–SLCS28) was

used to assess the daughters_ locus of control. This popular measure has been used in over 1,000

studies and published in more than two dozen languages.29 The N–SLCS scale is a 40-item self-

report measure in which respondents answer yes/no to each question. Higher scores on the N–

SLCS reflect more external locus of control (lower scores reflect a more internal locus of control).

The corrected split half reliability for grades 9–11 was 0.81, and the 6-week test–retest reliability

was 0.71 for grade 10.28
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Daughter_s self-esteem was assessed using the 10-item Rosenberg Self-Esteem Scale (RSES30).

Respondents answer each question using a 4-point scale ranging from Bstrongly agree^ to

Bstrongly disagree^. Although originally developed as a Guttman scale, the RSES is now scored

as a Likert scale. The RSES has good internal consistency reliability ranging from 0.74 to

0.8830–33 as well as good test–retest reliability ranging between 0.82 and 0.88.30,31,34

Significant life events that the daughters had experienced were assessed using the Children_s
Life Events Inventory (CLEI35). The CLEI is a 40-item self-report measure of both positive and

negative experiences. The scale was scored so that lower scores were reflective of having

experienced fewer traumatic events. The authors conclude that the raters_ Bestimates of the

relative severity of the life event for children are very reliable^ (for a review, see the work of

Monaghan et al.35 (p. 66)

The four social support variables were derived from the Social Support Scale for Children

(SSSC36). This 24-item self-report measure is designed to assess the degree to which the youths

perceive support and regard from parents, teachers, close friends, and classmates. The internal

consistency of the subscales is good, ranging from 0.72 to 0.88, and has adequate validity.36,37

Higher scores were indicative of greater levels of social support.

Dependent variable

Each year, three different indicators of daughters_ emotional well-being were obtained. These

measures were used to construct a composite variable of daughters_ emotional well-being across

the 4 years of the study. The measures used to develop the composite included the: (1) Center for

Epidemiologic Studies Depression Scale (CES-D38) which was administered each year,

(2) Pediatric Symptom Checklist (PSC39) which was administered in years 1–3 and was replaced

by the Colorado Symptom Index (CSI40) in year 4 for age appropriateness reasons, and (3) a

single self-report item of perceived mental health need. This composite was used as the dependent

variable in a regression analysis to identify what factors were predictive of these youths_ overall
emotional well-being.

In each year of the study, daughters completed the CES-D38 which is a 20-item self-report

measure of depression. Daughters reported the frequency with which they experience various

feelings or behaviors such as feeling Bhopeful about the future^ or having Bcrying spells^ on a 4-

point scale ranging from 0 = Brarely or none of the time^ to 3 = Bmost or all of the time^. The
internal consistency reliability of the CES-D is high, ranging between 0.85 and 0.90.38,41 The

validity of the CES-D is supported given that its four factors, (1) depressed affect, (2) positive

affect, (3) somatic complaints, and (4) interpersonal problems, have been replicated among

various respondent populations.42–45

Daughters completed the PSC during years 1–3.39 The PSC is a 35-item, self-report,

psychosocial screening measure. Daughters reported how often they exhibited specific behaviors

such as Bbeing irritable or angry^ and Bhaving trouble concentrating^ on a 3-point scale ranging

from 0 = Bnever^ to 2 = Boften^. Studies have documented high levels of agreement between

parents_ and professionals_ PSC ratings46–48, good internal consistency (0.89) and test–retest

reliability (0.86)39, and acceptable validity.49 Normative data suggest that PSC scores of 28 or

above reflect a need for further psychosocial evaluation and that 10 to 13% of children in a

general pediatric sample exceed this criterion.39,49–51 The measure has good sensitivity (87 to 95)

and specificity (68 to 100).46,48

To ensure age appropriateness of the measures used in the study, the PSC was replaced with the

CSI39 in year 4. The CSI is a 14-item, adult self-report measure of mental health symptoms.

