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EXECUTIVE SUMMARY

BACKGROUND

Child malnutrition is widespread in most developing countries. In order to combat the high levels of
under-nutrition, food insecurity, and related child health problems, USAID Uganda issued a grant to
Innovations for Poverty Action in 2012 to design and implement a randomized controlled trial that
evaluated interventions aimed at reducing child malnutrition in Uganda. The approach to reducing
malnutrition and improving health was gender-focused, that is, it addressed the differing positions of
mothers and fathers within the household. Specifically, the interventions were designed to close mother-
father gaps in health and nutrition knowledge and in decision-making power within the household. This
was done via village training sessions that provided parents of young children with communication skills
and health and nutrition knowledge to improve their children’s health.

EVALUATION PURPOSE AND QUESTIONS

This study evaluated an innovative set of interventions aimed at improving child nutrition and health in
Uganda. The goals of the study were to provide insight into the reasons that mothers, according to
many previous studies, spend more than fathers on children’s health and also to evaluate scalable
interventions that give skills and knowledge to parents that enable them to improve their children’s
health and nutrition. Evaluating the impact of these interventions, thus, provides two types of
knowledge. First, our evaluation was designed to provide broadly applicable insights into the reasons
that mothers typically spend more than fathers on children’s health. Second, we assessed the
effectiveness of scalable programs that could close mother-father gaps in knowledge and decision-making
power and thereby reduce child malnutrition. The study answers the following questions: (I) Can
addressing gender gaps between mothers and fathers improve maternal and child health and economic
well-being? and (2) What approach to closing gender disparities is more effective at improving child
health and other outcomes—increasing mothers’ empowerment, increasing fathers’ knowledge about
the health needs of children, or increasing mothers’ knowledge about the health needs of children? The
findings from this evaluation can be used to inform other USAID programming and guide other
international organizations, governments and stakeholders to design effective programs for improving
child and maternal health and nutrition, especially in contexts where men have considerably more
decision-making power within the household than women.

RESEARCH DESIGN

A randomized controlled trial (RCT) methodology was used to evaluate three different interventions
designed to explore knowledge and female decision-making power as barriers to child health. The first
intervention aims to increase fathers’ knowledge about the health needs of children (Men’s Health &
Nutrition, or MHN). The second intervention increases mothers’ knowledge about the health needs of
children (Women’s Health & Nutrition, or WHN). The third intervention builds on WHN and
additionally aims to increase mothers’ empowerment (and ultimately, their decision-making power in the
household) by teaching communications skills (Women’s Health & Nutrition plus Empowerment, or
WEMP). The rationale behind WEMP is that, in addition to knowledge, women need increased say in the
household in order for their views on health spending, family diet, and health-seeking behaviors to be
reflected in the household’s decisions.

An RCT allowed a rigorous evaluation of the effectiveness of each of the interventions compared to the
status quo and to each other. The sample population was randomly divided into one of three treatment



groups (villages that received a particular intervention) and a comparison group (villages that did not
receive any intervention). Each of the treatments consisted of 19 bi-weekly village-level training sessions
that provided parents of young children with knowledge and communication skills to improve their
children’s health and nutrition. The trainings emphasized behavior changes that families could make even
with limited financial resources.

The study was conducted in 412 rural villages in the four districts of Mitooma, Ntungamo, Rukungiri and
Sheema in southwestern Uganda. The evaluation uses two waves of data collection (a pre-intervention
baseline survey and a post-intervention endline survey) in which mothers and fathers were surveyed and
anthropometric measurements of mothers and children were collected. The evaluation examines the
effects of the interventions on child and maternal height, weight, anemia, and other health indicators, as
well as intermediate outcomes such as health behaviors, knowledge, and women’s empowerment.

FINDINGS AND CONCLUSIONS

The results show no statistically discernible effect of any of the three interventions on child health in
general, but disaggregating by child gender, there is suggestive evidence of positive impacts on girls’
health (weight and height) for the WEMP group. Specifically, girls in the WEMP group are more likely to
have higher height for age (HFA) scores and higher weight for age (WFA) scores than boys. The WEMP
group also had a reduction in mortality for infants less than 6 months old. However, we note that this
result is based on a small sample of infant deaths. There are no statistically significant health impacts of
the WHN or MHN programs on infant mortality and no impacts on maternal anthropometric measures
for any of the three interventions.

The WEMP program did not lead to improvements in women'’s self-reported decision-making power
within the family, but women who participated in this intervention are working slightly more and
discussing child health and nutrition more with husbands. Moreover, the three programs increased
conversations between husbands and wives about important topics that affect maternal and child health
such as the woman’s nutrition during pregnancy and whether to have antenatal checkups. All three
interventions significantly increased participants’ health and nutrition knowledge. Survey responses
indicate that children and women in the WHN intervention had improved diets.

