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Abstract

The aim of this study is to examine the potential for an additional plus component targeted to youth layered on top of a government cash transfer program to improve youth’s future economic opportunities and facilitate safe transitions to adulthood, recognizing that cash alone is rarely sufficient to mitigate risks and to overcome structural barriers to education, delaying marriage and pregnancy, and other safe transitions. The model proposed for this intervention is informed by a workshop held in Tanzania in February 2016 and utilizes a capacities enhancement/asset-building framework, which recognizes that youth need a combination of social, health and financial assets to safely transition to adulthood. Using the Livelihoods Enhancement component of the existing government cash transfer programme (Tanzania Social Action Fund’s Productive Social Safety Net) as a strategic entry point, this intervention and study aims to examine how economic empowerment, HIV and sexual and reproductive health (SRH) education, and linkages to other existing and new services enable youth to leverage their households’ participation in the government cash transfer programme, which aims to reduce extreme poverty and break the intergenerational cycle of poverty, to increase their well-being today as well as opportunities for their future. The intervention will be implemented by TASAF and TACAIDS, with technical support form UNICEF Tanzania, and the research study and impact evaluation are being overseen by UNICEF Office of Research - Innocenti and University at Buffalo in collaboration with Tanzanian national partners, EDI Global and SFUCHAS. Results will inform design of future iterations of the Government’s social protection and provide innovative programmatic guidance on and the safe transition to adulthood of Tanzanian youth. 
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EDI			Economic Development Initiatives
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Adolescence is a period of biological, developmental and social transitions. Not only are adolescents at risk of various types of violence, exploitation and HIV infection, with long-term implications, but decisions about sexual debut, schooling, and partnerships are made during this time which is often referred to as the transition to adulthood. Nationally, 43 percent of females aged 20-24 years gave birth before age 18, and 7.2 percent had done so before age 15, and between 31% and 37% of girls are married before age 18 (1).  Economic opportunities upon reaching adulthood may also be limited, and early pregnancy and marriage reinforces limited opportunities and inter-generational poverty. Further contributing to cyclical poverty, young people are overrepresented in low-skilled jobs in the agricultural sector; high barriers into formal jobs exist, and significant gender gaps exist in terms of wage levels, formal employment opportunities and self-employment (2). Investments in adolescence are often referred to as having a “triple dividend” (3), with benefits today, in adolescents’ future adult life, and in the next generation of children. A recent study highlights some of the key issues facing youth in Tanzania, including violence and exploitation, early marriage and pregnancy, children living without their parents, and HIV risk (4). The report shows that school-dropout among girls spikes around age 12 in rural areas, and 31 to 37 percent of girls are married before age 18. The first national study on violence against children in Tanzania, conducted in 2009, shows that 3 in 10 females and 1 in 7 males experienced sexual violence before age 18, and three-quarters of males and females experienced physical violence by an adult or intimate partner before age 18 (5). Among those who experienced childhood sexual violence, few told someone about the abuse or sought help following an incident; alarmingly, far from all who sought services in fact received them (59.4 percent of females and about 1 in 3 males). The report further highlights that for 30 percent of females and 20 percent of males their sexual debut was forced, and half of married females aged 15 to 24 had a partner ten or more years older, which increases risk of intimate partner violence (IPV) and HIV (5). In addition, while almost all youths aged 15-24 years have heard about HIV and AIDS, less than half have enough knowledge to protect themselves against infection (6).

Household- and community-level poverty are risk factors for violence, abuse and exploitation (7-15), as well as other adverse outcomes such as early sexual debut (16, 17). Indeed, evidence suggests that economic empowerment interventions targeted to youth (studies to date primarily focus on girls) can reduce sexual violence, sexual harassment, and IPV (18-20).  One challenge to economic empowerment is that youth face barriers to formal sector labour opportunities. In Tanzania, youth are disproportionally represented in irregular forms of employment, highlighting their vulnerability in the labour market (2). Young people are overrepresented in low-skilled jobs in the agricultural sector, accounting for 75 percent of youth employment in the country (2). High barriers into formal jobs and a thriving informal economy push youth to self-employment as one of few viable options to earn a living—yet, it presents a road that largely blocks transitions to forms of employment, including wage-work, trapping many in a situation of high vulnerability and insecurity. Female youth may be especially vulnerable, facing sexual exploitation and harassment in the workplace. Significant gender gaps exist in terms of wage levels, formal employment opportunities and self-employment (2). The challenge moving forward therefore centres on the transition to safe and more productive jobs that provide decent incomes to male and female youth. Important promise is found in emerging sectors driving much of Tanzania’s recent economic growth, including financial services, IT, construction, transport and storage, hospitality, and other services (2). Earnings in these sectors are reported around six times higher than those in traditional sectors; however, they rely on skilled labour and currently employ merely 15 percent of the working population (2). Labour supply constraints include insufficient basic literacy and numeracy skills following poor quality education, underdeveloped behavioural or ‘soft’ skills, a broader technical skills mismatch, and more straightforward job search constraints. Demand side constraints include, among other things, perceptions on the part of employers that young workers are less likely to be educated, and exhibit poor technical and computer skills, leading them to employ those aged 15 to 29 in low-skilled elementary roles (21). 

While youth face significant risks and vulnerabilities spanning the social, health and economic domains, they also present enormous promise and potential to Tanzania’s future development. In 2015, an estimated 17.5 million Tanzanians were aged between 15 to 34 years; a number expected to double by 2035 (2). Therefore, investments made today will largely determine whether Tanzania is able to translate its demographic dividend into accelerated economic growth, peace and stability, or whether it will result in irreversible loss of opportunity (22).

Youth development is prominent in Tanzania’s five year development plan (2016-2020) (23). It is one of nine objectives in the plan: “Accelerate broad-based and inclusive economic growth that reduces poverty substantially and allows shared benefits among the majority of the people through increased productive capacities and job creation especially for the youth and disadvantaged groups” (23). Youth unemployment is cited as one of the countries’ greatest challenges with priority on nurturing youth preparedness for and entry into the labour market. 
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Social protection comprises the set of public and private actions which address income poverty and economic shocks as well as social vulnerability, recognizing that poverty and exclusion are mutually reinforcing (24, 25). African Union Member states have committed to Social Protection, recognizing that it is a critical component of social development and inclusive growth strategies. Key agreements to this end have included the 2004 Ouagadougou Declaration and Plan of Action on Employment and Poverty Alleviation in Africa, which acknowledged the need for increased coverage and enhanced effectiveness of social protection as a response to chronic poverty; the 2006 Livingstone Accords, which further recognized social protection as a human right and included specific government commitments to social protection. The 2008 Africa Union Social Policy Framework, which explicitly identified social protection as one of its core components; and finally, the Declaration and Plan of Action on Employment and Poverty Eradication in the African Union Assembly in January 2015, which included social protection, as a critical strategy for poverty eradication, together with productivity and inclusive growth. Social Protection is also included in Tanzania’s five year development plan to reduce poverty, address social and economic risks, deprivation and vulnerability, as well as protect human rights and improving capabilities and labour market results (23).