Respondents are asked to report the frequency with which they have experienced each symptom

during the past month. Although the CSI has been used frequently in mental health services

research, little is known about its psychometric properties.
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In phase 2, the comprehensive interviews were open-ended and explored in more detail the

impact of personal, familial, and environmental factors on these girls_ lives. The personal domain

included their dreams and hopes for the future, sense of self-esteem, their perceptions about the

roles they played in society, and relationships with family, peers, teachers, employers, and others.

The family domain focused on family values and expectations, roles the adolescents played in

their family, and family support. The environmental domain included their perceptions of home,

community, and school environments; educational, recreational, and employment opportunities;

and barriers to accessing these resources. Over time, some modifications were made to the

interview protocol based on previous years_ findings. For example, a specific question was added

regarding social support from teachers and other school personnel. To reflect the TANF changes

that occurred during the study, a question was added regarding the requirement for premarital

counseling. Given that over time many of the daughters were moving into the workforce, the

employment section in the protocol was expanded.

Procedures

In phase 1 of the first year, letters were mailed to prospective participants, informing them

about the study and indicating that field staff would contact them regarding their possible interest

in the study. Individuals not wanting to be contacted were instructed to call a toll-free number

provided in the letter to make known their wishes. Staff hired and trained specifically for this

study began contacting eligible mothers and daughters in January 2002, explaining the purpose

and scope of the study to them and inviting them. For those mothers and daughters agreeing to

participate, both signed informed consent and provided permission to link their interview

responses to existing administrative data. Each of the mothers and daughters who participated in

the initial face-to-face interviews was paid $40.00 as compensation for her time. These same

procedures were repeated in each of the three follow-up years of the study (i.e., 2003–2005).

Phase-2 participants also received $40.00 for completing this interview. Interviews were taped

and transcribed to ensure the accuracy of the data. The same 20 daughters were asked to complete

phase-2 follow-up interviews in each year of the study.

In each year, before initiating any project activities, all proposed study procedures were

reviewed and approved by the University of South Florida_s Institutional Review Board to ensure

that participants_ rights were protected. To protect the confidentiality of respondents_ information,

different field staffs were used to interview the mothers and daughters. Both mothers and

daughters were informed at the start of the interview that their responses would not be shared with

each other; however, they were encouraged to talk with each other about their responses on their

own. Additionally, different field staff were used to complete the quantitative and qualitative

phases of the study. Different interviewers were used to conduct the Phase 1 quantitative

interviews and the Phase 2 qualitative interviews. This was done to maximize the respective

expertise of the different interviewers and help ensure that the interpretations of the qualitative

interviews were not influenced or biased by respondents_ answers to the quantitative interviewers.

Data analysis

The phase-1 statistical analyses were largely descriptive in nature and intended to address the

basic questions associated with the conceptual model. Comparative (i.e., inferential) analyses

were performed to assess changes in daughters_ emotional status over time across the 4 years.

A forced entry regression analysis was performed to examine what factors were associated with

daughters_ emotional well-being throughout the study. To develop the composite emotional well-

being indicator that was used as the dependent variable in this analysis, in each year, daughters
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were classified as being above or below the criterion score on each of the four measures

previously described and whether they reported a need for mental health services. The various

measures provided three indicators of emotional well-being for each daughter in each year (12

indicators across the 4-year study). The composite indicator was adjusted for the number of

interviews the daughters completed. The numbers of times daughters were below the criterion

score or did not report needing mental health services were summed to produce an overall index

of emotional well-being across the study period. This was used as the dependent variable in the

regression analysis. A more detailed review of the study findings is summarized elsewhere.52

For the phase-2 qualitative analysis, the research team developed an initial coding scheme that

reflected the three specific areas of the adolescents_ lives that were explored in the interviews:

personal, family, and environment. A thematic analysis of the transcriptions was conducted for

these key domains using the initial set of codes, and additional codes were added as new themes

emerged from the data. During the year-1 data analysis, the two qualitative researchers both coded

a number of interviews to establish interrater reliability. These two team members conducted all

data collection and data analysis throughout the study. The findings from both phases of the study

were triangulated at the end of each study year to provide a more comprehensive understanding of

the risk and protective factors in these girls_ lives and of how these factors contributed to their

overall emotional well-being.

