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Context: In the 1990s, US welfare reform legislation im-
posed a 5-year lifetime limit on financial support for low-
income families with young children (younger than 18
years). With increasing numbers of single mothers and
their children reaching the end of their welfare eligibil-
ity, there is concern about potentially high rates of un-
treated psychiatric and substance use disorders in this
population.

Objective: To determine the prevalence, correlates, and
likelihood of treatment for mental and substance use dis-
orders in a population of urban single mothers receiv-
ing Temporary Assistance for Needy Families (TANF).

Design: In-person diagnostic assessments were con-
ducted from November 1, 2003, to October 31, 2004.

Setting: Cook County, Illinois.

Participants: Female TANF recipients and residents of
Cook County (N=333) who were randomly sampled dur-
ing the final 24 months of their eligibility for TANF.

Main Outcome Measure: Prevalence rates of DSM-IV
mental and substance use disorders using the World
Health Organization’s Composite International Diagnos-
tic Interview.

Results: Lifetime prevalence of Composite Interna-
tional Diagnostic Interview disorders was 61.0% (95%
confidence interval [CI], 55.7%-66.3%); 12-month preva-
lence was 46.8% (41.5%-52.2%). Lifetime prevalence of
mental disorders was 53.2% (95% CI, 47.8%-58.5%); 12-
month prevalence was 44.1% (38.8%-49.5%). Lifetime
prevalence of substance use disorders was 29.1% (95%
CI, 23.9%-33.8%); 12-month prevalence was 9.0% (6.8%-
12.0%). Lifetime prevalence of comorbid mental/
substance use disorders was 21.3% (95% CI, 16.9%-
25.7%); 12-month prevalence was 6.3% (3.7%-8.9%).
Only 21.7% (95% CI, 14.8%-28.5%) of participants with
12-month mental disorders received treatment for men-
tal disorders; 41.4% (22.3%-60.4%) of participants with
12-month substance abuse disorders received treatment
for substance use disorders.

Conclusions: Despite the high prevalence of psychiat-
ric and substance use disorders in this population, many
remain untreated. The consequences of terminating wel-
fare assistance are worthy of further investigation, given
the potential for adverse effects on both mothers and their
young children.
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I N 1996, PASSAGE OF THE PER-
sonal Responsibility and Work
Opportunity Reconciliation Act1

marked the beginning of a new
wave of welfare reform in the

United States. Under this act, the Tempo-
rary Assistance for Needy Families (TANF)
program, formerly known as Aid to Fami-
lies with Dependent Children (AFDC), was
created, significantly altering provisions for
cash payments to low-income families.
Among other things, the new regulations
imposed a federal lifetime limit of up to 5
years on financial support as well as stricter
requirements for employment and work-
related activities.2 These changes were in-
tended to enhance self-sufficiency and re-
duce long-term reliance on public income

support. The Personal Responsibility and
Work Opportunity Reconciliation Act was
reauthorized under the 2005 Deficit Re-
duction Act.3

One concern about the new legisla-
tion arose from findings of prior research
on mental health vulnerabilities experi-
enced by female-headed, low-income fami-
lies.4 For example, Bassuk and col-
leagues5 used the Structured Clinical
Interview (SCID) for DSM-III-R6 to as-
sess 436 single mothers receiving AFDC
in Worcester, Massachusetts, in 1992-
1995. They found a lifetime prevalence of
major depressive disorder (MDD) (43.8%)
that was twice that of women in the gen-
eral population (21.0%), whereas the life-
time prevalence of posttraumatic stress dis-

Author Affiliations:
Department of Psychiatry
(Drs Cook and Burke-Miller,
Mss Jonikas and Carter, and
Mr Grey) and The Wellness
Center (Ms Petersen),
University of Illinois at
Chicago, and Research
Department, Community
Mental Health Council
(Dr Mock), Chicago, Illinois;
Department of Human
Development and Family
Sciences, Oregon State
University, Corvallis
(Ms Taylor); and Institute for
Legal and Policy Studies,
University of Illinois at
Springfield (Mr Gruenenfelder).

(REPRINTED) ARCH GEN PSYCHIATRY/ VOL 66 (NO. 3), MAR 2009 WWW.ARCHGENPSYCHIATRY.COM
249

©2009 American Medical Association. All rights reserved.

Downloaded From:  by a University of Illinois - Chicago User  on 10/11/2017



order (PTSD) (35.3%) was 3 times higher than that of
women in the general population (12.0%). In addition,
38.1% had a substance use disorder, significantly higher
than the general female population prevalence of 20.3%.

Another study used data from the National House-
hold Survey of Drug Abuse,7 an annual cross-sectional
survey of the civilian, noninstitutionalized population.
Among single mothers with children younger than 18
years receiving AFDC in 1994-1995, assessment using
the University of Michigan Composite International Di-
agnostic Interview (CIDI)8 found a 12% prevalence for
MDD, 3% for generalized anxiety disorder (GAD), 5%
for agoraphobia, and 5% for panic attacks. Nineteen per-
cent of women met DSM-III-R criteria for 1 or more of
the 4 disorders assessed, and the prevalence of alcohol
dependence was 9%. In a multivariate analysis, the like-
lihood of MDD was greater among welfare recipients, ciga-
rette users, street drug users, and those with alcohol de-
pendence, among other factors.

These diagnostic studies were followed by similar ef-
forts focused on women receiving TANF under the new
welfare-to-work regulations. Many of these studies used
symptom measures or screeners, such as the Center for
Epidemiologic Studies Depression Scale,9,10 the Brief Symp-
tom Inventory,11 or the Kessler 6-item Psychological Dis-
tress Scale.12 However, 4 studies used diagnostic assess-
ment batteries similar to that used in our research. The
first of these examined data from the Women’s Employ-
ment Survey,13 a probability sample of single mothers re-
ceiving TANF during February 1997 in an urban Michi-
gan county. The CIDI Short Form14 was administered to
503 women during 4 successive interview waves in 1997-
2002. Among those completing all 4 waves, prevalence
of MDD ranged from 15.5% to 25.1%, prevalence of PTSD
was 13.7% to 15.7%, prevalence of GAD was 6.4% to 9.9%,
and prevalence of social phobia was 6.8% to 7.6%. Preva-
lence for 1 or more of these disorders ranged from 28.6%
to 34.2%.

