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Preface 

This report presents the findings from the midline survey of the quantitative impact evaluation of 

the Child Development Grant Programme (CDGP) in northern Nigeria. The household survey data 

collection was conducted from October to December 2016 and a final round of data collection is 

scheduled for 2018. This report was produced by Pedro Carneiro, Giacomo Mason and Imran 

Rasul from Institute of Fiscal Studies (IFS) and Lucie Moore and Molly Scott from Oxford Policy 

Management (OPM). 
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Executive summary 

Overview of the Child Development Grant Programme 

The Child Development Grant Programme (CDGP) is a six-year, DFID-funded pilot programme 

(2013ï2019) that is being implemented in Zamfara and Jigawa states in northern Nigeria. The 

programme aims to test an approach to reducing the widespread poverty, hunger and malnutrition 

in these states, that affects the potential for children to survive and develop. The programme 

involves two components whose impact is being jointly tested: an unconditional cash transfer 

provided to pregnant women and women with children under two years (aimed at tackling the 

economic causes of inadequate dietary intake); and a counselling and behaviour change campaign 

(BCC) (aimed at influencing maternal and childcare practices). The programme is implemented by 

Save the Children and Action Against Hunger in five local government areas (LGAs) across the 

two states: Anka and Tsafe in Zamfara State, and Buji, Gagarawa and Kiri Kasama in Jigawa State 

(see Figure 1).  

Figure 1: Location of the CDGP states and LGAs 

 
Nigeria 

  

Source: edited from maps retrieved from Wikimedia Commons and the Nigerian Chamber of Commerce website 

The unconditional cash transfer component of the programme involves the provision of a monthly 

cash transfer to up to 90,000 pregnant women and women with children under the age of two years 

(selected during pregnancy) for a period of approximately 33 months, targeting the first 1,000 days 

of a childôs life. The amount of the cash transfer was initially Nigerian Naira (NGN) 3,500 per 

month, and was increased to NGN 4,000 from January 2017. This predictable cash transfer is 

expected to contribute to increased food security and improved intake of more nutritious food, 

leading to improvement in child nutrition.  

The counselling and BCC component of the programme provides communities with education and 

advice about nutrition and health. This BCC is intended to influence key areas of knowledge and 

practice, including breastfeeding and infant diets, and addresses both the women who are the 

direct beneficiaries of the cash transfer as well as men and influential members of the community. 

Two different designs of the BCC component are being tested: 

1. ólow-intensityô BCC, delivered through posters, radio messaging, text messaging, health talks 
and food demonstrations; and 

2. óhigh-intensityô BCC, delivered through support groups and one-to-one counselling for women 
receiving the transfer, which is in addition to all components of the ólow-intensityô BCC. 
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Background to the evaluation and overall design 

The focus of the evaluation is to provide an understanding of the impact of the programmeôs 

components on the households and communities it supports. It does this by using a mix of different 

methods and interlinked workstreams to gather evidence about the programmeôs impact: an initial 

situation analysis, to provide contextual understanding for the programme; a quantitative impact 

evaluation and a qualitative impact evaluation, to understand the impact of the CDGP on key 

outcomes; and a process evaluation, to assess the effectiveness of the programmeôs 

implementation.  

The evaluation tests a series of key hypotheses underpinning the programmeôs theory of change 

(ToC). The key ToC hypotheses are outlined in Box 1 below.  

Box 1: Key evaluation hypotheses 

Addressed primarily by the quantitative impact evaluation: 

Evaluation Hypothesis I: The CDGP intervention, and in particular the provision of a regular 

transfer of NGN 3,500 on a monthly basis to women, will result in the consumption of larger 

quantities, and more varied types, of food, which in turn will result in an increase in dietary intake 

and consequently a reduction in child malnutrition. 

Evaluation Hypothesis II: The provision of a regular predictable cash transfer will result in a 

reduction in negative risk-coping behaviour and, in particular, a reduction in the distress sale of 

assets and debt accumulation among beneficiary households. 

Evaluation Hypothesis III: The nutritional advice and counselling provided by the programme 

will improve the knowledge, attitudes and practices of the targeted men and women in relation to 

nutrition and general maternal and childcare practices. 

Addressed primarily by the qualitative impact evaluation: 

Evaluation Hypothesis IV: The cash transfer will result in improved material wellbeing and will 

contribute to the relational wellbeing of households through enhanced trust and reciprocal social 

and economic collaborations. 

Evaluation Hypothesis V: The provision of a regular cash transfer to women will enhance their 

ability to make economic choices and will result in improved social capital. 

Addressed primarily by the process evaluation: 

Hypothesis VI: Poor implementation of the programme (i.e. poor targeting, irregular payments, 

inadequate information dissemination, and an inappropriate BCC campaign) will reduce the 

potential impacts of the programme. 

Source: Adapted from e-Pact (2014) CDGP Evaluation Inception Report, p. iv 
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Objectives of this report 

This report presents the findings from the midline survey carried out as part of the quantitative 

impact evaluation of the CDGP in northern Nigeria, which is one part of the overall evaluation. The 

findings reported here come from information collected via the household and community survey 

between October and December 2016. The objective of the report is to present results regarding 

the impact of the CDGP, two years on from the baseline. It provides information on how the CDGP 

was rolled out in practice; on how it has affected how households earn a living and obtain food; on 

how it has affected their knowledge of health practices regarding when a woman is pregnant or 

taking care of infants; on how it has affected their views regarding fertility, marriage and the use of 

health facilities; and, finally, on how it has affected the physical and mental development of their 

children. We summarise whether the findings from the midline survey confirm or disconfirm the 

evaluation hypotheses. 

The endline evaluation results will be presented in May 2019. 

Quantitative evaluation design and methodology 

The quantitative impact evaluation is a cluster randomised controlled trial, in which communities 

have been randomly selected either to receive the CDGP interventions (treatment groups) or not to 

receive those interventions (control group). The impact of the interventions are found by comparing 

households in the communities where the programme interventions are applied with households in 

communities where they are not. Randomisation is considered the most rigorous way to measure 

the impact of the CDGP on beneficiary households because it should ensure that treatment and 

control groups have similar characteristics at the start of the evaluation. Thus, any differences 

observed at the end of the programme can be attributed to the programmeôs interventions.  

The unit of randomisation is the community (i.e. village). This means that we randomly chose 

which communities would be in the treatment groups and which in the control group. The non-

CDGP (i.e. control) communities are located in the same LGAs as the CDGP (i.e. treatment) 

communities and thus are likely to be exposed to similar external factors (such as inflation, access 

to markets, availability of foodstuffs, availability of seasonal work, etc.). This means that when we 

compare average outcomes for households in CDGP communities with average outcomes for 

households in non-CDGP communities we can be confident that any differences observed are due 

to the CDGP interventions.  