Within social protection, social safety nets are defined as non-contributory measures which aim to provide regular and predictable support to poor and vulnerable populations (26), and cash transfers are one type of these. Social cash transfer programmes are an increasingly popular social protection tool among African governments for combating chronic poverty and hunger, and often aim to increase investment in human capital. Having rapidly expanded across sub-Saharan Africa, social cash transfer programmes are motivated by the premise that income poverty has highly damaging impacts on human development, including child development, and that cash empowers families living in poverty to make their own decisions on how to advance their lives. These programmes have proven effective in improving household food security, consumption, productive activities, aspects of women’s empowerment, and secondary school attendance rates, and present important potential to impact a much broader range of outcomes linked specifically to youth. 

As cash transfer programs aim to reduce poverty and food insecurity and improve human capital, they rarely have outcomes such as violence as primary objectives. However, by targeting poverty and vulnerabilities, these programmes may address some of the structural drivers of adverse outcomes in youth. The evidence from sub-Saharan Africa linking cash transfers safe transitions to adulthood is growing. In addition to increasing school enrolment among secondary school age youth (27), government cash transfer programmes have been found to delay sexual debut and pregnancy and to reduce transactional and age-disparate sex among adolescent girls (28-31). Emerging evidence from the Transfer Project (a collaboration of researchers examining impacts of social cash transfers in Africa led by UNICEF, Save the Children UK, the Food and Agriculture Organization (FAO), and the University of North Carolina) suggests that cash transfers may be protective against sexual violence among young females (32). Additionally, evidence from the region on non-governmental cash transfer programmes (both conditional and unconditional) demonstrates that these programmes have reduced IPV and delayed sexual debut, pregnancy and marriage, as well as reduced HIV risks among adolescent girls (33-35).

Despite their promise, it is important to recognize that cash transfers alone are rarely, if ever, sufficient to overcome the broad-based and interrelated social, economic and health risks youth face. Thus, linkages between social protection programmes and existing government and other services should be strengthened to best help beneficiaries. This recognition has led advocates to highlight “cash plus”, or cash transfer programmes bundled with light-touch or more intensive complementary interventions as important areas to invest in. The rationale behind this is that government cash transfer programmes identify the poorest and most vulnerable members of society with the aim of smoothing consumption and improving food security, and linking these vulnerable populations to other services may have synergistic impacts on their well-being. In this way, beneficiaries may be reached by health or social services or may be able to leverage the cash to have larger impacts on their productive activities and future well-being.

The “plus” components in “cash plus” are broadly defined, and can be categorized as 1) light-touch complementary services, 2) intensive complementary services, or 3) integrated system linkages (36). In the African region, many government cash transfer programmes have plus components, but they have generally been evaluated as part of the cash transfer programme “package” without much effort to examine the standalone or synergistic impacts of the “plus” component, and in addition, very few “plus” components specifically target youth. 

Examples of plus programming in sub-Saharan Africa include those in Zambia and Kenya. In Zambia the government recently started implementing a model linking social welfare and adolescent health departments at the national and district levels to beneficiaries in the government cash transfer programme; however, the intervention has not been rigorously evaluated (37). In Western Kenya, a plus model where HIV programs targeted to adolescents would be integrated into existing cash transfer programmes is being explored (38). Other non-adolescent focused examples can be found in Ghana, Ethiopia, Kenya, and Lesotho, where “plus components” range from enrolment in national health care (Ghana), to integrated social services and information on child nutrition, health and protection (Ethiopia), nutrition information and incentives for skilled care delivery (Kenya), and home gardening and nutrition programming to improve food security (Lesotho) (38). Some cash transfer programmes implemented as ‘productive safety nets’ include training and awareness-raising around livelihoods enhancement, such as the Productive Social Safety Net programme in Ethiopia (39). Yet, no study to date has specifically examined impacts of a social protection plus models on youth well-being and transitions to adulthood in the context of a government transfer programme.  
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In February 2016, UNICEF Tanzania, with co-funding from Oak Foundation, convened a group of stakeholders, including government, United Nations, non-governmental organization (NGO) implementers, researchers and experts, and members of the donor community to assess options for a social protection “plus” (or cash plus) intervention within the framework of Tanzania’s Productive Social Safety Net (PSSN), a conditional cash transfer programme. Workshop members reviewed and discussed the evidence for three “plus” options targeted to youth, including 1) adolescent economic and related empowerment bundled interventions; 2) parenting interventions; and 3) social norm change interventions. In addition, workshop participants made recommendations on intervention components and on next steps for the planning process (moving from concept to action). By the end of the meeting, there was strong consensus that an economic empowerment/livelihoods intervention bundled with sexual and reproductive health, violence prevention and gender information targeted at youth should be the focus, given the evidence to date on the ability of the various interventions to reduce violence among youth, and because it would be the most strategic entry point for the “plus” component into the existing cash transfer programme (PSSN), creating synergies with existing plans for the Livelihood Enhancement component of the PSSN. Implementation within existing government frameworks was strongly recommended to ensure both future scalability and sustainability, but also with recognition that civil society may still play a role in the provision of technical assistance. 

The asset-building framework presents an important theoretical underpinning for the design of cash plus intervention (40, 41). It suggests that empowerment derives from the strengthening of different forms of ‘capital’—that youth need a combination of human, social, health and economic assets to ensure safe, healthy and productive transitions into adulthood. A number of reviews have examined the evidence arising from such bundled empowerment initiatives with respect to their ability to facilitate safe, healthy and productive transitions to adulthood (42-45). Such programmes have also been highlighted for their ability to  reduce violence, particularly violence against women and girls (46).

Global initiatives seeking to promote evidence-informed practice around the reduction of childhood violence, abuse and exploitation have identified economic empowerment programmes in varying modalities as key interventions to reduce risk behaviours, prevent violence and enhance livelihoods opportunities for youth (see for example INSPIRE) (47). In Tanzania there exists a diverse range of government-led programs and donor and civil society interventions that aim to tackle youth unemployment and broader empowerment issues; however, most are undermined by a lack of scale, coordination and information and come with little evidence as to their effectiveness (2). In other African countries, economic strengthening programmes with a focus on financial literacy and vocational training that have shown positive impacts include Stepping Stones and Creating Futures and Siyaka Nentsha from South Africa; and BRAC’s Empowerment and Livelihood for Adolescent Girls and Street Smart from Uganda—results range from increased earnings, increased economic empowerment, improved gender-equitable attitudes, reductions in IPV and forced sex, and improvements in mental health, to reduced risk behaviours (43, 44, 48-51).