A second study used a stratified random sample of 284
women in Utah who had received TANF for at least 36
months in 1997-1998.15 Using questions from the DSM-
III16 to assess “clinical depression” and items from the
DSM-IV17 to assess GAD and PTSD, prevalence of clini-
cal depression was 42.3%, prevalence of PTSD was 15.1%,
and prevalence of GAD was 6.7%. High rates of drug abuse
(19.6%) and alcohol abuse (20.1%) were also reported,
along with physical health problems (53.2%) and do-
mestic violence during adulthood (73.6%).

A third study examined 508 young (age range, 18-39
years), unmarried women living with dependent chil-
dren in rural areas of New Hampshire, Maine, and Ver-
mont.18 Although only 18% were currently receiving
TANF, another 39% reported receiving either TANF or
AFDC in the past. Using a shortened version of the CIDI
1.0,19 this study found a lifetime prevalence of 37% for
MDD. In multivariate analysis, lifetime MDD was asso-
ciated with elevated levels of stress owing to financial con-
straints, parenting problems, child care concerns, and ru-
ral issues.

A fourth study focused on 180 Welfare to Work par-
ticipants (98% of whom were women) enrolled in a vo-
cational program in Allegheny County, Pennsylvania, in

1999.20 Using the SCID for DSM-IV,20 the prevalence of
MDD was 7.3%, panic disorder was 7.3%, PTSD was 3.9%,
dysthymia was 4.5%, and agoraphobia was 3.9%. Fif-
teen percent were diagnosed as having a substance use
disorder, and 38% were diagnosed as having multiple
DSM-IV disorders.

Although this research is suggestive, no published stud-
ies have administered a full diagnostic battery to a ran-
domly sampled population of single mothers with de-
pendent children on TANF. Moreover, with the exception
of the landmark work of Bassuk and colleagues5 and one
later study,20 psychiatric epidemiological research on
AFDC and TANF populations has been largely confined
to specific DSM-IV diagnoses, most often MDD, PTSD,
and GAD. The present study addressed 2 major re-
search questions. First, what is the prevalence of a full
range of DSM-IV disorders in a cohort of single mothers
who are nearing the end of their eligibility for TANF cash
benefits? Second, what proportion of those diagnosed as
having psychiatric or substance use disorders report re-
ceiving treatment for those disorders? The following de-
scribes the study methods and procedures used to ad-
dress these questions.

METHODS

PARTICIPANTS

The subject pool consisted of all women with young children
residing in Cook County, Illinois (81% of the state’s TANF popu-
lation reside in Cook County), who were receiving cash ben-
efits and were classified by the Illinois Department of Human
Services (DHS) as “work eligible” in November 2003. This clas-
sification meant that they had not been exempted from the state’s
work requirement because of factors such as pregnancy, hav-
ing a child younger than 1 year, being disabled or temporarily
incapacitated, caring for a relative with an illness or disability,
or being a survivor of domestic violence. Exception from the
work requirement was also granted for women enrolled in in-
tensive treatment programs for mental illness, substance abuse,
or domestic violence that prevented them from working at least
30 hours per week. Other study inclusion criteria were as fol-
lows: single mother, 18 to 59 years of age (because those 60
years or older could be receiving Medicare), with 1 or more
children younger than 18, having 24 months or less of lifetime
TANF eligibility remaining (the lifetime limit in Illinois is 5
years), a US citizen, and English speaking.

PROCEDURES

A random sample of 1000 women meeting study inclusion cri-
teria was drawn by DHS from its database in November 2003.
These women were sent a letter via US mail from the Univer-
sity of Illinois at Chicago inviting them to participate in the study.
Nonrespondents with valid addresses were sent a follow-up mail-
ing. Two additional DHS database runs (March and May 2004)
were used to update contact information and identify women
no longer eligible for study participation. All nonresponding
potential subjects received 10 or more telephone calls and as
many as 3 home visits before recruitment ceased.

Of the 1000 women originally sampled by DHS, 378 (37.8%)
did not meet the study’s eligibility criteria for age, residence,
single parenthood, living with young children, receiving cash
income, speaking English, or having 24 months or less of re-
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maining TANF eligibility. Their sample size of 378 was elimi-
nated from the denominator in calculations of response rate.
An additional 167 (16.7%) were not located, 113 (11.3%) re-
fused to participate, 9 (0.9%) began but did not complete the
interview, and 333 (33.3%) completed interviews including the
CIDI assessment. Thus, the sample response rate was 53.5%
and the cooperation rate was 73.2% using criteria recom-
mended by the Institute for Social and Economic Research.21

To assess sample representativeness, we compared the 333 study
respondents with the originally sampled pool and found that
respondents did not differ statistically from nonrespondents in
terms of age, race/ethnicity, language, geographic region, or num-
ber of remaining months of TANF eligibility. We also com-
pared all 6 groups of women (ie, total sampled, ineligible, were
not located, refused to participate, did not complete the CIDI
interview, and study respondents) on these same characteris-
tics and found that they did not differ significantly. Women
were interviewed during a 1-year period from November 1, 2003,
through October 31, 2004, and all provided written informed
consent in accordance with a protocol approved by the Uni-
versity of Illinois at Chicago Office for the Protection of Hu-
man Subjects.

INTERVIEWER TRAINING
AND FIELD QUALITY CONTROL

Professional nonclinician interviewers from the University of
Illinois at Chicago Center on Mental Health Services Research
and Policy completed 3 days of CIDI training provided through
the University of Michigan’s World Health Organization–
designated CIDI training center. In addition, all interviewers
successfully completed 2 practice interviews before beginning
work on the study. Interviews were administered via laptop com-
puter-assisted personal interviewing software, including skip
programming, error screening, and consistency checks. The com-
puter-assisted personal interviewing format allowed for stan-
dardization of administration, and direct entry of data mini-
mized interviewer errors. To maintain quality control, a
randomly selected 10% of respondents were contacted via tele-
phone by study managers (L.O.M. and J.A.J.) following the in-
terview to verify the interview process and completion.

MEASURES

Diagnostic Assessment

This study used the CIDI 2.1 Auto Version,22 a comprehensive,
fully standardized battery that assessed mental disorders accord-
ing to the definitions and criteria of the DSM-IV. This was the
most recent version of the CIDI available at the time the study
was conducted, and it displayed good test-retest reliability in prior
research.23 The modular design of the CIDI allowed us to in-
clude diagnoses of interest, including anxiety disorders, mood
disorders, mania, schizophrenia spectrum disorders, eating dis-
orders, somatoform disorders, and substance use disorders. Use
of a full diagnostic battery provided potentially valuable infor-
mation regarding the actual number of diagnoses and co-
occurrence of specific diagnoses that was not obtainable from
abbreviated diagnostic batteries used in prior studies.

