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Using a cluster-randomized trial, this paper evaluates the 
impact of group-based interpersonal therapy on mental 
health and human capital accumulation among adolescent 
girls in Uganda who were at risk of moderate or severe 
depression at baseline. The study was designed to test 
whether lay provider-led group-based interpersonal therapy 
for adolescents could be effectively scaled up using modest 
resources in a low-income country. It also tested whether 
a lump-sum cash transfer offered at the end of therapy 
provided any additional benefit. The findings show that 
group-based interpersonal therapy increased the share of 
adolescents with minimal depression by 20–30 percent 12 

months after therapy, but these effects dissipated by the 
24-month follow-up. Small short-term effects on human 
capital accumulation were also not sustained at 24 months. 
Surprisingly, the marginal effect of providing cash trans-
fers to group-based interpersonal therapy beneficiaries on 
mental health was large and negative, persisting two years 
after baseline. The paper provides suggestive evidence that 
the adolescents were frustrated by their inability to use the 
cash toward their own goals because of the need to divert 
funds toward the essential needs of their families during 
the COVID-19 pandemic.

This paper is a product of the Development Research Group, Development Economics. It is part of a larger effort by the 
World Bank to provide open access to its research and make a contribution to development policy discussions around the 
world. Policy Research Working Papers are also posted on the Web at http://www.worldbank.org/prwp. The authors may 
be contacted at bozler@worldbank.org. A verified reproducibility package for this paper is available at http://reproducibility.
worldbank.org, click here for direct access.   
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1 Introduction

Mental disorders are a major contributor to years lived with disability worldwide, with ma-
jor depressive and anxiety disorders among the leading specific causes (GBD 2019 Mental
Disorders Collaborators, 2022). Adolescents and young women are especially at risk, with
depressive disorders the leading cause of years lost to disability among 15-19 year old females
globally (Guthold et al., 2021). Beyond the immediate welfare losses, mental health disorders
developed during adolescence can also have long-term consequences, both because they are
associated with lower human capital accumulation and because most mental disorders that
persist into adult life first manifest between the ages of 12 to 24 (Patel et al., 2007).1 Rec-
ognizing the growing body of evidence suggesting a negative feedback loop between poverty
and mental illness, the Lancet Commission on global mental health and sustainable devel-
opment has called for urgent action to prioritize mental health interventions as a means to
promote sustainable development, uphold human rights, and foster social inclusion (Patel
et al., 2018). It is therefore highly pertinent to identify efficacious and scalable interventions
tackling adolescent mental health, especially in low- and middle-income countries (LMICs)
(Patel and Kleinman, 2003; Ridley et al., 2020).

One such intervention that has received considerable attention and has shown promise is
manual-based “talk therapy” — most often based on cognitive behavioral therapy (CBT)
and/or interpersonal therapy (IPT) — which can be delivered in groups and by trained
non-specialist providers (Singla et al., 2017; Van Ginneken et al., 2013; Ridley et al., 2020).
This approach is motivated, in large part but not exclusively, by resource constraints and
the limited availability of specialist providers in most LMIC settings, especially in rural and
remote areas (Saxena et al., 2007; Chisholm et al., 2016). A growing literature has found that
such therapy interventions can result in sizable improvements in mental health and economic
outcomes, at least in the short-run (Singla et al., 2017; Lund et al., 2011, 2022). However,
the longer-term and at-scale impacts are less clear, and a number of recent trials have failed
to find sustained effects beyond the 12-month post-intervention period (Lund et al., 2022;
Ridley et al., 2020; Haushofer et al., 2023a). Furthermore, there is little evidence on the
impact of mental health interventions on broader well-being — e.g., outcomes related to
human capital accumulation (Ridley et al., 2020).

We contribute to this body of work by evaluating a pilot program, jointly conducted
by StrongMinds and BRAC Uganda. StrongMinds is an International Non-Governmental

1Mental health disorders in adolescence are associated with increased risky decision-making (DiClemente
et al., 2001; Fishbein et al., 2006); future mental and physical health problems (Evans et al., 2007; Hardaway
and Smalls, 2009); lower educational achievement (Currie and Stabile, 2006; Eisenberg et al., 2009; Fletcher,
2008; Kessler et al., 1995; Stein and Kean, 2000); and low self-esteem and self-efficacy (Sowislo and Orth,
2013).
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Organization that provides group-based IPT (IPT-G) to women led by community workers
it recruits and trains intensively.2 StrongMinds Uganda (SMU) began working with BRAC
Uganda to develop a model to treat adolescent females with depression through BRAC’s
“Empowerment and Livelihood for Adolescents” (ELA) program. ELA operates community
clubs that girls can attend five times a week, which provide a safe space and an opportunity
to socialize, while also offering vocational and life skills training (Bandiera et al., 2020). The
clubs are led by female mentors who are selected from the community, given a low-intensity
training, and paid a small stipend. While evaluations of ELA clubs have shown mixed effects
globally (Bergstrom and Özler, 2023), in Uganda they were shown to be effective in reducing
teen and out-of-wedlock pregnancies, child marriages, and non-consensual sexual activity
(Bandiera et al., 2020). The complementarities between BRAC’s ELA programming and
SMU’s goal of testing its model with adolescent populations, along with the availability of
the ELA club mentors as lay-therapists, makes ELA clubs a promising avenue for the delivery
of therapy to adolescents at scale and low cost. Our study aims to test whether a version of
SMU’s IPT-G, in which ELA club mentors are given additional training and are supported
by SMU staff to lead a 14-week group-based talk therapy intervention, can be effective in
causing sustained reductions in depression among adolescent females and, if so, whether this
can have any knock-on effects on increased human capital accumulation.

To identify the impact of SMU’s therapy delivery model, we implemented a cluster-
randomized trial, in which 106 ELA clubs (the clusters) were randomized with equal prob-
ability into a control group and two treatment arms: (i) the SMU therapy intervention;
and (ii) the SMU intervention followed by a one-time lump-sum unconditional cash transfer
announced and delivered after the end of therapy. The study participants were recruited
from within each ELA club’s catchment area, with all adolescent females aged 13-19 listed
and screened for depression. Those exhibiting symptoms of depression were invited to par-
ticipate in the study. We conducted detailed surveys with the study participants at baseline
and three follow-up rounds.

Our study was designed to address three questions. The primary motivation was to assess
whether IPT-G can be effective at scale in reducing depression and anxiety among adolescent
females in Uganda, when delivered by nonspecialist age-peer providers.3 Second, while cash
transfers alone may have transitory effects on psychological well-being (see, e.g., Baird et al.
2013; Haushofer et al. 2023b; McKelway et al. 2023), there is reason to believe that they may
also enhance the effects of a proven therapy intervention if offered immediately following ther-

2See https://strongminds.org/about/ for details.
3The extant evidence suggests that CBT-based therapy interventions can be effective in improving psy-

chological well-being, but the evidence supporting the use of these therapies for adolescents is much thinner
(Singla et al., 2017; Ridley et al., 2020).
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apy. The idea is that, by providing relief from the day-to-day worries of budget constraints
and some insurance against negative shocks, cash transfers may create the mental space
needed to internalize the lessons and practice the behavioral skills obtained during therapy,
thus increasing impacts. Our trial aimed to test this hypothesis, for which the evidence is
mixed (Blattman et al., 2023; McKelway et al., 2023; Bossuroy et al., 2022; Haushofer et al.,
2023b). Third, and finally, our trial aims to test the hypothesis that reducing depression
during adolescence might translate into improved human capital accumulation. In the short-
run our primary and secondary outcomes focus on changes in aspirations, preferences, and
expectations as mechanisms for investments in human capital, such as desired fertility, time
preferences, educational aspirations, and ideal age of first pregnancy and marriage. In the
medium-term, we examine actual changes in human capital including school enrollment and
skill-based competencies, incidences of pregnancy and marriage, risky sexual behavior, and
self-efficacy.

We find that 18%-28% of individuals in the control group (depending on the scale used to
measure psychological distress) had recovered to have minimal depression approximately 12
months after the IPT-G intervention. Therapy significantly improved this primary outcome
by more than 5 percentage points (pp) 12 months post therapy. However, these effects
dissipated and were not statistically significant at the 24-month follow-up. We found no
effects on secondary outcomes of psychological well-being, such as self-esteem, resilience,
and locus of control at any of the follow-ups. It is important to note that the 14-week
therapy intervention was conducted in late 2019, immediately prior to the emergence of the
COVID-19 pandemic, meaning that the 12-month follow-up surveys were conducted at the
height of the pandemic. While our results imply that IPT-G had some protective effect,
it is plausible that the impacts of therapy may have been muted by the difficult conditions
caused by the pandemic, including extensive school closures – Uganda had the longest school
closures in the world at 22 months (Blanshe and Dahir, 2022) – and partial shutdown of the
Ugandan economy.

Given the size of the impacts on mental health, we would expect limited changes in human
capital accumulation. This is reflected in our findings at 12 months where we find mixed
effects of IPT-G, with modest positive impacts on school enrollment, delayed marriage,
desired fertility, and time preferences. While these effects are small (and generally do not
survive multiple hypothesis testing), they are suggestive of the important role that improved
mental health plays in broader well-being. By the 24-month follow-up, these impacts had
also dissipated, with none surviving corrections for multiple hypothesis testing.

Surprisingly, the marginal effect of providing lump-sum cash transfers to IPT-G benefi-
ciaries immediately following the completion of therapy was large and negative on mental
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health: beneficiaries of the combined treatment arm (IPT-G+) were 10 pp less likely to have
minimal depression compared with those who received IPT-G alone at the 12-month follow-
up. These negative effects were still present and statistically significant at the 24-month
follow-up. There were no impacts on human capital outcomes. We hypothesize that the
negative impact of cash reflects the fact that it was distributed right before the onset of the
COVID-19 pandemic – an unexpected negative shock. Exploratory analysis of data from the
follow-up surveys suggests that the adolescent beneficiaries were frustrated by their inability
to put the cash towards their own goals (such as starting a small enterprise), since they had
to divert part or all of the transfer towards the essential needs of their families. We discuss
this finding in more detail in Section 3.4.

Our study contributes to a growing literature on the impact of CBP/IPT interventions
on mental health in LMICs. Lay-provider led therapies have received considerable interest,
and were shown to be effective (in the short run) by Singla et al. (2017), who conducted
a meta-analysis of 27 studies with a highly significant average effect size of 0.4 standard
deviations. However, a number of more recent studies have produced longer-term results
and the findings are mixed. Baranov et al. (2020) showed sustained effects of the Thinking
Healthy Program (THP), which is a CBT-like intensive intervention adopted by the WHO,
on depression among women with perinatal depression in Pakistan after 7 years - with
lasting effects on financial empowerment and investments in children, particularly among
mothers who gave birth to daughters. In contrast, Bhat et al. (2022) and Maselko et al.
(2020) evaluate peer-delivered programs based on THP to women suffering from maternal
depression in South Asia and find no impacts on depression or other outcomes 3 to 4 years
post-intervention.4 In another notable contribution, Blattman et al. (2023) evaluate a group-
based CBT intervention targeted to young men actively involved in crime and violence in
Liberia’s capital Monrovia and found that therapy reduced antisocial behaviors 10 years
later.

In line with our findings, the above evidence suggests that CBT-based therapy interven-
tions can be effective in improving psychological well-being in the short-term. However, these
effects often do not persist in the longer-term and therapy alone rarely causes persistent ef-
fects on economic outcomes, such as consumption expenditures, assets, or employment.5

4Bhat et al. (2022) also report on the Health Activity Programme (HAP), a psychological treatment based
on behavioral activation targeted to adults in primary health centers in Goa, India. They find that, unlike
THP, HAP caused sustained reductions in depression 5 years post-intervention and improved their self-belief,
reduced their overconfidence, and increased self-assessed levels of patience and altruism. However, it had no
effects on employment or consumption, suggesting the possibility of other constraints to improvements for
those outcomes.

5A recent meta-analysis of RCTs of mental health interventions in LMICs generally supports this conclu-
sion, although it does find some effects on time in and functioning at work (Lund et al., 2022).
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Summarizing the same body of evidence, Haushofer et al. (2023b) state: “...intensity may
combine with circumscribed intervention goals and perhaps timing to produce lasting effects.
Thus, the most successful interventions may be those that are high-intensity and have spe-
cific goals; but even their effects may be time-limited.” Thus, the studies by Baranov et al.
(2020) (16 home visits by a health worker to prenatally depressed women) and Blattman
et al. (2023) (24 3-4-hour sessions targeted to young men involved in crime and violence)
are good examples of successful interventions with persistent effects on mental health and
some intermediate economic outcomes, such as financial empowerment and investments in
children.

Our study also contributes to a recent and growing literature on safety nets and mental
health, specifically on the marginal impact of adding cash transfers to mental health inter-
ventions. In Blattman et al. (2023), a cash transfer delivered after the group-based CBT
intervention had no detectable additional impact on antisocial behaviours. Bossuroy et al.
(2022) compare the marginal effect of adding a psychosocial intervention (life skills training
and community meetings on aspirations and social norms) to a multi-faceted anti-poverty
program in Niger to that of adding a lump-sum cash grant. It finds the addition of the
psychosocial intervention to be more cost-effective than the cash transfer. Haushofer et al.
(2023b) compare the effects of a CBT-based light therapy intervention with a one-time large
cash transfer to poor rural households in Kenya and find that the therapy intervention had
no effect on psychological or economic outcomes, while the cash transfer improved economic
and psychological outcomes in the short run - regardless of baseline mental health status.
The combined intervention was no more effective than cash alone. However, a follow-up
study on the same intervention found no persistent effects of cash on any outcome, as well
as reduced psychological well-being among households who received no cash in treatment
areas (Haushofer et al., 2023a). McKelway et al. (2023) compared the short-term effects of
a 6-week phone-based CBT targeted to older adults living alone in Tamil Nadu, India with
a small one-time cash transfer. Neither intervention (nor the two together) had any effects
at the 3-month follow-up. In summary, the extant literature offers no robust evidence that
cash transfers following therapy provide significant additional benefits, which is consistent
with the findings of this study.