General observations and lessons that can be drawn from the evidence to date:

· Most interventions use some version of the asset-building framework suggesting that multiple forms of assets are needed for empowerment;
· Most take a general ‘life skills’ approach and add to this a focused economic component – either through training, financial literacy or micro-savings/credit modalities;
· Many integrate gender empowerment elements or focus specifically on young women and girls;
· Most focus on strengthening individual attitudes, capabilities and behaviours – not necessarily on affecting broader societal change in norms or structures – even though the intention of both economic and gender empowerment elements is to address ‘structural’ drivers of risk and vulnerability;
· Micro-savings/grants are more appropriate than micro credit when working with (female) youth;
· A variety of positive outcomes are reported, suggesting that models are relevant for a broad array of well-being outcomes;
· Models suggest that life skills training provides an important ‘space’ and process for empowerment through more focused economic support.
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As described above, there is growing evidence that cash transfer programmes can facilitate safe transitions to adulthood, and it is posited that “cash plus” interventions which link cash transfer beneficiaries to other services and interventions may have even greater potential to facilitate safe transitions to adulthood. Moreover, global initiatives such as INSPIRE (47), backed by UNICEF, WHO, CDC and the Global Partnership to End Violence Against Children, have identified economic empowerment programmes as key interventions to reduce risk behaviours, prevent violence and enhance livelihoods opportunities for youth. Social transfer programmes bundled with light-touch or intensive complementary interventions may carry huge potential to this end, helping youth and their families to leverage the cash and further strengthen human, social, health and economic assets. However, to date, no impact evaluations have specifically examined impacts of a cash plus intervention on youth well-being, violence reduction, and transitions to adulthood within the context of a government transfer programme in Africa. Furthermore, existing government-led programs and donor and civil society youth unemployment and adolescent empowerment interventions, while widely implemented, come with little evidence as to their effectiveness and scalability (2). 

For adolescent and child well-being, household- and community-level poverty are risk factors for school drop-out, early sexual debut and marriage, violence, abuse and exploitation, and poor mental health (52-56). 
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The current study aims to (1) implement a cash plus intervention focusing on livelihood enhancement and complemented with HIV prevention/treatment information, sexual reproductive health and rights (SRHR), and gender equity messaging targeted to youth with linkages to youth friendly HIV/SRH services and (2) provide rigorous evidence on the impacts of this intervention on youth well-being, violence reduction, and safe transitions to adulthood.  Results will enable the Government of Tanzania, the Tanzania Social Action Fund (TASAF), and other stakeholders such as UNICEF Tanzania, the Ministry of Health, Community Development, Gender, Elderly and Children, and Tanzania Commission for AIDS to assess how and to what extent cash plus interventions improve youth well-being, and how these can complement and provide synergies with existing government structures in social protection, health, education and social welfare. Further, this intervention and evaluation will provide a considerable contribution to the global evidence base on these topics, and because they will be implemented within existing government frameworks, this intervention is unique in its potential for scalability and sustainability. The intervention will be coordinated by UNICEF Tanzania and the research study will be implemented jointly by UNICEF Office of Research – Innocenti, University at Buffalo and EDI.

Indeed, the key to ensuring scalability and sustainability, if the intervention is proven effective, includes:

· Government commitment and ownership from the start – this is facilitated by alignment with the government’s priorities as outlined by Tanzania’s National Five Year Development Plan 2016/17 – 2020/21.
· Implementation within existing government frameworks – this includes TASAF/PSSN III, the government’s cash transfer programme, and key interventions implemented by the Ministry of Health, Community Development, Gender, Elderly and Children and the Ministry of Education and Vocational Training.
· Realistic targeting - cash transfers are provided to households, not necessarily to youth (as other research/NGO pilots in Zomba, Malawi and South Africa have done) following political realities in Tanzania and beyond.
· Limiting NGOs’ role to technical assistance, such as capacity building and the adaptation of intervention tools (and not service delivery) – this increases the likelihood that activities can continue once the pilot ends and donor support is reduced (or eliminated)

Few NGO programmes focused on youth empowerment, even when proven effective at improving livelihood skills/readiness, reducing violence, and improving youth well-being, have been taken to scale or have even been sustained in isolated geographic areas after donor funding ended, and reasons may include targeting, cost and intensity of the interventions. Further, while NGO implementation of a pilot may ensure fidelity to intervention design and provide maximum support to programme participants, it rarely reflects realities on the ground in ways that programmes may be scaled up, thus limiting generalizability of impacts.
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The overarching research question to be answered by the accompanying impact evaluation is how and to what extent can a “plus component” integrated in government structures within a cash transfer programme positively impact youth livelihood skills, well-being and the transition to adulthood?

Primary questions of interest include:

1. Do youth have increased livelihood knowledge and skills?
2. Are youth engaged in more productive, safer employment activities?
3. Do youth have increased knowledge about HIV prevention, HIV treatment, and reproductive health services available to them?
4. Do youth access HIV testing, treatment, and reproductive health services at an increased rate?
5. Does the programme reduce violence and exploitation victimization and violence perpetration among youth?
6. Does the programme delay sexual debut, marriage, and/or pregnancy?
7. Does the programme reduce health- and sexual-risk behaviours?
8. Are impacts observed at Rounds 2 and 3 of data collection sustained in the medium-term, after the intervention ended? 

Secondary questions of interest include:

1. Does the programme increase gender equitable attitudes?
2. Does the programme increase social assets?
3. Does the programme improve youth psychosocial well-being?
4. Through what pathways does the programme impact outcomes of interest?



To answer these questions, we will compare across study arms described in more detail below, in order to assess whether the plus component improves the lives of youth, compared to study arms of youth receiving cash only (that is, the control arm).

[bookmark: _Toc59115863]3. Intervention

The cash plus intervention will target youth aged 14 to 19 years from households participating in TASAF’s PSSN cash transfer programme and primarily aims to economically empower youth through social and economic asset training, combined with HIV/SRHR education and linkages to HIV/SRH services (health assets).
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TASAF was established in 2000 as part of the Government of Tanzania’s social protection strategy and has since been expanded twice. Phase I (2000-2005) focused on improving social service delivery, capacity enhancement, and addressing income poverty for food insecure households. Phase II (2005-2013) built on the Millennium Development Goals and addressed a shortage of social services, income poverty, and capacity enhancement. In its current phase (TASAF III), TASAF aims to scale up the Tanzania PSSN, and will additionally include interventions to enhance livelihoods and facilitate the implementation of public works (seasonal income generating opportunities for able-bodied adults from poor households). The objective of this new phase is to increase income and consumption and to strengthen the resilience of vulnerable populations, with an overall aim to reduce extreme poverty and break the intergenerational transmission of poverty. 

To accomplish the programme objectives, the PSSN Phase I (implemented 2015-2019) had three components: 
1. Unconditional cash transfer paired with a variable conditional cash transfer (the programme’s core component) – primary recipients of the cash transfers are adult women (primarily mothers). The unconditional cash transfer (Tsh 10,000) is provided to all enrolled households, with an additional transfer (Tsh 4,000) to households with children under 18. The conditional cash transfer offer (i) a grant  (Tsh 4,000 per month) to households with pregnant women or children under 5 who are in compliance with pre- and post-natal exams and regular child health check-ups; (ii) a grant (Tsh 2,000) to households with children with demonstrating an 80% primary school attendance rate; (iii) an individual grant (Tsh 4,000) for children demonstrating an 80% lower secondary school attendance rate; and (iv) an individual grant (Tsh 6,000) for children demonstrating an 80% upper secondary school attendance rate where such services are available. Maximum total benefit per household excluding the public works component is set at Tsh 38,000. 