This evaluation has two treatment groups and one control group. The first treatment group 

(Treatment 1) is offered the cash transfer and ólow-intensityô BCC. The second treatment group 

(Treatment 2) is offered the cash transfer and óhigh-intensityô BCC. The control group receives no 

intervention for the duration of the evaluation, but may receive the intervention after the second 

household survey is completed in 2018, depending on availability of funding. The reason for having 

two separate treatment groups and one control group is to be able to measure the impact of the 

unconditional cash transfer and ólow-intensityô BCC, as well as the additional impact of providing 

óhigh-intensityô BCC.  

Baseline data were collected from households across both treatment and control groups from 

August to October 2014 and midline data were collected from the same households in October to 
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November 2016.1 Data will be collected from the same households in the endline survey in 2018, 

after four years of programme implementation.  

All estimates of the impact of the CDGP contained in this report are arrived at by comparing the 

outcomes of women who were pregnant at baseline residing in CDGP communities (and their 

households/husbands/children) with women who were pregnant at baseline residing in non-CDGP 

communities (and their households/husbands/children). Apart from women who were pregnant at 

baseline, the remainder of our sample is made up of women who were not pregnant at baseline. 

When estimating the impact of the CDGP throughout this report these women who were not 

pregnant at baseline are not included in the sample. However, we do focus on this sample of 

women who were not pregnant at baseline when seeking to understand if the CDGP has had an 

impact on fertility choices. 

Limitations 

There are a number of limitations with our methodology that need to be kept in mind when 

interpreting the results reported here:  

1. We are not able to estimate the additional impact of the high-intensity form of BCC, 

due to the fact that implementation of the high- and low-intensity forms of BCC is found to 

have been very similar on the ground. However it is reasonable to argue that if the 

programme was scaled up it would look more like the low-intensity version.  

2. The impact estimates of the CDGP presented in this report are likely to represent an 

underestimation of the true impact of the CDGP. This is due in part to challenges in the 

implementation of this programme, which resulted in imperfect coverage of women who 

were eligible to receive it. In our sample, only around 83% of women living in CDGP 

communities who reported to be pregnant at baseline actually received the grant. Since our 

estimation strategy is based on comparing women who were pregnant at baseline between 

those in CDGP communities and those in non-CDGP communities, regardless of whether 

or not they actually received the grant, this may result in underestimation of the 

programmeôs impact. A second source of possible underestimation is the possibility that 

some of the knowledge introduced by CDGP could have óspilled overô to women in non-

CDGP communities.  

3. The report evaluates an óearlyô version of the programme. The programme has made 

some significant improvements to its implementation since it first began, but our findings 

are not able to capture this. 

4. Our sample is not representative of the population in the CDGP areas. This is because 

we only selected households where at least one woman was pregnant (or likely to become 

so) immediately prior to the start of the programme. These households are therefore not 

representative of all households in the sampled communities. Secondly, our sampling 

strategy (detailed in Sections 5 and 6 of Vol. II of this report) over-represents households 

residing in smaller villages. Given the lack of census data for these areas, we do not 

attempt to reconstruct weights to balance the analysis.  

5. There is a risk of self-reporting bias for some outcomes, which survey respondents 

may have an incentive to overstate or otherwise misreport. 

                                                
1 There is the potential for seasonal differences between the baseline and midline. However, in our analysis we are 
comparing CDGP communities with non-CDGP communities at midline only and thus any seasonal differences will not 
affect our results. Data for both CDGP and non-CDGP communities were collected over the same period at midline.  
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6. The time horizon for the evaluation is short, and may not be able to capture impacts 

on outcomes that take longer to change (such as childrenôs nutritional status). 

7. The sample size was significantly reduced compared to baseline due to attrition of 

12% of the households surveyed at baseline. This attribution was mostly caused by 

security issues that prevented the survey teams from visiting 18 of the evaluation 

communities. This might have reduced the statistical power of our analysis to detect effects.  

Findings  

Implementation of the CDGP 

Knowledge of the CDGP is widespread in CDGP communities and participation among 

eligible households is high. Over 95% of women in our sample who were pregnant at baseline 

report knowledge of the programme in both kinds of CDGP community (i.e. those receiving low-

intensity BCC and those receiving high-intensity BCC), with slightly higher knowledge of the 

programme in communities receiving high-intensity BCC.  

Rates of participation in the programme are also high. Around 84% of women who were 

pregnant during the baseline in both low- and high-intensity CDGP communities ended up 

participating in the programme. Possible reasons why the remaining 16% of the women who were 

pregnant at baseline did not end up enrolling in CDGP include the possibility that women 

misreported their pregnancy to baseline field teams, miscarried or gave birth between the baseline 

survey and CDGP registration, that they did not want to participate or that they were unable to 

successfully register due to issues in the programmeôs implementation processes. Participation 

rates are higher for Jigawa than Zamfara: in Jigawa, 93% of the women who were pregnant at 

baseline ended up receiving cash transfers from CDGP, whereas in Zamfara the figure is only 

76%.  

We find that 7% of women in non-CDGP communities who were pregnant at baseline ended 

up receiving payments from the CDGP. This could be due to a number of factors, including the 

programme being rolled out in the wrong communities by mistake or women fraudulently accessing 

the programme.  

In CDGP communities, there is a variation in the timing of the first payment made to 

pregnant women. While some women received their first payment early in their pregnancy, the 

majority did not begin to receive transfers until around the time of delivery, and some only received 

their first payment after delivery.  

In the majority of households, women report having control of how the cash transfer is spent. 

This is the case across both Jigawa and Zamfara. In terms of what the CDGP transfer is reported 

as being spent on, both spouses report food (for the household in general, or for children in 

particular) as being the main use of the additional resources provided by the CDGP. In terms of the 

non-food items the CDGP payments are spent on, a good share of the additional resources 

appears to be used for other child-related expenditures (such as on health and clothing). 

Turning to the BCC component of the programme, we find that the most frequent BCC channel 

reported for information dissemination to women is posters, followed by food 

demonstrations. For their husbands, the most frequent channels reported for information 

dissemination are the radio and posters. Women are far more likely to attend health talks or food 

demonstrations than their husbands.  
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We do not find large differences between the high- and low-intensity CDGP communities in 

reported access to BCC channels. Although for each channel we see that both men and women 

are slightly more likely to report the high-frequency channel if they reside in a high-intensity BCC 

community, these differences are not large. This demonstrates that there are not large on-the-

ground differences in how the low- and high-intensity BCC versions of the CDGP operate in 

practice and therefore this evaluation cannot assess the relative effectiveness of the two 

approaches, as was originally intended. As a result, most of our evaluation findings will pool 

the evidence from high- and low-intensity BCC CDGP communities.  

The BCC activities are reaching a larger proportion of people in Jigawa compared to 

Zamfara. This mirrors findings from the process evaluation, which details procurement and staffing 

issues in Zamfara that have reduced the implementation capability in respect of health talks and 

food demonstrations.  