There is also evidence of better antenatal and postnatal practices and an improvement in health and
nutrition practices such as improved feeding practices for babies in the WEMP and WHN groups. In

terms of immunization, children are more likely to have received the required dose of Vitamin A in the
WEMP group.

Overall, the WHN and WEMP programs were more effective than MHN. This is partly but not entirely
due to mothers being more likely than fathers to attend the program meetings regularly. Although these
programs did not improve child height and weight overall, the improvement in health behaviors,
reduction in infant deaths, and improved weight and height of girls suggest that parent classes that
convey both concrete health knowledge to mothers and communication skills so that they can affect
change in household spending and health-seeking behaviors hold promise as a tool to improve child
health.



BACKGROUND

Child malnutrition is widespread in developing countries. Globally, 175 million children under age 5 are
stunted and 55 million are wasted (Bhutta et. al. 2009). In Uganda, despite significant strides over the last
10 years, the child mortality rate (defined as mortality before age five) remains high at 55 per 1,000 live
births (World Bank, 2015)!. Malnutrition among adults and children is also high, with more than half of
Uganda’s population unable to access nutrient-dense food and a 33% rate of stunting among children
under five (Uganda Demographic and Health Survey, 2011). Vitamin A deficiency and iron-deficient
anemia in women and children are also prevalent. A myriad of factors contribute to these poor health
outcomes such as child care and hygiene practices in the home, access to health-care and nutrition
services, access to food and a diverse diet, agricultural productivity, and employment and access to
monetary and non-monetary resources.

In order to combat the high levels of under-nutrition, food insecurity, and related child health problems,
USAID Uganda together with the Government of Uganda developed a comprehensive and integrated
approach—the Community Connector (CC) project under the USAID Feed the Future initiative. The
CC program is an effort to provide a multi-sectoral approach to poverty, food insecurity, malnutrition
and poor maternal and child health in Uganda targeting those communities that experience
disproportionate levels of each. Going beyond traditional interventions, the CC project aims to increase
participation of women in household production and decision-making, especially regarding the use and
distribution of resources, and increase exposure to important nutrition and hygiene interventions.
Innovations for Poverty Action (IPA), U.S.-based non-profit, was contracted by USAID to conduct a
randomized controlled trial designed to investigate key Feed the Future and CC hypotheses about
gender inequities as a barrier to maternal and child health and food security.

It is widely held among development practitioners and academics that mothers are more likely to spend
money on goods and services that improve children’s health and well-being than fathers are.2 However,
less is known about exactly why mothers spend differently than fathers. Two quite different possible
reasons (that are not mutually exclusive or exhaustive) are that:

(A) Women put higher priority on the health and nutrition of children.

(B) Women know better than men what is needed to achieve better child outcomes.

If (A) is paramount, then to improve child health and nutrition, one promising policy approach might be
to shift household decision-making power toward women. However, if (B) is a large factor behind the
pattern, then it might be sufficient and simpler to educate men about child health needs without
changing the balance of decision-making power in the household. Testing these two different approaches
is one of this study’s objectives, as described below.

I'In 2005 the child mortality rate was 107 per 1,000 live births (http://data.worldbank.org/indicator/SH.DYN.MORT?page=1)
2 Examples of studies in developing countries are (Thomas 1990, 1997) and Duflo (2003).
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EVALUATION PURPOSE &
QUESTIONS

EVALUATION PURPOSE

Given the pressing need to develop and evaluate interventions to combat under-nutrition and related
child health problems, this study evaluates an innovative set of interventions aimed at improving child
nutrition and health. In particular, the study uses a randomized controlled trial (RCT) methodology to
explore how mother-father disparities in knowledge and decision-making power contribute to poor
child health and evaluates different interventions aimed at closing these mother-father gaps in Uganda.
This study evaluates three different interventions to explore these barriers to child health. The first
intervention aims to increase fathers’ knowledge about the health needs of children. The second
intervention increases mothers’ knowledge about the health needs of children. The third intervention
aims to increase mothers’ empowerment (and ultimately, their decision-making power in the
household). The goal of the study is to provide insight into the reasons that mothers typically spend
more than fathers on children’s health and also to evaluate scalable interventions that give skills and
knowledge to parents that enable them to improve their children’s health and nutrition. Evaluating the
impact of these interventions provides two types of knowledge. First, we assess the effectiveness of
scalable programs that could close mother-father gaps in knowledge and decision-making power and
thereby reduce child malnutrition. Second, our evaluation is designed to provide broadly applicable
insights into the reasons that mothers typically spend more than fathers on children’s health.