2. Public works component – whereas the cash transfer component aims to increase household income on a permanent basis, the public works component aims to reduce negative coping decisions during the lean season by providing a predictable income during this period[footnoteRef:2]. Examples of public works programmes that PSSN beneficiaries may engage in include pavement of community rural roads and construction of social services facilities such as schools and health facilities. [2:  World Bank. (2012). Tanzania Productive Social Safety Net: Project Appraisal Document Report No. 67116-TZ. Dar es Salaam.] 


3. Livelihoods Enhancement component – the objective of the livelihoods component is to enhance households’ income generation capacity so that vulnerable populations are better able to support themselves in the medium and long term. The programme works by targeting adults in PSSN households receiving cash transfers. Once consumption needs have been stabilized, the programme aims to support these households’ engagement in livelihood activities that can contribute to income diversification and increase self-reliance. The livelihood enhancement package includes three components: 1) basic skills and awareness training, 2) savings promotion and 3) the availability of a productive grant. 

The productive grant is a one-time grant of approximately 80 USD, accessible to eligible adults in PSSN households who have demonstrated readiness by completing trainings on livelihoods development, and is intended to be delivered instead of continued participation in public works.

The livelihoods Enhancement component of the basic PSSN is currently being developed and rolled out in select districts in 2016-2017. This presents a good opportunity and entry point for the current proposed ‘plus’ intervention, which aims to build on the TASAF programme by developing a youth specific livelihood enhancement component, aligned with the Livelihood Enhancement Framework that can eventually be integrated, thereby improving likelihood for sustainability and scale up. 

PSSN beneficiaries were identified through a three-stage targeting process, including geographical targeting, community-based targeting, and a proxy-means test. 
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The “plus” intervention, following a capabilities approach, aims to empower youth across the economic, social and health domains. The intervention will jointly address livelihoods enhancement and education on HIV/SRHR and gender equity, as well as facilitate linkages to youth friendly HIV/SRH services. Hence, the plus intervention will comprise the following three components:

1. Livelihoods enhancement (economic and social assets) – To develop the youth livelihoods curriculum, TASAF and UNICEF worked with Technoserv, building on lessons learned emerging from Technoserv’s extensive experience on livelihoods and working with youth in Tanzania. Technoserv supported the livelihoods curriculum development process and piloting of materials (for comprehension). The trained facilitators (e.g., community development officers, agricultural extension workers, etc.) will in turn work directly with youth to deliver livelihood skills, and provide linkages to employment for youth of appropriate skills and age groups. After completion of the training, youth will receive an 80 USD productive grant to be used for a business plan or to continue vocational training. Then, the facilitators will provide long-term mentoring (also termed “aftercare”) to youth. Design of the intervention takes into consideration the fact that adolescents and youth targeted by the programme are in different age brackets and may have different needs (for example, ages 14-17 years versus 18-19 years). 

2. HIV and sexual and reproductive health and rights and gender equity messaging (social and health assets) – gender equity, violence prevention and HIV/SRHR education will be layered onto the livelihoods enhancement component building on existing trainings and materials, using innovative modes of delivery. Sessions are planned to be delivered by professional cadre from the health and/or social welfare sectors (capacity building envisioned) working at the village/community/ward level (health care workers, community development officers). UNICEF and TACAIDS partnered TAMASHA on the HIV/SRH component, building on lessons learned emerging from TAMASHA’s extensive experience working with youth in Tanzania on SRH interventions. TAMASHA supported the curriculum development process and piloting of materials (for comprehension).

3. Strengthening linkages to existing HIV, SRH and violence response services (health assets) – UNICEF Tanzania is currently working with the Ministry of Health, Community Development, Gender, Elderly and Children to strengthen adolescent and youth friendly SRH services in government health facilities in target areas. As part of this process, the Standards for Adolescents Friendly Reproductive Health Services (2005) were updated in 2016 with opportunities to include aspects of violence and HIV/AIDS. Upon completion of this process, implementation will follow a ToT approach. The current intervention aims to align with this ongoing government-led process and support roll-out in target areas. In addition, following mappings in the planning phase, linkages to government Reproductive, Maternal, Newborn, Child and Adolescent Health Services and One-Stop Centres (or related community-based services) for women and children affected by violence (where available) will be promoted. 

Face-to-face delivery of the livelihoods and HIV/SRH training will occur over a ten week period, and facilitators will meet with youth groups in each village for two hours once a week during this period. Livelihoods and HIV/SRH training will occur jointly in each session (one hour for each). Topics and activities to be covered in the delivery of the intervention are listed in Figure 3.1.

· drawing of a village map, 
· highlighting opportunities and danger, 
· identifying available resources, 
· identifying role models, 
· effective communication, 
· HIV/SRH information,
· working together, 
· assertiveness, 
· articulating needs and wants, 
· conflict resolution, 
· gender stereotypes and gender conflicts, 
· identifying opportunities, 
· generating business ideas, 
· negotiation, and
· financial responsibility.  

[bookmark: _Toc497489472]Afterwards, additional mentoring activities (also called “aftercare”) will continue for a period of up to one year. These activities may include facilitating linkages to training and apprenticeship activities.
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[bookmark: _Toc59115866]Figure 3.1. Intervention overview
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The key to scalability and sustainability of this pilot is linking to existing government services (primarily HIV/SRH services) and implementation within existing government frameworks and structures (the livelihoods component of the TASAF III/PSSN programme). A previous adolescent SRH intervention conducted in Tanzania with public sector health workers demonstrates the feasibility of this approach (57, 58). Although many of these components are envisioned within national sectoral action plans, on the ground they are often highly fragmented, of poor quality and rarely implemented in full. The current initiative adds unique value as it aims to develop or strengthen these linkages towards a more integrated systems approach, thereby reducing fragmentation of services and increasing effectiveness, while conducting capacity building to improve quality service provision to youth and providing rigorous evidence on the initiative’s effectiveness.

Implementation of the Cash Plus intervention is led by TASAF within the PSSN programme.  UNICEF Tanzania will play a technical supporting role and coordinate amongst government partners, including TASAF, TACAIDS, and Ministry of Health, Community Development, Gender, Elderly. This cross-sectoral dialogue will facilitate the implementation of the study and evaluation, and will also ensure that results influence policy and programming. 

In an additional mobile data collection wave conducted in 2020, we aimed to do a check-in to understand the economic and health-related well-being among a sub-sample of the larger  study cohort of adolescents and youth in Southern Tanzania.

In Round 4 data collection (expected January – March 2021), we aim to examine whether program impacts found at Rounds 2 and 3 are sustained 1.5 years after the intervention ended. 
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[bookmark: _Toc59115869]Evaluation Framework and Sample

For administrative purposes, TASAF refers to geographic areas of programme implementation as Programme Authority Areas (PAAs). Then, within PAAs there are wards, and within wards, villages. The unit of sampling (also referred to as clusters) for the current cash plus intervention and evaluation is the village. In this cluster randomized control trial (cRCT) design, clusters (villages) are randomized, and households are nested within villages. 