Service Utilization

Participants were asked about mental health, substance abuse,
and other social services they had used in the past 6 months.
Service utilization data were available for 326 (97.9%) of 333
study respondents. Services discussed included psychiatric out-
patient and inpatient treatment, psychotropic medication, al-

cohol treatment, drug treatment, self-help/peer support, and
crisis hotlines. Each service was described using a sentence to
clarify meaning.

STATISTICAL ANALYSIS

Frequency distributions and cross-tabulations were used to cal-
culate prevalence, comorbidity, reoccurrence, age at onset, and
treatment. Bivariate odds ratios were used to examine socio-
demographic correlates of DSM-IV diagnostic categories and
treatment. Logistic regression analysis24 was used to examine
multivariate associations between prevalence and treatment and
women’s diagnostic and demographic variables.

RESULTS

PREVALENCE OF DISORDERS

Background characteristics of study respondents are
shown in Table 1. The prevalence of DSM-IV disorders
was 61.0% (95% confidence interval [CI], 55.7%-

Table 1. Demographic Characteristics of Study Samplea

Characteristic
Study Sample

(N=333)

Age, y
Mean (SD, minimum-maximum, median) 32.3 (7.2, 21-53, 31)
21-26 25.8
27-31 26.2
32-37 24.0
�38 24.0

Race/ethnicity
African American 95.8
Hispanic/Latina 2.4
White 1.5
Other 0.3

Remaining TANF eligibility, mo
Mean (SD, minimum-maximum, median) 15.4 (6.1, 2-24, 16)
1-6 10.7
7-12 21.3
13-18 30.2
19-24 37.8

No. of children
Mean (SD, minimum-maximum, median) 4.0 (2.0, 1-12, 4)
1 5.4
2 20.1
3 21.0
�4 53.5

Education completed, y
Mean (SD, minimum-maximum, median) 11.5 (1.6, 7-18, 11)
�12 57.4
�12 (GED not included) 42.6

Currently in school 13.8
Never married 87.4
Cohabiting as married 20.1
Currently employed, full- or part-time 39.6
No. of months employed in the past year,

Mean (SD, minimum-maximum, median) 3.8 (4.5, 0-12, 2)
0 45.1
1-6 27.6
7-12 27.3

Abbreviations: GED, general equivalency diploma; TANF, Temporary
Assistance for Needy Families.

aData are given as the percentage of respondents unless otherwise
indicated.
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66.3%) for lifetime and 46.8% (41.5%-52.2%) for the 12
months preceding the interview (Table 2). Lifetime
prevalence of mental disorders was 53.2% (95% CI, 47.8%-
58.5%); and 12-month prevalence was 44.1% (38.8%-
49.5%). The most common mental health conditions were
anxiety disorders (lifetime prevalence, 47.1%; 12-
month prevalence, 39.0%), especially PTSD (lifetime,
19.5%; 12-month, 9.3%), and specific phobias (lifetime,
24.6%; 12-month, 21.9%). The latter included natural en-
vironment–type phobia (lifetime prevalence, 14.7%; 12-
month prevalence, 13.5%), animal-type (lifetime, 9.0%;
12-month, 7.5%), situational-type (lifetime, 9.0%; 12-
month, 7.2%), and blood injection injury–type (life-
time, 8.7%; 12-month, 6.6%). Also common were mood
disorders (lifetime prevalence, 28.8%; 12-month preva-
lence, 20.1%), especially major depression (lifetime,
24.9%; 12-month, 17.4%). Lifetime prevalence of sub-
stance use disorders was 29.1% (95% CI, 23.9%-
33.8%); 12-month prevalence was 9% (6.8%-12.0%).
Prevalence was higher for drug dependence (lifetime
prevalence, 13.5%; 12-month prevalence, 4.2%) than for
alcohol dependence (lifetime, 6.9%; 12-month, 2.7%). Fi-
nally, lifetime prevalence for co-occurrence of mental
health and substance use disorders was 21.3% (95% CI,
16.9%-25.7%); 12-month prevalence was 6.3% (3.7%-
8.9%).

The CIDI is designed to screen for schizophrenia spec-
trum disorders rather than provide a definitive diagno-
sis as it does for other mental disorders. Following CIDI
protocol, the verbatim comments of the 12 respondents
who screened positive were reviewed by a qualified psy-

chiatrist who determined that none of the cases war-
ranted a diagnosis of schizophrenia spectrum disorder.

RECURRENCE

Most of the 12-month disorders were recurrent rather than
onset cases, meaning that the disorder had occurred 1 or
more times before its occurrence in the past 12 months.25

Recurrence was especially high (�75%) for 12-month al-
cohol abuse (100.0%), social phobia (96.1%), alcohol de-
pendence (88.9%), drug dependence (86.0%), bipolar dis-
order (88.6%), agoraphobia (86.3%), GAD (84.1%), PTSD
(80.9%), and obsessive-compulsive disorder (80.4%).

AGE AT ONSET

Descriptive statistics (data not shown) regarding distri-
butions of age at onset for each DSM-IV diagnosis were
compared. Median age at onset ranged from 12 years for
specific phobia to 31 years for somatoform disorder. In
addition to specific phobia, median age at onset oc-
curred during the teenage years for social phobia (14
years), alcohol use (16 years), bipolar disorder (18 years),
PTSD (18 years), and agoraphobia (18 years). For all other
disorders, median age at onset was 20 years or older.

COMORBIDITY

Comorbidity in this group was high (Table 3). Of those
with lifetime or 12-month mood disorder, more than
three-quarters also met criteria for lifetime or 12-month

Table 2. Prevalence of Lifetime and 12-Month DSM-IV Diagnoses in Study Samplea

DSM-IV Diagnostic Category Lifetime 12-Month

Any DSM-IV diagnosis 61.0 (55.7-66.3) 46.8 (41.5-52.2)
Any mental health disorder 53.2 (47.8-58.5) 44.1 (38.8-49.5)
Mood disorders 28.8 (23.8-33.6) 20.1 (15.9-24.6)

Major depressive disorder 24.9 (20.4-29.8) 17.4 (13.4-21.6)
Bipolar disorder 2.7 (1.0-4.5) 2.7 (1.0-4.5)
Dysthymia 2.4 (0.6-3.7) 0.9 (0.0-1.9)