The findings from this evaluation can be used to inform other USAID programming and guide other
international organizations, governments and stakeholders to design effective programs for improving
child and maternal health and nutrition. Within Uganda, representatives of the Uganda government and
USAID Uganda’s implementing partners, many of which work in the area of child nutrition, will benefit
from the evaluation. We believe the results are broadly applicable in developing countries since child
malnutrition is a global problem. Moreover, the pattern that money in the hands of mothers has a bigger
impact on children’s health than money in the hands of fathers has been documented in Africa, Latin
America, and Asia. Hence, mother-father disparities in knowledge or bargaining power are likely to
affect child health outcomes in many regions of the world. The interventions are designed to shed light
on why intra-household bargaining power affects child health. Since the importance of bargaining power
between parents as a determinant of child health seems quite universal, it is also likely that our findings
about the underlying reasons that bargaining power matters will be applicable in many settings. Thus, the
findings from this study will be useful in designing other types of interventions aimed at improving child
health outcomes, for example, transfer programs that provide money to mothers versus fathers.

EVALUATION QUESTIONS

The study aims to answer two main questions:
(1) Can addressing gender gaps between mothers and fathers improve maternal and child health and
economic well-being?
(2) What approach to closing gender disparities is more effective at improving child health and
other outcomes—increasing mothers’ empowerment, increasing fathers’ knowledge about the
health needs of children, or increasing mothers’ knowledge about the health needs of children?



RESEARCH DESIGN

The study was conducted in 412 rural villages from four Southwest districts in Uganda: Mitooma,
Ntungamo, Rukungiri and Sheema. To compare the effectiveness of the innovative approaches
mentioned above, an RCT methodology was used. An RCT allowed a rigorous evaluation of the
effectiveness of each of the gender equity strategies relative to the status quo and relative to each other.
Villages were randomly assigned to three treatment groups and one control group which did not receive
any intervention (see Table |). The randomization process ensured that participants in each of the
groups were, on average, similar at the outset of the study and differed only with respect to the
interventions they received; this allows one to measure the causal effect of the interventions by
comparing outcomes (e.g., child health) in the treatment and control groups.

Table |: Treatment groups and control group

Treatment | Treatment 2 Treatment 3 Control

Women’s Empowerment Men’s Health and Women’s Health Control Group

+Women’s Health & Nutrition Nutrition

Nutrition Education (WEMP) | Education (MHN) Education (WHN)

(98 villages) (105 villages) (105 villages) (104 villages)
INTERVENTION

The intervention, called the Healthy Futures Initiative (HFI), consisted of village-level training sessions
that provided parents of young children with skills and knowledge to improve their children’s health.
More specifically, the intervention was designed to close mother-father gaps in health and nutrition
knowledge and improve communication and decision-making within the household. The different
treatment arms are described below. The specific curricula content and how the modules were
implemented will be discussed in more detail in the ‘Intervention Implementation’ section.

Treatment |: Women'’s Health and Nutrition plus Women’s Empowerment - the Women’s Empowerment
curriculum was designed to increase women'’s decision-making power within the household and enhance
skills related to dialogue and communication. The Nutrition Education curriculum was designed to teach
women about safe antenatal and birthing practices, recommended breast-feeding behaviors, nutrition
needs for women and children, and sanitary food and water preparation.

Treatment 2: Men’s Health and Nutrition — used the same Nutrition Education curriculum and format
utilized in Treatment |, but with men as the participants.

Treatment 3: Women’s Health and Nutrition — used the same Nutrition Education program as in
Treatment 2 but instead targeted women.

Control: The control group did not receive any intervention.

TIMELINE OF ACTIVITIES

This section gives an overview of the timeline for the different study activities. Figure | is a graphical
depiction of the timeline.



Figure I: Project Timeline
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Intervention Development & Baseline Preparation - January 2012 to August 2012
The first phase of the project focused on successfully laying the groundwork for efficient data collection
and development of an effective and culturally appropriate educational intervention. Preparation for field
operations included hiring of key staff, testing intervention curricula content, equipment procurement,
survey development and testing and identifying the sample population to be included in the survey. In
June and July 2012, the sample population for the baseline survey was determined by identifying, with the
assistance of the Uganda Bureau of Statistics, the universe of villages in the four study districts. Parishes
and individual villages that were deemed urban were excluded from the sample frame. Of the over 2,000
villages remaining, a geographic algorithm was applied to randomly select villages as geographically
distant from each other as possible with the aim of reducing spillovers of knowledge from one village in
the study to another. Once the 412 villages to be included in the study were randomly selected, a
Household Listing exercise was undertaken to identify eligible households within each village (more
detail below). Due to the nature of the intervention, which aimed to change decision-making power
within the household, it was important that one of the household eligibility criteria be that both partners
were living in the household (staying in the household more than 16 nights within the last month).