In terms of recall of specific messages received from the BCC component of the CDGP, 

women most frequently recall messages related to exclusive breastfeeding and eating nutritious 

foods. For men, there is a more uniform recall of various BCC messages for any given channel. 

Many households in non-CDGP communities also report receiving such messages, 

although the likelihood of receiving a message through any given channel is always higher 

in CDGP communities. This might indicate the presence of concurring information and advice 

programmes in non-CDGP communities. However, food demonstrations and health talks are only 

prevalent in the CDGP communities. 

Impact of the CDGP on household income and livelihoods  

We find an impact of around 6 percentage points in the proportion of women engaged in any work 

activities, due to the CDGP. This translates into an increase in average womenôs earnings of 

around 20% of the baseline level. For men, there is no impact on the likelihood of working, since 

almost all men engage in some form of work activity already. However, overall we do not find a 

significant impact on total household earnings.  

The CDGP does not have a significant impact on the likelihood that either men or women 

cultivate land. There is also no effect on crop sales by men, and only a very small effect on crop 

sales by their wives (with only very few women cultivating land to begin with). The CDGP has an 

impact on the likelihood that a woman owns any animals herself (mainly chickens and goats). 

The magnitude of the impact is around 7% of the baseline level. However, there is no impact on 

whether the household as a whole owns any animals.  

There is no impact of the CDGP on whether households report borrowing or saving any 

money in the past 12 months. We also find little evidence of any change in the total value of 

savings of CDGP households, either in cash or in-kind. However, there is a significant reduction in 

the value of the loans that households are themselves providing (of an average of around NGN 

1,500).  

Impact of the CDGP on knowledge, attitudes and practices regarding maternal 
health and infant and young child feeding (IYCF) practices 

The CDGP has a large impact on a wide range of indicators measuring womenôs knowledge 

and beliefs about healthy breastfeeding and IYCF practices. Women in CDGP communities 

are more likely to report that it is best to start breastfeeding immediately or within 30 minutes of 

birth, that children should not receive something other than breast milk on the first day, that the 
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colostrum is good for the baby, and that it is not ok to give a baby under six months water when it 

is very hot outside.  

There are similarly widespread impacts on husbandsô knowledge and beliefs, which is 

important because it shows that the CDGPôs impact on knowledge is spread across household 

members and does not exclusively affect women. 

We also find that the CDGP leads to improved practices, in particular around the use of 

antenatal services, exclusive breastfeeding, and dietary diversity of young children. There 

are significant increases in the use of antenatal care (ANC) as a result of the CDGP. Indeed, the 

CDGP nearly doubles the actual utilisation of ANC services for women who were pregnant at the 

time of the midline survey relative to non-CDGP communities. Outside of accessing ANC services, 

however, the CDGP does not have a significant impact on the likelihood that a woman has visited 

a health facility to obtain treatment or medicines for herself or her children.  

Notably, the CDGP significantly increases the proportion of mothers reporting that infants 

under six months of age are fed exclusively with breast milk. At midline, 70% of children under 

six months were reported as being exclusively breastfed in CDGP communities, compared to 28% 

of children in non-CDGP communities. This represents a considerable change. There are also 

improvements in the reported dietary diversity of older children, especially in terms of consumption 

of dairy products.   

Impact of the CDGP on household demographics, poverty, expenditure, food 
security and sanitation 

The CDGP ToC anticipates that the receipt of regular cash transfers will result in a substantial 

increase in household expenditure, and this is indeed what we observe. Monthly household food 

expenditure increases by NGN 3,200, which is more than 90% of the size of the CDGP 

transfer. We also find that total household expenditure increases by more than the total 

value of the transfer, with significant increases in non-food expenditure observed alongside the 

increased spending on food. This is consistent with the finding that, after accounting for the 

addition of the CDGP transfer, there is an increase in household income by a larger amount than 

the transfer value.  

We find that the CDGP has large and positive impacts on household food security across all 

seasons, as measured by whether the respondentôs household had enough food to eat at different 

points in the year. These impacts are larger in the seasons in which hunger is more prevalent. 

Finally, within this domain we also examine whether there is any impact of the CDGP on the 

number of babies born. Given the large size of CDGP transfers relative to incomes, it is plausible 

that the CDGP might incentivise women to become pregnant, or bring forward pregnancies they 

were planning to have anyway. An alternative possible mechanism through which CDGP transfers 

may have an impact on the number of live births is through an impact on health-seeking behaviour, 

consumption and nutritional practices of women during their pregnancies, leading to a lower 

incidence of miscarriages. We do indeed find that the percentage of women who gave birth to 

any child between baseline and midline is higher in CDGP communities compared to non-

CDGP communities. This in turn means that the number of biological children born after the 

baseline is slightly larger in CDGP communities compared to non-CDGP communities. However, 

we are not able to disentangle which of the possible mechanisms outlined above may be 

responsible for this.   
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Impact of the CDGP on womenôs nutritional status and wellbeing 

There are few differences in the anthropometrics of women in CDGP and non-CDGP 

communities. We also find that women in CDGP communities report a higher level of 

subjective wellbeing compared to women in non-CDGP communities. 

Impact of the CDGP on child health and development  

The CDGP also leads to improvements in childrenôs health outside of the area of nutrition. 

We observe statistically significant increases in the number of children who receive vaccinations, 

including for polio and measles. CDGP children also are more likely to get deworming treatment, 

less likely to have suffered a recent injury or illness, less likely to have recently had diarrhoea 

(although the incidence of diarrhoea remains very high) and are more likely to receive adequate 

care when they do have diarrhoea. These impacts on child health and preventive health 

behaviours for children are important, as they are known to be associated with malnutrition.  

For new children born after the start of the CDGP, we find that the programme has a 

moderate impact on height-for-age and on the proportion of children stunted and severely 

stunted, which nevertheless remain at a very high level. However, for this same group, the 

CDGP leads to a decrease in weight-for-height. In other words, at any given age, children who 

were born after the start of the CDGP are taller in CDGP communities than in non-CDGP 

communities, but they are relatively thinner. This is not driven by a decrease in weight-for-age but 

rather by an increase in height-for-age, as a result of the programme. It is possible that early 

improvements in nutrition contribute to an increase in a childôs height, but a chronic lack of access 

to adequate nutrition in this area, even in CDGP communities, prevents childrenôs weight gains 

from keeping up with their height gains. It is striking how there is no impact of the CDGP anywhere 

in the distribution of weight-for-age, in spite of statistically significant but moderate impacts on 

height-for-age and moderate reductions in stunting rates. 