Anxiety disorders 47.1 (41.7-52.5) 39.0 (33.7-44.2)
Posttraumatic stress disorder 19.5 (15.3-23.9) 9.3 (6.2-12.5)
Obsessive-compulsive disorder 1.8 (0.4-3.3) 1.5 (0.2-2.8)
Generalized anxiety disorder 8.7 (5.7-11.8) 7.5 (4.7-10.4)
Panic disorder 0.6 (0.0-1.4) 0.6 (0.0-1.4)
Social phobia 9.0 (5.9-12.1) 7.8 (4.9-10.8)
Agoraphobia without panic 2.7 (1.0-4.4) 2.1 (0.6-3.6)
Specific phobia (natural environment, situational, animal, or blood) 24.6 (20.0-29.3) 21.9 (17.4-26.4)

Somatoform disorders 1.5 (0.0-2.4) 1.5 (0.0-2.4)
Any substance use disorder 29.1 (23.9-33.8) 9.0 (6.8-12.0)

Drug abuse 10.8 (7.5-14.2) 1.2 (0.0-2.4)
Drug dependence 13.5 (9.9-17.3) 4.2 (2.0-6.4)
Alcohol use 18.6 (14.5-23.0) 5.1 (2.8-7.5)
Alcohol abuse 11.7 (8.3-15.3) 2.4 (0.8-4.4)
Alcohol dependence 6.9 (4.2-9.7) 2.7 (1.0-4.5)

Co-occurring mental health and substance use disorder 21.3 (16.9-25.7) 6.3 (3.7-8.9)
No. of DSM-IV diagnoses, mean (SD, minimum-maximum, median)

[95% confidence interval]
1.7 (2.0, 0-11, 1) [1.5-1.9] 1.0 (1.4, 0-10, 0) [0.8-1.1]

No. of DSM-IV mental health diagnoses, mean (SD, minimum-maximum, median)
[95% confidence interval]

1.2 (1.4, 0-6, 1) [1.0-1.3] 0.9 (1.2, 0-5, 0) [0.7-1.0]

No. of DSM-IV substance use diagnoses, mean (SD, minimum-maximum, median)
[95% confidence interval]

0.5 (1.1, 0-7, 0) [0.4-0.7] 0.1 (0.5, 0-7, 0) [0.1-0.2]

an=333. Data are given as prevalence (95% confidence interval) unless otherwise indicated.
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anxiety disorder, whereas half met criteria for lifetime sub-
stance use disorder. Those with lifetime anxiety disor-
der showed a similar pattern of high rate of co-
occurrence (�50%) with lifetime mood disorder as well
as lower but still noteworthy co-occurrence (more than
a third) with lifetime substance use disorder. Finally,
among those with lifetime and 12-month substance use
disorder, more than a third had co-occurring lifetime or
12-month mood disorder, and more than half had life-
time or 12-month anxiety disorder.

SOCIODEMOGRAPHIC CORRELATES

Bivariate analyses (Table 4) showed that lifetime sub-
stance use disorder was meaningfully elevated (P�.05;
odds ratios�1.5) among respondents in the 27 to 31, 32
to 37, and 38 years or older age groups compared with
those aged 21 to 26 years. Both lifetime substance use
disorder and lifetime anxiety disorder were meaning-
fully elevated among women with 4 or more children.
Lifetime anxiety disorder was meaningfully reduced
among women with 12 or more years of education. Mood
disorder was meaningfully lower among those who were
currently cohabiting, and mood and anxiety disorders
were elevated among the ever married.

Twelve-month substance use disorder was elevated
among women aged 38 and older, while 12-month anxi-
ety disorder was elevated among those in the 27- to 31-
year age range.

Both anxiety and mood disorders were lower among
those who were currently cohabiting and elevated among
theevermarried.Mooddisorderwasmeaningfullyelevated
among those who had been working for 7 to 12 months,
compared to those working fewer months or not at all.

In multivariate analyses (Table 5), controlling for all
other variables, lifetime mood disorder remained mean-
ingfully lower among those who were currently cohab-
iting and higher among the ever married. Lifetime anxi-
ety disorder was elevated among the ever married and
reduced among those with 12 or more years of educa-
tion. Lifetime substance use disorder was elevated for those
in the 27 to 31, 32 to 37, and 38 years or older age groups.

Twelve-month mood and anxiety disorders were el-
evated among the ever married, whereas anxiety disor-
ders were reduced among those currently cohabiting.
Twelve-month substance use disorder was elevated among
those 38 years or older.

SIX-MONTH TREATMENT

Among women diagnosed by the CIDI with any type of 12-
month DSM-IV disorder, only a third (33.6%) reported re-
ceiving some form of behavioral health treatment in the 6
months before the interview (Table 6). Among women
with a 12-month DSM-IV disorder, 20.4% reported receiv-
ing mental health treatment, 21.2% reported nontradi-
tional services such as participation in a support group or
hotline, and 17.8% reported substance abuse treatment.
Among those with a CIDI diagnosis of psychiatric disor-
der, only 21.7% reported receiving any type of mental health
treatment;most commonly this consistedofoutpatient treat-
ment/counseling(19.6%)orpsychiatricmedication(14.8%).
Among women with a 12-month substance use diagnosis,
a higher proportion (41.4%) reported receiving some type
of substance abuse treatment: 34.5% for drug and 27.6%
for alcohol use. Nontraditional services were reported for
a larger proportion of women with 12-month substance use
disorders (34.5%) than 12-month mental disorders (20.4%).
Whereas more than half of women with a 12-month sub-
stance use disorder (58.6%) received some type of ser-
vice, this was true for only 32.9% of women with 12-
month mental disorders. In fact, with 1 exception, higher
proportions of women with substance use disorders re-
ceived every type of service, including mental health treat-
ment, than did women with mental health disorders.
Women with 12-month substance use disorders reported
receiving a mean (SD) of 2 different types of services (2.2),
whereas those with 12-month mental health disorders re-
ported receiving a mean of 1 service type (1.7).