Results

Characteristics of the daughters

Table 3 summarizes the background characteristics of the 125 daughters at the start of the study

in 2002, including their race/ethnicity, age, educational status, marital status, and housing status.

At the start of the study, daughters_ ages ranged from 13 to 17 years old, averaging 15.5

(SD=0.99). The daughters represented a culturally diverse sample as 34% were white, 41% were

black/African-American, and 26%were Hispanic. None of the daughters were married at the start of

the study, and all of them were living at home. At the time of the initial interview, 28% of the

daughters had already dropped out of school.

Although not shown in the table, some important changes were observed over time in these

daughters_ characteristics. While most of the daughters (89%) remained unmarried, 10% either

married or began living as married during the course of the study. At the start of the study, slightly

over a quarter of the daughters had dropped out of school and none had yet graduated. By year 4, 44%

of the daughters had dropped out of school and 35% had graduated from high school or received their

general education degree (GED). The remaining daughters were still attending school.

Changes in daughters_ emotional well-being during the study

here was a steady increase in the percentage of daughters who scored above the criterion on at

least one of the three emotional well-being indictors in each year, indicating that they were

experiencing some level of emotional distress. In year 1, 37.9% of the girls exceeded the criterion

on at least one mental health indicator (see Table 4). The figure rose to 41.2% in year 2. By year

3, over half of the daughters (50.9%) scored above the criterion on at least one indicator,

indicating some level of emotional distress. Finally, in year 4, 52.2% of the daughter exceeded the

criterion on at least one indicator. Overall, two-thirds of the daughters (66.7%) exceeded the

criterion on at least one mental health indicator at some point during the course of the 4-year

study, indicating some level of emotional distress.

Despite this high rate of self-reported emotional distress among these daughters, not more than

5% of them reported receiving a mental health service during any year of the study. Collectively,

only 11% of the adolescents reported using a mental health service at any point in time.
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Prediction of daughters_ emotional well-being

A forced entry least-squares regression analysis was conducted using phase-1 data from year 1

to examine the extent to which preexisting risk and protective factors were associated with

daughters_ emotional well-being throughout the study. The composite variable of daughters_

Table 4
Change in daughters_ emotional well-being

Interview wave n
Exceeded criterion

on at least one indicator (%)

Reported using a mental

health service (%)

Initial 125 37.9 4.1

Follow-up 1 116 41.2 3.5

Follow-up 2 111 50.9 2.4

Follow-up 3 115 52.2 2.2

Any time during 4 years 125 66.7 11.5

Table 3
Daughter characteristics (in 2002)

Characteristics Daughters (n=125)

Gender

Female 100%

Age

Mean 15.5

SD 0.99

Range 13 to 17

Race/Ethnicity

White 33.6%

Black/African American 40.8%

Hispanic 25.6%

Marital status

Married or living as married 0%

Divorced, separated, or widowed 0%

Never married 100%

Education

Dropped out of school 28.0%

Completed high school NA

Housing arrangement At the start of the study, all

daughters were living at homePrivate house or apartment

Private house or apartment shared with friends or family

Public housing

Other
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emotional well-being previously described was regressed on to a set of 16 variables considered to

be important risk and protective factors associated with resilience. These predictors included

daughter demographic information (three variables: age, being black, being another minority

race), relationship with father (one variable), school performance (one variable), perceived safety

(one variable), quality of the neighborhood (one variable), religiousness (one variable), family

functioning (one variable), locus of control (one variable), self-esteem (one variable), life events

(one variable), and social support (four variables).