Household Listing Exercise

The Household Listing exercise was undertaken in August 2012. The exercise was done to create a list
in each village of eligible households for the baseline survey. A household was considered eligible if both
parents lived at home and either the woman was pregnant or the youngest child in the household was
age 24 months or younger. The questionnaire collected information related to household demographics
and other household characteristics (e.g. marital status of household head, whether or not household
had any children under age five and the ages of the children, whether or not the spouse of the
household head was pregnant, etc.). The exercise was conducted by working with members of the
Village Health Teams (VHTs) and the Local Council |(LCI). VHTs maintain record books which include
household names, births, deaths and immunizations, and their responsibilities include regular visits to
households within their catchment areas. They are consistently the most knowledgeable community
members in terms of village demographics and health and collectively are able to discuss each household
within their village. Representatives of the LCI| also have keen insight into the members of their
community and served as a check to VHTs.

Enumerators were responsible for organizing a meeting of all VHTs and a representative of the LCI to
create a list of all households within the village with a cohabitating couple and either a young child or a
pregnant woman. At the conclusion of the listing the enumerator asked a series of questions to
reconfirm that each household was included in the list. After the initial listing was complete,
enumerators visited all households with a child between 18 and 30 months (that is, near our age cutoff
of 24 months) to confirm child ages, using the Child Health Card if available and the mother’s account if
not. This exercise resulted in a list of all eligible households in the study villages from which to randomly
draw the baseline survey sample.



Baseline Survey - August 2012 to January 2013

The sample of households for the baseline survey was selected from data collected in the household
listing exercise. Households were selected with a preference placed on those with children less than 6
months of age or pregnant women since the interventions were expected to be most beneficial for
families with pregnant women or young infants. Seven replacement households per village were
identified whenever possible; these households were interviewed if one of the originally chosen
households was determined to be ineligible or could not be located. Mobilizers (that is, the “advance
team” for the surveyors) also consulted the LC| to identify additional eligible households that were not
included in the census performed in the previous month due to a woman being newly pregnant or a
household with a child under 24 months recently moving to the village. The main goal of recruiting a
sufficient number of participant households in every village was to ensure the intervention group size
was large enough for a lively discussion. The total baseline sample was 5,516 households (2,270 in
Ntungamo; 1,361 in Rukungiri; 1,078 in Mitooma and 807 in Sheema), which represents about 13
households per village.

Pretesting of the baseline survey instruments began in June 2012. The baseline data collection included
three surveys in total: the women’s survey, the men’s survey, and an anthropometric survey. The man
and woman in an eligible household were each interviewed separately - a full survey to the
mother/pregnant woman and a shorter questionnaire to the male partner. Anthropometric
measurements were recorded for the woman and all children under about three years of age
(specifically, less than or equal to 28.5 months) who were living in the household at the time of the
baseline survey. The surveys were finalized and programmed for electronic data collection in August
and September. A two-week surveyor training for the IPA field team took place in September, and data
collection took place in all 412 villages between October 2012 and January 2013. Survey data were
collected using portable PDAs (Samsung Galaxy Players) and later imported, compiled, and analyzed.
Anthropometric data were collected using Hemocue 301 Hb Analyzers, Seca 874 Mother Baby Scales,
and ShorrBoard Infant/Child/Adult Portable Height-Length Measuring Boards. Anthropometric
measurements included height, weight, middle upper arm circumference, and hemoglobin levels as
determined by a finger prick blood draw. Survey-based measurements included variables for: health (e.g.,
self-reported illness, child survival); health-care utilization (e.g., health clinic visits, immunization
coverage); household consumption; health and nutrition knowledge of mothers and fathers; and proxies
for women’s empowerment and decision-making. Prior to administering the baseline survey, informed
consent was obtained and all communication was done in the local language. The key sources used to
develop the baseline questionnaire were the 2006 Uganda DHS, the 2010 Tanzania DHS, the
International Men and Gender Equality Survey of 201 1, and a survey from a recent peer-reviewed health
economics study in Uganda by Bjorkman and Svensson3.

To ensure high-quality data were collected, auditors re-visited a randomly selected subset of households
the day after a village was surveyed to administer a shortened version of the same survey. This
shortened version focused on key outcomes and questions for which it was most important to verify
data quality. Data from audits were analyzed on the spot by comparing them to the data collected by the
surveyors the day before. The results were presented to surveyors on a weekly basis both to hold
surveyors accountable for any errors and to minimize future errors in the field. During the survey we
found that in a larger than expected percentage of households, fathers were working away from home
for extended periods of time, making otherwise eligible households ineligible.

