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ABSTRACT

Purpose: Inequitable attitudes toward men’s and women’s roles, rights, and responsibilities are
associated with poor health—related outcomes, particularly for girls and women. Yet, we know
relatively little about what interventions work to improve gender-equitable attitudes among ad-
olescents in low-income countries. This study examines the impact of a government-implemented
“cash plus” intervention on gender-equitable attitudes among adolescents in Tanzania. The
intervention includes discussions and activities related to gender norms, embedded in broader life
skills, livelihoods, and health training.

Methods: The study utilizes a cluster randomized design, using data from 1,933 males and females
aged 14—19 years at baseline who took part in the baseline (2017), midline (2018), and endline
(2019) surveys. Gender attitudes were measured using 24 items from the Gender-Equitable Men
(GEM) Scale. We estimate intent-to-treat impacts on the GEM scale and four subscales (violence,
sexual relationships, reproductive health, and domestic chores).

Results: The “cash plus” intervention had a significant impact on the overall GEM scale at midline.
The intervention increased gender-equitable attitudes on the domestic chores subscale at both
midline and endline. The intervention improved gender-equitable attitudes among males on the
overall GEM scale and three subscales at midline and on two subscales at endline, but it had no
impacts among females.

IMPLICATIONS AND
CONTRIBUTION

The study found that a
government cash plus
intervention implemented
through government
structures and targeted to
adolescents in rural
Tanzania improved gender
equitable attitudes,
particularly among males.
However, future research
should investigate why
adolescent girls report
lower support for gender-
equitable norms and
effective ways to increase
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Conclusions: Gender transformative social protection is currently being advocated as a way to
address the gendered nature of poverty and its consequences. Initiatives such as the one studied

gender-equitable attitudes
among this group.

here, which address the multifaceted drivers of gender inequities, could be a promising way for-

ward.

© 2020 Society for Adolescent Health and Medicine. Published by Elsevier Inc. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Adolescence is a period of rapid physical, sexual, and neurolog-
ical changes and also a time where individuals can face myriad risks
to safe and healthy transitions to adulthood, including school
dropout, early pregnancy and marriage, HIV and other STl infections,
and gender-based violence [1]. The world has recently seen a shift in
the disease burden among adolescents, who face not only commu-
nicable disease and reproductive health-related and nutrition
threats but also violence, injury, and noncommunicable diseases [2].
Exacerbating these risks, gender socialization intensifies during
adolescence [3]. Defined as a process in which “individuals develop,
refine and learn to ‘do’ gender through internalizing gender norms
and roles as they interact with key agents of socialization, such as
their family, social networks and other social institutions” [3],
gender socialization presents challenges for adolescents (particu-
larly for girls as expectations constrain their life choices). Yet, this
period is also an opportunity to intervene to communicate healthier,
more equitable gender attitudes. This may ultimately lead to
improved well-being for adolescents today as well as for future
generations [3—5].

The risks of early pregnancy, HIV infection, and violence are
gendered. For example, studies in Tanzania show that females
aged 20—29 years are twice as likely as their male counterparts to
be living with HIV [6] and adolescent girls are more likely to
experience physical and sexual violence than are boys [7]. More-
over,inTanzania, one girl in three (31%—37%) is married before age
18 years, and 43% of females aged 20—24 years gave birth before
age 18 years [8]. Thus, inequitable gender norms, defined as “the
sets of rules for what is appropriate masculine and feminine
behavior in a given culture” [9], play a role in the economic, social,
and health disadvantages of women and adolescent girls. As ad-
olescents and young adults start to form romantic relationships,
gender inequity within relationships is associated with adverse
outcomes including intimate partner violence [10] and unpro-
tected sex [11]. A growing evidence base from lower income
countries suggests that adolescents often express support for
inequitable gender norms from a young age [4]. Although girls in
North America and Western Europe tend to report more equitable
gender attitudes than boys [12], evidence on gender differences in
attitudes is mixed in lower income countries [4]. Yet, as the pro-
cess of puberty intensifies gender-related social expectations [12],
adolescent-focused interventions have the potential to influence
attitudes to gender norms before these views become fixed and
translate into behavior patterns.