The overall 16-variable model was statistically significant F(16,84) = 4.72, pG.001, and

accounted for 37% of the variance in the composite emotional well-being variable. The results

of this analysis are summarized in Table 5. Examination of the specific predictors indicates that

four variables (i.e., locus of control, life events inventory score, parental social supports, and

teacher social support) emerged as the variables more significantly associated with the daughters_
well-being. More specifically, having a more internal locus of control was associated with

improved emotional well-being. Likewise, daughters who experienced fewer negative life events

were also associated with better emotional well-being. Daughters reporting higher levels of

parental social support also had better emotional well-being. Somewhat surprising, reports of less

teacher social support were associated with better emotional well-being. This may be due to the

fact that teachers assumed a supportive role primarily for those daughters who were struggling

with their emotional well-being.

Parental social support was the best single predictor of daughters_ emotional well-being

followed by teacher social support, locus of control, and life events (e.g., death of a parent,

abuse). None of the remaining 12 predictors explained a significant amount of variance in

daughters_ emotional well-being.

The following sections highlight the adolescents_ perspectives and voices on these four key risk

and protective factors: parent support, locus of control, the absence of traumatic life events, and

teacher support.

Daughters_ relationships with their parents

During the phase-2 interviews, daughters most often identified their mothers as their role

models, highlighting how important this relationship was in their lives. Their response is

consistent with the findings from the regression analysis in which parental social support was a

significant predictor of the daughters_ emotional well-being. However, on an annual basis, a third

to one-half of the daughters interviewed reported not being able to spend as much time with their

mothers as they would like. The most frequent reasons daughters cited for this included the

mothers and daughters_ work schedules, being busy with family matters, and just Bgetting older^.
Despite the importance of these relationships, daughters were growing up and moving out and

spending less time with their mothers.

All phase-2 daughters placed great value in their relationship with their mothers during years 1

and 2 of the study even when there were conflicts and disagreements. For them, their mothers

were the most important persons in their lives, and they reported having close and nurturing

relationships with their mothers. The mother of one of the daughters went away for approximately

6 months to receive substance abuse treatment, leaving the daughter under the grandmother_s
custody. This daughter still felt very connected to her mother and reported that her mother was

doing very well in her treatment.

Transition was a new theme when the daughters described their relationships with their mothers

during the years 3 and 4 interviews. Most daughters remained very close to their mothers and described

the many ways their mothers offered emotional support even when they were living apart: Bencourages
me^, Bbehind me 100%^, and Bwe talk everyday^. One daughter, who had run away from home and

was estranged from her mother, noted that her pregnancy had resulted in an improvedmother–daughter
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relationship. By the fourth year of the study, she proudly introduced her mother to the interviewer and

described the many ways that her mother was supportive. However, some adolescents spoke of

mothers giving mixed messages about leaving home and a perception that their mothers did not trust

them. In addition, some daughters expressed more discrimination in what they confided in with their

mother versus with their friends.

Locus of control

Most of the daughters in years 1 and 2 were aware of the amount of control they had over their

lives and destinies. For example, they were cognizant of the fact that their educational success

depends on whether they do what is required. Similarly, they knew that continuing their education

would depend not only on their efforts but also on being able to access the financial resources

necessary to pursue a college education.

The theme of importance of an internal locus of control was much stronger in years 3 and 4: BI_m
not going to say it is easy because it_s not...you know how people put you down and say you can_t do
this you can_t do that and you kind of proof to them that you can...it makes you feel awesome. Make

you feel great.^ As the adolescents approached changes in their lives, such as graduation or having a
baby, reality presented itself in a manner that required some action. They were no longer thinking

about the possibilities and wishing for things to be the way they dreamed them.