Finally when we consider children who were born before the start of the CDGP (i.e. those 

aged between zero and five years at baseline), we no longer see any impacts of the CDGP 

on stunting. We also find no negative impact on wasting for this group. The fact that we do 

not find comparable findings for children who were already born when CDGP started, as compared 

to children exposed to the intervention in utero and very early in their lives, may provide support for 

the hypothesis that the first 1,000 days of life ï from conception to age two ï offer a critical window 

of opportunity within which to make meaningful investments in child health. 

Testing the key evaluation hypotheses 

This midline evaluation sought to test three key evaluation hypotheses. We now summarise our 

key findings in relation to each hypothesis. 

Evaluation Hypothesis I: The CDGP intervention, and in particular the provision of a regular 

transfer of NGN 3,5002 on a monthly basis to women, will result in the consumption of larger 

quantities, and more varied types, of food, which in turn will result in an increase in dietary intake 

and consequently a reduction in child malnutrition. 

Midline finding: The CDGP is resulting in an increase in the quantity and quality (diversity) of food 

consumed. It has led to an increase in the height of children born during the CDGP intervention 

                                                
2 Adjusted upwards to NGN 4,000 per month from January 2017, in light of inflation. 
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period, but not in proportional increases in weight. The CDGP has also led to improvements in the 

stunting rates of young children, born during the implementation of the CDGP, but not in the 

stunting rates of older children who were already born when the programme started.  

Evaluation Hypothesis II: The provision of a regular predictable cash transfer will result in a 

reduction in negative risk-coping behaviour and, in particular, a reduction in the distress sale of 

assets and debt accumulation among beneficiary households. 

Midline finding: The CDGP is reducing the use of negative coping mechanisms cited by 

respondents in response to shocks. The programme has reduced householdsô need for external 

assistance (for example, from family and friends, or in terms of money borrowed). It has also 

significantly decreased the instances where family members have had to take on more work, or 

move away from the community in order to find work. We do not find that the CDGP has had a 

significant impact on the proportion of people selling assets to cope with food shortages, but at the 

same time selling assets is not found to be a primary coping mechanism.   

Evaluation Hypothesis III: Through nutritional advice and counselling the programme will improve 

the knowledge, attitudes and practices of the targeted men and women in relation to nutrition and 

general maternal and childcare practices. 

Midline finding: We find that the CDGP has a large impact on a wide range of indicators 

measuring men and womenôs knowledge about and attitudes toward healthy breastfeeding and 

IYCF practices. We also find significant effects on reported practices, including exclusive 

breastfeeding and use of antenatal services, among others.  

Lessons about the CDGP and its impact 

Based on the findings of the impact evaluation, we draw a number of lessons learned about this 

programme and the impact that it is achieving. 

1. In terms of targeting, the CDGP is reaching extremely vulnerable populations with a 

high incidence of serious health and nutrition problems.  

2. The timing of the first payment varies widely across women, but women mainly 

receive their first payment only around the time of delivery. Although the programme is 

designed to start the payment of transfers as soon as the woman is pregnant, for many of 

the mothers who were already pregnant at baseline, the first payment did not come until 

around the time of delivery. The timing of enrolment has, however, improved since then. 

3. Women generally retain control of the cash transfer and it is mostly spent on food.  

4. It is important to provide BCC through multiple channels, since husbands and wives 

access messages from different sources.  

5. There are no significant differences in implementation between high- and low-

intensity BCC communities. In practice, BCC appears to be implemented fairly similarly 

across all programme communities, regardless of their assigned intensity.  

6. The CDGP has positive impacts on the health, nutrition and development of young 

children in these communities. This shows that a combination of cash transfers and 

information can generate important changes in the lives of children at very young ages. 

7. The CDGP leads to increases in the height of poor children, but not in proportional 

increases in weight. It is plausible that children are receiving more nutritious foods that 

enable growth, or that the benefits of better breastfeeding practices enable growth ï or 
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even that children are born less stunted to start with, to better nourished mothers ï but then 

children do not receive enough calories to enable them to gain sufficient weight for their 

height.  

8. The CDGP leads to improvements in the stunting rates of young children, born 

during the implementation of the CDGP, but not in the stunting rates of older 

children, born before the beginning of the programme. It is possible that the impacts of 

cash transfers and BCC on stunting only occur if the child is exposed in utero and slightly 

after.  

9. In spite of the positive impacts of the CDGP, the population in CDGP communities 

remains malnourished and subject to substantial food insecurity.  

10. The CDGP has led to more children being born to women living in CDGP 

communities. This may indicate an unintended fertility effect of the programme, but at this 

stage we are not able to conclusively determine the reason for this effect.  

 

Based on these lessons it is clear that the CDGP can be a viable social protection instrument that 

has important effects on the health and nutritional wellbeing of children in the first 1,000 days of 

their lives. The programme would nevertheless require further review and adjustments to better 

lend itself to a scalable national programme. Review of the community voluntary approach, 

intensity of BCC, the payment levels and modalities and its link to broader institutional setting 

would be the first steps in this direction. While a social assistance programme that combines cash 

with BCC can, as demonstrated here, reduce malnutrition and improve child outcomes, its 

limitation in significantly improving child nutritional outcomes needs to be recognised. Placing a 

ócash plusô programme within a broader set of complementary interventions focused on supply side 

issues is necessary. Moreover comparisons of the cost effectiveness of various nutrition focused 

interventions will shed further light on the appropriateness of each.  

 

Recommendations for CDGP implementation 

1. Review enrolment procedure so payments can begin earlier in pregnancy.   

2. Continue providing BCC through multiple channels because males and females 

access messages from different sources.  

3. Review continuous enrolment procedures as not all women in CDGP communities 

who become pregnant are being enrolled in the programme.  

4. There may be a need to review the design of the CDGP to ensure that there is no 

long-term effect on the total number of pregnancies per woman. The results provide 

some evidence that there may be a fertility effect of the CDGP, although the mechanism 

behind this result is not yet clear. If this is the case, then we recommend that implementers 

consider ways to alter the design of the programme to mitigate the possibility that it will lead 

to an overall increase in the number of children per woman.  
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1 Introduction 

1.1 Overview of the CDGP 

The CDGP is a six-year, DFID-funded pilot programme (2013ï2019) that is being implemented in 

Zamfara and Jigawa states in northern Nigeria. The programme aims to test an approach to 

reducing widespread poverty, hunger and malnutrition, which affect the potential for children to 

survive and develop. The programme offers an unconditional cash transfer (aimed at tackling the 

economic causes of inadequate dietary intake) and a counselling and behaviour change campaign 

(BCC) (aimed at influencing maternal and childcare practices). The programme is implemented by 

Save the Children and Action Against Hunger in five local government areas (LGAs): Anka and 

Tsafe in Zamfara State, and Buji, Gagarawa and Kiri Kasama in Jigawa State (see Figure 2).  