The remainder of our paper is structured as follows. Section 2 provides the background for
our study, describes the interventions, the experimental design, and data collection. Section
3 presents the results on mental health and human capital accumulation. We present the
findings separately for the therapy arm (IPT-G) and the combined therapy and cash arm
(IPT-G+). Section 4 concludes.
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2 Experiment design

2.1 Interventions

2.1.1 Interpersonal therapy

Interpersonal therapy (IPT) is a time-limited, manual-based intervention that was developed
in the USA for the treatment of Major Depressive Disorder (MDD) (Klerman et al., 1984;
Weissman et al., 2000; Weissman, 2020), and was subsequently adapted to treat depression
in adolescents (Mufson, 2004; Morris, 2012; Rosselló et al., 2012).6 It is widely recognized as
an efficacious and effective form of psychotherapy with a solid evidence base, although much
of the research comes from high-income countries (Cuijpers et al., 2011, 2016). In 2015,
the WHO’s Guideline Development Committee recommended that psychotherapy with or
without pharmacotherapy be used as first line treatment for moderate to severe depression,
especially in resource constrained settings and in cases where medication is discouraged
(World Health Organization, 2015, 2019). As considerations of cost-effectiveness are more
binding in low-resource settings, group-based IPT is attractive as an alternative treatment
option to individual IPT. This was confirmed by Rosselló et al. (2012), which tested both
modalities, and found IPT-G to be a cost-effective means of providing efficacious treatment
to adolescents drawn from schools in Puerto Rico. In Uganda, our study setting, IPT-G has
been shown to be compatible with the local culture and promising in reducing depression and
dysfunction in adults (Bolton et al., 2003). Appendix Section B.1 provides a more detailed
background on IPT.

StrongMinds is a non-governmental organization dedicated to treating depression in Uganda
and Zambia.7 At the time of this study, its delivery model focused on hiring and training lay-
community members (typically former therapy group members or local volunteer counselors
with limited formal education) to serve as facilitators for IPT-G (StrongMinds, 2023a). Ini-
tially, StrongMinds focused on treatment for adult women, but in 2019 adapted their model
specifically to focus on adolescents in school.8 For this study, SMU partnered with BRAC
Uganda to pilot delivery of IPT-G to adolescent girls (both in school and out of school)
through ELA clubs. This marked the first time SMU (i) delivered therapy to out-of-school
adolescent females, (ii) used youth mentors, and (iii) delivered therapy through a partner
organization.

6The IPT model was adapted to treat a number of related disorders in different populations, see e.g.,
Lipsitz and Markowitz (2013) for a comprehensive list of references.

7StrongMinds America was launched in 2021 focusing on young people aged 16-25 in New Jersey, USA.
8IPT is well suited for the treatment depression in adolescence, as it is a period of transition during which

interpersonal relationships and conflicts play an outsize role (Mufson, 2004; Morris, 2012).
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SMU provided training and supervision to the ELA club mentors to deliver a 14-week
course of IPT-G.9 The timeline of the intervention relative to data collection is described
in Section 2.2.2 and shown in Figure 1. Before the start of the intervention, the mentors
received six days of training covering the entire process of delivering IPT-G.10 During therapy,
SMU mental health supervisors conducted both scheduled and impromptu visits to observe
the mentors at work. The mentors were assessed using systematic criteria laid out in the
SMU quality assurance tool, and were provided immediate feedback. SMU also held weekly
debrief sessions where the previous week’s activities were reviewed, feedback from the week’s
observation was discussed, and refresher training on the next week’s sessions were held. A
more extensive mid-therapy refresher training exercise was also held, with SMU adapting
their training to the specific needs of the mentors to improve implementation fidelity. The
approximate cost of delivering IPT-G in this study was $48 per person invited to therapy.11

2.1.2 Cash transfers

One-time, lump-sum cash transfers were delivered by BRAC Uganda immediately following
the end of the IPT-G in the combined treatment arm (see Section 2.3.1 below). The transfers
were in the amount of 250,000 Ugandan shillings (USD 69 at nominal exchange rates as
of September 6, 2019). The amount was chosen to roughly align with the annual amount
transferred by the Uganda old age pension (Kidd and Tran, 2017) and in line with other cash
transfers targeting adolescents, e.g., (Baird et al., 2019). The transfers were unconditional,
in the sense that all study participants who were screened into the study in the IPT-G+
treatment arm were offered the transfers. The framing of the transfers was that they were
a part of the intervention that is aiming to improve the well-being of the subjects. The
transfers were delivered either via mobile money directly from BRAC’s main office (8.7%
received it directly into their own account, while 63.3% received it by mobile money to the
household), or in person (28.1%) for those without a mobile money account.

9Appendix B.2 describes the criteria to be an ELA mentor. In addition to these criteria, if an ELA mentor
was herself deemed to suffer from depression, she was no longer eligible (one mentor fit these criteria).

10The newly recruited mentors (89 in total) were trained in three batches over the course of three weeks.
The training was conducted by four facilitators. The training covered counseling skills, provided an overview
of depression, introduced IPT-G and its theoretical foundations, and described how to carry out each phase
of IPT-G - placing particular emphasis on the pre-group session and initial phases of the therapy. Appendix
B.3 contains more extensive details on SMU’s training and supervision for the delivery of IPT-G in this
study.

11At the time of this study SMU was treating approximately 23,000 women at a cost of $110 per women.
The same figures were 335,000 women at a cost of $40 per patient by the end of 2023 (StrongMinds, 2023b).
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2.2 Sample and data

2.2.1 Sample

The intervention was delivered in ELA clubs managed and operated by BRAC Uganda.
BRAC has established ELA club branch offices throughout the country, each of which over-
sees several clubs. Eight ELA branch offices in and around the Kampala area were selected
for this study, of which six were located in urban areas and two in peri-urban areas. The
eight branches can be considered as corresponding to eight distinct geographical areas in
and around Kampala. A total of 115 ELA clubs fell under their purview, with each branch
managing 8 to 15 clubs. Out of the 115 clubs, 9 were excluded as they were found to no
longer exist or function regularly, and the remaining 106 were randomized into one of the
three treatment arms.

The sample of adolescents enrolled into the study were selected from the villages and
residential areas surrounding the ELA clubs. A radius of 500-meters around each club was
drawn and enumeration teams listed all adolescent females aged 13-19 who resided within
these catchment areas.12 During the listing, consenting (and/or assenting, as appropriate)
individuals were screened using the eight-item Patient Health Questionnaire depression scale
(PHQ-8). Individuals who scored 10 or above, which indicates a risk of moderate or severe
depression (Kroenke et al., 2009), were recruited into the study. Overall, 1,919 adolescent
females across 106 clusters were successfully recruited into the study.13

2.2.2 Data

There were four rounds of data collection during the study. A baseline survey was conducted
between June-August 2019, prior to the IPT-G intervention. The IPT-G intervention – i.e.,
the 14 weekly group therapy sessions – then ran between September and December 2019 at
all the clubs assigned to the two treatment arms. A second round of data collection, the
rapid resurvey, took place immediately following completion of the intervention, between
November 2019 and February 2020. The cash transfers were announced and distributed
to the individuals in the combined (IPT-G+) treatment arm after the rapid resurvey was
completed, in March 2020.

There were two additional rounds of data collection: a midline survey – approximately
12In a small number of clusters, due to high population density, the teams were not able to complete the

screening of all 13-19-year-old females before having to move on to the next community. In those clusters,
it is possible that the population that was screened was not a random subsample of all households with at
least one 13-19-year-old female member.

13The PHQ-8 threshold of 10 threshold was met by 45% of screened individuals. Within the screened-in
individuals, the consent rate was high, with only 3% refusing to participate.
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one year after the intervention – and an endline survey – approximately two and a half years
after the intervention. Figure 1 shows the study timeline. All surveys were administered
face to face except for the midline survey, which had to be conducted over the phone due
to COVID-19 restrictions. For this reason, data on a small number of the pre-specified
outcomes could not be collected at midline (details in Section 2.3.2 below).

2.3 Empirical strategy

2.3.1 Treatment assignment

After baseline data collection, block randomization was used to assign each ELA club (clus-
ter) to one of three study arms. The randomization was stratified by (a) BRAC branch
office and (b) community-level depression, categorized as high or low based on whether the
PHQ-8 scores were above or below the median severity among screened-in adolescents. This
resulted in a total of 16 (8x2) randomization blocks. The three study arms are:

1. Control group (36 clubs): ELA clubs to operate as usual, with no other intervention
introduced until the completion of the study.

2. IPT-G (35 clubs): ELA clubs to operate as usual, with a 14-week IPT-G intervention
delivered by ELA club mentors trained and supported by SMU staff.

3. IPT-G+ (35 clubs): Same as the IPT-G intervention arm, followed by a one-time,
lump-sum, unconditional cash transfer, announced and delivered after the end of ther-
apy.14

2.3.2 Outcomes

The outcomes of interest are divided into two main categories: those relating to mental
health and those relating to human capital accumulation. We registered a set of primary and
secondary outcomes within each of these families of outcomes (Tables 1 and 2, respectively).15

Table 1 shows the mental health outcomes. The primary mental health outcomes consist
of two binary indicators: (i) having a Patient Health Questionnaire 8 (PHQ-8) score ≤ 4,
which is indicative of showing no or minimal depression (Kroenke et al., 2009); and (ii)
having a General Health Questionnaire 12 (GHQ-12) score < 3, which indicates one is not

14The study design deviates from a classical 2x2 factorial design as there is no ‘cash only’ treatment
arm. While a 2x2 factorial design would have allowed estimating the marginal impact of therapy over cash
alone, a cash-only arm was not included – given that cash transfers were not something BRAC Uganda was
considering to add to their adolescent programming.

15The JDE Registered Report can be accessed at https://afosterri.org/jdepreresults/
sample-page/.
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suffering from psychological distress (Goldberg and Williams, 1988). We supplement these
two indicators with five secondary outcomes: (i) The PHQ-8 score (range: 0-24); (ii) the
GHQ-12 score (0-12); (iii) the score on the Rosenberg self-esteem scale (0-30) (Rosenberg,
1965); (iv) the score on the Child and Youth Resilience Measure-Revised (0-34) (Jefferies
et al., 2019); and (v) the locus of control score (1-10). The discrete PHQ-8 and GHQ-12
scores allow the assessment of impact on the severity of distress in the sample, while the
remaining outcomes capture several distinct dimensions of mental health (Shah et al., 2024).

The full set of human capital outcomes is shown in Table 2. The outcomes measured
differ slightly by round. At the rapid resurvey, primary and secondary outcomes focused on
intentions and expectations as useful predictors of subsequent investments in human capital,
as it was too early to see broader human capital changes. These outcomes include life
expectancy; desired fertility; educational aspirations (aspires to tertiary education), desired
age of first marriage, desired age of first pregnancy, expectations of paid work at age 25; time-
preferences; and the score on a set of competencies (skills), using a module developed by the
investigators (Baird et al., 2019). The competencies involved making correct change during
a set of hypothetical market transactions that aimed to test the respondent’s numeracy,
reading and listening comprehension, and ability to follow instructions.

At midline and endline, we added a number of primary and secondary outcomes that are
further down the causal pathway, i.e., that provide more concrete evidence of whether or not
there are knock-on effects of improved mental health on human capital accumulation. These
outcomes include an indicator for being enrolled in school; the incidences of marriage and
childbearing since baseline; risky sexual behavior (condom use during last sexual encounter);
and self-efficacy (Schwarzer and Jerusalem, 1995).

2.3.3 Estimation

There are two main parameters of interest in this study, which we estimate separately.
The first is the Intent-To-Treat (ITT) estimate of IPT-G on mental health and human
capital accumulation. We obtain the parameter estimate τ̂ by estimating the following
linear regression model on the sample restricted to the control and IPT-G groups:

Yi = α + τT T h.
c + β(xc − x) + δT T h.

c (xc − x) + εi (1)

Yi denotes outcomes Y for individual i residing in cluster c. Assignment to IPT-G (Therapy)
at the cluster level is denoted by the indicator T T h.

c . ε denotes an idiosyncratic error term.
We estimate this specification separately in each survey round. To improve power, we pool
the two treatment groups (IPT-G and IPT-G+) at the rapid resurvey round as both groups
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had completed their therapy sessions and the cash transfers had not yet been announced.
The second parameter of interest is the marginal impact of adding Cash to IPT-G on the

same set of outcomes. We estimate this parameter using an analogous specification in each
survey round on the sample restricted to the IPT-G and IPT-G+ treatment groups:

Yi = α + τT Cash
c + β(xc − x) + δT Cash

c (xc − x) + εi (2)

Assignment to IPT-G+ at the cluster level is denoted by the indicator T Cash
c .

The impact estimates are identified given random assignment to treatment at the cluster
level (ELA club). As randomization was block-stratified, all regression models include block
fixed effects, denoted by the vector xc, that are centered and fully interacted with the
treatment indicator (see e.g., Bruhn and McKenzie 2009; Lin 2013; Negi and Wooldridge
2021 for the practical and theoretical considerations of our chosen specification). Reported
standard errors are clustered at the ELA club level. In Appendix A, we also report results
from specifications that include an additional set of (pre-specified) baseline covariates at
the individual level: the results are qualitatively similar and, hence, omitted from the main
text.16

In all tables presenting impact estimates, we report standard p-values and False Discovery
Rate adjusted q-values. We adjust for the False Discovery Rate (FDR) following Benjamini
and Hochberg (1995), where adjustments are made within families of outcomes, i.e., pri-
mary/secondary and mental health/human capital outcomes, and within round.

3 Results

We first briefly discuss baseline balance, attrition, and treatment compliance. We then turn
to treatment effects on mental health and human capital, before concluding with a short
subsection that discusses the unexpected negative marginal impact of cash (over and above
therapy) on mental health.

3.1 Implementation fidelity

3.1.1 Baseline balance

Table 3 provides the baseline values for the subset of primary and secondary outcomes
measured at baseline, along with the set of pre-specified covariates. Overall, these variables

16The individual-level baseline covariates include: the poverty probability index (PPI) as a measure of
wealth (Peachey, 2017), age in years, binary indicators for ever married and ever pregnant, and the PHQ-8
score.
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are well-balanced at baseline across the control and treatment arms.