As the daughters turned 19 and 20, the presence or absence of financial and/or economic resources

set the immediate course of events, BI need my diploma and my driver_s license and a car.^ So for

instance, the adolescent who graduated with fairly good grades but who is counting on a job and

reliable transportation to be able to go to college is forced to look for ways to obtain these in order to

work on her educational goals. The adolescents were not unrealistic in the previous years when they

spoke about goals and aspirations, but they are now faced with the reality that they needed to Btake
control^ because these things do not just fall into place. When asked whether things ever go wrong in

her life, one adolescent said: BYes, but you can_t let them get to you, you have things that really go

wrong in your life but you just got to let it roll off and go on.^ Another interviewee said: BI just need to
focus on whatever I want. If I can focus on what I want, I can do it. Because there is nothing to stop me.

I got this far, right, by focusing on what I wanted, so if I just focus, I get whatever.^

The role of life events

One of the life events that dramatically changed the trajectories of many girls was having a

baby. Among the phase-2 girls, only a few reported in year 1 that they were involved in

relationships or had previous relationships where they had engaged in sexual activity. By year 2,

six of the daughters reported that they were involved in relationships. The one pregnant daughter

had not planned this pregnancy and reported not wanting to have any more children. None of the

other daughters were dating and reported not being interested in having children until they

finished college and had a career.

At the time of the year-3 interviews, three of the daughters had a child that they were caring

for, and another three were pregnant. For two of the three pregnant daughters, they were living

with their boyfriend and felt that he and his family were supportive of the pregnancy. For the

other daughter, the father had recently ended their relationship, and she expressed a sense of loss.

By the time of the year-4 interviews, 5 of the 18 daughters who were interviewed had a child,

and 4 were living with the father of the child. One other adolescent was pregnant, and only three

were not sexually active. None of the daughters was married although some who were living with

a boyfriend or in a serious relationship believed that they would be married over the next few

years. Pregnancy also altered friendships; one daughter who was pregnant mentioned that she
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Bkept more to herself now^. The challenges related to having a baby and reaching one_s goals

were especially dramatic for one adolescent whose baby had serious medical complications:

BIs my baby being sick, that is the only thing that you know. Because I think that if he would
have been like an OK baby like wasn_t born with that, I would have probably been in school by
now. You know, now I have to wait longer. I have to wait until he is at least a year old. In
October, he_ll be a year, and then I have to wait until he is done with all those medical problems.
That is all. Otherwise, I would_ve been in school and been got a job and been got a car and been
out on my own place, but that is the only thing preventing me from doing all those kind of stuff.^

Sometimes, the adolescents expressed their views about traumatic life events when they were talking

about their friends. One daughter described her reactions to a friend who was in a residential program

for substance abuse users and was pregnant:

BLike she told me at work and I_m like why in the heck you didn_t tell me that, you know. But
when she told me she was happy and I was like I_m so sorry. That is horrible, what are you going to
do, are you going to get an abortion? But its just like what are you going to do, I mean her boyfriend is
in the Keys and she is in this program like for another 2months, she has nomoney, she owes everybody
money. She wants to move to the Keys with her boyfriend and he doesn_t even have his own place he is
staying with other people. And I_m like are you crazy? I mean, think about your kid if anything you
know. She is just a little crazy, she is not thinking straight. And her boyfriend is pressuring her, so. She
doesn_t know what she is going to do. Her mom is like don_t do it, but 1 day, she was over here and I
hadn_t seen her or talked to her for a while and she was going to the program and she broke down and
told me I don_t want to marry him, he_s pressuring me into marrying him and I don_t know how he is to
live with, cause she just started going out with him.^

Teacher support

Relationships with teachers were significant for only a few of the phase-2 daughters in years 1

and 2 although most of them could identify a favorite teacher. Having a favorite teacher did not

mean that they had a close relationship with him/her but rather a recognition of the commitment

these teachers had to their students to help them learn and to help them do in their classes. One

daughter said, B...my ROTC teacher at school, he is the person I look up the most because I see

myself as him when I get to his age.^ Another daughter described the ways a guidance counselor