Figure 2: Location of the CDGP states and LGAs 

 
Nigeria 

  

Source: edited from maps retrieved from Wikimedia Commons and the Nigerian Chamber of Commerce website 

The programme provides a cash transfer for up to 90,000 pregnant women and women with 

children under the age of two years (selected during pregnancy) for a period of approximately 33 

months, targeting the first 1,000 days of a childôs life3. The amount of the cash transfer was initially 

NGN 3,500 per month, and increased to NGN 4,000 from January 2017. This predictable cash 

transfer is expected to contribute to increased food security and improved intake of more nutritious 

food, leading to improvement in child nutrition.  

Alongside the cash transfer, communities in the programme are provided with education and 

advice about nutrition and health, through a BCC component. This campaign is intended to 

influence key areas of knowledge and practice, including breastfeeding and infant diets, and is 

designed to address men and influential members of the community as well as the women who are 

the direct beneficiaries of the cash transfer.  

The programme is set up to test two different designs of the BCC component: 

3. óLow-intensityô BCC delivered through posters, radio messaging, text messaging, health talks 
and food demonstrations; and 

4. óHigh-intensityô BCC delivered through support groups and one-to-one counselling for women 
receiving the transfer, in addition to all components of the ólow-intensityô BCC. 

 

                                                
3 The targeting of CDGP toward the first 1,000 days of life is in line with an established literature around the effectiveness 
of investments in child health and nutrition within this time period.  
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1.2 Programme Theory of Change 

The Programme Theory of Change (ToC), which was developed by the evaluation team in 

consultation with the programme implementers, is summarised in Figure 3. As shown, it 

summarises how the programme interventions are expected to achieve the outcomes of improved 

child nutrition and maternal health. Between the interventions (in blue) and the outcome (in red), 

there are a number of expected intermediate effects and connections (ótransmission mechanismsô): 

¶ The monthly cash transfer is expected to increase beneficiary householdsô income and 

womenôs control over the use of income (for example, for food purchase). Indirectly, it is also 

expected to have an impact on menôs and womenôs time use, and on their responses to 

seasonal risks and stresses. These effects in turn are expected to result in increased food 

security, and an increase in the quantity and quality of food consumed.  

¶ The counselling and BCC are expected to influence womenôs and menôs knowledge, attitudes, 

perceptions and time use, resulting in improved maternal and childcare practices and ultimately 

improved health and nutrition of women and children. 

Figure 3: CDGP ToC 

 
Source: e-Pact (2014) CDGP Evaluation Inception Report, p. 8. 
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1.3 Background to the evaluation and overall design 

As agreed with DFID, and set out in the evaluationôs inception report, the focus of the evaluation is 

to provide an understanding of the impact of the programme on the households and communities it 

supports.  

The evaluation draws on a number of different methods (mixed methods) and interlinked 

workstreams for gathering evidence about the impact of the programme, including: 

 
1. an initial situation analysis, which provided us with a strong contextual understanding of 

the poverty situation and the social and cultural dynamics within which households and 
communities in the two selected states operate. This study also identified other issues that 
we needed to consider and include in other parts of the evaluation; 

 

2. a quantitative impact evaluation before the programme had started (baseline), a midline 
survey, and one toward the end (follow-up) in order to determine the effect of the programme 
on key impact and outcome indicators that measure child nutrition, as well as the knowledge, 
attitudes and wellbeing of those reached by the programme; 

 

3. a process evaluation that: i) looked at how the programme was implemented after one year 
and identified the factors that supported or weakened implementation of the CDGP and its 
potential impact; and ii) will explore, toward the end of the programme, why it has or has not 
succeeded in achieving its outcomes; and 

 

4. a qualitative impact evaluation that follows a small group of households receiving the 
programme through three rounds of data collection (baseline, midline and endline) and 
explores, through individual discussions, their views about the programme and its impact 
on issues that are more difficult to capture in a household survey. This is combined with 
a series of group discussions with other community members to deepen understanding 
of the impact of the programme and whether it has led to changes in attitudes or 
behaviour. 

The evaluation has been designed to test a series of key hypotheses underpinning the 

programmeôs ToC. The key ToC hypotheses are outlined in Box 1 below. The quantitative impact 

evaluation component aims to provide direct answers to evaluation hypotheses IïIII, and 

supporting evidence for hypotheses IV, V and VI. 

Box 2: Key evaluation hypotheses 

Addressed primarily by the quantitative impact evaluation: 

Evaluation Hypothesis I: The CDGP intervention, and in particular the provision of a regular 

transfer of NGN 3,500 on a monthly basis to women, will result in the consumption of larger 

quantities, and more varied types, of food, resulting in an increase in dietary intake and 

consequently a reduction in child malnutrition. 

Evaluation Hypothesis II: The provision of a regular predictable cash transfer will result in a 

reduction in negative risk-coping behaviour and, in particular, a reduction in the distress sale of 

assets and debt accumulation among beneficiary households. 

Evaluation Hypothesis III: Through nutritional advice and counselling the programme will 

improve the knowledge, attitudes and practices (KAP) of the targeted men and women in 

relation to nutrition and general maternal and childcare practices. 
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Addressed primarily by the qualitative impact evaluation: 

Evaluation Hypothesis IV: The cash transfer will result in improved material wellbeing and will 

contribute to the relational wellbeing of households through enhanced trust and reciprocal social 

and economic collaborations. 

Evaluation Hypothesis V: The provision of a regular cash transfer to women will enhance their 

ability to make economic choices and will result in improved social capital. 

Addressed primarily by the process evaluation: 

Hypothesis VI: Poor implementation of the programme (i.e. poor targeting, irregular payments, 

inadequate information dissemination, and an inappropriate BCC campaign) will mitigate the 

potential impacts of the programme. 

Source: Adapted from e-Pact (2014) CDGP Evaluation Inception Report, p. iv 

The different workstreams inform each otherôs design and analysis through a sequenced and 

iterative process. At the beginning of the evaluation, prior to the commencement of the 

programme, the qualitative situation analysis informed the design of the programme as well as the 

baseline qualitative and quantitative evaluations. The quantitative baseline data was drawn on in 

analysing the qualitative household case studies. The qualitative and quantitative evaluation 

workstreams resulted in the production of two separate baseline reports, which were integrated 

into one summary report for the baseline. These baseline reports in turn informed the design and 

focus of the process evaluation. For this report, the qualitative team provided inputs into the 

midline by reviewing its data-collection instruments and proposed a number of questions to be 

incorporated. The midline qualitative findings and process evaluation results have supported the 

analysis of the midline quantitative results. Subsequent to generation of this report, the following 

workstream linkages will take place: 

¶ An integrated summary report will be developed, drawing on the findings from the midline 

qualitative and quantitative reports as well as the process evaluation results. 

¶ Midline results will inform the design and focus of the endline qualitative and process 

evaluations, which are expected to take place between December 2017 and March 2018. 