A recent review identified 31 small-scale programs from
lower- and middle-income countries aimed at influencing the
gender socialization process and recorded that most of the
evaluations found changes in gender attitudes, but changes in
actual behaviors were less common [3]. Relatedly, a review of
curriculum-based sexuality and HIV education found that of 22
interventions examined, only 10 addressed gender or power, and
these were five times as likely to be effective as those that did not
in reducing STIs and unintended pregnancy [13].

Thus, addressing gender attitudes is important for improving
sexual and reproductive health (SRH) and HIV health outcomes
[14], yet there remain gaps in our understanding of what in-
terventions work to improve gender-equitable attitudes and
related behavioral outcomes. An emerging area of evidence to
improve multidimensional adolescent well-being relates to “cash
plus” or integrated social protection programming. It has been
posited that complementary programming or linkages to exist-
ing services can boost the impacts of cash transfers, as the latter
is often not sufficient to overcome structural factors impeding
the use of cash transfers for change [15].

Nevertheless, there is limited evidence of the effectiveness of
“cash plus” interventions to improve adolescent well-being in
sub-Saharan Africa. An earlier body of work examining HIV risk
factors among adolescents suggested that “cash plus care” may
be more effective than cash alone in improving adolescent out-
comes [16,17]. A related category of adolescent programming
examines a combination of interventions in a capacities/asset-
building framework. These programs have combined economic
strengthening with training or information on gender and
reproductive health topics, mentoring, and/or “safe spaces”
where adolescent girls can meet together [18—22]. The evidence
from these bundled programs for adolescents, while mixed,
suggests that “cash plus” may also be effective in facilitating safe
and healthy transitions to adulthood. The present study makes
an important contribution to this emerging “cash plus” evidence
base.

This study analyses the impact of a government-
implemented, adolescent-focused “cash plus” intervention on
gender-equitable attitudes in rural Tanzania and investigates
whether the impact differs between males and females. We es-
timate impacts from an ongoing cluster randomized control trial
(cRCT) evaluation of the “cash plus” intervention recently piloted
in two districts within a national social protection program. This
multisectoral intervention recognizes that adolescent health
outcomes are determined not only by factors within the health
sector but also by those in other sectors and are often driven by
poverty [23]. We hypothesize that this intervention led to in-
creases in gender-equitable attitudes among males and females.

Methods

Intervention: Ujana Salama

The intervention examined here is an adolescent-focused
“cash plus” intervention entitled Ujana Salama (“Safe Youth” in
Swahili). It was layered onto a national social protection pro-
gram, the Productive Social Safety Net (PSSN), whose main
component is a bimonthly cash transfer to households and
implemented within its structures, with technical assistance
from the United Nations Children’s Fund (UNICEF). Our inter-
vention (conducted 2018—2019) was targeted to villages where
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the PSSN had rolled out in 2015 (with PSSN cash payments
continuing through 2019). The current evaluation did not control
roll out of the cash, nor did receipt of the PSSN vary within our
study population. Although there is no variation in PSSN
implementation across study villages, households may receive
slight variations in the payment amount each month based on
compliance with conditions (e.g., school attendance and health
checkups). The average PSSN payment amount is 16,612 TZS per
month (approximately 7.16 USD) [24].

Ujana Salama was designed to complement the PSSN with a
package of adolescent-focused interventions to strengthen pro-
ductive, human, and health capital to promote sustainable and
healthy livelihoods that increase resilience, well-being, and
empowerment [25]. The intervention was delivered between
February 2018 and July 2019 and comprised (1) livelihood and
life skills training; (2) mentoring and asset transfer; and (3)
supply-side strengthening of adolescent-friendly HIV and SRH
services.