3.1.2 Attrition

Turning to attrition, Table 4 shows the share of study participants that were lost to follow-up
by treatment arm for each round. Attrition in the control group was 13.9% at rapid resurvey.
Columns 1-2 show that the level of attrition is not differential in the pooled treatment group
at the rapid resurvey, our preferred specification for this round. Columns 3-4 show that the
level of attrition was 3.5 percentage points (pp) lower in the IPT-G+ group — compared to
control and to IPT-G.17

Columns 5-8 in Table 4 report attrition at midline and endline - approximately 12 and
24 months after baseline, respectively. We note that the share of study participants in
the control group lost to follow-up increased to 20.5% by midline and 26.1% by endline.
These levels of attrition are on par with other longitudinal studies with adolescents in Sub-
Saharan Africa (e.g., Bandiera et al. 2020). The level of attrition in the IPT-G arm is always
indistinguishable from that in the control group. However, attrition is lower in the combined
treatment arm (IPT-G+) by 8 to 10 pp. It is possible that cash transfers induced some
reciprocity in this group, which resulted in higher rates of participation in follow-up surveys.

F-tests for the joint significance of covariates and their interactions with each treatment
arm, reported at the bottom of Table 4, indicate that these covariates are not prognostic
of attrition and that attrition is not differential by baseline characteristics across treatment
arms.18 We report ITT effects that are not adjusted for attrition in the main tables. Ap-
pendix Tables A11–A12 report upper and lower bounds for the impact estimates in the
IPT-G+ arm, where attrition levels are significantly lower than the other two study arms.

3.1.3 Compliance

In terms of compliance, Column 1 in Table 5 shows that no one in the control group had
access to the therapy intervention. Participation rates in IPT-G in the two treatment arms
were good for a community-based program targeting adolescents – 56% in the IPT-G group
and 52% in the IPT-G+ group attended at least one session (this compares to 21% in
Bandiera et al. (2020), for example). Conditional on attending at least one session, the
average number of sessions attended was high, approximately 11 out of 14 sessions in both
the IPT-G and IPT-G+ groups.19 Figure 2 shows the cumulative distribution of attendance

17We remind the reader that this round of data collection took place before the announcement and dis-
bursement of cash transfers in the combined treatment arm (IPT-G+).

18These coefficients, which are not presented in this table, are reported in full in Appendix Table A1.
19The share of participants that attended a high share of sessions is lower, however, than that reported

in Bolton et al. (2003) among adults in rural Uganda. In that study, 54% of the participants attended at
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in the combined treatment arms. Column 2 in Table 5 shows that no one in the control group
or the IPT-G arm received cash, while 86.5% of those in the combined treatment (IPT-G+)
arm received their lump-sum cash transfer. We report intention-to-treat (ITT) estimates
throughout the paper, and refer the readers to Appendix Table A4 for estimates of the local
average treatment effect (LATE) of IPT-G.

3.2 Treatment effects on mental health

3.2.1 Impact of IPT-G

Table 6 presents the impact of offering IPT-G on mental health.20 Immediately following the
end of IPT-G (Panel A), approximately a quarter of the control group had no or minimal
depression as measured by the PHQ-8 (25.6%, column 1). This share is increased by 3.1
pp in the pooled IPT-G group, but this is not statistically significant (p-value = 0.172).
The share of study participants with minimal psychological distress as measured by the
GHQ-12 also increased in the IPT-G group (by 6.1 pp over a mean of also 25.6%, column
2), which is a modest and statistically significant improvement (p-value = 0.011; q-value =
0.023). The discrete PHQ-8 and GHQ-12 scores tell a similar story (columns 3 & 4): IPT-G
reduced PHQ-8 scores by less than 0.1 standard deviation (SD, q = 0.590) and GHQ-12
scores by more than 0.15 SD (q = 0.069). It is possible that the participants that attended
more sessions benefited more from IPT-G: Appendix Table A2 shows a positive correlation
between the number of IPT-G sessions attended and psychological well-being, but we cannot
ascribe a causal interpretation to this finding.

At the 12-month follow-up (Table 6 Panel B), we find that the modest but statistically
significant effects of therapy on primary mental health outcomes remained: the likelihood
of minimal depression was higher in the IPT-G arm (no longer pooled with the combined
treatment arm of IPT-G+) by 5.4 pp over a control group mean of 18.4% using the PHQ-8
(q = 0.017) and by also 5.4 pp over a control group mean of 27.8% using the GHQ-12; q =
0.030). The reductions in the discrete scores are both less than 0.1 SD and not statistically
significant. Figure 3 shows that the improvements in the scores largely occurred around
the cutoff values for minimal depression, explaining the effects on the primary outcomes.21

Table A5 presents the impact of IPT-G on binary indicators for moderate (PHQ-8≥10) and
severe depression (PHQ-8≥15) in each follow-up survey round: the impact estimates are

least 14 (or 87.5%) of the 16 total sessions, compared with only 28% of the participants in our study, who
attended at least 12 (or 85.7%) of the 14 total sessions.

20Table A3 replicates the same table with covariate adjustments.
21Data on other secondary outcomes were not collected during this round as the questionnaire had to be

shortened for the phone survey that was implemented during the COVID-19 lockdown.
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small and never statistically significant, meaning that IPT-G did not reduce moderate or
severe depression in this population.

Finally, Table 6 Panel C shows that there are no effects on any of the primary or secondary
mental health outcomes at the 24-month follow-up. The rates of minimal depression, as
measured by the PHQ-8, appear to have bounced back from the decline during COVID-19,
but the impact of therapy is now only 0.004 pp using the PHQ-8 (q = 0.889) and 0.014 using
the GHQ-12 (q = 0.889). Similarly, the impact of IPT-G on either discrete score is positive,
small, and not statistically significant. There are no effects on self-esteem, resilience, or locus
of control at any follow-up round.

3.2.2 Impact of adding cash to IPT-G

Table 7 presents the marginal impact of providing lump-sum cash transfers, announced and
disbursed soon after the completion of IPT-G (and the completion of the rapid resurveys),
on mental health. Hence, the impacts are only analyzed at the 12- and 24-month follow-
ups. At the 12-month follow-up (Panel A), i.e., approximately 6–8 months after the cash
transfers, the marginal effects on the primary outcomes are large and negative: the likelihood
of minimal depression is reduced by approximately 10 pp using either measurement scale
(columns 1 & 2). Increases in the discrete scores are moderate, around 0.18 SD using either
scale (columns 3 & 4). All of these estimates are statistically significant (q <= 0.001). At
the 24-month follow-up, the negative effects remain large and statistically significant for the
primary outcomes - approximately 7 pp using either scale (q = 0.025). The increases in the
discrete measures are smaller and not statistically significant. While there are no effects on
self-esteem and locus of control at endline, individuals in the combined therapy (IPT-G+)
arm also have significantly lower resilience than those in the IPT-G arm (0.17 SD; q =
0.062). We discuss the negative impacts of cash in Section 3.4, which may be linked to the
COVID-19 pandemic, and unexpected negative shocks more broadly.

3.3 Treatment effects on human capital

3.3.1 Impact of IPT-G

Assuming that the pathway to increased human capital in the treatment group is through
reductions in psychological distress and/or improved self-esteem, resilience, and self-efficacy,
one would not expect to see large improvements in human capital indicators, given the small
effects of IPT-G on mental health reported above. However, if simply the act of participating
in IPT-G plays a role in increasing human capital, we may see some effects immediately after
the completion of IPT-G, especially on outcomes measuring expectations and aspirations.
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Table 8 presents the impact of therapy on human capital outcomes at the rapid resur-
vey.22 There are some effects in the expected direction, i.e., beneficial, but these are small
and do not survive corrections for multiple hypothesis testing using FDR-adjusted q-values.
Nonetheless, we note that individuals in the pooled IPT-G group were more patient (time
preferences: they were 5.5pp or 11%, more likely to value receiving 90,000 Ugandan shillings
now versus 110,000 Ugandan shillings in one month), more likely to expect to be doing paid
work at age 25 (by 0.024 pp or 3%; p = 0.039, q = 0.104), and scored better on their
competencies tests (up 8%; p = 0.078, q = 0.104).

Table 9 turns to the effects of therapy on human capital outcomes at the 12- and the
24-month follow-up surveys. At the 12-month follow-up (Panel A), there are small effects
on a number of primary and secondary outcomes. The incidence of marriage since baseline
decreased by 0.025 pp or 30% (p = 0.042, q = 0.106) and there was a sizeable increase in the
likelihood of being enrolled in school (0.075 pp or 23%; p = 0.021, q = 0.104). Desired fertility
declined by approximately 0.2 SD (q = 0.001) and individuals in the IPT-G arm showed more
patience (time preferences; q = 0.095). These modest effects of IPT-G on human capital
accumulation at the 12-month follow-up are consistent with the IPT-G effects on mental
health presented in Panel B of Table 6. By endline (Panel B), the impacts on marriage
and desired fertility had dissipated, while the estimates for enrollment and time preferences
remained similar to midline but were no longer statistically significant (all FDR-adjusted
q-values >= 0.143). We note that the 12-month follow-up surveys were conducted by phone
due to the COVID-19 pandemic (as opposed to in person for the rest of the data collection
rounds), so the difference in the impact of IPT-G on human capital between the 12- and the
24-month follow-ups could be in part due to differences in data collection methods.

3.3.2 Impact of adding cash to IPT-G

Finally, Table 10 presents the marginal impact of providing cash transfers over and above the
therapy intervention on human capital outcomes at the 12- and 24-month follow-up surveys.
Consistent with the fact that the mental health effects of cash were negative (compared to
the IPT-G arm), individuals in the IPT-G+ arm were less likely to be enrolled in school,
had higher desired fertility, and lower expectations of being in paid work at age 25. Most
marginal impact estimates are not statistically significant, but it is clear that the addition
of lump-sum cash transfers to IPT-G was not an effective intervention. While we focused on
the marginal effects of cash over IPT-G here, we also note that outcomes (mental health or

22The set of outcomes at the rapid resurvey differ from those for later rounds. As it was deemed unlikely
for human capital accumulation to have materialized so shortly after the therapy, data on outcomes that
may be prognostic of future investments in human capital were collected in this round.
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human capital) were not improved in the combined treatment (IPT-G+) arm when compared
with the control group, either.23

3.4 Why are there negative impacts of cash?

As motivated in the introduction, we hypothesized that the marginal impacts of the cash
transfer might be positive on both mental health and human capital outcomes. But, instead,
we find large and statistically significant negative impacts of cash on minimal depression that
persist until endline. We also see that cash unravels the impacts of the therapy on school
enrollment, desired fertility, and expectations of paid work. We hypothesize that this adverse
finding is linked to the timing of the transfer in relation to an unexpected negative shock,
as the cash was distributed immediately prior to the onset of the COVID-19 pandemic. We
provide some exploratory analysis to support this explanation.

Descriptive statistics from our data show that 83% of the sample in the IPT-G+ arm at the
12-month follow-up survey reported that cash helped them during the pandemic, largely to
support their families and buy food. However, 50% also said that COVID-19 impacted how
they spent the money, and 81% felt they had to give at least some of the cash to their family
and friends. Many had hoped to start a business or support schooling but had to divert the
money to essential needs for self and family. One adolescent noted: “I had planned to start a
business, however I was inclined to spend part of the money to feed my family during social
containment.” Another one said: “I wanted to start up a business of selling fruit but when
the Corona pandemic arrived and the lockdown, I used it for buying food for my guardians
who were not working anymore and the situation had gotten difficult.” Hence, there is a sense
in which cash transfers may have increased aspirations, but ended up becoming a source of
frustration to the adolescent beneficiaries when their families became reliant on them for
basic necessities during (at least the early stages of) the pandemic. This is similar to the
finding in Baird et al. (2013), where being the target beneficiary of a cash transfer program
that is providing a non-negligible sum of money for the household can become a burden
for adolescents and increase their psychological distress. This finding is also consistent with
a recent evaluation of a cash transfer program trialed in Oakland, California, which finds
overwhelmingly zero or negative impacts on outcomes and suggests that “...the windfall made
participants’ (unmet) needs more salient, which caused distress” (Jaroszewicz et al., 2022).

Quantitative survey data also support this interpretation when we examine the adolescent’s
own response to COVID-19, as well as their perception of their household’s response to it.
Table 11 shows the impacts on a set of outcomes regarding how the respondent and their

23Impact estimates with covariate adjustments for Table 8, Table 9, and Table 10 can be seen in Appendix
Tables A7, A8, and A9. Impact findings remain qualitatively the same.
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household coped with the COVID-19 crisis, comparing the IPT-G+ and IPT-G only groups
(note that there were no significant differences between IPT-G and control, see Table A10).
Assignment to the combined treatment (IPT-G+) arm increased the likelihood that the
adolescent got angry more quickly by 8.8 pp (Column 1, q = 0.006) and increased stress in
the household by 4.9 pp (Column 5, p = 0.079, q = 0.236). These impacts persisted and, if
anything, got worse by the 24-month follow-up.

4 Conclusion

Given the enormous burden mental disorders take on young people globally, it is critical
to find low-cost scalable solutions to both prevent and treat mental illness. Group-based
therapy is a strong candidate for treatment at scale in low-resource settings, but evidence
beyond immediate impacts largely remains elusive. Our findings add to this evidence base
by showing 12-month modest improvements of 20%-30% in rates of minimal depression for
adolescents assigned to IPT-G, with these effects completely dissipating by the 24-month
follow-up. We similarly find small short-term impacts on school enrollment, delayed mar-
riage, desired fertility and time preferences, but fail to conclude that these effects persist two
years after therapy. These findings suggest that better mental health can cause concurrent
improvements in well-being more broadly, but they also point to the need to identify inter-
ventions with larger effects on the mental health of adolescents to realize the potential for
sustained knock-on effects on human capital. A one-time lump-sum cash transfer following
therapy did not provide any additional benefit and, in fact, had negative effects, likely linked
to the COVID-19 pandemic. Our study adds to a growing body of literature suggesting that
temporary cash transfers do not lead to sustained improvements in mental health, even when
they are combined with mental health interventions.

Unfortunately, the IPT-G impacts on depression in this trial are too small to pass a
cost-effectiveness test. We estimate the cost of the program to have been approximately
USD 48 per individual offered the program (the cost per attendee was closer to USD 88).
Given impact estimates of a reduction in the prevalence of mild depression of 0.054 pp for
a period of one year, it implies that the cost of the program per case of depression averted
was nearly USD 916, or 2,670 in 2019 PPP terms. An oft-cited reference point estimates
that a health intervention can be considered cost-effective if it costs approximately one to
three times the GDP per capita of the relevant country per Disability Adjusted Life Year
(DALY) averted (Kazibwe et al., 2022; Robinson et al., 2017). We can then convert a case
of mild depression averted into its DALY equivalent using the disability weights calculated
for the Global Burden of Disease, which equates one year of mild depression to 0.145 DALYs
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(Salomon et al., 2012, 2015). This implies that ultimately the program cost USD PPP (2019)
18,413 per DALY averted. Since Uganda had a GDP per capita USD PPP (2019) of 2,345,
the IPT-G intervention cannot be considered cost-effective using this benchmark.