¶ Findings from the endline qualitative and process evaluation will inform the design of the 

endline quantitative evaluation and support the interpretation of its results. 

¶ A final summary report will draw on all the above evidence to evaluate the impact of the 

programme. 

The timeline of the evaluation is shown in Figure 4. 
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Figure 4: Timeline of the CDGP evaluation 

 
  

1.4 Objectives of this report 

The current report presents the findings from the midline survey of the quantitative impact 

evaluation of the CDGP. It is based on information collected via household and community surveys 

between October and December 2016. 

The objective of the report is to present results showing the effect of the CDGP, two years on from 

the baseline. It provides information on how the CDGP was rolled out in practice and how it has 

affected how households earn a living and obtain food, their knowledge of health practices for 

when pregnant or taking care of infants, views regarding fertility, marriage and use of health 

facilities, and, finally, the physical and mental development of their children. We summarise 

evidence from the midline survey on the evaluation hypotheses.  

1.5 Intended audience 

While the report contains a lot of technical detail, every effort has been made to ensure it is 

accessible to the non-technical reader. A shorter and simpler report summarising the quantitative 

and qualitative midline findings will also be made available later in 2017. 

The primary users of this report fall into three categories, the first being the funders and 

implementers of the CDGP ï there are a number of findings that have important implications for 

CDGP implementation, which are discussed in Chapter 10. In addition, the CDGP implementers 

can use the midline report to update midline point estimates of key impact and outcome indicators 

in the CDGP logframe. 

The second category of users includes civil society, the research community in Nigeria (and indeed 

globally) and the donor community. The midline study provides the most recent update on a 

number of nutrition, health and welfare indicators for a sample of households in northern Nigeria.  

Finally, the third category of users include federal, state and local governments. Data from the 

midline can be used to an evidence base that can be used to inform the design and 

implementation of the social protection policy and programmes. 
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Findings from the main report and the condensed report will be presented in a learning event, 

which will take place during the last quarter of 2017 in Abuja with representatives from all the end-

user groups identified above and based on discussions with DFID and CDGP. 

1.6 Structure of this report 

This report is divided into two volumes. This is Volume I, which contains the key midline findings. 

More detail on the structure of Volume I is provided below. Volume II is a technical compendium 

that includes more detail on the evaluation methodology, the original Terms of Reference, and 

changes agreed to the Terms of Reference, and a full set of all our results tables. 

Volume I is made up of 10 chapters, which are organised into three parts: 

Part A outlines the evaluation design, and provides a guide for how to read the figures and tables 

in the report. This first part is comprised of the following chapters: 

¶ Chapter 1 provides an introduction to the CDGP and the evaluation. 

¶ Chapter 2 describes the programme ToC, the overall evaluation hypotheses and questions, 

and a short summary of the overall design and methodology of this evaluation. Further details 

on these aspects can also be found in Volume II.  

Part B describes our findings and analysis. This part is comprised the following chapters: 

¶ Chapter 3 describes the key characteristics of the communities and households interviewed as 

part of the midline survey for the CDGP.  

¶ Chapter 4 describes our findings on how the cash and BCC components have been 

implemented, and how the cash has been used.  

¶ Chapter 5, describes how the CDGP has impacted the livelihoods of women in the sample 

households, and their husbands. This includes animal rearing, land cultivation and other work 

activities, as well as borrowing, lending and savings.  

¶ Chapter 6 describes the impact of the CDGP on KAP regarding maternal health and infant and 

young child feeding (IYCF) practices, with a particular focus on the areas that the CDGP was 

aiming to influence.  

¶ Chapter 7 describes the impact of the CDGP on household demographics (including on fertility) 

and on household poverty, expenditure, food security and sanitation.  

¶ Chapter 8 looks at how the CDGP has impacted womenôs nutritional status and wellbeing. 

¶ Chapter 9 assesses the impact of the CDGP on child health and development, including the 

nutritional status of children, which is measured using four primary indicators: weight-for-height, 

height-for-age, weight-for-age, and mid-upper arm circumference (MUAC).  

Part C (Chapter 10) presents our conclusions, drawing out key implications for the implementation 

and design of the CDGP. 

In Annex A we have included a guide on how to read the figures and tables presented throughout 

the rest of the report. In Annex B we present the results of a robustness check to our main impact 

estimation, by reporting impacts based on actual receipt of the programme. 
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2 Quantitative evaluation design and methodology 

2.1 The evaluation hypothesis  

The evaluation is designed to test five key hypotheses that underpin the programmeôs ToC. The 

quantitative impact evaluation component aims to provide direct answers to evaluation hypotheses 

IïIII, and supporting evidence for hypotheses IV, V and VI.  

Hypothesis I: The CDGP intervention and in particular the provision of a regular transfer of NGN 

3,5004 on a monthly basis to women will result in consumption of larger quantities, and more varied 

types, of food, resulting in an increase in dietary intake and consequently a reduction in child 

malnutrition. 

Underlying assumption: Households do not currently meet their food requirements and will use the 

transfer for food consumption rather than for other purposes. It is also expected that households 

will direct the transfer to the most nutritious food and not only on the basic staple diet. This 

hypothesis also assumes that the transfer will be a sufficient additional source of income, with a 

limited substitution effect on other livelihoods mechanisms.  

Hypothesis II: The provision of a regular predictable cash transfer will result in a reduction in 

negative risk-coping behaviour and in particular a reduction in the distress sale of assets and debt 

accumulation among beneficiary households. 

Underlying assumption: Beneficiary households are currently engaged in detrimental risk-coping 

behaviour and the transfer is sufficient in enabling them to disengage from this behaviour. 

Hypothesis III: Through nutritional advice and counselling the programme will improve the KAP of 

the targeted men and women on nutrition and general maternal and childcare practices. 

Underlying assumption: Current KAP are a contributory factor in the poor dietary and health 

practices of households. This will also depend on the nature and quality of advice and counselling 

combined with the availability of good complementary services and support (e.g. health facilities, 

accessibility of clean water, general hygiene and sanitation practices, etc.). 

Hypothesis IV: The cash transfer will result in improved material wellbeing and contribute to the 

relational wellbeing of households through enhanced trust and reciprocal social and economic 

collaborations. 

Underlying assumption: The programme does not negatively impact on existing social networks 

and sharing practices and that the impact on gender dynamics at the household level is positive. 

Hypothesis V: Provision of a regular cash transfer to women will enhance their ability to make 

economic choices and result in improved social capital.  

Underlying assumption: The beneficiary women are able to use the cash transfer as they intend 

and wider cultural norms are sensitively challenged, while the process is supported through 

community sensitisation with men and community leaders. If the cash transfer is seen as an 

unearned windfall it may not be controlled by the woman and may be controlled by the man, with 

benefits divided among the households. 