The PSSN and Ujana Salama are both implemented by Gov-
ernment through the Tanzania Social Action Fund (TASAF), the
former nationally, and the latter piloted in four districts (Run-
gwe, Busokelo, Mufindi, and Mafinga) in the Iringa and Mbeya
regions of Tanzania [26]. The first intervention component, the
livelihood and life skills training curriculum, was delivered face-
to-face in 2-hour sessions over a 12-week period between
February and May 2018 by two mentors in each village and
reinforced via peer educators. All adolescents (male and female
and all ages) were administered the trainings together in a group
setting (one group per village) once per week. Mentors further
conducted community sensitization and mobilization to get
support and buy-in from parents and guardians for adolescents
participating in Cash Plus activities. In addition to HIV and SRH,
the life skills curriculum included topics relevant to gender
norms (e.g., differences between gender and sex, gender ste-
reotypes and how they affect boys and girls, relationships with
family and community, community expectations of boys and
girls, and gender-based violence). After the training sessions, a
mentoring phase was conducted over 9 months (July 2018 to
March 2019), where mentors met twice per month with ado-
lescents to mentor and coach adolescents on livelihood options
and life concerns. Alongside mentoring, the intervention pro-
vided adolescents with links to strengthened, adolescent-
friendly health services. At the end of the mentoring phase, ad-
olescents received a productive grant (equivalent to 80 USD) to
pursue education, vocational training, or business startup
opportunities.

Data and study design

The Ujana Salama impact evaluation is a multiyear, longitu-
dinal, mixed-method study that includes baseline (2017),
“midline” follow-up (2018), and 24-month follow-up “endline”
(2019) surveys [26]. The impact evaluation uses a cRCT design. To
examine the impacts of the “plus” intervention over and above
those of the PSSN alone, 130 villages (clusters) were randomized
into two study arms: (1) Cash Plus communities receiving the
PSSN combined with adolescent-targeted “plus” components
(treatment arm); and (2) PSSN-only communities, receiving cash
only (control arm; Figure Al in the Online Appendix). TASAF
provided a list of eligible adolescents in the 130 villages based on
program enrollment data, and then survey enumerators further
identified any additional adolescents living in the identified

households but not on the TASAF list. Adolescents were consid-
ered eligible for the pilot and study if they were (1) living in a
PSSN household; and (2) aged 14—19 years at baseline.
Randomization of the 130 villages into study arms (control or
treatment) was stratified by TASAF administration areas (four
districts) and village (large vs. small villages) and occurred in July
2017, after baseline surveys were conducted (April to June 2017).
No adolescent-focused intervention activities had taken place
before baseline surveys. Midline data collection (completed May
to July 2018) took place immediately after 12 weeks of face-to-
face training on livelihoods and life skills, whereas endline sur-
veys were completed after all program components were
implemented (June to August 2019). Questionnaires were
administered to (1) adolescents; (2) households; (3) health fa-
cilities in study communities; and (4) a group of knowledgeable
individuals in each community.

Ethical clearance

Ethics approval for the study was granted by the National
Institute for Medical Research (NIMR/HQ/R.8a/Vol.IX/2784) and
the Tanzania Commission for Science and Technology (COST-
ECH). The study is also registered with the Pan African Clinical
Trial Registry (PACTR) as PACTR201804003008116.

Informed assent and parental consent were obtained for all
unmarried adolescents aged 14—17 years, and written informed
consent was obtained directly for those aged 18 and 19 years and
married adolescents aged 15—17 years. Because of the sensitive
nature of several topics, adolescent interviews were conducted in
private locations (in Swahili) where other household members
could not hear what was being discussed and were administered
by same-sex enumerators.

Measures

To analyze changes in adolescent gender norms attitudes, we
used a 24-item version of the Gender-Equitable Men (GEM) Scale
(Figure A2 in the Online Appendix). The scale was designed to
measure the impacts of gender-focused interventions in devel-
opment settings [27,28]. We used the 24-item version validated
with males and females aged 10—24 years in Uganda [4]. Items
assess support for inequitable gender attitudes across four do-
mains: violence, sexual relationships, reproductive health and
disease prevention, and domestic chores and daily life. Each item
was scored on a 3-point scale (1 = agree, 2 = partially agree, and
3 = do not agree). We constructed a continuous GEM scale by
dichotomizing all items (“agree” and “partially agree” vs. “do not
agree”) and summing up the responses. The scale ranges from
0 to 24, with higher values reflecting more equitable attitudes.
The internal consistency of the 24-item scale in our sample at
baseline is .87 (Cronbach’s alpha). The four domain subscales are
similarly constructed by summing up the dichotomized re-
sponses to the corresponding items.