The evaluation design has two study arms (randomized at the village (cluster) level), and will allow us to estimate the impact of the combined youth livelihoods enhancement + SRH package on youth well-being among PSSN households. Randomization of villages to study arms will be conducted in July 2017, after baseline surveys are completed (April – June 2017), and will be stratified by district and village size (large v. small villages).
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Figure 4.1. Evaluation design 

While we believe there may be synergies stemming from combination of a cash transfer programme and a plus component (the whole package is greater than the sum of the parts), the evaluation design will not allow us to evaluate the “synergy” effect, as such a design was infeasible with the number of youth and villages necessary to statistically power such a study to estimate programme impacts, and also because cash transfers as part of the PSSN began at least two years prior to the “Plus” intervention. 

To assess programme impacts, five waves of data collection are proposed:

· Baseline pre-intervention implementation (April – June 2017)
· Midline post intensive period of intervention (mentoring and “aftercare” to continue through 2018; expected May – June 2018)
· Wave 3 18 months post intensive period of intervention (mentoring and “aftercare” to continue through 2018; data collection conducted June - August 2019)
· Mobile phone survey wave (August – December 2020)
· Wave 4 (previously postponed in 2020 due to global factors; now proposed January – March 2021)

Youth in both treatment and control villages will be interviewed at all survey waves. Surveys will be conducted in Rungwe/Busokelo and Mufindi/Mafinga districts.

In addition to youth, households and communities, health facilities will be interviewed over 6 rounds according to the following schedule to assess information on staffing, services, and adolescent-friendly characteristics:
· Round 1: 22 April - 29 May 2017
· Round 2: 20 February to 16 March, 2018
· Round 3: 17 July -7 August 2018
· Round 4: 28 November – 18 December 2018
· Round 5: September 17 – October 5, 2019
· Round 6: Expected January – March 2021 (previously postponed in 2020 due to global factors)

Selection of youth for intervention and evaluation: In villages selected for the treatment arm (combined youth livelihoods enhancement + HIV/SRH), all youth ages 14-19 living in PSSN households will be offered the intervention. We will interview all available, eligible youth per study village (in treatment and control study arms) for baseline, midline and endline surveys, thus estimating “intent-to-treat” impacts of the programme.

The number of youth per villages reached by the intervention will vary by village (expected average is 20-25 youth), and the impact evaluation will interview all eligible youth in each village in an intent-to-treat design (65 villages per study arm; Figure 4.1). The baseline sample size for the impact evaluation study is expected to be approximately 2,500 youth combined across treatment and control arms in Mufindi/Mafinga and Rungwe/Busokelo. The study will include youth (both males and females) between the ages of 14 and 19 years. Sample eligibility criteria were as follows for adolescents:
1. Living in PSSN household at baseline in 2017
2. Aged 14-19 years at baseline

Additionally, we will interview:
1) Household heads of the households where adolescents are interviewed
2) Community leaders in each of the 130 study communities. These will be determined by speaking with community TASAF guides and others, but may include agricultural extension workers, chiefs, teachers, healthcare workers, or others deemed “leaders” in the community.
3) Staff members at healthcare facilities in the study communities (n=100 facilities).

Additional eligibility criteria implemented to select the sub-sample for interviews for the mobile survey data collection (2020) included the following: We will maintain the same structure as previous rounds of this longitudinal, cluster RCT. Data collection will be implemented with youth previously interviewed at prior rounds (2017-2019). Samples will include the following target sample sizes by category, located in the Mufindi/Mafinga and Rungwe/Busokelo districts: 

· Adolescents, quantitative. We propose to sample a portion of those interviewed at Wave 3 (n=2,191). Eligibility criteria for quantitative and qualitative youth samples include the following: 1) was interviewed at Wave 3 and 2) either aged 18 years or older or over 15 years and married. The second criterion is for ethical purposes: informed consent is required from parents of unmarried adolescents under the age of 18 years for conducting research interviews. Obtaining parental consent is deemed difficult via phone interviews, therefore we will restrict the sample to those individuals who are either married or over the age of 18 (n=1,727 based on information collected at Wave 3). The proposed sample size for quantitative surveys with adolescents is n=912 (approximately 53% of the eligible 1,727 adolescents. We were successfully able to interview n=760 youth in this mobile quantitative survey.
· Adolescents, qualitative, general well-being (n=15 x 3 waves = 45 interviews). This sample will comprise a sub-sample of those interviewed for the quantitative interviews and will thus have the same eligibility criteria as for the quantitative sample above. At waves 2 and 3 of qualitative data collection under the current proposal, we may use purposive sampling methods based on answers from the quantitative survey implemented. Thus, composition of this sample may change with the aim of 50% repeat interviews and 50% purposively sampled based on responses to quantitative questionnaire.
· Adolescents, qualitative, education/drop-out (n=15 interviews). This sample will be purposively selected from the sample of adolescents from the treatment arm who dropped out of school between waves 2 and 3 without completing Standard 7 or Form 4 (n=23).
· Household, quantitative SMS survey (n=2,194). All households with available phone numbers will be sent the SMS survey on a 4-6 week basis over four rounds. We were successfully able to interview n=542 households in this mobile quantitative survey. Upon contact in consent calls, many were deemed ineligible for SMS surveys because they were not literate.
· Community leaders (key informants), qualitative (n=5 x 3 waves = 15 interviews). We will purposively select five key informants with whom to conduct qualitative interviews at each wave. Composition of this sample may also vary across waves to maximize information collected. 
· Adolescents, quantitative – SMS survey (n=1727). All eligible adolescents will be sent text messages on a 4-6 week basis over four rounds. It is expected that response rates will be lower than for the phone interviews, but we will aim to send messages to everyone to maximize sample size. These messages will require short, numeric responses, and questions will be a sub-sample of questions/topics covered in the quantitative surveys to understand changes over time. Sensitive topics such as violence will be excluded from SMS surveys. Approximately four questions will be sent via SMS each month.
· Health facility personnel, quantitative – SMS survey. All health facilities for which we have phone contact information (n=100 facilities) will be sent text messages on a 4-6 week basis over four rounds. Multiple respondents per facility may be contacted where contact information is available. It is expected that response rates will be lower than for previous data collection rounds, but we will aim to send messages to everyone to maximize sample size. These messages will require short, numeric responses. We were successfully able to interview n=83 health facilities in this mobile quantitative survey.

Round 4 surveys will follow the full sample interviewed at Rounds 1-3, with priority given to reinterviewing those adolescents contacted at Round 3 (n=2,191). Additionally, as in prior rounds, households, community leaders, and health facilities will be interviewed.
[bookmark: _Toc59115870]Interviews and Ethical Considerations

Fieldwork for data collection at each wave is estimated to take approximately 6-8 weeks to complete. 