At the bivariate level (Table 7), among those with a
12-month DSM-IV disorder, receipt of any type of treat-
ment was more likely among those who were older (32-37
years and �38 years). Treatment was less likely among
those who had been employed for 7 or more months in

Table 3. Comorbidity Among Lifetime and 12-Month DSM-IV Diagnostic Categoriesa

Comorbid Disorder

Prevalence (95% Confidence Interval), %b

Mood Disorders Anxiety Disorders Substance Use Disorders

Lifetime 12-mo Lifetime 12-mo Lifetime 12-mo

Mood disorders
Lifetime NA 100 (94.6-100) 51.6 (43.8-59.3) 56.2 (47.6-64.4) 49.5 (39.8-59.3) 56.7 (39.2-72.6)
12-mo 69.8 (60.0-78.1) NA 38.2 (31.0-46.0) 42.3 (34.2-50.9) 35.0 (26.3-45.0) 50.0 (33.2-66.8)

Anxiety disorders
Lifetime 84.4 (75.8-90.3) 89.6 (80.0-94.8) NA 100 (97.1-100) 64.9 (55.0-73.7) 76.7 (59.1-88.2)
12-mo 76.0 (66.6-83.5) 82.1 (71.2-89.4) 82.8 (76.1-87.9) NA 51.5 (41.7-61.2) 60.0 (42.3-75.4)

Substance use disorders
Lifetime 50.0 (40.2-59.8) 50.7 (39.1-62.4) 40.1 (32.8-47.9) 38.5 (30.5-47.0) NA 100 (88.6-100)
12-mo 17.7 (11.4-26.5) 22.4 (14.1-33.7) 14.6 (10.0-21.0) 13.8 (8.9-20.8) 30.9 (22.6-40.7) NA

Abbreviation: NA, not applicable.
an=333.
bTwo-tailed �2 test; P� .01 for all comparisons.
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the previous year compared with those employed 6
months or less. These relationships remained signifi-
cant in multivariate analyses (Table 7). Controlling for
all sociodemographic predictors, treatment was more
likely among those who were older and those who were
employed for fewer months during the past year.

COMMENT

In an urban cohort of single mothers with a mean of 15
months of lifetime TANF eligibility remaining, the 12-
month prevalence of mental health and substance use
disorders was notably higher than that found in the gen-
eral US population of women. For example, the 12-
month prevalence of major depression in our sample

(17.4%) was more than twice as high as that found in
the National Comorbidity Study Replication among US
women in the general population (8.6%),26 and the preva-
lence of anxiety disorders (39.0%) was 60% higher than
the US female population prevalence (23.4%). Particu-
larly striking were the estimates for substance use dis-
orders, which were 5 times higher for drug abuse and de-
pendence (5.4% vs 0.7%) and almost 3 times higher for
alcohol abuse and dependence (5.1% vs 1.8%).26 These
results confirm what has long been suspected on the ba-
sis of earlier research, namely, mothers of young children
remaining on TANF near the end of their lifetime eligi-
bility face significant behavioral health challenges within
the context of poverty, single parenthood, and low hu-
man capital in the way of formal education and job skills.

Table 4. Bivariate Sociodemographic Correlates of Lifetime and 12-Month DSM-IV Diagnostic Categories

Sociodemographic
Correlates

Odds Ratios (95% Confidence Interval)

Lifetime 12-mo

Mood
Disorder

�2

Test
Anxiety
Disorder

�2

Test
Substance

Use Disorder
�2

Test
Mood

Disorder
�2

Test
Anxiety
Disorder

�2

Test
Substance

Use Disorder
�2

Test

Age, y
21-26 1 [Reference] 0.21a 1 [Reference] 2.99a 1 [Reference] 18.16a,b 1 [Reference] 3.14a 1 [Reference] 4.73a 1 [Reference] 5.72a

27-31 1.0 (0.5-1.9) 1.6 (0.9-3.0) 2.7 (1.2-6.0)c 1.8 (0.8-4.0) 2.0 (1.1-3.7) b 2.1 (0.6-7.2)
32-37 1.1 (0.6-2.2) 1.4 (0.8-2.7) 3.7 (1.7-8.0)b 1.9 (0.9-4.3) 1.6 (0.8-3.1) 1.7 (0.4-6.1)
�38 1.1 (0.6-2.2) 1.2 (0.6-2.2) 4.8 (2.2-10.4)b 1.5 (0.7-3.5) 1.5 (0.8-2.8) 3.6 (1.1-11.7)d

Median age, y
�31 1 [Reference] 0.10e 1 [Reference] 0.26e 1 [Reference] 14.48b,e 1 [Reference] 0.67e 1 [Reference] 0.46e 1 [Reference] 2.09e

�31 1.1 (0.7-1.7) 1.1 (0.7-1.7) 2.6 (1.6-4.2) 1.2 (0.7-2.1) 1.2 (0.7-1.8) 1.8 (0.8-3.8)
Race/ethnicity

African American 1 [Reference] 0.34e 1 [Reference] 0.11e 1 [Reference] 0.31e 1 [Reference] 0.02e 1 [Reference] 0.07e 1 [Reference] 1.45e

All other 0.7 (0.2-2.2) 1.2 (0.4-3.5) 0.7 (0.2-2.2) 0.9 (0.2-3.4) 1.2 (0.4-3.5) . . .
Remaining TANF eligibility, mo

1-6 1 [Reference] 1.35a 1 [Reference] 0.83a 1 [Reference] 2.89a 1 [Reference] 2.40a 1 [Reference] 0.90a 1 [Reference] 2.73a

7-12 0.8 (0.3-2.0) 1.1 (0.5-2.5) 0.8 (0.3-2.2) 1.1 (0.4-3.2) 1.0 (0.4-2.3) 0.5 (0.1-2.5)
13-18 1.0 (0.4-2.4) 1.4 (0.6-3.0) 1.2 (0.5-3.0) 1.6 (0.6-4.4) 1.1 (0.5-2.4) 1.3 (0.3-5.1)
19-24 0.8 (0.3-1.7) 1.1 (0.5-2.4) 1.5 (0.6-3.4) 1.0 (0.4-2.8) 0.8 (0.4-1.8) 1.2 (0.3-4.6)

Remaining time on TANF, mo
1-12 1 [Reference] 0.00e 1 [Reference] 0.30e 1 [Reference] 2.46e 1 [Reference] 0.40e 1 [Reference] 0.03e 1 [Reference] 2.19e

13-24 1.0 (0.6-1.7) 1.1 (0.7-1.8) 1.5 (0.9-2.6) 1.2 (0.7-2.2) 1.0 (0.6-1.5) 2.0 (0.8-5.0)
No. of children

1-3 1 [Reference] 3.47e,f 1 [Reference] 5.60d,e 1 [Reference] 4.90d,e 1 [Reference] 0.76e 1 [Reference] 1.54e 1 [Reference] 0.57e

�4 1.6 (1.0-2.6) 1.7 (1.1-2.6) 1.7 (1.1-2.8) 1.3 (0.7-2.2) 1.3 (0.8-2.1) 1.3 (0.6-2.9)
Education completed, y

�12 1 [Reference] 0.07e 1 [Reference] 7.04c,e 1 [Reference] 1.13e 1 [Reference] 0.16e 1 [Reference] 2.14e 1 [Reference] 0.48e

�12 (GED not included) 1.1 (0.7-1.7) 0.6 (0.4-0.8) 0.8 (0.5-1.2) 1.1 (0.6-1.9) 0.7 (0.4-1.1) 0.8 (0.3-1.6)
Current education