3Bjorkman, M. and Svensson, J. (2009). “Power to the People: Evidence from a Randomized Field Experiment of a Community-
Based Monitoring Project in Uganda.” Quarterly Journal of Economics. 124 (2): 735-769.
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Intervention Implementation - February 2013 to November 2013

The intervention was implemented in 308 villages randomly chosen out of the 412 study villages:
Women’s Health & Nutrition (105 villages), Men’s Health & Nutrition (105 villages), and Women’s
Health & Nutrition plus Women’s Empowerment (98 villages). The remaining 104 villages received no
program and served as the control group for the study. The randomization was stratified along two
dimensions, first, the baseline level of women’s decision-making power and, second, baseline child and
maternal health. Specifically, several variables from the baseline survey were combined into an index
measure of women’s decision-making power, and villages were divided into those with above- and
below-median women’s decision-making power. Similarly, villages were categorized as above- and
below-median on an index of child and maternal anthropometric measures. Randomization was
conducted separately within each of the 4 categories (high decision-making index/high health index, high
decision-making/low health, low decision-making/high health, low decision-making/low health).
Stratification ensures better balance along these characteristics between the different treatment arms
and the control group.

Activities related to the intervention began in January 2013 with the hiring and training of field
supervisors and program facilitators. Facilitators were assigned specific villages for the duration of the
intervention, and in February 2013 facilitators visited each of their villages in person to mobilize program
participants (those who participated in the baseline survey in the treatment villages). Each village visit
began by meeting with the Local Councilperson (LCI) to discuss the program. LCls were provided with
a small one-time incentive (4,000 UGX, $1.50) to assist the facilitator in locating the participants. Once
all participants in a village were contacted, the facilitator established a convenient meeting time to
ensure maximum attendance. Thereafter, training sessions for participants were held in each village once
per fortnight. Each group also elected a group leader to act as a contact person for the facilitator and aid
in the continued mobilization of participants throughout the program. Group leaders were required to
own a mobile phone to enable communication. Group size varied from 5 to 16 invited participants. In
some villages, residents who were not part of the IPA evaluation asked permission to also participate in
the program. Other residents who fit the eligibility criteriat were allowed to sit in on the program but
did not receive financial incentives for attendance. After 19 bi-weekly meetings in all treatment villages,
the final sessions were completed at the end of November 2013. Throughout the implementation
period, facilitators were closely monitored by the field supervisors and the IPA Project Coordinator.

Participants were given incentives for participation- male participants received an incentive of 1,000
UGX (approximately $0.40) at every session, and female participants receive an incentive of 1,000 UGX
at every other session. The rationale for this difference is that, in the absence of financial incentives, men
are less likely to participate than women; this difference may be due to men having less flexible
employment or a lower interest level in the topics. In an ideal world, fathers would be intrinsically
motivated enough to attend as much as mothers do, but in reality, it appears that giving them a larger
financial incentive to attend is necessary to obtain attendance rates that are comparable to those for
mothers. Note that even with the higher incentive level for men, the average participation rate was 59%
for fathers compared to 78% and 76% for women in the WEMP and WHN groups respectively.

Curricula Development

Both the Health and Nutrition and the Women’s Empowerment curricula (see Annex 1) were
developed based on extensive literature reviews as well as meetings and consultations with local health
professionals and advocacy organizations. Each Health and Nutrition session was designed to be
approximately one hour in length, while each Women’s Empowerment session was approximately 45

4 To be eligible to participate in the program, residents had to live in same households as their spouse/partner (i.e., both the
mother and the father live in the same house) and either have a child under two years of age or are pregnant.
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minutes (| hour and 45 minutes in total when combined with the Health and Nutrition curriculum). All
lessons were field-tested in villages in Bushenyi in summer of 2012. Eight villages in the district of
Bushenyi were selected to receive the program and act as pilot villages. (Four received the Women’s
Health & Nutrition plus Women’s Empowerment curricula and the other four received the Men’s
Health & Nutrition curriculum.) To enable the facilitators to have a thorough understanding of Health
and Nutrition topics, they participated in 1.5 weeks of training prior to implementation of the program.
During facilitator training, project supervisors reviewed facilitator roles and responsibilities before going
over the Health and Nutrition curriculum and handbook in detail. Training included an overview of each
session, including main education points, information on general logistics, directions for learning
activities, and discussion questions. Other topics covered during the training week included adult
learning, staff expectations, and facilitation skills. The facilitators were also provided with the curriculum
guide for the lessons (Annex I, Parts A and B) and an accompanied facilitator’s guide (see Annex |, Part
C) containing additional information on each topic. This guide includes more detailed technical
information as well as common misconceptions and participant questions that were documented during
field-testing.