Given significant and large short-term effects found in a previous study of IPT-G in Uganda
which examined the use of IPT-G to treat depression in adults with trained lay facilitators
(Bolton et al., 2003),24 it is worth exploring possible explanations for both the smaller than
expected short-term impacts of IPT-G on mental health, and lack of longer-term effects
found in this study. First, and most obvious, is the timing of the intervention in relation to
the COVID-19 pandemic, with therapy finishing in late 2019, a few months before the onset
of the pandemic. The pandemic was a large and unprecedented global negative shock that
may have simply been too catastrophic for group therapy to overcome. Second, there was
a high rate of recovery in the control group – approximately a quarter of the adolescents in
the control group did not suffer from depression or psychological distress at 24-months, a
finding also noted in other studies of adults (e.g., Baranov et al. (2020), Bhat et al. (2022),
and Bolton et al. (2003)). This finding points to a critical role for improved targeting of
mental health interventions: further research is needed to understand how screening through
a traditional tool like the PHQ-8 could be improved through a combination of other meth-
ods - such as better locally-adapted screening tools (Carvajal-Velez et al., 2023), children’s
drawings (Baird et al., 2022), and risk prediction models (Rocha et al., 2021; Brathwaite
et al., 2021). Finally, this evaluation was of a first attempt by StrongMinds to provide
IPT-G to adolescents and to work through partner organizations. Lessons learned from this
study combined with broader internal monitoring and evaluation led them to substantially
alter their approach for treating adolescents at scale (StrongMinds, 2023b). This includes
treating in-school and out-of-school adolescents separately, using teachers instead of peer-age
mentors to lead IPT-G sessions, and more intensive training. Further research is needed to
assess the impact of this revised model.

Overall, this paper highlights the challenge of tackling mental health at scale, particularly
for adolescents in LMICs. While we continue to find evidence that adolescent programming
— both mental health specific and otherwise — can improve mental health in the short

24IPT-G has been tested using RCTs in Uganda more than 20 years ago with very promising short-term
results. Bolton et al. (2003) found large reductions in depression and dysfunction among adults in rural
Uganda two weeks after the completion of IPT-G. However, in addition to the two decades that have passed
since that intervention, there are important differences between their study and ours in target population
(adult males and females in rural Uganda vs. adolescent females); targeting (using a locally adapted Hopkins
symptom checklist among the subset of adults in study clusters who were believed to have depression-like
illness vs. using PHQ-8 to screen in all adolescent females in the study areas); follow-up duration (Bolton
et al. (2003) do not report longer-term effects); and take-up of IPT-G (54% of the participants attending
at least 14 of the 16 sessions in the Bolton et al. (2003) study compared with 28% attending 12 of the 14
sessions in this study).
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term, effect sizes are often small (Shah et al., 2024) and, even when large, not sustained over
time (Baird et al., 2013). As programming to address the substantial mental health needs
of adolescent girls continues to evolve in LMICs, implementers and researchers must ensure
that they consider the age-, gender-, and context-specific needs of this group in terms of
measurement, targeting, and broader program design.
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6 Figures

Figure 1: Study Timeline
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Figure 2: Attendance, cumulative density.
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Figure 3: Cumulative distribution of mental health indicator scores.

30



7 Tables

Table 1: Mental health outcomes and category at each survey round.

Outcome Definition Rapid
Resurvey Midline Endline

= 1 if Minimal Depression PHQ-8≤ 4 Primary Primary Primary

= 1 if does not suffer from
psychological distress GHQ-12< 3 Primary Primary Primary

Score on PHQ-8 Continuous score (0-24) Secondary Secondary Secondary

Score on GHQ-12 Continuous score (0-12) Secondary Secondary Secondary

Self-Esteem Score on Rosenberg Self-Esteem Scale
(0 − 30) Secondary Secondary∗ Secondary

Resilience Score on the Child and Youth Re-
silience Measure-Revised (0-34) Secondary Secondary∗ Secondary

Locus of control On a scale of 1−10, how much control
do they feel they have over their lives Secondary Secondary∗ Secondary

Notes: ∗ these outcomes were not measured during the midline survey because it was implemented over the
phone instead of face-to-face given restrictions due to COVID-19, and thus had to be significantly shortened.
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Table 2: Human capital outcomes and category at each survey round.

Outcome Definition Rapid
Resurvey Midline Endline

Desired Fertility Desired number of children at time of
survey Primary Secondary Secondary

Time preferences =1 if prefers 110,000 Uganda Shs one
month from now vs. 90,000 today Primary Secondary Secondary

Expectations of paid work Probability (0-10) of engaging in paid
work at age 25 Primary Secondary Secondary

Skill-based Competencies
Total score (0-3) on set of questions on
ability to make change that test nu-
meracy and literacy

Primary Primary† Primary

Life Expectancy Number (0-10) of 10 young women
just like respondent alive at 40 Secondary - -

Education Aspirations Aspires to complete tertiary
schooling∗ Secondary - -

Desired age of first preg-
nancy

Wants to be pregnant within the next
5 years (1 if already pregnant)∗ Secondary - -

Desired age of first mar-
riage

Wants to get married within the next
5 years (1 if already married)∗ Secondary - -

Risky Sex =1 if no condom use at last sex - Primary Primary

Incidence of marriage Change in ever married since baseline - Primary Primary

Incidence of pregnancy Change in ever pregnant since baseline - Primary Primary

School enrollment =1 if Enrolled in School+ - Primary Primary

Self-Efficacy Score on Self-Efficacy Scale (10-40) - Primary Primary

Notes: ∗ Outcome is slightly different from the one that was pre-specified; + The enrollment variable is defined
as enrolled in school or enrolled when school was last in session if not currently in session, or has completed
secondary schooling; † the competencies score could not be measured at midline because the survey was imple-
mented over the phone because of restrictions due to COVID-19.
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Table 3: Balance at baseline.

(1) (2) (3) (4) (5) (6)
Control IPT-G IPTG+ Diff.(2-1) Diff.(3-1) Diff.(2-3)

Variable Mean/(SE) Mean/(SE) Mean/(SE) p-value p-value p-value

PHQ-8 Score (0-24) 13.180 13.166 13.243 0.965 0.970 0.958
(0.146) (0.134) (0.174)

GHQ-12 Score (0-12) 7.106 7.138 7.266 0.763 0.518 0.395
(0.172) (0.143) (0.175)

Rosenberg Self Esteem Score (0–40) 16.414 16.324 16.104 0.428 0.253 0.313
(0.226) (0.225) (0.194)

Child&Youth Resilience Score (17-51) 42.346 41.764 42.423 0.228 0.842 0.055
(0.397) (0.350) (0.317)

Age in years 16.769 16.741 16.761 0.832 0.950 0.637
(0.114) (0.103) (0.104)

Poverty Probability Index (0–100) 56.180 57.577 56.566 0.088 0.533 0.356
(0.575) (0.635) (0.577)

=1 if Ever Married 0.144 0.130 0.114 0.478 0.146 0.458
(0.015) (0.018) (0.013)

=1 if Ever Pregnant 0.196 0.192 0.165 0.876 0.263 0.302
(0.018) (0.022) (0.016)

Core Competencies Score (0–4) 1.299 1.300 1.327 0.985 0.583 0.745
(0.073) (0.069) (0.072)

=1 if Enrolled in School 0.420 0.436 0.396 0.724 0.321 0.156
(0.020) (0.027) (0.023)

=1 if Risky Sex 0.170 0.172 0.184 0.991 0.425 0.400
(0.015) (0.015) (0.019)

F-test of joint significance (P-value) 0.343 0.695 0.109

Notes: This table shows balance across treatment arms for the primary outcomes, select secondary outcomes,
and baseline characteristics; F-test of joint significance tests the joint significance of the full set of coefficients
from a linear regression of the balance variables on a treatment indicator estimated on the subsample including
the two relevant groups.
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Table 4: Attrition by treatment.

(1) (2) (3) (4) (5) (6) (7) (8)

Rapid Resurvey Midline Endline
Immediate post-intervention 12 months 24 months

IPT-G (Any) -0.018 -0.018
(0.014) (0.014)

IPT-G 0.001 0.001 0.004 0.006 -0.007 -0.009
(0.015) (0.015) (0.019) (0.019) (0.023) (0.023)

IPT-G+ -0.035 -0.035 -0.087 -0.084 -0.097 -0.101
(0.014) (0.014) (0.014) (0.014) (0.021) (0.021)

Control mean 0.139 0.139 0.139 0.139 0.205 0.205 0.261 0.261
Observations 1919 1919 1919 1919 1919 1919 1695 1695
Covariates No Yes No Yes No Yes No Yes

t-tests p-value
H0: IPT-G (any)=0 0.188 0.183
H0: IPT-G=0 0.965 0.974 0.838 0.748 0.754 0.687
H0: IPT-G+=0 0.015 0.016 0.000 0.000 0.000 0.000
H0: IPT-G=IPT-G+ 0.012 0.011 0.000 0.000 0.000 0.000
F-tests of joint orthogonality - p value
H0: Controls=0 0.492 0.499 0.302 0.888
H0: IPT-G (any) int.=0 0.403
H0: IPT-G int.=0 0.201 0.136 0.506
H0: IPT-G+ int.=0 0.827 0.218 0.113

Notes: This table shows the impact of treatment on attrition in each survey round; Columns 1-2 combine
the IPT-G and IPT-G+ treatment arms because the cash was distributed after the rapid resurvey; Estimates
are obtained by regressing an attrition indicator on treatment indicators and block fixed effects centered and
fully interacted with treatment, adjusted models also include centered baseline covariates fully interacted with
the treatment indicator(s), covariates include the poverty probability score, age in years, ever married, ever
pregnant, and the PHQ-8 score; Standard errors clustered at the club level in parentheses; t-tests report p-
values from the indicated null hypothesis on the treatment coefficients; F-tests report p-values from tests of
the joint significance of the full set of indicated coefficients (the in rows marked int. refer to the full set of
covariate interactions with the indicated treatment).
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Table 5: Compliance with treatment assignment.

(1) (2)
Attended Therapy at

least one session
Received Cash

IPT-G 0.559 0.000
(0.034) (0.000)

IPT-G+ 0.516 0.865
(0.030) (0.016)

Control mean 0.000 0.000
Observations 1913 1914

t-tests (p value)
H0: IPT-G=0 0.000 .
H0: IPT-G+=0 0.000 0.000
H0: IPT-G = IPT-G+ 0.343 0.000

Notes: This table shows the impact of treatment on compliance with treatment assign-
ment; Estimates obtained by regressing compliance on treatment indicators; Standard er-
rors are clustered at the club level in parentheses.
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Table 6: Impact of therapy on mental health outcomes.

(1) (2) (3) (4) (5) (6) (7)
Primary Secondary

Minimal depression Discrete scores

=1 if
PHQ8≤4

=1 if
GHQ12<3 PHQ8 GHQ12 Self-

Esteem Resilience Locus of
control

Panel A: Rapid Resurvey (immediate post-intervention)
IPT-G 0.031 0.061 -0.354 -0.484 -0.037 0.078 0.059

(0.022) (0.024) (0.297) (0.193) (0.175) (0.265) (0.136)

Control mean 0.256 0.256 8.198 5.002 17.755 43.136 5.123
Control SD 0.437 0.437 4.842 3.166 3.599 4.789 3.242
Observations 1669 1669 1669 1669 1610 1608 1610

H0: IPT-G=0 p-values 0.172 0.011 0.236 0.014 0.833 0.770 0.664
FDR adj. q-values 0.172 0.023 0.590 0.069 0.833 0.833 0.833

Panel B: Midline (12 months follow-up)
IPT-G 0.054 0.054 -0.404 -0.181 - - -

(0.020) (0.024) (0.277) (0.170)

Control mean 0.184 0.278 9.226 4.900 - - -
Control SD 0.388 0.449 5.137 3.235
Observations 1001 1001 1001 1001

H0: IPT-G=0 p-values 0.009 0.030 0.149 0.293 - - -
FDR adj. q-values 0.017 0.030 0.293 0.293

Panel C: Endline (24 months follow-up)
IPT-G 0.004 0.014 0.275 0.222 -0.085 0.094 -0.185

(0.027) (0.027) (0.437) (0.226) (0.224) (0.304) (0.107)

Control mean 0.248 0.285 8.919 4.935 13.111 43.454 6.075
Control SD 0.432 0.452 5.529 3.482 3.163 5.292 2.838
Observations 901 884 901 884 873 833 882

H0: IPT-G=0 p-values 0.889 0.597 0.532 0.329 0.704 0.759 0.088
FDR adj. q-values 0.889 0.889 0.759 0.759 0.759 0.759 0.441

Notes: This table shows ITT estimates of the impact of IPT-G on the primary and secondary mental health
outcomes, comparing the control group to the IPT-G only group; The full sample is used in Panel A as the
Cash treatment arm was implemented after the Rapid Resurvey; All regression models include randomization
block fixed effects centered and fully interacted with treatment; Standard errors clustered at the club level in
parentheses; Estimates at endline are weighted to account for the probability of selection for intensive track-
ing; Columns 1-2 show results for the primary outcomes, indicators for whether the PHQ-8 score is ≤ 4 or
the GHQ-12 score is < 3; Columns 3-7 show results for the secondary outcomes, the PHQ-8 and GHQ-12 raw
scores, the Rosenberg Self-Esteem scale, the Child and Youth Resilience Measure-Revised, and Locus of Con-
trol, all in terms of their raw scores; The rows marked as H0:... show the p-value for a t-test of the indicated
null hypothesis on the regression coefficients and the corresponding q-values adjusting for the false discovery
rate within primary and secondary outcomes (primary and secondary) and per round, as per Benjamini and
Hochberg (1995); Sample size differences across outcomes are due to shorter tracking questionnaires being ad-
ministered to difficult-to-reach subsets of CRs.
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Table 7: Impact of adding cash to therapy on mental health.