The main independent variable was treatment status (1, if a
village was in the treatment group; and 0, otherwise). Regression
models described in more detail below also control for gender,
age at baseline, as well as district and village size (large vs. small)
dummies because randomization was stratified on these
characteristics.
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Statistical analysis and sample

We first describe program uptake and then summarize out-
comes of interest by treatment arm and gender.

Next, we estimate the intent-to-treat (ITT) effects of the
intervention on gender-equitable attitudes using data from the
baseline, midline, and endline surveys. The ITT analysis allows us
to obtain unbiased estimates of intervention impacts by
leveraging the random assignment of villages to treatment and
control arms. The inclusion of the adolescents who lived in the
treatment villages but did not take up the program leads to more
conservative estimates of the treatment effect, but these ITT es-
timates provide a better indicator of expected impacts on the
population level (compared with average treatment on the
treated estimates) should this program be further rolled out.
Although 51.3% of the eligible adolescents across the treatment
villages took part in the training, only 24.6% attending all 12
sessions [29]. Females (55%) were statistically significantly (p <
.01) more likely to attend the training than their male peers
(46%). The most commonly reported reasons for not attending
the training were that the adolescents had not heard about the
program, they had been at school, or that they had not been
informed.

We use analysis of covariance to estimate the ITT effects.
Analysis of covariance is considered a more efficient estimation
method than the popular differences-in-differences estimator,
which would overcorrect for differences in the baseline out-
comes, when the autocorrelation between baseline and follow-
up values of the outcome is low (below .2) [30]. Indeed, the
autocorrelation of the GEM scale between the baseline and
midline waves is low (p = .13). We regress the GEM scale (and
its four subscales separately) on the treatment indicator, the
value of the outcome at baseline, stratification variables, and
controls. We also test for heterogenous impacts by including an
interaction term between the treatment indicator and a char-
acteristic of interest (e.g., gender and sexual debut). The deci-
sion to examine heterogeneous program impacts by sexual
debut was post-hoc. All analyses adjust standard errors for
clustering at village level.

Atotal of 3,599 adolescents in PSSN households were found to
be eligible for this study at baseline, and 2,458 completed in-
terviews (68%) and were thus enrolled in the study. The main
reason for not completing the youth interview at baseline was
unavailability (93%), but the interview status was balanced by
treatment and control [26]. At midline, 2,104 adolescents (86% of
the study sample) were reinterviewed, and 2,191 (89%) were
reinterviewed at endline, with 1,933 interviewed at all three
waves (992 in the control and 941 in the treatment arm). These
attrition rates are in line with studies of similar adolescent
populations in the region [18,31]. Those who responded “don’t
know” to a GEM item were coded as missing for that item. The
analytic sample includes 987 respondents in the control and 932
in the treatment arm who (1) were interviewed all three waves;
(2) have nonmissing values on at least one subscale at baseline
after listwise deletion; and (3) have nonmissing values for at
least one subscale at midline or endline that correspond to
nonmissing observations at baseline. The analytic sample for the
24-item scale is 1,179 at midline and 1,229 at endline. Analytic
sample sizes for the subscales range from 1,359 for sexual re-
lationships at midline to 1,866 for domestic chores at endline
(Table A1 in the Online Appendix).

Results
Sample characteristics

At baseline, average scores on the overall GEM scale were 12.5
(Table A1 in the Online Appendix). Average scores at baseline
among the subscales were 3.7 (violence), 2.8 (reproductive
health), 4.3 (sexual relationships), and 1.7 (domestic chores).
There were no statistically significant differences in attitudes to
gender norms between adolescents living in the treatment and
control villages at baseline (Table 1). We found no evidence of
selective attrition on the outcome variable or subscales (Table A2
in Online Appendix), and thus, the internal validity of the study
design was maintained.

Intervention impacts on average

The “cash plus” life skills training did not have an impact on
the full 24-item GEM scale after 12 months (endline), although it
had an impact of .88 points (p < .05) soon after the training, at
midline (Table 2). However, the intervention did increase gender-
equitable attitudes related to the domestic chores and daily life
domain by .27 points out of 5 (p < .01) and .23 points (p < .01) at
midline and endline, respectively. There were no significant
impacts on the remaining three subscales at midline or endline.