We will adhere to Ethical Principles and Guidelines for the Protection of Human Subjects of Research as outlined in the Belmont Report. Enumerators will receive instruction at data collection trainings in areas such as ethical data collection (e.g., sensitivity toward study subjects, the importance of securing and maintaining privacy, and talking about sensitive topics), informed consent, referral services and procedures and vicarious trauma and self-care (with possible support from specialized NGOs). Informed consent will be obtained from all youth ages 18-19 and married youth aged 14-17 years, and caregiver/parental informed consent and youth assent will be obtained for all unmarried youth aged 14-17 years who are interviewed. All informed consent includes the ethical components regarding: 1) objectives and content of the study (without revealing the true nature of sensitive questions asked of youth to parents/caregivers), 2) privacy and data security, 3) voluntary participation, 4) the right to refuse or skip any questions without consequences, and 5) source to follow-up regarding complaints or further information on the study. Interviews will last approximately 55 minutes per youth. Survey enumerators and youth will be matched based on sex (e.g. male enumerators will interview males, and female enumerators will interview females), and all interviews will be conducted in private locations where other household members cannot hear what is being discussed. Enumerators will use electronic tablets to input data, and questionnaires will be administered in Swahili.

The following modifications to the consent and interview process were requested for the mobile phone surveys to be conducted in 2020:
Verbal informed consent will be obtained from all youth ages 18-19 and married youth aged 15-17 years. In the on-going impact evaluation, we also obtain caregiver/parental informed consent and youth assent will be obtained for all unmarried youth aged 14-17 years who are interviewed. However, it is deemed difficult to do this over the phone, and therefore for this mobile data collection exercise, we aim to interview only those youth who are 1) over age 18 or 2) age 15 (the legal age of marriage and thus legally allowed to consent) or older and married. 
For community mobile phone interviews, verbal consent will be obtained from community leaders. For household head and health facility SMS questionnaires, we will also obtain verbal consent via an initial phone call confirming identity and obtaining consent to participate.

Verbal consent scripts can be found in attachments 7a-12a (English) and 7b-12b (Kiswahili).

Respondents will be provided with airtime valued at approximately 5 USD per phone interview and 1 USD per SMS survey.
Confidentiality is ensured at all times: all devices containing data (tablets, PCs, phones) are password protected, no identifiable data will be transferred through unencrypted channels and phone numbers will be deleted on all devices at the end of data collection. 
Round 4 data collection will follow ethical and consent processes as those carried out in Rounds 1-3. 
[bookmark: _Toc59115871]Questionnaire

Four types of surveys have been implemented at Waves 1-3, and are proposed again for Wave 4, including:
1. Household surveys with household head or caregiver
2. Youth surveys (quantitative and qualitative)
3. Health facility surveys
4. Community surveys

In addition, the following surveys were implemented at Wave 3 and are proposed at Wave 4:
5. Household qualitative interview with household head or TASAF recipient (Waves 3-4)
6. Key informant interview with mentors who implemented cash plus training 2019 (Proposed at Wave 4)

The following questionnaires were implemented for the mobile phone survey wave:

Youth quantitative surveys will be multi-topical and based on the programme’s theory of change (Appendix 1). Key outcomes to be measured will include livelihoods skills and knowledge, economic activities, sexual debut, pregnancy, marriage, school attendance, aspirations, psychosocial wellbeing, violence victimization and perpetration, sexual exploitation, and health and sexual risk-taking behaviours. Furthermore, we will collect data on potential moderators of programme impacts, including perceived social support. Wherever possible survey items were pulled from existing national survey instruments such as Violence Against Children Survey, Demographic and Health Surveys, and WHO Multi-Country Study on Domestic Violence and Women’s Health. Similar surveys have been previously implemented in Tanzania and throughout Eastern and Southern Africa by the Transfer Project.

Further, we conducted in-depth, semi-structured (qualitative) surveys with a sub-sample of approximately 32 youth to explore mechanisms and pathways for impacts on outcomes of interest. These will be conducted in Swahili, digitally recorded, transcribed, and translated to English. The qualitative interviews will be embedded in the longitudinal qualitative study. Since the sample is ‘embedded’ the full range of information from the household survey would also be available for these households and their responses and challenges as reported in the in-depth interviews can be compared to the quantitative data collected from them to understand the relationship between the two. A split sample approach will be used for administering modules on violence victimization, meaning that violence modules will be alternately administered in one village for females and a second village for males. This approach serves to protect the safety and confidentiality of respondents, eliminating the chance that a male perpetrator and a female victim living the same community are both interviewed. 

Data collection supervisors administered one community questionnaire to a group of knowledgeable individuals (e.g., teachers, village leaders) in each community to assess topics such as access to markets, health facilities, schools; prices; village customs surrounding marriage (matrilineal, patrilineal, etc.) and caregiving (who would be expected to take in a child if the parent dies); and shocks.

Finally, health facility surveys will be administered surveys to assess age and gender breakdown of services accessed related to HIV and SRH, as well as staffing and adolescent-friendly characteristics of facilities.

New surveys introduced at waves 3 and 4 of data collection rounds have the following purpose:
· Household qualitative interview with household head or TASAF recipient (Waves 3-4): These interviews aim to gather information about household coping strategies related to TASAF payment delays. Regular bi-monthly payments were received through March 2019 and then there were significant delays, with a partial payment in December 2019 and no other payments scheduled through March 2020, as this study is planned to go to field.
· Key informant interview with mentors who implemented cash plus training 2019 (Wave 4): These interviews will be implemented to understand aspects of implementation and mentors’ reactions about implications of training boys and girls together, as well as gendered differences in livelihood opportunities and benefits of the trainings.
· Youth qualitative survey among a sub-sample who dropped out of school between 2018 and 2019 (Wave 4): These interviews will be implemented to understand the impacts of the cash plus intervention on schooling decisions among youth. These were implemented during the mobile surveys and are no longer proposed for Wave 4. 

Six new surveys were introduced for the mobile survey wave (conducted in 2020) only (and will not be replicated at Round 4) as follows:
1. Youth surveys (quantitative)
2. Youth monthly SMS short questionnaire 
3. Health facility SMS short questionnaire
4. Household SMS short questionnaire
5. Youth surveys (qualitative on general well-being)
6. Youth surveys (qualitative on school drop-out)
7. Community surveys (qualitative on general well-being)

[bookmark: _Toc59115872]Data analysis

At baseline, statistical analysis will be conducted to examine baseline balance among outcomes between treatment and control study arms, to examine internal validity of the study design. After each follow-up wave (midline and endline), quantitative analysis will be conducted with standard impact evaluation methodologies, including difference-in-difference estimates. Outcomes to be examined include livelihoods skills and knowledge, economic activities, experience of violence and exploitation, sexual debut, mental health scales, pregnancy, marriage, and others outlined above.  We will utilize Analysis of Covariance (ANCOVA) regression methods for impact analyses at Rounds 2-4. We will control for baseline household composition and characteristics of the head (gender, age, education) and stratification variables (district and village size) in all models. We will adjust standard errors for clustering at the primary sampling unit (village) level. 