Learning materials were developed by Mango Tree, a local NGO that specializes in developing and field-
testing education materials for households in Uganda. Materials included a set of flip charts in
Runyankole (the local language) with color illustrations covering a range of concepts and topics covered
in the curricula as well as a set of flash cards with various local foods (e.g. see Image ). Flip charts
displayed images such as food groups, women attending antenatal checkups, and examples of assertive,
passive, and aggressive body language. As an additional resource, facilitators and supervisors were also
given materials published by UNICEF such as diagrams of breastfeeding positions, male and female
reproductive systems, and various forms of contraception.

Image 1: Mango Tree illustrations depicting (1) steps for making an oral rehydration solution

(2) and a woman receiving antenatal care at a health clinic.

Curricula Content

The Health and Nutrition curriculum covers |6 topics aimed at improving health outcomes for mothers
and children less than two years of age. The curriculum also includes an introduction and overview
session as well as two review sessions to help consolidate participants’ knowledge adding up to 19
lessons in total. The Health and Nutrition curriculum is identical for both the Men’s and the Women’s
sessions. The session topics are as follows:

Introduction and overview
Maternal health and child nutrition
Prenatal nutrition

Breastfeeding

W -
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Complementary feeding

Food groups

Micronutrients for mothers and children

Safe water and sanitation practices

9. Food preparation and recipes

10. Review

1. HIV/ AIDS

I2. Contraception and family planning

I3. Preconception

4. Pre and postnatal practices in your community
I5. Birthing

16. Infant illness and preventative health practices
I7. Postnatal care and birth spacing

I8. Infant growth monitoring and promotion

19. Review and graduation

© N

The Women’s Empowerment curriculum is similarly structured but has only one review session. The
first half of the program covers general skills, and in the second half (i.e., Session || onwards) the topics
specifically complements the Health and Nutrition curriculum. The session topics are as follows:

Overview and introduction

General communication strategies
Decision making process
Communicating infant needs

General negotiation strategies

Power and preventing conflict

Healthy relationships and healthy families
Gender relations

9. Financial negotiation

10. Self-esteem and goal setting

I'1. HIV/AIDS prevention

I2. Negotiating family planning use

I3. Communicating and negotiating antenatal needs
4. Resources in my community

I5. Household budgeting

16. Healthy children

I7. Fatherhood

I8. Domestic violence

I9. Review and graduation

©NOUA WD —

Endline Survey - March 2014 to September 2014

The endline survey was built upon the baseline survey, allowing the research team to measure changes
in key variables over time in both treatment and control groups. Similar to the baseline survey, the
endline survey collected data on anthropometric measures (height, weight, middle upper arm
circumference, and hemoglobin levels as determined by a finger prick blood draw), health (e.g., self-
reported illness, child survival); health-care utilization (e.g., health clinic visits, immunization coverage);
household consumption; health and nutrition knowledge; and proxies for women’s empowerment and
decision-making. Households in treatment villages were also surveyed about their participation in and
opinions about the intervention. Preparations for the endline survey included field-testing the survey and
a two-week staff training.
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Endline data collection activities launched in in March 2014. The man and woman from the baseline
couples were each interviewed separately - a full survey to the mother/pregnant woman and a shorter
questionnaire to the male partner. The field team attempted to interview both spouses, even if the
couple was no longer living in the same household. It should be notes that men were generally found to
be home less often than women, and therefore the women’s questionnaire and the anthropometric
questionnaire were designed to capture the main outcomes of interest. Anthropometric measurements
were recorded for the woman and all children who were sampled at baseline, as well as any other
biological children from age 0 to 7 who were living in the household at the time of the endline survey. A
child was considered to be living in the household if he or she spent at least |6 days of the last month in
the family household. This could include sleeping in a close relative’s house, such as an aunt or
grandmother, so long as the mother was the primary caregiver. Prior to administering the survey,
informed consent was obtained and all communication was done in the local language. Shortly after
launching the initial data collection the team began tracking activities for respondents categorized as
needing short-term tracking (e.g., respondents still living in the area but unavailable during the
enumerator’s initial visit). Respondents that required long-term tracking (e.g., respondents who may
have moved or were working/traveling outside the village) were monitored and slated for follow-up at
later dates. Some households were not found despite several follow-up attempts by the survey team,
resulting in an attrition rate of 5.5% for the main data collection tools. The field team was also unable to
complete the men’s questionnaire for an additional 3.8% of the sample. Reasons for households being
lost to follow-up included fleeing legal and financial issues, economic migration, and dissolution of
families (divorce). Data collection was carefully monitored by Field Managers and survey team leaders
via audits, high-frequency data reviews, and spontaneous spot checks. Similar to the baseline, data from
audits were analyzed on the spot, with results presented to surveyors on a weekly basis both to hold
surveyors accountable for any errors and to minimize future errors in the field.