Intervention impacts by gender

The intervention increased equitable gender norms attitudes
among males but not among females, although males already
had more equitable attitudes than females on average at baseline
(12.9 vs. 11.9 out of 24, respectively [26]). Column 2 of Table 3
shows that, at midline, the GEM score increased by 1.52 points
(p < .01) more among adolescent males in the treatment villages
than those in the control villages. The subscales analysis in-
dicates that the impacts were particularly relevant for the
violence, sexual relationships, and domestic chores domains for
males, whereas there were no statistically significant impacts
among females on any of the subscales. Column 3 of Table 3
shows that the intervention indeed had a differential impact by
gender on the full GEM scale and on three of its subscales. Among
males, although the impact on the full GEM scale dissipated by
the endline, a statistically significant impact could still be
detected on two of the subscales (violence and domestic chores).

Further analysis of the male subsample suggests that the
positive impacts observed for males at midline were concen-
trated among those who at baseline reported that they had never
had sexual intercourse, even if they have subsequently debuted
(Table 4). The pattern is similar to the endline impacts. Only a
minority (13%) of the male respondents had already become
sexually active at baseline. There were no impacts for females,
regardless of sexual debut.

Discussion

Inequitable gender norms are linked to myriad adverse be-
haviors, health, and social outcomes for adolescents [4,12]. This
study demonstrated that a 12-week livelihoods and life skills
training improved gender-equitable attitudes—related domestic
chores and daily life among 14- to 19-year-olds in rural Tanzania
soon after the training, according to ITT estimates from a cRCT



Y. Chzhen et al. / Journal of Adolescent Health xxx (2020) 1—-7 5

Table 1
Baseline means of background characteristics in the three-wave panel sample, by
treatment status

Control Treatment
Mean N Mean N
Background characteristics
Age 16.08 987 16.01 932
Female .46 987 43 932
Sexually debuted 17 987 .15 932
Age of household head 58.65 985 58.34 932
Female-headed household .67 987 .65 932
Household size 4.94 987 5.01 932
Mufindi/Mafinga PAAs .50 987 51 932
Large village 72 987 .67 932
Gender-norms attitudes
GEM scale (0—24) 12.68 780 12.30 699
Violence subscale (0—6) 3.75 942 3.66 896

Reproductive health subscale (0—5) 2.78 876 2.75 797
Sexual relationships subscale (0—8) 435 836 428 756
Domestic chores subscale (0—5) 1.76 969 1.68 916

No statistically significant differences between treatment and control groups.
GEM = Gender-Equitable Men.

evaluation of the “cash plus” intervention recently piloted in two
districts within a national social protection program. Some im-
pacts could still be detected after 12 months. This study is
innovative in that it is layered on an existing government social
protection program with a national reach to more than one
million households. The fact that it is implemented within gov-
ernment structures means that it has high potential for sus-
tainability and further scaleup. By reaching out to households
directly, it can help reach some of the most marginalized youth
that other programs miss out on.

Nevertheless, our analysis indicates that the life skills training
has had positive impacts on equitable gender norms attitudes
only among males. The largest and most precisely estimated
impact soon after the intervention was on the domestic chores
and daily life domain, with weaker evidence of impact on the
violence, and sexual relationships subscales. At the 12-month
follow-up, there was an impact on the violence and domestic
chores subscales only. The fact that we found fewer and less
precisely estimated impacts on the domains related to sexual
relationships, and reproductive health is perhaps explained by

Table 2
Cash Plus intervention impacts on gender norms attitudes at midline and endline
ITT impact ITT impact
midline endline
GEM scale (0—24) .88* (.40) .34 (.35)
N 1,179 1,229
Violence subscale (0—6) 13 (.09) 13 (.09)
N 1,751 1,760
Reproductive health subscale (0—5) .17 (.09) —.02 (.08)
N 1,482 1,517
Sexual relationships subscale (0—8) 18 (.14) —.01 (.13)
N 1,359 1,393
Domestic chores subscale (0—5) 27*%*% (.10) 23% (.07)
N 1,847 1,866

Linear models were estimated on the panel of youth interviewed at all three
waves. Regressions control for gender, age, and outcome value at baseline, dis-
trict x size fixed effects. Standard errors adjusted for clustering at the community
level are reported in parentheses.