Descriptive analysis for the mobile survey wave will be conducted as follows. We aim to perform descriptive analyses to understand factors related to school attendance, livelihoods, and other indicators of well-being referenced above (a majority of which have been implemented face-to-face in Waves 1-3). Quantitative analysis will comprise descriptive, bivariate and multivariate analyses. We will examine trends over time in indicators such as mental health and violence, to provide suggestive evidence of whether these outcomes have changed over time. In multivariate regression specifications using pooled data from Waves 3 and the mobile data collection, well-being indicators will be the outcome variable and time will be the main independent variable of interest. We will stratify analyses on respondent gender, household hold gender, urban v. rural residence, and other characteristics to understand whether impacts vary based on these characteristics.

Qualitative analysis will be conducted at all waves in two phases: 1) rapid initial analysis to document observations during fieldwork and 2) in-depth analysis to increase overall understanding of programme impacts on the transition to adulthood. A team of three coders will code all the data. First, the team developed a codebook based on the research questions, existing evidence, and their knowledge of the context from previous research. The codebook will be discussed by the team before and after reading through a subset of the interviews, with additions and clarifications made as needed. Second, the team will jointly blind code a subset of the interviews, to ensure sufficient inter-coder reliability and to identify any issues with the codebook. After discussing the results of this exercise, the team will add codes as needed. Third, the team will divide the remaining interviews and individually code them. Finally, half of the interviews will be reviewed by a second coder.  After the coding is completed, thematic reports related to the research questions will be produced. The analysis will use low-inference inference techniques to increase credibility, including extensive use of the participants’ words. Quantitative data will also be available on these respondents from structured interviews, which can help inform analysis and interpretation.


[bookmark: _Toc59115873]6. Research Beneficiaries

While PSSN programme beneficiaries will benefit from cash transfers and/or the plus intervention, it is not expected that youth and households will directly benefit from participation in the research and impact evaluation. Data collectors will liaise with TASAF and community leaders to obtain permission to interview youth in households in their respective communities.

There is potential for households and their larger communities to benefit from findings from our youth study if we identify impacts of the intervention on the transition to adulthood (which may inform government programming) and/or factors that moderate programme impacts, such as access to services, social support, or household characteristics. The latter can be addressed through additional programming and interventions, which can provide synergies with the government’s institutionalized social protection strategy. Furthermore, communities will benefit from strengthened adolescent friendly HIV/SRH services.  Additionally, findings from the mobile surveys may identify needs and gaps related to health and economic well-being. Policy responses to these needs may include programmes from the government’s institutionalized social protection strategy.

[bookmark: _Toc59115874]Support for Respondents

There is evidence that respondents consider the opportunity to talk and be asked questions about their experiences of violence beneficial (59). Yet, respondents may recall frightening, humiliating and painful experiences, which may cause a strong emotional response on their behalf. Therefore a response plan will be developed and implemented to ensure that respondents who i) become upset during the interview (e.g. angry or tearful), ii) disclose an incident of violence, or iii) indicate that they do not feel safe in their current living environment, receive timely and appropriate referrals and support. The response plan will include the following aspects:

· Training of enumerators on ethical data collection and referral services and procedures

· Contact information for district social welfare officers will be provided to all youth interviewed, and social welfare officers will be contacted in advance to ensure cooperation.

As per Section 95(1) of the Law of the Child Act 2009, if the study team discovers information that the child’s rights are being infringed upon, we will be required to report to the local authority of the area. We will report to a social welfare officer in the district if we discover that a child is in imminent danger of sexual violence or severe physical violence.

[bookmark: _Toc59115875]7. Collaborators’ roles

University at Buffalo, UNICEF Office of Research - Innocenti and Economic Development Initiatives (EDI), SFUCAHS: Dr. Tia Palermo (University at Buffalo; formerly UNICEF Office of Research – Innocenti), and in collaboration with co-Principal Investigators Dr. Johanna Choumert Nkolo and Mr. Respichius Mitti of EDI, will take the lead in designing the research study, impact evaluation design, and questionnaires, in collaboration with co-Investigators at UNICEF Office of Research – Innocenti, and with input from UNICEF Tanzania. EDI co-PIs will be supported by additional staff in leading data collection preparation, implementation and data preparation. Additional UNICEF researchers based at Innocenti will provide research support (Leah Prencipe, Valeria Groppo, Lusajo Kajula, Jennifer Waidler, Julianan Nyasha Tirivayi, Graca Marwerwe, Hassan Kihanzah, Stephanie Zuilkowski). UNICEF Office of Research and University at Buffalo, together with EDI, will analyse the data, and evaluation team members from UNICEF, EDI, TASAF and TACAIDS will interpret the analyses and contribute to writing reports and manuscripts resulting from the impact evaluation. EDI will lead the trainings and data collection, and Office of Research and University at Buffalo staff will attend data collection training, pilot, and observe a portion of the fieldwork in a supporting role. Dr. Jullu of SFUCHAS will support study design and interpretation of findings. PhD student Sarah Quinones, under the supervision of Dr. Palermo, will assist with data analysis and report drafting. 

TASAF is responsible for design and implementation of the PSSN, including the livelihoods enhancement components. They will oversee the TASAF Sector Expert Team, which serves as a coordination mechanism and provides sector-specific guidance on technical modalities and implementation arrangements pertinent to the Cash Plus programme. TASAF will oversee implementation of the intervention and facilitate implementation research study, and two TASAF staff (Mr. Paul Luchemba and Ms. Tumpe Lukongo) will serve on the evaluation team, providing technical guidance, critically reviewing outputs, and facilitating dissemination and uptake of findings.

UNICEF Tanzania will be responsible for technical support for the interventions and will liaise between implementers, government, and UNICEF Office of Research/national research partner. The Children and AIDS (CAIDS) and Social Policy sections in UNICEF Tanzania, together with TASAF, will take the lead in designing the interventions. Other key partners include TACAIDS and the Ministry of Health, Community Development, Gender, Elderly and Children. UNICEF Tanzania will dedicate two staff members (Ms.Ulrike Gilbert, Dr. Frank Eetaama) to coordinating and monitoring the implementation of the intervention. UNICEF Tanzania will ensure the necessary coordination and information sharing among key national partners. UNICEF Tanzania will contribute to interpretation of analyses and provide input on a preliminary draft before the workshops.

The Tanzania Commission on AIDS (TACAIDS) will serve as a member of Cash Plus TASAF Sector Expert Team, which serves as a coordination mechanism and provides sector-specific guidance on technical modalities and implementation arrangements pertinent to the Cash Plus programme. TACAIDS’s role in this expert team is to provide guidance on the technical materials developed under the Cash Plus programme which are related to HIV, SRH and adolescents, guide and support the implementation arrangements, as well to support the Sector Expert Team to review progress related to the implementation of the HIV, SRH and adolescents components of the Cash Plus programme. One TACAIDS staff member (Dr. Aroldia Mulokozi) will participate as members of the evaluation team to contribute to ensuring the relevance of evaluation design, quality of evaluation products, and adequacy of evaluation findings uptake and link with policy and programme development. Members of the Evaluation Team will make active contributions to interpreting impact evaluation findings and drafting of evaluation reports. In addition, Evaluation Team members are credited with authorship for evaluation reports, and are acknowledged on all subsequent publications coming from study data.