(1) (2) (3) (4) (5) (6) (7)
Primary Secondary

Minimal depression Discrete scores

=1 if
PHQ8≤4

=1 if
GHQ12<3 PHQ8 GHQ12 Self-

Esteem Resilience Locus of
control

Panel A: Midline (12 months follow-up)
IPT-G+ -0.101 -0.095 0.992 0.587 - - -

(0.020) (0.024) (0.228) (0.176)

IPT-G mean 0.231 0.312 8.938 4.831 - - -
IPT-G SD 0.422 0.464 5.462 3.331
Observations 1052 1052 1052 1052

H0: IPT-G+=0 p-values 0.000 0.000 0.000 0.001 - - -
FDR adj. q-values 0.000 0.000 0.000 0.001

Panel B: Endline (24 months follow-up)
IPT-G+ -0.068 -0.071 0.458 0.226 -0.095 -0.946 -0.019

(0.028) (0.031) (0.451) (0.249) (0.229) (0.368) (0.143)

IPT-G mean 0.244 0.303 9.144 5.102 13.109 43.399 5.937
IPT-G SD 0.430 0.460 5.799 3.641 3.485 5.507 2.683
Observations 964 953 964 953 940 903 950

H0: IPT-G+=0 p-values 0.017 0.025 0.314 0.367 0.680 0.012 0.896
FDR adj. q-values 0.025 0.025 0.611 0.611 0.851 0.062 0.896

Notes: This table shows ITT estimates of the impact of adding Cash to IPT-G on the primary and secondary
mental health outcomes, comparing the IPT-G only group to IPT-G+ group; All regression models include
randomization block fixed effects centered and fully interacted with treatment; Standard errors clustered at
the club level in parentheses; Estimates at endline are weighted to account for the probability of selection
for intensive tracking; Columns 1-2 show results for the primary outcomes, indicators for whether the PHQ-8
score is ≤ 4 or the GHQ-12 score is < 3; Columns 3-7 show results for the secondary outcomes, the PHQ-8
and GHQ-12 raw scores, the Rosenberg Self-Esteem scale, the Child and Youth Resilience Measure-Revised,
and Locus of Control, all in terms of their raw scores; The rows marked as H0:... show the p-value for a t-
test of the indicated null hypothesis on the regression coefficients and the corresponding q-values adjusting for
the false discovery rate within primary and secondary outcomes and round, as per Benjamini and Hochberg
(1995); Sample size differences across outcomes are due to shorter tracking questionnaires being administered
to difficult-to-reach subsets of CRs.
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Table 8: Impact of therapy on human capital accumulation at the rapid resurvey.

(1) (2) (3) (4) (5) (6) (7) (8)
Primary outcomes Secondary outcomes

Desired
fertility

Time
preferences

Prob. of
paid work

Compet-
encies

Educ.
aspirations

Pregnant
within 5yrs

Married
within 5yrs

Life
expectancy

Rapid Resurvey (Immediate post-intervention)
IPT-G -0.043 0.055 0.024 0.103 -0.017 -0.027 -0.024 0.020

(0.058) (0.029) (0.011) (0.058) (0.018) (0.022) (0.023) (0.013)

Control mean 3.531 0.489 0.812 1.307 0.855 0.421 0.410 0.505
Control SD 1.371 0.500 0.237 1.200 0.352 0.494 0.492 0.222
Observations 1639 1657 1648 1627 1561 1596 1598 1555

H0: IPT-G=0 p-values 0.461 0.065 0.039 0.078 0.356 0.224 0.314 0.139
FDR adj. q-values 0.461 0.104 0.104 0.104 0.356 0.356 0.356 0.356

Notes: This table shows ITT estimates of the impact of IPT-G on the primary and secondary human capital accumulation outcomes at the
rapid resurvey, comparing the control group to the IPT-G only group; The full sample is used as the Cash treatment arm was implemented
after the Rapid Resurvey; All regression models include randomization block fixed effects centered and fully interacted with treatment;
Standard errors clustered at the club level in parentheses; Estimates at endline are weighted to account for the probability of selection for
intensive tracking; Columns 1-4 show the primary outcomes: Desired fertility (Desired number of children at time of survey), time prefer-
ences (prefers 110,000 Uganda Shs in one month instead of 90,000 today), the self-reported probability of engaging in paid work at age 25,
and the score obtained on the Competencies test; Columns 4-8 show the secondary outcomes: Educational aspirations (wishes to pursue
some tertiary education), would like to become pregnant within 5 years (or if already pregnant), would like to get married within 5 years
(or if already married), and perceived life expectancy (the likelihood of being alive at 40); The rows marked as H0:... show the p-value for
a t-test of the indicated null hypothesis on the regression coefficients and the corresponding q-values adjusting for the false discovery rate
within primary and secondary outcomes and per round, as per Benjamini and Hochberg (1995); Sample size differences across outcomes
are due to shorter tracking questionnaires being administered to difficult-to-reach subsets of CRs.
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Table 9: Impact of therapy on human capital accumulation at 12 and 24 months.

(1) (2) (3) (4) (5) (6) (7) (8) (9)
Primary outcomes Secondary outcomes

Enrolled
in school

Compet-
encies

Self-
efficacy Pregnant Married Risky sex Time

prefs. Paid work Desired
fert.

Panel A: Midline (12 month follow-up)
IPT-G 0.075 - 0.468 -0.018 -0.025 -0.009 0.056 -0.007 -0.275

(0.032) (0.334) (0.013) (0.012) (0.023) (0.030) (0.018) (0.072)

Control mean 0.328 - 31.649 0.096 0.084 0.273 0.429 0.751 3.786
Control SD 0.470 5.049 0.296 0.277 0.446 0.495 0.257 1.289
Observations 993 987 973 982 993 998 996 988

H0: IPT-G=0 p-values 0.021 - 0.166 0.194 0.042 0.715 0.063 0.711 0.000
FDR adj. q-values 0.104 0.242 0.242 0.106 0.715 0.095 0.711 0.001

Panel B: Endline (24 month follow-up)
IPT-G 0.060 -0.060 -0.630 0.012 0.011 -0.032 0.055 0.024 0.014

(0.030) (0.091) (0.815) (0.024) (0.021) (0.036) (0.033) (0.012) (0.080)

Control mean 0.257 1.444 29.743 0.213 0.170 0.381 0.395 0.793 3.813
Control SD 0.437 1.188 9.074 0.410 0.376 0.486 0.489 0.251 1.385
Observations 884 774 884 877 885 870 881 879 866

H0: IPT-G=0 p-values 0.048 0.515 0.442 0.606 0.584 0.375 0.095 0.055 0.859
FDR adj. q-values 0.289 0.606 0.606 0.606 0.606 0.606 0.143 0.143 0.859

Notes: This table shows ITT estimates of the impact of IPT-G on the primary and secondary human capital outcomes at midline and endline, com-
paring the control group to the IPT-G only group; All regression models include randomization block fixed effects centered and fully interacted with
treatment; Standard errors clustered at the club level in parentheses; Estimates at endline are weighted to account for the probability of selection for in-
tensive tracking; Columns 1-6 show results for the primary outcomes: whether they are enrolled in school if school is in session or were enrolled in school
when school was last in session (or if they have completed secondary schooling), the score on the Competencies test, the score on the Schwarzer and
Jerusalem (1995) self-efficacy scale, whether they have been pregnant since baseline, whether they have married since baseline, and risky sex (whether
they used a condom at their last intercourse); Columns 7-9 show results for the secondary outcomes: Time preferences (prefers 110,000 Uganda shillings
in one month instead of 90,000 today), the self-reported probability of engaging in paid work at age 25, and desired fertility (desired number of children
at time of survey); The rows marked as H0:... show the p-value for a t-test of the indicated null hypothesis on the regression coefficients and the cor-
responding q-values adjusting for the false discovery rate within primary and secondary outcomes and round, as per Benjamini and Hochberg (1995);
Sample size differences across outcomes are due to shorter tracking questionnaires being administered to difficult-to-reach subsets of CRs.
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Table 10: Impact of adding cash to therapy on human capital accumulation at 12 and 24 months.

(1) (2) (3) (4) (5) (6) (7) (8) (9)
Primary outcomes Secondary outcomes

Enrolled
in school

Compet-
encies

Self-
efficacy Pregnant Married Risky sex Time

prefs. Paid work Desired
fert.

Panel A: Midline (12 month follow-up)
IPT-G+ -0.058 - -0.306 0.003 0.008 -0.025 0.013 -0.006 0.332

(0.028) (0.249) (0.015) (0.013) (0.023) (0.034) (0.017) (0.061)

IPT-G mean 0.404 - 32.125 0.077 0.062 0.269 0.477 0.744 3.512
IPT-G SD 0.491 4.974 0.268 0.241 0.444 0.500 0.255 1.223
Observations 1043 1042 1024 1037 1045 1052 1045 1041

H0: IPT-G+=0 p-values 0.040 - 0.222 0.841 0.541 0.281 0.715 0.713 0.000
FDR adj. q-values 0.200 0.468 0.841 0.676 0.468 0.715 0.715 0.000

Panel B: Endline (24 month follow-up)
IPT-G+ -0.032 0.020 0.660 -0.026 -0.008 0.004 -0.024 -0.035 0.079

(0.027) (0.081) (0.702) (0.027) (0.023) (0.037) (0.031) (0.015) (0.081)

IPT-G mean 0.299 1.414 29.505 0.217 0.181 0.339 0.423 0.813 3.872
IPT-G SD 0.458 1.217 8.731 0.413 0.385 0.474 0.495 0.230 1.513
Observations 952 838 948 934 947 936 950 949 933

H0: IPT-G+=0 p-values 0.238 0.807 0.350 0.346 0.719 0.911 0.440 0.021 0.332
FDR adj. q-values 0.701 0.911 0.701 0.701 0.911 0.911 0.440 0.064 0.440

Notes: This table shows ITT estimates of the impact of adding Cash to IPT-G on the primary and secondary human capital accumulation outcomes,
comparing the IPT-G only group to IPT-G+ group; All regression models include randomization block fixed effects centered and fully interacted with
treatment; Standard errors clustered at the club level in parentheses; Estimates at endline are weighted to account for the probability of selection for in-
tensive tracking; Columns 1-6 show results for the primary outcomes: whether they are enrolled in school if school is in session or were enrolled in school
when school was last in session (or if they have completed secondary schooling), the score on the Competencies test, the score on the Schwarzer and
Jerusalem (1995) self-efficacy scale, whether they have been pregnant since baseline, whether they have married since baseline, and risky sex (whether
they used a condom at their last intercourse); Columns 7-9 show results for the secondary outcomes: Time preferences (prefers 110,000 Uganda shillings
in one month instead of 90,000 today), the self-reported probability of engaging in paid work at age 25, and desired fertility (desired number of children
at time of survey); The rows marked as H0:... show the p-value for a t-test of the indicated null hypothesis on the regression coefficients and the cor-
responding q-values adjusting for the false discovery rate within primary and secondary outcomes and round, as per Benjamini and Hochberg (1995);
Sample size differences across outcomes are due to shorter tracking questionnaires being administered to difficult-to-reach subsets of CRs.
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Table 11: Impact of adding cash to therapy on adolescent’s own and perceived household
response to COVID-19.

(1) (2) (3) (4) (5) (6)
Adolescent’s own response Perceived HH response

Get angry
more

quickly

Arguing
more often

Talk
about

problems

Worry
about
health

Increased
stress in

HH

HH lost
some

income

Panel A: Midline (12 month follow-up)
IPT-G+ 0.088 -0.024 0.019 0.009 0.049 0.008

(0.026) (0.034) (0.026) (0.013) (0.027) (0.049)

IPT-G mean 0.480 0.384 0.670 0.924 0.637 2.529
IPT-G SD 0.500 0.487 0.471 0.265 0.481 0.758
Observations 1045 1047 1047 1047 1047 1044

H0: IPTG+=0 p-values 0.001 0.495 0.459 0.472 0.079 0.872
FDR adj. q-values 0.006 0.594 0.594 0.594 0.236 0.872

Panel B: Endline (24 month follow-up)
IPT-G+ 0.110 0.122 0.019 0.032 0.067 -0.033

(0.037) (0.042) (0.026) (0.034) (0.035) (0.078)

IPT-G mean 0.321 0.253 0.670 0.767 0.493 2.654
IPT-G SD 0.468 0.435 0.471 0.423 0.501 0.811
Observations 842 840 1047 842 843 842

H0: IPT-G+=0 p-values 0.004 0.005 0.459 0.350 0.059 0.675
FDR adj. q-values 0.014 0.014 0.594 0.524 0.119 0.787

Notes: This table shows ITT estimates of the impact of adding Cash to IPT-G on the households’ response to
COVID-19, comparing the IPT-G only group to IPT-G+ group; All regression models include randomization
block fixed effects centered and fully interacted with treatment; Standard errors clustered at the club level in
parentheses; Estimates at endline are weighted to account for the probability of selection for intensive tracking;
Outcomes in columns 1 to 4 are binary indicators for the adolescent respondents saying that they responded
to COVID-19 by: “Getting angry more quickly”, “Arguing more often”, “Talking more often about problems
with your family to find solutions”, “Fearing and worrying about your own health and the health of your loved
ones”; Columns 5 shows whether the respondent agrees or partially agrees that COVID-19 has increased stress
in their household; Column 6 indicates whether the respondent thinks their household lost some, most, or all
of their income due to COVID-19; The rows marked as H0:... show the p-value for a t-test of the indicated
null hypothesis on the regression coefficients and the corresponding q-values adjusting for the false discovery
rate within primary and secondary outcomes and round, as per Benjamini and Hochberg (1995); Sample size
differences across outcomes are due to shorter tracking questionnaires being administered to difficult-to-reach
subsets of adolescents.
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Table A1: Attrition by treatment and baseline covariates.