ITT = intent-to-treat.

*p < .05, ¥*p < .01.

the fact that fewer adolescents would have had a direct experi-
ence of these issues in a sample where fewer than one in five
(17%) of 14- to 19-year-olds reported having had a sexual inter-
course at baseline.

The finding of no impact on adolescent girls is disconcerting,
especially as females already expressed less equitable attitudes
than males at baseline. Similarly, The International Men and
Gender Equality Survey of adults across five Tanzanian regions in
2017 also showed that women expressed less equitable attitudes
in the domestic chores and daily lives domain of GEM, although a
different mix of GEM subscales overall was used, and the sample
comprised both older adolescents and adults [32]. In contrast,
findings for 10- to 24-year-olds from a recent analysis in Uganda
did not identify any gender differences in mean GEM scores using
the same version of the GEM scale as the present study [4]. One
explanation for these findings could be that adolescent girls face
so many more constraints on their behavior that they find it hard
to even imagine a gender-progressive world. After all, those who
deviate from gender norms can be subjected to discrimination
and social sanctioning [33]. A randomized controlled trial eval-
uation of a gender-transformative intervention in Haryana, India,
that engaged adolescents (12 years of age on average) in class-
room discussions about gender equality showed a larger positive
effect on boys’ behaviors (such as helping with household
chores) than on girls’ behaviors [34]. The authors note that it is
likely because boys were freer to choose to do more around the
house and girls would have had to receive permission to do less.

The intervention’s impact was heterogenous even among
males. The training only changed attitudes among those who had
not had experiences of sexual intercourse before the baseline.
The differential impact is not likely to be driven by age differ-
ences: the intervention affected males (but not females) at
midline in both the younger (14—15) and older (16—19) age
groups, with or without controlling for sexual debut at baseline.

Early sexual debut tends to be associated with less equitable
gender norms. A study of gender norms among young people in
Uganda finds significantly lower support for equitable gender
norms among 15- to 24-year-olds who had reported having had
sex [4]. In a separate analysis of data from the Tanzania Cash Plus
evaluation baseline survey, we find that males who have had
sexual intercourse tend to express less equitable gender-role
attitudes, whereas the opposite pattern holds for females [35].
Moreover, a cluster randomized trial of a gender transformative
program for adolescent boys in rural India found a greater pos-
itive effect on gender-egalitarian attitudes for younger (aged 13—
14 years) than older (aged 15—19 years) boys [36]. This suggests
that to shift the attitudes of male adolescents toward more
gender-equitable norms, interventions need to take place early,
before personal experiences have led to the solidification of at-
titudes to gender norms. Future research should address gender
attitudes as a pathway to improvements in related health be-
haviors and outcomes.

There are some limitations to the present study. First, responses
related to gender-equitable attitudes may suffer from social desir-
ability bias. However, we do not expect bias to vary systematically
between treatment and control groups, and thus, the internal val-
idity of the study is maintained. Second, despite being a cash plus
intervention, the study design was limited by program roll-out,
whereby the cash to households was rolled out in 2015 and the
“plus” components targeted to adolescents were rolled out between
2018 and 2019. Thus, our study is able to isolate impacts of the “plus”
components (but not cash, cash plus, or synergies between the two).
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Table 3
Cash plus intervention impacts on gender norms attitudes at midline and endline, by gender
Midline Endline
Females Males Differential impact Females Males Differential impact
ITT impact ITT impact ITT impact ITT impact
(1) (2) (3) (4) (5) (6)
GEM scale (0—24) .003 (.45) 1.52%* (.52) —1.55* (.62) —.11(.51) 166 (.45) —.72 (.66)
N 502 677 538 691
Violence subscale (0—6) —.08 (.13) 30% (.12) —39%(.18) 01 (.15) 24* (11) —21(.18)
N 767 984 779 981
Reproductive health subscale (0—5) .09 (.11) 23 (.12) —.14 (.15) —.01(.11) —-.03(.11) .05 (.15)
N 642 840 668 849
Sexual relationships subscale (0—8) —.17 (.18) A43* (.18) —.60* (.24) —.27 (.19) .17 (.16) —.41 (.25)
N 578 781 603 790
Domestic chores subscale (0—5) .02 (.12) A48** (.15) —.48* (.21) 17 (11) .28** (.09) —.12 (.14)
N 829 1,018 845 1,021