After each wave of data collection for the impact evaluation, staff from UNICEF Office of Research, University at Buffalo, EDI, and UNICEF Tanzania will coordinate a workshop with TASAF, TACAIDS, other government officials and stakeholders to present the findings, and TASAF together with UNICEF Tanzania will take the lead in organizing these workshops. 

9. [bookmark: _Toc59115876]Timeline

	Activity
	Expected Dates

	1. TASAF begins distributing cash transfers to treatment households in TASAF III/PSSN roll-out phases 4-5 
	Nov 2015

	2. Cash plus intervention design and planning phase –curriculum development, coordination with government partners
	April 2016 – August 2017

	3. Study design planning including comprehensive mapping of existing and potential youth livelihood programmes and opportunities in selected districts. 
	April 2016 – January 2017

	4. Questionnaire development for impact evaluation
	December 2016 – March 2017

	5. TASAF approval for impact evaluation
	February 2016 – March 2017

	6. Baseline surveys, data cleaning, analysis, report writing
	April 2017 – October 2017

	7. Plus component implementation
	

	7a. Training of facilitators on: 1) Livelihoods development, 2) HIV/SRH module implementation, and 3) adolescent friendly SRH service training for TASAF implementers (trainers), health care providers  
	July – December 2017 

	7b. Training of adolescents and youth (intervention implementation)
	January – April 2018 

	7c. On-going mentoring of youth and referral support
	May 2018 – April 2019

	7d. Productive grant disbursement
	April and July 2019

	8. Presentation of baseline results to government and other stakeholders
	May 2018

	9. Midline (post intervention) training, surveys, data cleaning, analysis, report writing
	April - October 2018

	10. Wave 3 (18 month) training, surveys, data cleaning, analysis, report writing
	June 2019 – January 2020

	11. Mobile data collection training, surveys, data cleaning, analysis, report writing
	September 2020 – January 2021

	12. Wave 4 (30 month) training, surveys, data cleaning, analysis, report writing
	January 2021 – December 2021

	13. Presentation of follow-up results to government and other stakeholders
	2021 (Dates TBC)
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[bookmark: _Toc59115878]10. Budget
	Line item
	Amount (USD)

	1. Data collection and research costs
	

	1.1 Enumeration/Listing + Baseline data collection (community, health facility, youth and household surveys)
	$289,567 

	1.2 Midline data collection (community, health facility, youth and household surveys)
	$275,979 

	1.3 Wave 3 data collection (community, health facility, youth and household surveys)
	$275,979 

	1.4 Mobile data collection between Waves 3 and 4
	$125,000 

	1.5 Wave 4 data collection (community, health facility, youth and household surveys)
	$379,000 

	1.6 Researcher effort (study design, analysis, report writing, copyediting, dissemination)
	$668,085 

	1.7 Researcher travel to support training and fieldwork
	$40,000 

	2. Intervention activities
	

	2.1 Development of training materials
	$66,300 

	2.2 Livelihoods training of trainers and implementation
	$596,425 

	2.3 Gender, violence prevention, sexual/reproductive health training of trainers and implementation
	$383,000 

	2.4 Quality assurance/technical assistance 
	$376,485 

	3. Project total
	$3,475,820 





[bookmark: _Toc59115879]11. Budget Justification

1.1. – 1.3: Data Collection (baseline, midline, Wave 3, Mobile Data Collection, Wave 4): The budget includes financing of field work. Baseline data collection was more costly than Wave 2, as it included enumeration efforts to assess where adolescents were living. Midline, wave 3 and wave 4 costs also take into account tracking to minimize attrition and these costs increase with each additional wave due to increased difficulty in locating youth that may have moved, as well as additional instruments added as compared to baseline (e.g., photovoice at Wave 3 and additional qualitative interviews proposed at Wave 4). Figures for each wave include survey instruments (household, youth, community, health care facility, and SMS during the mobile data collection), vehicle rentals, training room rental, printing of surveys for training purposes, data entry programming, and usage of tablets for data entry. For face-to-face fieldwork (Waves 1, 2, 3, 4), a standard approach is to deploy 7 teams of 5 enumerators, one supervisor and one driver each in a separate 4x4 vehicle. Assuming one enumerator completes 1.5 surveys per day (including the face-to-face youth interviews), a 2,000 household survey requires 3,000 person-days. With 35 enumerators available the total days of field work is 86. Adding 6 travel days, 7 days for training and 2 days for pilot testing, the total days required is 101. At 40 USD per day this gives a total of 141,400 USD. Supervisors and drivers (7 each) are typically paid 50 USD per day which adds another 70,700 USD to the budget. Vehicle rental (4x4) at 90 USD per day plus fuel for 7 vehicles gives an additional 75,000 USD. The remaining 18,000 USD is for training room rental and catering (4500 USD), DSA paid to enumerators during training (8,400 USD), programming of tablets (10,000 USD) and sub-contractor overheads (15% or approximately 46,000 USD).

1.4 Researcher effort: Researchers (principal investigators and research analysts) provide leadership on study design, support fieldwork training, observe data collection, analyze data, synthesize results, write reports and research briefs for government, write manuscripts for submission to peer reviewed journals, and development of other communication products. Amount has been updated since previous submission to reflect additional researcher effort needed for the mobile data collection implementation, analysis and reporting.

1.5 Researcher Travel: Travel for research is as follows: travel for data collection training and fieldwork; travel for evaluation team meeting to validate findings and finalize report writing before submitting to government; travel for dissemination to government; international travel for dissemination at academic conferences; periodic site visits to observe intervention implementation.  

2.1 Development of training materials: Two NGOs were contracted to support development of training manuals, which were then workshopped and validated with government. Then government finalized a version of materials and budget costs also include layout and printing.

2.2 Livelihoods training of trainers and implementation: This includes initial and refresher trainings in a cascade approach, whereby national trainers then regional and district-level trainers train community-level coaches who work directly with youth. Direct trainings with youth take place over a 12-week period in 2018 in communities, once per week. Subsequently, there is a one-year mentoring period where coaches continue to interact with youth, bi-monthly for a period of time and then monthly, linking them to opportunities and providing other support as needed.

2.3 Gender, violence prevention, sexual reproductive health training of trainers and implementation: This includes initial and refresher trainings in a cascade approach, whereby national trainers then regional and district-level trainers train community-level coaches who work directly with youth. Direct trainings with youth take place over a 12-week period in 2018 in communities, once per week. Subsequently, there is a one-year mentoring period where coaches continue to interact with youth, bi-monthly for a period of time and then monthly, linking them to opportunities and providing other support as needed.

2.4 Quality assurance/technical assistance: This line item corresponds to technical assistance and visits from national government and UNICEF staff to district-level officials and community-level coaches and other key personnel.
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