                                                
4 This was subsequently adjusted to NGN 4,000. 
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Hypothesis VI: Poor implementation of the programme (i.e. poor targeting, irregular payments, 

inadequate information dissemination, and an inappropriate BCC campaign) will mitigate the 

potential impacts of the programme. 

2.2 Method 

The quantitative impact evaluation is a cluster randomised controlled trial, in which communities 

were randomly selected either to receive support from the programme or not to receive support. 

The effects of the intervention are found by comparing households in the communities where the 

programme was operating with households in communities where it was not. Households that are 

randomly chosen to receive the CDGP are called ótreated householdsô and are in the ótreatment 

groupô. Households that are randomly chosen to not to receive the CDGP are called ócontrol 

householdsô and are in the ócontrol groupô. Randomisation is considered the most rigorous way to 

measure the effect of the CDGP on beneficiary households because it ensures that treatment and 

control groups have similar characteristics at the start of the evaluation. Thus, any differences 

observed at the end of the programme can be attributed to the intervention.  

This evaluation has two treatment groups and one control group. The first treatment group 

(henceforth known as Treatment 1) is offered the cash transfer and ólow-intensityô BCC. The 

second treatment group (henceforth known as Treatment 2) is offered the cash transfer and óhigh-

intensityô BCC.5 The control group receives no intervention for the duration of the evaluation, but 

may receive the intervention after the second household survey is completed in 2018, depending 

on availability of funding. The reason for having two separate treatment groups and one control 

group is to be able to measure the impact of the unconditional cash transfer and ólow-intensityô 

BCC as well as the additional effect of providing óhigh-intensityô BCC.  

The unit of randomisation is the village. This means that we randomly chose which villages would 

be in Treatment 1, Treatment 2 and the control group. The below figures show the location of the 

óhigh-intensity BCCô CDGP communities, the ólow-intensity BCCô CDGP communities and the non-

CDGP communities that are included in the evaluation in the five CDGP LGAs. As shown in the 

graphs, the non-CDGP communities come from the same LGAs as the CDGP communities and 

thus are likely to be exposed to similar external factors (such as inflation, access to markets, 

availability of foodstuffs, availability of seasonal work, etc.). This means that when we compare 

average outcomes from households in CDGP communities with average outcomes from 

households in non-CDGP communities we can be confident that the any differences observed are 

due to the CDGP. 

                                                
5 As discussed in Section 1.1, ólow-intensityô BCC is delivered through posters, radio messaging, text messaging, health 
talks and food demonstrations, while óhigh-intensityô BCC is delivered through support groups and one-to-one counselling 
for women receiving the transfer, in addition to all components of the ólow-intensityô BCC. 
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Figure 5: Evaluation villages in Tsafe, Zamfara                                    Figure 6: Evaluation villages in Anka, Zamfara 

 

 

 

 High-intensity BCC CDGP communities 

 Low-intensity BCC CDGP communities 

 Non-CDGP communities 

Source: CDGP midline data. 

 
 High-intensity BCC CDGP communities 

 Low-intensity BCC CDGP communities 

 Non-CDGP communities 

Source: CDGP midline data. 
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Figure 7: Evaluation villages in Buji, Jigawa                                            Figure 8:  Evaluation villages in Gagarawa, Jigawa 

 

 

 

 High-intensity BCC CDGP communities 

 Low-intensity BCC CDGP communities 

 Non-CDGP communities 

Source: CDGP midline data. 

 
 High-intensity BCC CDGP communities 

 Low-intensity BCC CDGP communities 

 Non-CDGP communities 

Source: CDGP midline data. 
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Figure 9: Evaluation villages in Kirikasama, Jigawa 

 

  High-intensity BCC CDGP communities 

 Low-intensity BCC CDGP communities 

 Non-CDGP communities 

Source: CDGP midline data. 

 

Unfortunately, it has not been possible to test the additional effect of the high-intensity BCC 

because the programme has not been implemented in the intended way. When examining the 

access to BCC channels (posters, SMS messaging, radio messaging, health talks, food 

demonstrations, small group meetings and one-to-one counselling) in CDGP communities, we 

found that people in both high- and low-intensity communities reported similar rates of exposure to 

each channel, including the high-intensity channels (which were only meant to be offered in the 

high-intensity BCC communities). For example, 51% of women who were pregnant at baseline in 

the low-intensity communities report having attended small group meetings, while this proportion is 

63.1% in the high-intensity group. This suggests that BCC implementation on the ground was quite 

similar in both low- and high-intensity communities. Additionally, across most of the indicators we 

examine, we did not find differences between the low- and high-intensity communities. Again, this 

seems to confirm that the implementation of BCC activities was similar across low- and high-

intensity communities. 

Therefore, in this report we combine the low-intensity CDGP communities and high-

intensity CDGP communities to make one group comprising all CDGP evaluation 

communities. We then compare the CDGP communities with the non-CDGP communities to 

estimate the effect of the CDGP. 

Baseline data was collected from households across both treatment and control groups from 

August to October 2014 and midline data was collected from October to November 2016.6 Data will 

be collected from the same households in the endline survey in 2018, after four years of 

programme implementation.  

                                                
6 There is the potential for seasonal differences between the baseline and midline. However, in our analysis we are 
comparing CDGP communities with non-CDGP communities at midline only and thus any seasonal differences will not 
affect our results. Data for both CDGP and non-CDGP communities was collected over the same period at midline.  
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The surveys collect information on householdsô ability to obtain sufficient and nutritionally 

diversified food, the risks households face, their access to basic services (including health and 

markets), their knowledge of and attitudes toward decision-making and health practices for 

mothers and newborn children. Childrenôs weight, height and MUAC are also measured. 

The majority of the households surveyed at baseline were households with at least one pregnant 

woman, but in villages where we were not able to find enough households with pregnant women to 

make up a large enough sample, we also surveyed households with women likely to become 

pregnant during the next three years. We refer to this woman throughout the report at the óindex 

womanô.  

In the baseline survey, data was collected from a total of 5,436 households, which included data 

from 5,436 index women (3,692 pregnant and 1,744 likely to become pregnant) and their 

husbands, and 4,180 children aged 0ï59 months. 

At midline, 4,783 households were successfully surveyed.7 In 4,628 (96.8%) of these households, 

the woman we interviewed at baseline was found and administered the woman survey. In the case 

of 155 (3.2%) households, the index woman had died or was temporarily away when the teams 

were in the field; a shortened version of the questionnaires for the woman and children was thus 

administered. Among the women surveyed, 3,225 were pregnant at baseline (and hence eligible 

for the CDGP if they lived in a CDGP community). The households where these women reside 

constitute our main analysis sample. In most cases ï 4,693 (98.2%) ï the index womanôs husband 

was successfully identified. More than half of the womenôs husbands were interviewed directly ï 

2,877 (60.2%). In 1,816 cases (38%), the husband was not available to be interviewed or refused, 

and a subset of questions about the household was thus asked in the household to whoever was in 

the best position to answer for the husband (including the woman herself or the household head). 