Not in school 1 [Reference] 0.07e 1 [Reference] 0.05e 1 [Reference] 0.83e 1 [Reference] 0.25e 1 [Reference] 0.10e 1 [Reference] 0.01e

In school 1.1 (0.6-2.2) 0.9 (0.5-1.7) 1.4 (0.7-2.6) 0.8 (0.4-1.8) 0.9 (0.5-1.7) 1.0 (0.3-2.9)
Marital status

Never married 1 [Reference] 4.61d,e 1 [Reference] 7.35c,e 1 [Reference] 1.01e 1 [Reference] 5.22d,e 1 [Reference] 4.99d,e 1 [Reference] 1.63e

Ever married 2.0 (1.1-4.0) 2.5 (1.3-5.0) 1.4 (0.7-2.8) 2.2 (1.1-4.6)d 2.1 (1.1-4.0)d 0.5 (0.2-1.2)
Cohabiting as married

No 1 [Reference] 6.30d,e 1 [Reference] 2.30e 1 [Reference] 1.12e 1 [Reference] 4.88d,e 1 [Reference] 6.58d,e 1 [Reference] 0.24e

Yes 0.4 (0.2-0.8) 0.6 (0.4-1.1) 0.7 (0.4-1.3) 0.4 (0.2-0.9)d 0.5 (0.2-0.8)c 0.8 (0.3-2.1)
Work status

Not working 1 [Reference] 0.95e 1 [Reference] 0.01e 1 [Reference] 0.36e 1 [Reference] 0.46e 1 [Reference] 0.01e 1 [Reference] 2.32e

Working, full- or part-time 1.3 (0.8-2.1) 1.0 (0.7-1.6) 0.9 (0.5-1.4) 1.2 (0.7-2.1) 1.0 (0.6-1.6) 0.5 (0.2-1.2)
No. of months employed

in the past year
0 1 [Reference] 1.36g 1 [Reference] 0.06g 1 [Reference] 0.72g 1 [Reference] 7.26d,g 1 [Reference] 0.47g 1 [Reference] 0.90g

1-6 1.2 (0.7-2.1) 1.0 (0.6-1.6) 0.9 (0.5-1.5) 0.8 (0.4-1.7) 1.1 (0.6-1.8) 1.0 (0.4-2.3)
7-12 1.4 (0.8-2.5) 1.0 (0.6-1.7) 0.8 (0.4-1.4) 2.0 (1.1-3.7)d 1.2 (0.7-2.0) 0.6 (0.2-1.7)

Abbreviations: ellipses, no observed cases, therefore not calculable (cases with missing sociodemographic data are omitted); GED, general equivalency
diploma; TANF, Temporary Assistance for Needy Families.

adf, 3.
bSignificant at the .001 level; 2-sided test.
cSignificant at the .01 level; 2-sided test.
dSignificant at the .05 level; 2-sided test,
edf, 1.
fSignificant at the .10 level; 2-sided test.
gdf, 2.
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Compared with the 2003 national population of TANF
recipients,27 our sample had higher proportions of ur-
ban, older, African American, and never-married women,
as well as a lower proportion with 12 or more years of
education. We chose to focus on women who were ap-
proaching their federal lifetime limit because of prior stud-
ies showing that those remaining on or returning to the
welfare rolls after 2001 are generally considered to be more
disadvantaged and therefore harder to serve.28,29 We found
these discrepancies in Illinois as well where, compared with
prior studies of the state’s total TANF population, our co-
hort had a higher prevalence of psychiatric disorder. For
example, Lewis and colleagues9 selected a random sample
of 1225 Illinois TANF recipients in 1999-2000 and found
that 22.6% had clinically significant levels of depressive
symptoms assessed using the Center for Epidemiologic
Studies–Depression Scale. Similarly, Hauan and Doug-
las30 studied a stratified random sample of 416 Illinois
single-parent TANF recipients in 2001 and found that 25%

had significant levels of mental health problems, defined
as meeting CIDI criteria for major depression and/or ex-
ceeding the clinical cutoff on the Kessler 6-item Psycho-
logical Distress Scale. In contrast, 44.1% of our cohort had
a 12-month mental disorder as assessed by the CIDI.

Also noteworthy was the multivariate finding that
women who were currently cohabiting with an intimate
partner had a significantly lower prevalence of mood and
anxiety disorders than those not cohabiting. Our find-
ing echoes that of a study of rural single mothers, which
found that living with a partner was associated with sig-
nificantly lower depressive symptoms in a multivariate
analysis.18 This may reflect the difficulty that women with
mental health problems encounter in establishing and
maintaining intimate partner relationships. It could also
indicate the protective power of intimate relationships
against the life stressors that lead to development of men-
tal health disorders among women who are single par-
ents. Because cohabitation is in direct violation of Illi-

Table 5. Multivariate Sociodemographic Correlates of Lifetime and 12-Month DSM-IV Diagnostic Categories

Sociodemographic
Correlates

Odds Ratio (95% Confidence Interval)

Lifetime 12-mo

Mood
Disorder

Anxiety
Disorder

Substance
Use Disorder

Mood
Disorder

Anxiety
Disorder

Substance
Use Disorder

Age, y
21-26 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
27-31 0.8 (0.4-1.6) 1.4 (0.7-2.7) 3.2 (1.4-7.2)a 1.6 (0.6-3.5) 1.8 (0.9-3.5)b 2.4 (0.6-8.6)
32-37 0.6 (0.3-1.5) 1.2 (0.6-2.4) 4.6 (1.9-11.2)a 1.2 (0.5-3.0) 1.3 (0.6-2.7) 2.0 (0.5-8.4)
�38 0.7 (0.3-1.5) 0.9 (0.4-1.8) 6.8 (2.8-16.3)c 1.0 (0.4-2.5) 1.1 (0.5-2.3) 4.9 (1.3-18.2)d

Race/ethnicity
African American 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
All other 1.4 (0.4-4.4) 0.9 (0.3-2.9) 1.3 (0.4-4.2) 1.2 (0.3-4.9) 1.0 (0.3-3.1) . . .