Quantitative data was supplemented with qualitative data collection in a subset of 36 treatment villages.
Both male and female participants were surveyed on what intervention modules they found most useful
and on what modules could be expanded to include more information. Additionally, qualitative data
provided anecdotal examples of ways in which participants made lifestyle changes to incorporate
teachings from the HFIl program. Participant feedback was collected from each village by facilitators via
focus group discussions in the final session of the program during November 2013. Supplementary
feedback from facilitators was collected by the Project Coordinator during the final staff meeting in
December 201 3.

Data Cleaning and Analysis - October 2014 to September 2015

After the data collection, data cleaning was done to prepare data for analysis. Data cleaning included
renaming and recoding of variables, checking for duplicates and merging of endline and baseline data.
Baseline and endline survey data were cleaned and analyzed using STATA, a statistical software package.

Data analysis was done using statistical tests of mean outcomes across groups, as well as regression
analyses that allowed for adjustments of any differences between the groups in baseline characteristics.
To assess the effect of the intervention, we estimate the following linear regression model

Yiia =a+ BTjqg+ 04 +v; + &ija €Y
where Y;;; is the outcome of household i, in village j in districtd, Tjq is an indicator variable for
assignment to treatment, 6, are district fixed effects, y; are the stratum fixed effects and ¢;;; is the

error term. We cluster standard errors at the village level, accounting for the fact that the intervention
varies at this level.
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For some outcomes, we have a group of related outcome measures. To assess the impact of the
intervention on a set of K related outcomes, we follow Kling et al. (2004)> and estimate a seemingly
unrelated regression system, to derive average standardized treatment effects (ASTE),

K
B =1/K Zk:l B/ 6 (2)

where S is the point estimate on the treatment indicator in the kth outcome regression and gy, is the
standard deviation of the control group for outcome k (see Duflo et al. 2007)¢.

To perform between-group comparisons of the effect of the treatments on mortality rate, a Poisson
regression was estimated.

5 Kling, J. R., Liebman, J. B,, Katz, L. F., & Sanbonmatsu, L. (2004). Moving to opportunity and tranquility: Neighborhood effects
on adult economic self-sufficiency and health from a randomized housing voucher experiment.

6 Duflo, E., Glennerster, R., & Kremer, M. (2007). Using randomization in development economics research: A

toolkit. Handbook of development economics, 4, 3895-3962.
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FINDINGS, CONCLUSIONS &
RECOMMENDATIONS

BASELINE RESULTS

This section highlights the results of the baseline survey. The baseline survey data was used to randomly
select the villages that would receive the HFI program. The results from the baseline survey also
provided the research team with a better understanding of health problems, gender norms, and health
knowledge in the study area, which the team was able to use to refine the HFl lessons. Summary
statistics from the baseline survey can be found in Table 2.

Table 2: Summary statistics at baseline

Mean Std. Dev.
Household size 5.409 2.140
Number of kids age 0-5 1.640 0.678
Husband is employed 0.968 0.176
Husband is employed in non-skilled labor 0.572 0.495
Mother is employed 0.952 0214
Mother is employed in non-skilled labor 0.876 0.329
Mother's total wage last week (1,000UGX) 0.003 0.006
Household's income last month (1,000UGX) 128.300 274.360
Household owns some land 0.790 0.407
Size of land (acres) 1.861 2.343
Assets PCA 0.000 3.742
Consumption PCA 0.000 3.472
House materials PCA 0.000 1.995
Woman's health knowledge index 0.649 0.071
WFA z-score (<5 years) -0.100 1.409
HFA z-score (<5 years) -1.177 1.906
Observations 5,505

Notes. |. PCA is used when the dataset has a large number of variables such that the dispersion matrix may be too large to study and interpret
properly because of too many pairwise correlations between the variables. PCA reduces the number of variables to a few, interpretable linear
combinations of the data -each linear combination corresponding to a principal component. 2. Assets PCA includes owning: cattle, goats,
chicken, a stove, a water tank, a bed, a paraffin/kerosene lantern, a television, a radio, a generator, a cell phone, a bicycle, a motorcycle and a
motor vehicle. Consumption PCA includes consuming: sugar, paraffin, soap, tea, milk, meat/fish, salt, transport, air time or public phones; and
spending on: rice, babies/children's clothing, funeral expenses, health expenditure, school fees, school supplies, parties/weddings and women's
clothes. Housing materials PCA includes using raw materials for household's floor, roof, or wall, as well as main sources of lighting and cooking.
3. The woman's health knowledge index is an unweighted average of its components and includes knowledge variables related to e.g.
breastfeeding, children’s health and nutrition, sanitation, etc.