(1) (2) (3) (4) (5) (6)

Rapid Resurvey Midline Endline
Immediate post-intervention 12 months 24 months

IPT-G 0.001 0.001 0.004 0.006 -0.007 -0.009
(0.015) (0.015) (0.019) (0.019) (0.023) (0.023)

IPT-G+ -0.035 -0.035 -0.087 -0.084 -0.097 -0.101
(0.014) (0.014) (0.014) (0.014) (0.021) (0.021)

Age -0.002 -0.001 0.008
(0.008) (0.009) (0.011)

Ever pregnant 0.037 0.055 0.047
(0.049) (0.045) (0.077)

Ever married -0.006 -0.070 -0.064
(0.056) (0.046) (0.085)

PPI 0.001 -0.003 -0.000
(0.001) (0.001) (0.003)

PHQ-8 0.008 0.005 0.002
(0.004) (0.006) (0.007)

IPT-G X Age 0.017 0.022 0.005
(0.011) (0.013) (0.016)

IPT-G+ X Age 0.007 -0.006 -0.015
(0.010) (0.012) (0.016)

IPT-G X Ever pregnant -0.020 -0.129 -0.103
(0.086) (0.084) (0.122)

IPT-G+ X Ever pregnant -0.009 -0.023 -0.176
(0.068) (0.072) (0.088)

IPT-G X Ever married -0.026 0.082 0.107
(0.089) (0.092) (0.157)

IPT-G+ X Ever married -0.054 0.148 0.094
(0.076) (0.090) (0.097)

IPT-G X PPI 0.000 0.002 0.002
(0.002) (0.002) (0.004)

IPT-G+ X PPI 0.000 0.003 0.001
(0.002) (0.002) (0.003)

IPT-G X PHQ-8 -0.010 -0.005 -0.016
(0.006) (0.009) (0.010)

IPT-G+ X PHQ-8 -0.005 -0.003 -0.011
(0.005) (0.007) (0.009)

Control mean 0.139 0.139 0.205 0.205 0.261 0.261
Observations 1919 1919 1919 1919 1695 1695

t-tests - p value
H0: IPT-G=0 0.965 0.974 0.838 0.748 0.754 0.687
H0: IPT-G+C=0 0.015 0.016 0.000 0.000 0.000 0.000
H0: IPT-G = IPT-G+C 0.012 0.011 0.000 0.000 0.000 0.000
F-tests of joint orthogonality - p value
H0: Controls=0 0.499 0.302 0.888
H0: IPT-G interactions=0 0.201 0.136 0.506
H0: IPT-G+C interactions=0 0.827 0.218 0.113

Notes: * p<0.10, ** p<0.05, *** p<0.01; This table shows the impact of treatment on attrition in each
survey round; All models also include block fixed effect centered and fully interacted with treatments;
Standard errors clustered at the club level in parentheses; t-tests report p-values from the indicated null
hypothesis on the treatment coefficients; F-tests report p-values from tests of the joint orthogonality of
the full set of indicated coefficients.



Table A2: Mean outcomes by levels of attendance at the rapid resurvey.

(1) (2) (3) (4)

Attendance =1 if
PHQ8≤4

PHQ8
Score

=1 if
GHQ12<3

GHQ12-
Score Obs.

Control group 0.257 8.175 0.257 4.991 561
Attended 0 sessions 0.244 8.494 0.277 5.008 484
Attended 1-9 sessions 0.279 8.369 0.324 4.523 111
Attended 10-13 sessions 0.303 7.539 0.333 4.371 456
Attended all 14 sessions 0.327 7.691 0.400 3.964 55

Notes: Each cell shows the average outcome in each round by the level of attendance. IPT-G
and IPT-G+ groups are combined in the rapid resurvey round.
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Table A3: Impact of therapy on mental health outcomes, adjusted estimates.

(1) (2) (3) (4) (5) (6) (7)
Primary Secondary

Minimal depression Discrete scores

=1 if
PHQ8≤4

=1 if
GHQ12<3 PHQ8 GHQ12 Self-

Esteem Resilience Locus of
control

Panel A: Rapid Resurvey (immediate post-intervention)
IPT-G 0.028 0.056 -0.302 -0.450 -0.076 0.001 0.064

(0.023) (0.024) (0.296) (0.191) (0.180) (0.269) (0.125)

Control mean 0.256 0.256 8.198 5.002 17.755 43.136 5.123
Control SD 0.437 0.437 4.842 3.166 3.599 4.789 3.242
Observations 1669 1669 1669 1669 1610 1608 1610

H0: IPT-G=0 p-values 0.229 0.020 0.311 0.020 0.672 0.996 0.608
FDR adj. q-values 0.229 0.039 0.777 0.102 0.841 0.996 0.841

Panel B: Midline (12 month follow-up)
IPT-G 0.048 0.049 -0.355 -0.144 - - -

(0.020) (0.024) (0.279) (0.172)

Control mean 0.184 0.278 9.226 4.900 - - -
Control SD 0.388 0.449 5.137 3.235
Observations 1001 1001 1001 1001

H0: IPT-G=0 p-values 0.017 0.042 0.208 0.403 - - -
FDR adj. q-values 0.034 0.042 0.403 0.403

Panel C: Endline (24 month follow-up)
IPT-G -0.002 0.010 0.360 0.272 -0.068 0.010 -0.156

(0.026) (0.026) (0.435) (0.212) (0.218) (0.322) (0.101)

Control mean 0.248 0.285 8.919 4.935 13.111 43.454 6.075
Control SD 0.432 0.452 5.529 3.482 3.163 5.292 2.838
Observations 901 884 901 884 873 833 882

H0: IPT-G=0 p-values 0.939 0.696 0.410 0.203 0.755 0.976 0.126
FDR adj. q-values 0.939 0.939 0.683 0.507 0.944 0.976 0.507

Notes: This table shows ITT estimates of the impact of IPT-G on the primary and secondary mental health
outcomes, comparing the control group to the IPT-G only group; The full sample is used in Panel A as the Cash
treatment arm was implemented after the Rapid Resurvey; All regression models include randomization block
fixed effects and baseline covariates centered and fully interacted with treatment, covariates are the poverty
probability score, age, ever married, ever pregnant, and the baseline PHQ-8 score; Standard errors clustered
at the club level in parentheses; Estimates at endline are weighted to account for the probability of selection
for intensive tracking; Columns 1-2 show results for the primary outcomes, indicators for whether the PHQ-8
score is ≤ 4 or the GHQ-12 score is < 3; Columns 3-7 show results for the secondary outcomes, the PHQ-8
and GHQ-12 raw scores, the Rosenberg Self-Esteem scale, the Child and Youth Resilience Measure-Revised,
and Locus of Control, all in terms of their raw scores; The rows marked as H0:... show the p-value for a t-test
of the indicated null hypothesis on the regression coefficients and the corresponding q-values adjusting for the
false discovery rate within primary and secondary outcomes (primary and secondary) and per round, as per
Benjamini and Hochberg (1995); Sample size differences across outcomes are due to shorter tracking question-
naires being administered to difficult-to-reach subsets of CRs.
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Table A4: Impact of therapy on mental health outcomes, LATE estimates.

(1) (2) (3) (4) (5) (6) (7)
Primary Secondary

Minimal depression Discrete scores

=1 if
PHQ8≤4

=1 if
GHQ12<3 PHQ8 GHQ12 Self-

Esteem Resilience Locus of
control

Panel A: Rapid Resurvey (immediate post-intervention)
Therapy 0.057 0.107 -0.730 -0.880 0.028 0.248 0.116

(0.039) (0.041) (0.552) (0.354) (0.309) (0.465) (0.253)

Control mean 0.257 0.257 8.175 4.991 17.755 43.150 5.124
Control SD 0.437 0.437 4.816 3.159 3.602 4.784 3.245
Observations 1667 1667 1667 1667 1608 1606 1608

H0: Therapy=0 p-values 0.150 0.010 0.186 0.013 0.927 0.594 0.645
First stage F-stat. 21.626 21.626 21.626 21.626 21.112 20.953 20.377

Panel B: Midline (12 month follow-up)
Therapy 0.078 0.085 -0.578 -0.262 - - -

(0.035) (0.047) (0.551) (0.304)

Control mean 0.184 0.278 9.226 4.900 - - -
Control SD 0.388 0.449 5.137 3.235
Observations 1001 1001 1001 1001

H0: Therapy=0 p-values 0.026 0.067 0.294 0.389 - - -
First stage F-stat. 14.025 14.025 14.025 14.025

Panel C: Endline (24 month follow-up)
Therapy 0.031 0.028 0.192 0.326 -0.245 0.079 -0.361

(0.047) (0.048) (0.809) (0.397) (0.421) (0.652) (0.200)

Control mean 0.248 0.285 8.919 4.935 13.111 43.454 6.075
Control SD 0.432 0.452 5.529 3.482 3.163 5.292 2.838
Observations 901 884 901 884 873 833 882

H0: IPT-G=0 p-value 0.507 0.554 0.813 0.411 0.561 0.903 0.071
First-stage F-stat. 17.070 16.736 17.070 16.736 16.061 15.734 16.372

Notes: This table shows LATE-IV estimates of the impact of IPT-G on mental health outcomes; Standard errors
clustered at the club level in parentheses; The full sample is used in Panel A as the Cash treatment arm was im-
plemented after the Rapid Resurvey; LATE estimates instrument having attended therapy (at least one session)
with assignment to the IPT-G treatment group; All regression models include randomization block fixed effects
centered and fully interacted with treatment, interactions between attending therapy and the centered blocks are
instrumented with respective interactions between assigned to treatment and the centered blocks; Estimates at
endline are weighted to account for the probability of selection for intensive tracking; Columns 1-2 show results
for the primary outcomes, indicators for whether the PHQ-8 score is ≤ 4 or the GHQ-12 score is < 3; Columns 3-
7 show results for the secondary outcomes, the PHQ-8 and GHQ-12 raw scores, the Rosenberg Self-Esteem scale,
the Child and Youth Resilience Measure-Revised, and Locus of Control, all in terms of their raw scores; The rows
marked as H0:... show the p-value for a t-test of the indicated null hypothesis on the regression coefficients; The
first stage F-stat. refers to the Cragg-Donald Wald F-statistic.
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Table A5: Impact of therapy on moderate and severe depression.

(1) (2) (3) (4)

Moderate depression Severe depression
PHQ8≥10 PHQ8≥15

Panel A: Rapid Resurvey (immediate post-intervention)
IPT-G -0.036 -0.031 -0.015 -0.015

(0.029) (0.028) (0.019) (0.019)

Control mean 0.371 0.371 0.108 0.108
Control SD 0.483 0.483 0.311 0.311
Observations 1672 1672 1672 1672
Covariates No Yes No Yes

H0: IPT-G=0 p-values 0.208 0.272 0.426 0.429

Panel B: Midline (12 months follow-up)
IPT-G -0.043 -0.038 0.027 0.027

(0.027) (0.028) (0.019) (0.019)

Control mean 0.463 0.463 0.146 0.146
Control SD 0.499 0.499 0.353 0.353
Observations 1001 1001 1001 1001
Covariates No Yes No Yes

H0: IPT-G=0 p-values 0.107 0.175 0.148 0.166

Panel C: Endline (24 months follow-up)
IPT-G 0.003 0.008 0.019 0.021

(0.028) (0.028) (0.027) (0.028)

Control mean 0.427 0.427 0.158 0.158
Control SD 0.495 0.495 0.365 0.365
Observations 901 901 901 901

H0: IPT-G=0 p-values 0.904 0.784 0.498 0.453

Notes: This table shows ITT estimates of the impact of IPTG on mental health, comparing the control
group to the IPTG only group; The full sample is used in Panel A as the Cash treatment arm was imple-
mented after the Rapid Resurvey; All regression models include randomization block fixed effects centered
and fully interacted with treatment, adjusted models also include baseline covariates are the poverty prob-
ability score, age, ever married, ever pregnant, and the baseline PHQ-8 score, also centered and interacted;
Standard errors clustered at the club level in parentheses; Estimates at endline are weighted to account
for the probability of selection for intensive tracking; Columns 1-2 show results for having a PHQ8 score
≥10, which indicates symptoms of Major Depressive Disorder, and columns 3-4 for having a PHQ8 score
≥15, which indicates symptoms of severe depression (Kroenke et al., 2009); The rows marked as H0:...
show the p-value for a t-test of the indicated null hypothesis on the regression coefficients and the corre-
sponding q-values adjusting for the false discovery rate within primary and secondary outcomes (primary
and secondary) and per round, as per Benjamini and Hochberg (1995); Sample size differences across out-
comes are due to shorter tracking questionnaires being administered to difficult-to-reach subsets of CRs.
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Table A6: Impact of adding cash to therapy on mental health, adjusted estimates.

(1) (2) (3) (4) (5) (6) (7)
Primary Secondary

Minimal depression Discrete scores

=1 if
PHQ8≤4

=1 if
GHQ12<3 PHQ8 GHQ12 Self-

Esteem Resilience Locus of
control

Panel A: Midline (12 month follow-up)
IPT-G+ -0.096 -0.088 0.932 0.528 - - -

(0.020) (0.024) (0.239) (0.176)

IPT-G mean 0.231 0.312 8.938 4.831 - - -
IPT-G SD 0.422 0.464 5.462 3.331
Observations 1052 1052 1052 1052

H0: IPT-G+=0 p-values 0.000 0.001 0.000 0.004 - - -
FDR adj. q-values 0.000 0.001 0.000 0.004

Panel B: Endline (24 month follow-up)
IPT-G+ -0.059 -0.066 0.376 0.180 -0.091 -0.917 -0.065

(0.028) (0.031) (0.444) (0.239) (0.228) (0.372) (0.128)

Control mean 0.244 0.303 9.144 5.102 13.109 43.399 5.937
Control SD 0.430 0.460 5.799 3.641 3.485 5.507 2.683
Observations 964 953 964 953 940 903 950

H0: IPT-G+=0 p-values 0.036 0.033 0.400 0.452 0.690 0.016 0.615
FDR adj. q-values 0.036 0.036 0.690 0.690 0.690 0.081 0.690

Notes: This table shows ITT estimates of the impact of adding Cash to IPT-G on the primary and secondary
mental health outcomes, comparing the IPT-G only group to IPT-G+ group; All regression models include ran-
domization block fixed effects and baseline covariates centered and fully interacted with treatment, covariates
are the poverty probability score, age, ever married, ever pregnant, and the baseline PHQ-8 score; Standard er-
rors clustered at the club level in parentheses; Estimates at endline are weighted to account for the probability
of selection for intensive tracking; Columns 1-2 show results for the primary outcomes, indicators for whether
the PHQ-8 score is ≤ 4 or the GHQ-12 score is < 3; Columns 3-7 show results for the secondary outcomes, the
PHQ-8 and GHQ-12 raw scores, the Rosenberg Self-Esteem scale, the Child and Youth Resilience Measure-
Revised, and Locus of Control, all in terms of their raw scores; The rows marked as H0:... show the p-value
for a t-test of the indicated null hypothesis on the regression coefficients and the corresponding q-values ad-
justing for the false discovery rate within primary and secondary outcomes and round, as per Benjamini and
Hochberg (1995); Sample size differences across outcomes are due to shorter tracking questionnaires being ad-
ministered to difficult-to-reach subsets of CRs.
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Table A7: Impact of therapy on human capital accumulation at the rapid resurvey, adjusted estimates.