Remaining TANF eligibility, mo
1-6 1 [Reference] 1 [Reference] 1 [Reference]b 1 [Reference] 1 [Reference] 1 [Reference]
7-12 0.9 (0.4-2.3) 1.2 (0.5-2.8) 0.8 (0.3-2.1) 1.1 (0.4-3.4) 1.0 (0.4-2.4) 0.4 (0.1-2.0)
13-18 1.0 (0.4-2.4) 1.3 (0.6-2.9) 1.4 (0.6-3.5) 1.6 (0.6-4.6) 1.0 (0.4-2.3) 1.3 (0.3-5.2)
19-24 0.7 (0.3-1.7) 1.2 (0.5-2.6) 1.9 (0.8-4.7) 1.0 (0.3-2.8) 0.8 (0.4-1.8) 1.4 (0.4-5.3)

No. of children
1-3 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
�4 1.8 (1.0-3.1)b 1.6 (0.9-2.6)b 1.2 (0.7-2.1) 1.2 (0.6-2.2) 1.2 (0.7-2.0) 1.0 (0.4-2.5)

Education completed, y
�12 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
�12 (GED not included) 1.2 (0.7-2.0) 0.6 (0.4-0.9)d 0.6 (0.4-1.0)b 1.2 (0.6-2.1) 0.7 (0.4-1.2) 0.7 (0.3-1.6)

Current education
Not in school 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
In school 1.0 (0.5-2.2) 0.9 (0.5-1.8) 1.9 (0.9-4.2)b 0.8 (0.3-1.8) 0.9 (0.5-1.9) 1.2 (0.4-3.9)

Marital status
Never married 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
Ever married 2.2 (1.1-4.5)d 2.8 (1.4-5.8)a 1.0 (0.5-2.2) 2.2 (1.1-4.8)d 2.3 (1.1-4.6)d 1.4 (0.5-4.0)

Cohabiting as married
No 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
Yes 0.4 (0.2-0.8)a 0.6 (0.3-1.1) 0.8 (0.4-1.6) 0.4 (0.2-1.0)b 0.4 (0.2-0.8)d 0.8 (0.3-2.4)

No. of months employed in the past year
0 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
1-6 1.2 (0.6-2.2) 0.9 (0.5-1.6) 0.9 (0.4-1.9) 0.8 (0.4-1.8) 1.2 (0.7-2.1) 1.0 (0.4-2.5)
7-12 1.2 (0.7-2.2) 0.8 (0.5-1.4) 0.6 (0.2-1.4) 1.7 (0.9-3.2) 1.0 (0.6-1.8) 0.6 (0.2-1.5)

Abbreviations: ellipses, no observed cases, therefore not calculable (cases with missing sociodemographic data are omitted); GED, general equivalency
diploma; TANF, Temporary Assistance for Needy Families.

aSignificant at the .01 level; 2-sided test.
bSignificant at the .10 level; 2-sided test.
cSignificant at the .001 level; 2-sided test.
dSignificant at the .05 level; 2-sided test.
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nois DHS rules, women’s emotional safety net may be
threatened by this and similar policies. The fact that higher
levels of formal education were also associated with lower
prevalence of mental health disorders suggests that psy-
choeducational approaches31 may benefit this popula-
tion. Women who are educated about the causes and avail-
able treatments for symptoms of anxiety and other
disorders may be better able to recognize their symp-
toms and more likely to seek help.

In addition to high prevalence rates, a full two-thirds
of women with DSM-IV disorders diagnosed by the CIDI
remained untreated. Among women with psychiatric dis-
orders, only one-fifth reported mental health treatment,
and fewer than half of those with substance use disor-
ders reported drug or alcohol treatment. The fact that such
low proportions received treatment seems to augur poorly
for the success of attempts to help these women return
to the labor force. Of particular concern is the finding
that, controlling for all other factors, women with DSM-IV
disorders who were employed a greater number of months
in the past year were only a third as likely to receive any
type of behavioral health services as those working fewer
months or not at all. This may mean that these women
are prioritizing their employment over their mental health,
that they face unique employment-related barriers to treat-
ment, or that they are unaware of their diagnosis and need
for treatment, all of which could have negative conse-
quences for women and their families in the long run. It
may also be that, compared with nonworking single moth-
ers, employed women’s well-being is more strongly af-
fected by ongoing financial stressors, as was found in the
study of rural single mothers cited earlier.18 Unfortu-
nately, we lack the data necessary to examine these and
other competing hypotheses.

It is interesting to note that a higher proportion of women
with substance use disorders received treatment than did
women with mental health disorders. It may be that re-

ceipt of TANF with its accompanying eligibility for Med-
icaid coverage serves as a pathway into substance abuse
treatment and other services, as was found in one study of
low-income mothers receiving welfare.32 In addition to in-
creasing the likelihood of employment and exit from the
welfare rolls, there may be ancillary benefits to states that
provide mental health and substance abuse treatment, such
as reductions in other costs. For example, a study of wel-
fare clients in Washington state found that those who re-
ceived substance abuse treatment had significantly lower
medical expenditures than those who needed but did not
receive treatment.33 In fact, this estimated savings was found
to equal the cost of treatment, and it represented only 35%
of the annual Medicaid expenses incurred by clients with
drug and alcohol problems.

A number of caveats to our findings are in order. First,
our sample is not representative of all women receiving
TANF in their final years of eligibility because we stud-
ied urban women from a single state who resided in one
of the nation’s largest metropolitan areas. Second, our
sample was limited to women in their final 24 months
of TANF eligibility and may not be representative of re-
cipients approaching lifetime limits in states that set the
threshold considerably lower than 60 months, such as
states allowing only 3 years. Third, we were unable to
verify the women’s reports of behavioral health service
use, and these may be overestimates or underestimates,
depending on respondent recall problems or response bias.
Fourth, those women who refused participation or were
not located may have experienced higher levels of symp-
toms, resulting in an underestimation of prevalence re-
ported in this study. Fifth, because these data provide a
point-in-time look at recipients’ status, we cannot ad-
dress the extent to which the reported symptoms per-
sisted longitudinally. Finally, because this version of the
CIDI did not assess symptom severity and related func-
tional impairment, we are unable to report the extent to

Table 6. Types of Specialty Treatment in Past 6 Months by 12-Month DSM-IV Diagnostic Categorya

Treatment Type
Total Sample

(N=333)

12-Month DSM-IV Diagnoses

Any Diagnosis
(n=156)

Mental Health
Diagnosis
(n=147)

Substance Use or
Dependence Diagnosis

(n=30)

Mental health 11.7 20.4b 21.7b 34.5c

Psychiatric inpatient hospitalization/counseling 1.5 3.3d 3.5d 6.9
Psychiatric or mental health outpatient/counseling 10.4 18.4b 19.6b 34.5b

Prescribed psychiatric medications 7.1 13.9b 14.8b 31.0b

Substance abuse 10.1 17.8b 16.1c 41.4b

Alcohol rehabilitation 5.8 10.5c 10.5c 27.6b

Drug rehabilitation 8.6 15.8b 14.0c 34.5b

Nontraditional 13.9 21.2c 20.4c 34.5c

Peer support group 12.7 19.2c 18.3d 34.5c

Crisis hotline 1.9 3.3 3.5 3.4
Any type of service 21.8 33.6b 32.9b 58.6b

No. of services, mean (SD, minimum-maximum)e 0.6 (1.3, 0-7) 1.0b (1.7, 0-7) 1.0b (1.7, 0-7) 2.0b (2.2, 0-6)

aData are given as the percentage of participants unless otherwise indicated. A �2
1 test was used to determine significant differences between those with a

diagnosis and those without.
bP� .001.
cP� .01.
dP� .05.
eOne-way analysis of variance (df, 1) for significant differences in means between those with a diagnosis and those without.
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which these disorders interfered with the performance
of adult life roles.