Bgets you back on track if you fall off^. These positive effects of relationships are supported by

recent research that identifies relationships as one of the five exemplary practices that help at-risk

students to have positive secondary school experiences.53

These relationships, when they did exist, were affected by leaving school. By year 4, none of

the phase-2 daughters were attending regular high school. Eight had graduated from high school,

and six others were trying to get either their high-school diploma through online courses or a

GED. One daughter who had quit school described her reasons: BThat school weren_t right for me,

I didn_t like it, it was like the teachers they don_t pay attention to you there, they don_t try to help

you or nothing. So I_m gonna try to go to P-Tech.^ This daughter, as well as several of the other

interviewees, was not sure what grade she had completed (Babout 11th^) and also did not know

how long it would take for her to complete her GED. The daughters who quit school had many

challenges with GED programs. They mentioned teachers who did not give them much direction,

challenges with day care for their young children, and transportation barriers.

The effect of transitions on the daughters_ relationships

In addition to the relationships of the daughters with their parents and teachers, many adolescents

mentioned the role of friendships with peers. Relationships with friends were reported as valuable
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during the early study years, and some daughters reported having long-lasting friendships that

developed from the time they were in elementary and/or middle school. Throughout the study,

some daughters made clear distinctions between friends, associates, and acquaintances. Friends

were described as the people with whom they get together outside of the school context. Associates

were described as school peers, and acquaintances as people with whom they may exchange a

Bhello^ or have a brief conversation but would not go out with them. Close relatives such as

cousins, older sisters, and aunts replaced the presence of friends for some daughters.

Transitions in years 3 and 4 affected the daughters_ relationships. Many girls had moved, either

to live with a boyfriend or to get a place of their own, and had lost contact with friends. Others

mentioned that graduating from high school resulted in losing contact with some friends and that

some friends had moved or gone on to community colleges. One daughter noted that she was sad

about graduating from high school because she had made many friends during her senior year. In

summary, the girls experienced many changes in their significant relationships with mothers,

teachers, and peers over the course of the study. It is possible that these relationship changes,

although expectable during the transition from adolescence to adulthood, were more keenly felt

due to life events such as dropping out of school, pregnancy, and loss of a boyfriend, and

contributed to their relatively high levels of depression. In addition to the loss of and/or changes

in key relationships, the daughters experienced many of the institutional challenges noted in the

literature,54 which are related to the transition to young adulthood, including low utilization of

mental health services, mistrust of educational institutions, and confusion regarding eligibility

criteria for services such as GED programs.

Limitations

There are several limitations to this study that need to be acknowledged. First, although the

sample was randomly selected from among all 2002 Medicaid eligible mother/daughter pairs in a

five-county region in the Tampa Bay, Florida area, the representativeness of the sample to other

areas of Florida or to other states remains unknown. This is important in this context given that all

of the mothers and daughters in this study were served by the same regional service system.

Another limitation relates to the fact that this is an observational study, and there is a lack of a

comparison group against which the emotional well-being of these youths can be contrasted.

Discussion

These study findings can be used to inform a tertiary approach to mental health intervention.21

This model classifies interventions into universal, selected, and indicated preventive interventions.

Universal preventive interventions are directed to a whole population group rather than to

individuals who have been identified as high risk; in this case, adolescent girls whose mothers are

enrolled in welfare reform. Individuals whose risk for developing mental health problems is

significantly higher than average are the target for the second level of selected preventive

interventions. This second level of intervention applies to those adolescent girls who have

experienced a number of the risk factors identified in the study, such as lack of parental support,

external locus of control, and teenage pregnancy. Indicated preventive interventions are reserved

for those individuals with early signs of possible mental disorders, such as those girls identified as

having emotional or behavioral problems by their mothers or teachers.