Baseline Household Characteristics

Households in the sample ranged in size from 2 to 20 members, with a median size of 5 members.
Farming was the principal activity among the respondents, especially women: 83% of the women
reported working on a farm as their main occupation, compared to 58% of the men. About 89% of the
households in the sample had (at least) one child less than 2 years old and in 21% of the cases the
woman was pregnant. In almost the totality (99%) of the surveyed households, the household head was
a man. The median educational attainment of the household head was class P6. In addition, more than
two thirds of the households in the sample owned agricultural land (79%) and at least one cattle, goat or
chicken (76%). The average monthly income of the households was 128.300 UGX (approximately $50).
Differentiated by district; household size tended to be quite similar, with Ntungamo and Rukungiri
districts having a slightly larger average size; while male (self-reported) literacy was quite homogeneous
across the districts, female (self-reported) literacy was significantly higher in Sheema district (80%) and
lower in Mitooma district (68%); households in Sheema district were relatively less engaged in farming
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and were richer, while Rukungiri had the highest average participation in farming activity and the lowest
average monthly income.

Baseline Gender Norms

Both the women’s and the men’s questionnaire contained questions to measure prevailing gender
norms. In the first set of questions, the respondent had to say how much she/he agreed (or disagreed)
with a given statement. In most cases the statement was exactly the same in both the men’s and the
women’s questionnaires, making it possible to identify discrepancies in the way gender norms are
perceived. Results revealed significant discrepancies across genders in how women’s empowerment was
perceived. For instance, 40% of the men felt that women'’s rights took away their own rights, while only
30% of the women believed that to be the case. Similarly, 65% of men believed that gender equality had
already come far enough compared to 54% of women. Based on these findings, men appear to be
significantly less favorable toward women’s empowerment than women are. However, it is also
noteworthy that a large portion of women were not in favor of further advances in women’s
empowerment. Discrepancies also clearly emerge when looking at who should have the final say over
birth control: 70% of the women believe they should be in charge, while only 52% of the men agree. The
pattern appears to reverse when considering the obligations that a wife has towards her family and
husband: Women revealed, on average, a predisposition to accept and tolerate any action or decision of
their husbands, which is more than what husbands seemed to expect from them. Almost all women
(94%) agreed that women should tolerate domestic violence in order to keep the family together, while
90% of the men agreed with that.

A second set of survey questions measured how much consideration women’s opinions garner within
the household. Whereas the first set of questions was designed to elicit respondents’ views on women’s
empowerment in general, the second set focused on the dynamics of the specific household being
surveyed. The respondent was asked to identify the primary decision maker in the household for certain
topics and then asked whether he or she ever has opinions which differ from those of the decision-
maker (if different). Follow-up questions investigated whether these different views are ever made
explicit, whether they then lead to arguments, and who is the winner of the arguments. By relying on a
decision tree that takes into account all the possible combinations of answers, it is possible to create an
index that captures whether women’s opinions in the household are valued or ignored.

At baseline, the two sexes answered similarly when considering how to spend women’s income or how
much to feed the children: Both men and women reported that the woman’s view was ignored in less
than 14% of the cases, with some minor variation across the two questions. However, answers
significantly differed when looking at decisions over daily household needs and children health costs. In
these cases, respectively 69% and 75% of men believe that the woman’s view is ignored, while only 23%
and 9% of the women report that this is the case.

The women’s questionnaire also contained questions concerning the husband-wife relationship in the
household. The vast majority of women (92%) report that their husband gets angry whenever they
disagree with him. Moreover, 37% report having been beaten, and |7% state they have been humiliated
in front of others by their husband. Additionally, 21% of the women claim that their husbands do not
trust them with money. Figures | to 4 below show the variation across the four districts for four
representative questions discussed above. There is quite some heterogeneity in the spatial distribution
of the answers, depending on the question considered. The most striking difference seems to concern
Sheema district, where a significantly lower number of women agree that a husband can beat his wife if
she argues with him. A significantly lower number of women in Sheema also report that their husband
ever beat them.
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Fig. 1: Gender equality has come far enough Fig. 2: Husband can beat wife if she argues
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Parental Health Practices

At baseline, parental health practices were captured through a set of questions contained in the
women’s questionnaire. The first set of questions recorded parents’ health behavior. Overall, 84% of the
women report treating water before using it. Concerning family planning, less than half (45%) of female
respondents report ever using family planning and 28% report that they currently use it. 36% of the
women who gave birth in the last two years gave birth at home.

A second set of questions looked at parental health practices for their children. For children under
three years of age, 71% of mothers report