Linear models were estimated on the separate subsamples of youth interviewed at all three waves. Regressions control for age, outcome value at baseline, and district x
size fixed effects. Standard errors adjusted for clustering at the community level are reported in parentheses. Differential impact refers to regressions estimated on the
pooled panel sample and augmented by the interaction term (treatment x subgroup). The estimated coefficient on the interaction term is reported.

GEM = Gender-Equitable Men; ITT = intention-to-treat.
*p < .05, **p < .01.

In this way, our study can generalize to potential noncash in-
terventions aimed at attitudes or behavior change. Third, in longi-
tudinal studies, attrition is always a concern. Nevertheless, we did
not find evidence of selective attrition, thus maintaining the internal
validity of the study. The overall attrition rate in this study is com-
parable to that in other longitudinal analyses of adolescents in
Eastern and Southern Africa [31]. Finally, respondents who were
excluded from the analysis could be a nonrandom subsample. We
estimated single-difference linear models for the subsample of
approximately 300 respondents missing at least one GEM item at
baseline, and the findings are consistent with the main results
(Table A3 in the Online Appendix).

In summary, we found limited evidence that a government
cash plus intervention targeted to adolescents improved gender

equitable attitudes. The impacts were concentrated among
males, especially those who had not yet debuted sexually, and
several impacts dissipated by the 12-month follow-up. Gender-
transformative social protection is currently being advocated as a
way to address the gendered nature of poverty and its conse-
quences. Initiatives such as the one studied here, which address
the multifaceted drivers of disadvantage among adolescents in
low-income settings and have a high level of generalizability and
potential for scale-up, could be a promising way forward to
improve multidimensional well-being. However, future research
should investigate the reasons why adolescent girls report lower
support for gender-equitable norms to design more effective
interventions, as well as what can be done to reinforce trainings
for more sustainable impacts in the medium term and long term.

Table 4
Cash plus intervention impacts on gender norms attitudes at midline and endline, by sexual debut at baseline (males only)
Midline Endline
ITT impact (sexually ITT impact (not sexually Differential ITT impact (sexually ITT impact (not sexually Differential
debuted at baseline) debuted at baseline) impact debuted at baseline) debuted at baseline) impact
(1) (2) (3) (4) (5) (6)
GEM scale (0—24) 1.44 (1.17) 1.49*%* (.56) .09 (1.22) .29(.98) 71 (.47) —.19(1.13)
N 93 584 103 588
Violence subscale .02 (.29) .34% (113) —.37(.31) .31 (.28) 22(.11) 15 (.31)
(0-6)
N 129 855 126 855
Reproductive health .13 (.35) 23 (.12) —.05(36) —.05(.29) —.03 (.12) —.04 (.31)
subscale (0—5)
N 111 729 116 733
Sexual relationships .56 (.41) .39* (.19) 24 (43) .13 (.39) 17 (17) .04 (.43)
subscale (0—8)
N 109 672 118 672
Domestic chores .61 (.33) A7 (116) .14 (.36) .18 (.26) 29*%* (.09) —.11(.30)
subscale (0—5)
N 129 889 131 890

Linear models were estimated on the separate subsamples of youth interviewed at all three waves. Regressions control for age, outcome value at baseline, and district x
size fixed effects. Standard errors adjusted for clustering at the community level are reported in parentheses. The differential impact column refers to regressions
estimated on the pooled panel sample and augmented by the interaction term (treatment x subgroup). The estimated coefficient on the interaction term is reported.

GEM = Gender-Equitable Men; ITT = intention-to-treat.
*p < .05, ¥*p < .01.
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