Clearly, society needs to invest in the future of adolescent girls whose mothers are enrolled in

TANF so that these girls can do well in school, secure gainful employment, become caring parents,

and participate as citizens in their communities. The gap between their emotional well-being and the

use of mental health services suggests that the potential exists for substantial unmet mental health

needs among these adolescents. However, the study data suggest that schools or any other one system,
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although an important part of the equation, cannot be the sole focus or solution for assisting these

daughters in a healthy transition into adulthood. For example, at the start of the study, 28% of the

daughters (ages 13–17) had already dropped out of school. Important variables identified in the study,

such as teacher social support, did not exist for these daughters, indicating that other mechanisms are

needed to assist them in their transitions. A multifaceted strategy carried out by all the systems with

contact with these girls and their families is needed.

The beginning point for this strategy is to view a mother_s enrollment in TANF as an

opportunity for tertiary prevention activities related to these at-risk adolescents. As part of the

initial TANF application process, the intake worker would ask women whether they have

daughters between the ages of 12 and 18. If the answer is yes, the role of the TANF program

would be to monitor the daughters_ status each time that a mother comes into contact with the

system. A brief series of standard questions about the status of key risk factors could be used to

assist the mothers to identify any high-risk daughters. Other individuals who may serve as portals

for identification of at-risk adolescents include teachers and public health practitioners.

Universal prevention activities could be suggested to mothers whose daughters do not appear to

have multiple risk factors. Some of the phase-2 daughters, when asked what helped them to succeed,

mentioned after-school and summer programs that offered recreational and educational experiences.

These programs should use the framework of positive youth development, a process through which all

adolescents attempt to meet their needs for safety, caring relationships, and community connections

while building their academic, vocational, and social skills.55 This framework makes sense, given the

study findings, because this approach taps into adolescents_ potential for positive development using

the many personal, familial, and community protective factors identified in the literature.

Given the study findings, selected preventive intervention activities for daughters identified as

having some risk factors should focus on a number of domains. First, as the adolescents told us in

this study, educational support services are needed to keep the adolescents in school and prepare

them for future academic pursuits or to enter the workforce. Study findings indicate that teachers

assumed a supportive role primarily for those daughters who were struggling with their emotional

well-being. Teachers and other school personnel need to identify and offer educational support and

services to these at-risk youths. In addition to the lack of teacher support, many of the daughters had

only a vague understanding of the academic requirements needed to graduate from high school, get

into college and/or receive financial aid, and enter the profession to which they ascribed.

A second area is reproductive health education so that teenage pregnancies can be minimized. As

noted earlier, over half of the daughters had been pregnant by the end of the study. Caring for a baby

presented many challenges for these girls, both financially and emotionally. One possible resource

is the programs for pregnant and parenting teens that are offered by middle and high schools. These

programs offer concrete advice about parenting, provide child care on-site so that teens can stay in

school, and offer emotional support. Finally, these youths need targeted efforts to foster and sustain

significant adult relationships with individuals who can serve as role models and mentors,

especially if their mothers are unable to fulfill this role. A recent synthesis of the role and outcomes

of mentoring programs indicates that those who benefit the most are those who are the most at risk

and that youths with mentors improve on a number of educational outcomes, including fewer

unexcused absences, better school behaviors, and greater chances of attending college.56

For those girls needing employment, they need vocational assistance, including work skills

development, job coaches, and employment opportunities. The importance of having a job was

stressed by several of the girls in year 4, in relationship to having enough money to get a car, pay

car insurance, attend community college, get an apartment, and/or care for their child. Several

girls noted that minimum wage jobs were stressful: BJust working at Burger King, I know I am not

going anywhere. Even as a manager there, I am not going to go anywhere, so I have thought about

it too. Stressing out about working there is just too much; you work too much to get a little

paycheck.^ For this daughter, these conditions were strong motivators to finish high school.
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Indicated prevention strategies are needed for TANF daughters whose mothers, teachers, or public

health practitioners identify as experiencing challenges emotionally, behaviorally, and/or with

substance use. For example, at TANF intake, the parents could be asked to complete a brief mental

health screen about their daughter. Any number of short self-report measures could be used that are

both in the public domain (i.e., they are available at no cost) and have been demonstrated to have

good psychometric properties. A few of these measures include the CES-D,38 PSC,39 the CSI,40 and

the Patient Health Questionnaire-9.57 For girls with identified mental health needs, timely referral

and linkages are needed to appropriate behavioral health services and support.