(1) (2) (3) (4) (5) (6) (7) (8)
Primary outcomes Secondary outcomes

Desired
fertility

Time
preferences

Prob. of
paid work

Compet-
encies

Educ.
aspirations

Pregnant
within 5yrs

Married
within 5yrs

Life
expectancy

Rapid Resurvey (Immediate post-intervention)
IPT-G -0.033 0.054 0.023 0.088 -0.021 -0.013 -0.009 0.019

(0.054) (0.028) (0.012) (0.056) (0.018) (0.015) (0.017) (0.013)

Control mean 3.531 0.489 0.812 1.307 0.855 0.421 0.410 0.505
Control SD 1.371 0.500 0.237 1.200 0.352 0.494 0.492 0.222
Observations 1639 1657 1648 1627 1561 1596 1598 1555

H0: IPT-G=0 p-values 0.545 0.061 0.048 0.120 0.233 0.389 0.570 0.143
FDR adj. q-values 0.545 0.122 0.122 0.160 0.466 0.519 0.570 0.466

Notes: This table shows ITT estimates of the impact of IPT-G on the primary and secondary human capital accumulation outcomes at
the rapid resurvey, comparing the control group to the IPT-G only group; The full sample is used as the Cash treatment arm was imple-
mented after the Rapid Resurvey; All regression models include randomization block fixed effects and baseline covariates centered and fully
interacted with treatment, covariates are the poverty probability score, age, ever married, ever pregnant, and the baseline PHQ-8 score;
Standard errors clustered at the club level in parentheses; Estimates at endline are weighted to account for the probability of selection for
intensive tracking; Columns 1-4 show the primary outcomes: Desired fertility (Desired number of children at time of survey), time prefer-
ences (prefers 110,000 Uganda shillings in one month instead of 90,000 today), the self-reported probability of engaging in paid work at age
25, and the score obtained on the Competencies test (total score (0-3) on set of questions on ability to make change that test numeracy
and literacy); Columns 4-8 show the secondary outcomes: Educational aspirations (wishes to pursue some tertiary education), would like
to become pregnant within 5 years (or if already pregnant), would like to get married within 5 years (or if already married), and perceived
life expectancy (the likelihood of being alive at 40); The rows marked as H0:... show the p-value for a t-test of the indicated null hypothesis
on the regression coefficients and the corresponding q-values adjusting for the false discovery rate within primary and secondary outcomes
and per round, as per Benjamini and Hochberg (1995); Sample size differences across outcomes are due to shorter tracking questionnaires
being administered to difficult-to-reach subsets of CRs.
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Table A8: Impact of therapy on human capital accumulation at 12 and 24 months, adjusted estimates.

(1) (2) (3) (4) (5) (6) (7) (8) (9)
Primary outcomes Secondary outcomes

Enrolled in
school

Compet-
encies

Self-
efficacy Pregnant Married Risky sex Time prefs. Paid work Desired

fert.

Panel A: Midline (12 month follow-up)
IPT-G 0.060 - 0.469 -0.011 -0.031 -0.003 0.048 -0.010 -0.264

(0.028) (0.335) (0.014) (0.013) (0.018) (0.029) (0.018) (0.066)

Control mean 0.328 - 31.649 0.096 0.084 0.273 0.429 0.751 3.786
Control SD 0.470 5.049 0.296 0.277 0.446 0.495 0.257 1.289
Observations 993 987 973 982 993 998 996 988

H0: IPT-G=0 p-values 0.038 - 0.166 0.452 0.021 0.863 0.104 0.570 0.000
FDR adj. q-values 0.095 0.276 0.565 0.095 0.863 0.156 0.570 0.001

Panel B: Endline (24 month follow-up)
IPT-G 0.052 -0.081 -0.505 0.013 0.012 -0.022 0.052 0.022 0.027

(0.024) (0.087) (0.786) (0.023) (0.021) (0.029) (0.033) (0.012) (0.077)

Control mean 0.257 1.444 29.743 0.213 0.170 0.381 0.395 0.793 3.813
Control SD 0.437 1.188 9.074 0.410 0.376 0.486 0.489 0.251 1.385
Observations 884 774 884 877 885 870 881 879 866

H0: IPT-G=0 p-values 0.033 0.355 0.523 0.588 0.566 0.449 0.117 0.077 0.724
FDR adj. q-values 0.195 0.588 0.588 0.588 0.588 0.588 0.175 0.175 0.724

Notes: This table shows ITT estimates of the impact of IPT-G on the primary and secondary human capital outcomes at midline and endline, comparing the
control group to the IPT-G only group; All regression models include randomization block fixed effects and baseline covariates centered and fully interacted with
treatment, covariates are the poverty probability score, age, ever married, ever pregnant, and the baseline PHQ-8 score; Standard errors clustered at the club
level in parentheses; Estimates at endline are weighted to account for the probability of selection for intensive tracking; Columns 1-6 show results for the primary
outcomes: whether they are enrolled in school if school is in session or were enrolled in school when school was last in session (or if they have completed secondary
schooling), the score on the Competencies test (total score (0-3) on set of questions on ability to make change that test numeracy and literacy) , the score on
the Schwarzer and Jerusalem (1995) self-efficacy scale, whether they have been pregnant since baseline, whether they have married since baseline, and risky sex
(whether they used a condom at their last intercourse); Columns 7-9 show results for the secondary outcomes: Time preferences (prefers 110,000 Uganda shillings
in one month instead of 90,000 today), the self-reported probability of engaging in paid work at age 25, and desired fertility (desired number of children at time
of survey); The rows marked as H0:... show the p-value for a t-test of the indicated null hypothesis on the regression coefficients and the corresponding q-values
adjusting for the false discovery rate within primary and secondary outcomes and round, as per Benjamini and Hochberg (1995); Sample size differences across
outcomes are due to shorter tracking questionnaires being administered to difficult-to-reach subsets of CRs.
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Table A9: Impact of adding cash to therapy on human capital accumulation at 12 and 24 months, adjusted estimates.

(1) (2) (3) (4) (5) (6) (7) (8) (9)
Primary outcomes Secondary outcomes

Enrolled in
school

Compet-
encies

Self-
efficacy Pregnant Married Risky sex Time prefs. Paid work Desired

fert.
Panel A: Midline (12 month follow-up)
IPT-G+ -0.049 - -0.347 -0.007 0.007 -0.014 0.019 -0.004 0.328

(0.022) (0.255) (0.016) (0.013) (0.018) (0.033) (0.017) (0.057)

IPT-G mean 0.404 - 32.125 0.077 0.062 0.269 0.477 0.744 3.512
IPT-G SD 0.491 4.974 0.268 0.241 0.444 0.500 0.255 1.223
Observations 1043 1042 1024 1037 1045 1052 1045 1041

H0: IPT-G+=0 p-values 0.029 - 0.178 0.685 0.588 0.448 0.568 0.822 0.000
FDR adj. q-values 0.144 0.446 0.685 0.685 0.685 0.822 0.822 0.000

Panel B: Endline (24 month follow-up)
IPT-G+ -0.015 0.013 0.569 -0.041 -0.021 -0.003 -0.022 -0.033 0.080

(0.021) (0.078) (0.689) (0.026) (0.022) (0.032) (0.032) (0.015) (0.078)

IPT-G mean 0.299 1.414 29.505 0.217 0.181 0.339 0.423 0.813 3.872
IPT-G SD 0.458 1.217 8.731 0.413 0.385 0.474 0.495 0.230 1.513
Observations 952 838 948 934 947 936 950 949 933

H0: IPT-G+=0 p-values 0.455 0.863 0.412 0.124 0.340 0.928 0.480 0.028 0.310
FDR adj. q-values 0.683 0.928 0.683 0.683 0.683 0.928 0.480 0.084 0.466

Notes: This table shows ITT estimates of the impact of adding Cash to IPT-G on the primary and secondary human capital accumulation outcomes, comparing
the IPT-G only group to IPT-G+ group; All regression models include randomization block fixed effects and baseline covariates centered and fully interacted
with treatment, covariates are the poverty probability score, age, ever married, ever pregnant, and the baseline PHQ-8 score; Standard errors clustered at the
club level in parentheses; Estimates at endline are weighted to account for the probability of selection for intensive tracking; Columns 1-6 show results for the
primary outcomes: whether they are enrolled in school if school is in session or were enrolled in school when school was last in session (or if they have completed
secondary schooling), the score on the Competencies test (total score (0-3) on set of questions on ability to make change that test numeracy and literacy), the
score on the Schwarzer and Jerusalem (1995) self-efficacy scale, whether they have been pregnant since baseline, whether they have married since baseline, and
risky sex (whether they used a condom at their last intercourse); Columns 7-9 show results for the secondary outcomes: Time preferences (prefers 110,000 Uganda
shillings in one month instead of 90,000 today), the self-reported probability of engaging in paid work at age 25, and desired fertility (desired number of children
at time of survey); The rows marked as H0:... show the p-value for a t-test of the indicated null hypothesis on the regression coefficients and the corresponding
q-values adjusting for the false discovery rate within primary and secondary outcomes and round, as per Benjamini and Hochberg (1995); Sample size differences
across outcomes are due to shorter tracking questionnaires being administered to difficult-to-reach subsets of CRs.
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Table A10: Impact of therapy on adolescent’s own and perceived household response to COVID-
19.

(1) (2) (3) (4) (5) (6)
Adolescent’s own response Perceived HH response

Get angry
more

quickly

Arguing
more often

Talk
about

problems

Worry
about
health

Increased
stress in

HH

HH lost
some

income

Panel A: Midline (12 month follow-up)
IPT-G -0.011 0.019 0.023 -0.004 0.005 0.033

(0.029) (0.033) (0.039) (0.013) (0.031) (0.054)

Control mean 0.484 0.355 0.654 0.932 0.623 2.505
Control SD 0.500 0.479 0.476 0.251 0.485 0.787
Observations 991 992 993 993 993 993

H0: IPT-G=0 p-values 0.697 0.569 0.555 0.745 0.873 0.541
FDR adj. q-values 0.873 0.873 0.873 0.873 0.873 0.873

Panel B: Endline (24 month follow-up)
IPT-G -0.021 -0.003 0.023 -0.046 0.027 -0.141

(0.034) (0.038) (0.039) (0.025) (0.037) (0.070)

Control mean 0.348 0.273 0.654 0.811 0.484 2.770
Control SD 0.477 0.446 0.476 0.392 0.500 0.790
Observations 780 775 993 777 780 777

H0: IPT-G=0 p-values 0.527 0.945 0.555 0.072 0.473 0.047
FDR adj. q-values 0.632 0.945 0.873 0.191 0.632 0.191

Notes: This table shows ITT estimates of the impact of IPT-G on the households’ response to COVID-19,
comparing the IPT-G only group to the control group; All regression models include randomization block fixed
effects centered and fully interacted with treatment; Standard errors clustered at the club level in parentheses;
Estimates at endline are weighted to account for the probability of selection for intensive tracking; Outcomes
in columns 1 to 4 are binary indicators for the adolescent respondent saying that they responded to COVID-19
by: “Getting angry more quickly”, “Arguing more often”, “Talking more often about problems with your family
to find solutions”, “Fearing and worrying about your own health and the health of your loved ones”; Columns 5
shows whether the respondent agrees or partially agrees that COVID-19 has increased stress in their household;
Column 6 indicates whether the respondent thinks their household lost some, most, or all of their income due
to COVID-19; The rows marked as H0:... show the p-value for a t-test of the indicated null hypothesis on the
regression coefficients and the corresponding q-values adjusting for the false discovery rate within primary and
secondary outcomes and round, as per Benjamini and Hochberg (1995); Sample size differences across outcomes
are due to shorter tracking questionnaires being administered to difficult-to-reach subsets of adolescents.
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Table A11: Attrition bounds, impact of adding cash to therapy on mental health.

(1) (2) (3) (4) (5) (6) (7)
Lower bounds Baseline Upper bounds

-.25 SD -.1 SD Lee Lee +.1 SD +.25 SD
Panel A: Midline (12 month follow-up)
PHQ-8≤4 -0.130∗∗∗ -0.110∗∗∗ -0.172∗∗∗ -0.101∗∗∗ -0.077∗ -0.083∗∗∗ -0.063∗∗∗

(0.017) (0.017) [0.041] (0.020) [0.040] (0.017) (0.017)
PHQ-8 score 0.515∗∗∗ 0.785∗∗∗ 0.026 0.992∗∗∗ 1.807∗∗∗ 1.144∗∗∗ 1.413∗∗∗

(0.189) (0.185) [0.576] (0.228) [0.584] (0.181) (0.179)
GHQ-12<3 -0.128∗∗∗ -0.105∗∗∗ -0.157∗∗∗ -0.095∗∗∗ -0.053 -0.075∗∗∗ -0.052∗∗

(0.021) (0.021) [0.054] (0.024) [0.047] (0.021) (0.021)
GHQ-12 score 0.293∗ 0.462∗∗∗ -0.042 0.587∗∗∗ 1.020∗∗ 0.686∗∗∗ 0.855∗∗∗

(0.152) (0.149) [0.381] (0.176) [0.435] (0.145) (0.143)

Panel B: Endline (24 month follow-up)
PHQ-8≤4 -0.112∗∗∗ -0.086∗∗∗ -0.171∗∗∗ -0.074∗∗ -0.043 -0.052∗∗ -0.027

(0.025) (0.025) [0.047] (0.031) [0.060] (0.025) (0.026)
PHQ-8 score -0.116 0.232 -0.163 0.465 1.735∗∗ 0.695∗ 1.042∗∗∗

(0.364) (0.359) [1.080] (0.464) [0.774] (0.353) (0.350)
GHQ-12<3 -0.118∗∗∗ -0.089∗∗∗ -0.175∗∗∗ -0.072∗∗ -0.035 -0.051∗ -0.022

(0.027) (0.026) [0.058] (0.033) [0.063] (0.026) (0.026)
GHQ-12 score -0.037 0.186 -0.242 0.333 1.044∗∗ 0.482∗∗ 0.704∗∗∗

(0.206) (0.205) [0.565] (0.262) [0.438] (0.205) (0.206)

Notes: * p<0.10, ** p<0.05, *** p<0.01; This table shows robustness to attrition of the ITT estimates of
the impact of adding cash to IPT-G to attrition on the primary mental health outcomes; Column 4 shows the
baseline unadjusted estimates shown in Table 7; Columns 3 and 5 show results using the Lee (2009) bounded
estimator, which consists of trimming the top/bottom of the control/treatment group by the percent differ-
ence in attrition rates between the treatment and control groups (the group with the lower attrition rate is
trimmed), controls include only the block fixed effects, robust standard errors in square brackets; Columns 1-2
and 6-7 show results using Horowitz and Manski (2000) as in Kling et al. (2007), which replace the outcomes of
attritors with ±0.x standard deviations of their respective treatment group-survey round means, lower bounds
subtract this value from the treatment group and add it to the control group and vice versa for the upper
bounds, controls include the block fixed effects centered and fully interacted with treatment, Standard errors
clustered at the club level in parentheses.
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Table A12: Attrition bounds, impact of adding cash to therapy on human capital.