Given evidence that a significant proportion of TANF
recipients have untreated mental health and substance
abuse difficulties, there is reason to believe that they re-
quire innovative service approaches and supports. Our
finding of high rates of recurrence of many disorders sug-
gests that improving treatment quality, access, and ac-
ceptability is an important policy goal.34 Moreover, our
results regarding the high rate of co-occurrence of mood,
anxiety, and substance use disorders also have impor-
tant policy implications regarding the need for concur-
rent mental health and addiction treatment.35 Thus, our
results underscore the need for policies supporting: (1)
confidential, voluntary, and culturally sensitive screen-
ing and referral to programs offering both mental health
and substance use services28; (2) easier access to behav-
ioral health services, particularly for employed women
with greater work effort36; and (3) psychoeducational in-
terventions to reduce stigma and inform women about
causes and treatments of these disorders.37 Our finding
regarding early onset of many disorders during the teen-
age years points to the need for primary prevention ef-
forts directed toward women and their children.34 These
include home visiting programs for pregnant teens and
new parents; crisis nurseries and respite child care; parent-
ing classes for new mothers; preschool and after-school
programs; and parent mutual support and self-help.38,39

Finally, our results suggest the need for treatment mod-
els shown to be effective for those experiencing mul-
tiple episodes of disorder over the life course. For ex-
ample, effective treatments for recurring mood disorders
include involvement of patients’ primary care physi-
cians, long-term management of antidepressants and
mood stabilizers, and use of maintenance forms of in-
terpersonal therapy in tandem with psychopharmaco-
logical approaches.40,41

Given the work-first policies promoted by welfare re-
form, available TANF services may be ill matched to some
recipients’ levels of need.28 Beneficial to this population may
be vocational approaches shown to be effective in devel-
oping and maintaining jobs for individuals with psychiat-
ric disorders, such as the evidence-based practice of sup-
ported employment42 and postsecondary supported
education.43 Finally, studies have shown that families suf-
fer significant material hardship from full or partial loss of
welfare benefits due to the mother’s inability to meet pro-
gram rules and requirements, a practice known as “sanc-
tioning.”44 Research also indicates that women in sanc-
tioned families have higher rates of mental health disorders
than in nonsanctioned families.45 Therefore, further re-
search could help determine whether untreated psychiat-
ric and substance use disorders are associated with an in-
ability to work or meet program rules, leading to grant
reduction or termination, and potential exacerbation of un-
derlying mental health and substance use disorders.

Our study is the first to conduct a comprehensive di-
agnostic assessment of lifetime behavioral health in a
sampled population of long-stay TANF recipients. Re-
sults illustrate the complex and interrelated needs of a sig-
nificant proportion of these women due to the conse-
quences of early onset, recurrence, and comorbidity of

behavioral health disorders. As summarized in the report
of the US Surgeon General on mental health,46 the long-
term effects of these disorders include lost productivity, un-
successful relationships, significant distress and dysfunc-
tion, deleterious and continuing effects on coresident
children, unemployment, suicide, and poverty. The con-
text of welfare reform thus offers both opportunities and
challenges in multiple fields, including education, voca-
tional rehabilitation, housing, behavioral health, and medi-
cal care, requiring the development of new models that suc-
cessfully integrate treatment, rehabilitation, and support.47,48
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Table 7. Bivariate and Multivariate Sociodemographic
and Diagnostic Predictors of Any 6-Month Treatment Among
Women With Any 12-Month DSM-IV Diagnosisa

Correlate
Bivariate OR

(95% CI)
Multivariate OR

(95% CI)

Age, y
21-26 1 [Reference] 1 [Reference]
27-31 1.3 (0.4-3.9) 1.9 (0.6-6.6)
32-37 3.6 (1.3-10.1)b 6.8 (1.9-24.2)c

�38 4.4 (1.6-12.6)c 8.4 (2.3-31.4)c

Race/ethnicity
African American 1 [Reference] 1 [Reference]
All other 0.5 (0.1-4.4) 0.3 (0.0-3.0)

Remaining TANF eligibility, mo
1-6 1 [Reference] 1 [Reference]
7-12 2.1 (0.6-7.5) 1.9 (0.5-7.4)
13-18 2.0 (0.6-6.4) 2.1 (0.6-7.9)
19-24 0.7 (0.2-2.3) 0.7 (0.2-2.8)

No. of children
1-3 1 [Reference] 1 [Reference]
�4 1.2 (0.6-2.5) 0.7 (0.3-1.7)

Education completed, y
�12 1 [Reference] 1 [Reference]
�12 (GED not included) 0.7 (0.3-1.4) 0.5 (0.2-1.3)

Current education
Not in school 1 [Reference] 1 [Reference]
In school 0.7 (0.2-1.9) 1.1 (0.3-3.4)

Marital status
Never married 1 [Reference] 1 [Reference]
Ever married 0.8 (0.3-2.0) 0.6 (0.2-1.6)

Cohabiting as married
No 1 [Reference] 1 [Reference]
Yes 0.8 (0.3-2.3) 0.7 (0.2-2.3)

Current work status
Unemployed 1 [Reference] . . .
Working, full- or part-time 0.6 (0.3-1.2) . . .

No. of months employed
in the past year

0 1 [Reference] 1 [Reference]
1-6 0.6 (0.3-1.4) 0.8 (0.3-2.1)
7-12 0.4 (0.2-0.9)b 0.3 (0.1-0.8)b

Abbreviation: CI, confidence interval; GED, general equivalency diploma;
ellipses, current work status was too highly correlated with months
employed in the past year to include in model; OR, odds ratios.

an=156. Cases with missing sociodemographic data are omitted.
bSignificant at the .05 level; 2-sided test.
cSignificant at the .01 level; 2-sided test.
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