Implications for Behavioral Health

Within this framework of planning and implementing a tertiary model of universal, selected, and

indicated preventive interventions for this population, the local community mental health system has

many roles to play. First, the behavioral health system needs to be an active player in a community

cross-system infrastructure that coordinates services and supports for at-risk adolescents. This local

coordinating body can be convened by any player, including a community mental health provider, the

school district, or a group of concerned parents. Regardless of who organizes the effort, community

mental health centers need to actively participate in local needs assessment activities, the identification

of gaps in services and barriers to accessing services, and ongoing coordination of existing services and

supports for at-risk youths.

Second, the behavioral health system should be engaged with the natural portals for mental health

prevention and intervention, including the local TANF office, schools, and the public health system.

Especially with poor young women, previous studies have indicated the importance of placing mental

health identification and engagement services in settings where they are often seen.58 Community

mental health centers need to be linked with these portals and perform a number of roles, including

offering consultation to the intake staff and case managers, acting as a referral source, and providing

further mental health and/or substance abuse assessment and evaluation for girls with identified

needs. In addition, community mental health providers should agree to give priority to girls who are

identified by the other systems as in need of further assessment. For example, if the number of referrals

for behavioral health assessments increases at a portal, the community mental health system may offer

to provide an on-site clinician a few days a week to assist with assessment and linkage activities.

Finally, the behavioral health system should offer ongoing consultation and training for staff in the

portal systems regarding the identification of at-risk youths, engagement of these youths in prevention

and early intervention activities, and appropriate behavioral health referral sources and linkages.

Another implication from this study is that the behavioral health system needs to offer outreach,

education, and engagement activities with at-risk adolescent girls and their mothers. Despite the

disproportionate number of adolescents who reported some level of emotional problems, not more

than 5% of the adolescents reported using a mental health service in any given year. The behavioral

health system needs a media campaign to educate parents, teachers, and adolescents about the

indicators of mental health and/or substance abuse problems and how to obtain help. Research has

demonstrated that such efforts are effective in reducing the stigma tied to accessing behavioral health

services.59 This recommendation is consistent with the President_s New Freedom Commission

Report which states that Bmedia-oriented and other types of mental health awareness campaigns can

inform the public about where and how to obtain help^.60 (p. 23) Advanced multimedia strategies

developed in the private sector have been adopted for and successfully used in the public health

arena.61 For example, an evaluation of the mass media program VERB, launched in 2002 by the

Centers for Disease Control and Prevention to increase the levels of physical activity among

children, documented increased levels of awareness in the first year and higher levels of physical

activity among some subgroups of children.62 As part of the Center for Mental Health Services

BCaring for Every Child_s Mental Health Campaign^,63 to increase public awareness regarding the
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importance of ensuring the mental health of the nation_s youths, multiple media efforts have been

made to engage local media, build rapport with reporters, create locally shaped messages, develop

talking points, and conduct media follow-up. The basic messages are that youths_ mental health is

important; many children experience real, painful, and severe problems, but that these problems if

recognized can be successfully treated.

In summary, the behavioral health care system needs to be an active participant in a multisystem

collaborative infrastructure that is accountable for planning, monitoring, media education,

engagement, and offering services to at-risk adolescents in their community. Informed by a tertiary

model of mental health prevention and intervention, this infrastructure can truly be the safety net

that these girls need to become fully contributing adult members of their community.
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