(1) (2) (3) (4) (5) (6) (7)
Lower bounds Baseline Upper bounds

-.25 SD -.1 SD Lee Lee +.1 SD +.25 SD
Panel A: Midline (12 month follow-up)
Enrolled in school -0.100∗∗∗ -0.074∗∗∗ -0.142∗∗∗ -0.058∗∗ -0.021 -0.040∗ -0.014

(0.022) (0.023) [0.050] (0.028) [0.055] (0.023) (0.024)
Self-efficacy score -0.712∗∗∗ -0.450∗∗ -1.050 -0.306 0.716 -0.102 0.160

(0.202) (0.201) [0.738] (0.249) [0.663] (0.200) (0.201)
Pregnancies -0.022∗ -0.007 -0.028 0.003 0.019 0.014 0.029∗∗

(0.012) (0.012) [0.035] (0.015) [0.031] (0.012) (0.012)
Marriages -0.013 -0.000 -0.035 0.008 0.019 0.018 0.031∗∗∗

(0.011) (0.011) [0.027] (0.013) [0.023] (0.011) (0.011)
Risky sex -0.065∗∗∗ -0.042∗∗ -0.115∗ -0.025 0.000 -0.011 0.012

(0.020) (0.020) [0.061] (0.023) [0.048] (0.019) (0.019)

Panel B: Endline (24 month follow-up)
Enrolled in school -0.073∗∗∗ -0.044∗ -0.112∗ -0.022 0.014 -0.005 0.024

(0.024) (0.023) [0.065] (0.028) [0.056] (0.023) (0.023)
Competencies -0.196∗∗∗ -0.081 -0.319 0.012 0.282 0.071 0.186∗∗∗

(0.053) (0.053) [0.259] (0.081) [0.289] (0.054) (0.054)
Self-efficacy score -0.361 0.095 -0.611 0.397 1.373 0.704∗∗ 1.160∗∗∗

(0.341) (0.345) [1.046] (0.473) [1.356] (0.352) (0.359)
Pregnancies -0.083∗∗∗ -0.055∗∗∗ -0.075 -0.037 -0.003 -0.018 0.011

(0.020) (0.020) [0.063] (0.026) [0.055] (0.020) (0.019)
Marriages -0.037∗ -0.012 -0.067 0.002 0.045 0.021 0.046∗∗

(0.019) (0.019) [0.058] (0.023) [0.044] (0.018) (0.018)
Risky sex -0.058∗∗ -0.027 -0.107 -0.007 0.050 0.016 0.048∗

(0.028) (0.028) [0.076] (0.035) [0.057] (0.027) (0.027)

Notes: * p<0.10, ** p<0.05, *** p<0.01; This table shows robustness to attrition of the ITT estimates of the
impact of adding cash to IPT-G on the primary human capital accumulation outcomes; Column 4 shows the
baseline unadjusted estimates shown in Table 10; Columns 3 and 5 show results using the Lee (2009) bounded
estimator, which consists of trimming the top/bottom of the control/treatment group by the percent difference
in attrition rates between the treatment and control groups (the group with the lower attrition rate is trimmed),
controls include only the block fixed effects, robust standard errors in square brackets; Columns 1-2 and 6-7 show
results using Horowitz and Manski (2000) as in Kling et al. (2007), which replace the outcomes of attritors with
±0.x standard deviations of their respective treatment group-survey round means, lower bounds subtract this
value from the treatment group and add it to the control group and vice versa for the upper bounds, controls
include the block fixed effects centered and fully interacted with treatment, Standard errors clustered at the club
level in parentheses.
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B StrongMinds Uganda

B.1 Background on interpersonal psychotherapy

Interpersonal psychotherapy (IPT) is widely recognized as an efficacious form of psychother-
apy for the treatment of depression (Frank and Levenson, 2011), including in adolescents
(Morris, 2012). IPT is a time-limited, manualized intervention, that was developed to treat
Major Depressive Disorder (MDD) by Klerman et al. (1984); Weissman et al. (2000), and
was subsequently adapted to treat a number of related disorders - e.g. bipolar disorder,
dysthymic disorder, post-traumatic stress disorder, bulimia nervosa, social anxiety disorder,
among others -, to treat populations with specific needs - e.g. adolescents, the elderly, HIV-
positive patients, etc. -, and to be delivered in group settings.25 There exists by now an
extensive evidence base supporting the efficacy and effectiveness of IPT, although much of
the evidence is from high-income countries (Cuijpers et al., 2011, 2016). In 2015 the WHO’s
Guideline Development Committee recommended that psychotherapy with or without phar-
macotherapy can be used as first line treatment for moderate to severe depression, especially
in resource constrained settings and where the use of medicines is discouraged (e.g. pregnant
women, or adolescents at risk of addiction) (World Health Organization, 2015, 2019).26 In
the United States, it is currently one of the only two evidence-based psychotherapies rec-
ommended by the National Institute of Health for the treatment of adolescent depression
(National Institute of Health and Clinical Excellence, 2005).

IPT draws its foundations from relational theory - which emphasizes the link between
interpersonal relationships and psychological well-being (Bowlby, 1969, 1973; Sullivan, 1940)
- and on the vast body of research linking major life-events, stressors, and social support with
psychiatric illness (Lipsitz and Markowitz, 2013). It is built on the premise that psychiatric
illness is often caused and maintained by personal crises and/or significant life events, most
often of an interpersonal nature, and proposes a framework through which patients directly
address these problems (Klerman et al., 1984; Weissman et al., 2000). Therein lies the
distinguishing feature of IPT, which is that it does not attempt to fix a problem in the patient,
as is the focus of most other common forms of therapy, but rather aims to help the patient

25See e.g., Lipsitz and Markowitz (2013) for a number of references on the specific adaptations.
26The WHO’s Mental Health Gap Action Programme (mhGAP) guidelines state the following: “As first-

line therapy, health-care providers may select psychological treatments (such as behavioural activation,
cognitive-behavioural therapy [CBT], and interpersonal psychotherapy [IPT]) or antidepressant medica-
tion (such as selective serotonin reuptake inhibitors [SSRIs] and tricyclic antidepressants [TCAs]). They
should keep in mind the possible adverse effects associated with antidepressant medication, the ability to
deliver either intervention (in terms of expertise, and/or treatment availability), and individual preferences
... Different [psychological] treatment formats for consideration include individual and/or group face-to- face
psychological treatments delivered by professionals and supervised lay therapists”.
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fix the problem, and/or their relationship with the problem.27 By working on resolving
a focal interpersonal problem, IPT intends to activate interpersonal change mechanisms,
which can be broadly characterized as the pathways and mechanisms that contribute to
alleviating the psychiatric illness (or its symptoms). These include: (i) providing/improving
social support; (ii) reducing interpersonal conflict and stressors; (iii) helping to process and
interpret emotions; (iv) and improving interpersonal skills (see e.g. Lipsitz and Markowitz
(2013) for an excellent in depth discussion of the evidence behind each of these mechanisms).
Nevertheless, the focus remains on resolving the current problem and reducing the symptoms
of the illness.

A standard course of the therapy, which can range from 6 to 20 weeks, consists of three
main phases: In an initial phase, the therapist helps patients identify a specific problem
which will be the focus of treatment. The problems typically fall within one of four primary
problem areas, or triggers, that are associated with the onset of depression: (i) Grief - due
to loss of a loved one; (ii) Role Transition - major life changes (that can be either good or
bad, e.g. illness, illness of a loved one, birth of a child, retirement); (iii) role dispute - a
conflict with an important person in one’s life (e.g. parents, partners, coworkers, etc.); and
(iv) Interpersonal Deficits - loneliness and social isolation.28 During this phase, the therapist
will also help the patient understand their diagnosis of depression and establish the patient’s
sick role - i.e. that their illness is not intrinsic to their selves but rather something they
are currently suffering from that can be overcome. In the second phase, which will make
up the bulk of the treatment, the client and the therapist will work towards alleviating the
problem using a number of therapeutic practices. Patients will explore, identify, and express
both positive and negative feelings about their problems and examine the link between their
mood and events in their interpersonal lives. In the group context, they are encouraged to
turn to fellow group members for guidance. Through this introspection, patients find new
ways to deal with the recurrent or persistent problems that are triggering their depression
- whether it is by directly resolving the problem or changing their relationship with the
problem. In the final phase, the patient and therapists will discuss the end of the therapy,
review improvements, and make future plans - possibly in anticipation of future difficulties.

27This framework, also known as the medical model or sick role, separates IPT from other common therapy
models that identify and seek to change some problematic aspect of the patient’s personality, attachments,
schemas, etc. (Lipsitz and Markowitz, 2013).

28This category is also often chosen when it is difficult to define the participant’s problem within one of
the other three problem areas.
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B.2 Mentor selection

Mentors are selected from the community within which the ELA club is located. In a new
ELA community, the program assistant (PA) from the BRAC Uganda branch overseeing the
ELA club conducts an initial discussion with adults and adolescent girls from the community
to explain the ELA model. During the discussion, the PA asks for their input to find a
suitable space where the club could be held and who could be potential mentors. After the
PA has completed an initial assessment and proposed the mentors, the Area Coordinator
makes the final decision. The guiding criteria determined by BRAC Uganda for selecting
the mentors are the following:

1. She should be between 19 and 22 years old.

2. She must be a permanent resident of the village/community

3. She should be willing to work for four hours a day (club opening hours)

4. She should show evidence of having leadership qualities, as well as commitment and
interest in working with and for adolescents

5. She should be socially accepted in the community

6. She must not be a student

7. She should be ready to attend training and monthly refresher courses

8. She should have the capacity to run the club and other related activities effectively
and efficiently

Preference is given to mentors who have leadership experience, either at school or in the
community. It is also preferred that the mentor has a qualification of at least Secondary-2
and is not a member of any microfinance group.

B.3 Mentor training

Although the SMU program relies on mentors recruited within the communities to deliver
the 14 weekly therapy sessions, the mentors benefit from extensive training (and refresher
trainings) as well as continuous supervision throughout the program.

Before the start of the therapy, the mentors received a 6-day-long training covering the entire
process of delivery of IPT-G.29 The training covered the following:

29During the study, and prior to the intervention, the newly recruited mentors (89 in total) were trained
in three batches over the course of three weeks. The training was conducted by four facilitators.
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1. counseling skills: This section of training was delivered through lectures and role play
sessions. The topics delivered included basic counseling skills (active listening, prob-
ing and questioning, sensitivity and the role of the counselor), ethics of counseling
(confidentiality, empathy, non-judgmental etc.), and “why I need supervision”.

2. Overview of depression: This section aimed to define and describe depression, explain
what the symptoms of depression are and how someone can be diagnosed with depres-
sion by using the PHQ-9.

3. Introduction to IPT-G: This section introduced IPT-G and its approach to counseling
to the mentors. This included introducing the four problem areas and the link between
daily events, mood, and the problem areas.

4. How to conduct a pre-group session: The pre-group is a one on one session between
the facilitator and the potential client, and is an important component of IPT-G as
delivered by SMU. The training covered screening for depression (using the PHQ-9),
probing for problem areas/triggers, and goal setting.

Another important component of training during this session is screening for suicide
risk when a participant responds to question 9 on the PHQ-9. The mentors are trained
on assessing suicide risk and on initiating a safety plan for at risk participants, as well
as on identifying and referring for further treatment participants who might be ‘critical
cases’ (i.e. who score above 11 on the suicide assessment).30

5. How to conduct the initial and middle phases of IPT-G: This section of the training
focused on delivering the key tasks of the initial and middle phases. The trainers
provided in-depth training on how to apply the four problem areas of IPT-G in group
therapy, and continued to build on the use of basic counseling skills and ethics of
counseling.

During the therapy, SMU Mental Health Supervisors (MHS) conducted both scheduled and
impromptu supervision visits to observe the mentors at work. The MHS assessed the mentor
using systematic criteria laid out in the SMU quality assurance tool, and provided immediate
feedback to the mentor at the end of the session. SMU also held weekly debrief sessions at
the BRAC branches. The debriefing sessions are divided into three parts:

1. A review of the activities of the past week, also where mentor files are reviewed and
session specific data is collected (e.g. group attendance).

30Note that although mentors are trained in assessing suicide risk, it is the supervisors who ultimately
conduct safety planning and referral to specialized mental health services for at-risk participants.
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2. Providing feedback from the week’s observation, checking whether any of the other
mentors are struggling with issues observed in the field, and planning any corrective
action that should be taken.

3. Training on the specific activities/programming for the next week’s upcoming sessions,
as well as providing support for the mentors to make session plans.

Finally, refresher training exercises were held with a wider group, coinciding with the end of
the initial and middle phases.

60


	Introduction
	Experiment design
	Interventions
	Interpersonal therapy
	Cash transfers

	Sample and data
	Sample
	Data

	Empirical strategy
	Treatment assignment
	Outcomes
	Estimation


	Results
	Implementation fidelity
	Baseline balance
	Attrition
	Compliance

	Treatment effects on mental health
	Impact of IPT-G
	Impact of adding cash to IPT-G

	Treatment effects on human capital
	Impact of IPT-G
	Impact of adding cash to IPT-G

	Why are there negative impacts of cash?

	Conclusion
	Acknowledgements
	Figures
	Tables
	Appendix Tables
	StrongMinds Uganda
	Background on interpersonal psychotherapy
	Mentor selection
	Mentor training