In the end, we have some information for 4,652 husbands. Of the 4,180 children surveyed at 

baseline (who were ages 0ï5 at baseline), the teams were able to trace and survey 3,286.8 In 

addition, we collected data for 3,691 children born after the baseline interview. 

In summary, the midline sample has 4,783 households, including data from 4,628 women (of which 

3,225 (67.5%) were pregnant at baseline and constitute our main analysis sample), 4,652 

husbands, 3,286 children that were aged under five at baseline, and 3,691 children that were born 

after the baseline interview (of which 2,718 (73.6%) were born to mothers who were pregnant at 

baseline).  

Our estimates of the impact of the CDGP are based on a subsample of the households we 

surveyed at midline. In particular, we focus on the households where the index woman reported 

being pregnant at baseline. All estimates of the effect of the CDGP contained in this report are 

found by comparing the outcomes of women who were pregnant at baseline (and their 

households/husbands/children) residing in CDGP communities to women who were pregnant at 

baseline (and their households/husbands/children) residing in non-CDGP communities.9 We 

compare the outcomes of these women at midline. In our baseline report we showed that women 

in CDGP communities and those living in non-CDGP communities were not different on average; 

we can therefore be confident that any differences observed at midline are a result of the CDGP.  

                                                
7 The majority of attrition was due to our survey teams being unable to access some villages at midline due to insecurity 
in those areas.  
8 Again, the majority of attrition was due to insecurity in certain areas. 
9 This method of analysis may be referred to as ósingle-differenceô. This means that we are drawing a comparison 
between outcomes observed at midline, rather than comparing the difference in the change in outcomes between 
baseline and midline (a double-difference, or ódifferences in differencesô approach). As described above, we compared 
the outcomes at baseline between women in CDGP and non-CDGP communities to show that these communities were 
not different on average before the CDGP started. 
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The comparison we make is between women who reported being pregnant at baseline in CDGP 

communities with women who reported being pregnant at baseline in non-CDGP communities, 

regardless of whether they actually received the programme or not. This is the simplest possible 

comparison, which measures the impact of programme availability on outcomes. This is to ensure 

that the effects we measure are pertaining to women who were eligible to receive the cash 

component of the CDGP at the beginning of the study. We do this so that our results are not 

subject to any selection bias, which could be the case if we only compared women who actually 

ended up receiving the programme and if these women were in some ways different from those 

who did not end up receiving the programme. Selection bias could arise if some women try to get 

pregnant in order to receive CDGP payments, and if these women are in some way different from 

the women who do not try to get pregnant in order to receive the CDGP. This measure of impact is 

called the Intention to Treat (ITT) estimate because it considers women who the programme 

intended to enrol and not only those who did actually enrol. The ITT estimate can, however, result 

in an underestimation of the effect of the programme because some people in the treatment group 

do not actually receive the programme.10  

An additional aspect of the ITT estimates that should be kept in mind is the possible presence of 

spillovers. Some of the households residing in non-CDGP areas might have been indirectly 

exposed to some components of the programme, especially the behaviour change messages. It 

has been documented in the qualitative midline report that such messages can spread quite rapidly 

to non-beneficiary women within the same community (Sharp & Cornelius, 2017). If such 

information spreads to neighbouring non-CDGP villages, an improvement in knowledge and 

practices might be observed in those areas as well. This may represent an additional reason why 

the ITT estimate could underestimate the true effect of CDPG.  

As discussed above, apart from women who were pregnant at baseline, the remainder of our 

sample is made up of women who were not pregnant at baseline. Women who were not pregnant 

at baseline are not included in our sample when estimating the impact of the CDGP throughout this 

report. There is one exception to this. In particular, we look at the sample of women who were not 

pregnant at baseline to understand if the CDGP had an effect on fertility choices. 

A detailed description of the method is presented in Volume II.  

2.3 Limitations 

This section outlines the limitations of the evaluation, and describes how these limitations might 

affect the interpretation of our findings and the conclusions presented in this report. 

We are not able to estimate the additional effects of the high-intensity form of behaviour 

change communication 

Comparisons between villages receiving high- and low-intensity versions of BCC do not reveal any 

pattern of significantly different effects. This might be because the high-intensity BCC is ineffective, 

or because the programme was actually implemented in similar ways across the two modalities. In 

this report, we present evidence that suggest the latter. In Section 3 we show that implementation 

of the BCC component of the programme was similar in villages randomised to high- and low-

intensity. The percentage of women and their husbands who report being exposed to support 

                                                
10 In view of this potential for the ITT estimates to underestimate the impact of CDGP for women who actually received 
the programme, we also carry out a ótreatment on the treatedô (TOT). TOT estimates are performed by comparing women 
who reported being pregnant at baseline in CDGP communities, who actually received at least one payment from CDGP, 
with women who reported being pregnant at baseline in non-CDGP communities. The findings of this analysis are 
presented in Annex B of this report. 
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groups and one-to-one counselling is similar in the two types of village. This led us to present all 

impact results by pooling both groups of villages together. Regardless of this limitation, the impacts 

in this report are still valid estimates of the overall CDGP strategy ï namely the bundling of cash 

and information to improve household welfare and children outcomes. 

The effects presented in this report are likely an underestimation of the true effects of 

CDGP 

Our evaluation design effectively excludes prior differences in household characteristics, so that 

we can confidently attribute the estimated impacts to CDGP. However, the effects we present are 

likely to be underestimating the true effects of the programme. This is for two main reasons: 

¶ Some imperfections in the implementation of the programme resulted in imperfect coverage 

of women reporting to be pregnant at baseline, with 83% of them actually receiving the 

grant. Net of errors in assessing pregnancy at baseline, this means that not all the women 

in CDGP villages ended up receiving the grant. We also observe a small proportion (7%) of 

women in non-CDGP villages receiving the cash grant. 

¶ There is the possibility that some of the knowledge effects introduced by CDGP have 

óspilled overô to non-CDGP villages, improving measured outcomes. 

In both cases (as explained in more detail in Section 2 and in Section 9 of Vol. II of this report) our 

ITT approach would lead to smaller estimates of the effects of the programme. As such, the 

estimates should be viewed as ólower boundsô of the true effect. While this approach might not 

provide the most accurate picture of the impacts, it avoids problems of bias in selection while 

remaining conservative; this arguably makes the estimated effects more believable. 

The report evaluates an óearlyô version of the programme 

By focusing on women who were already pregnant at baseline, the report presents evidence from 

women who enrolled in the programme in its earliest phase. Despite the pilot, the CDGP rollout 

was not without issues. On the cash side, some delays in enrolment and disbursement of 

payments were observed, while on the BCC side many activities did not take off until early 2015, 

some months after the baseline data. As highlighted in Section 4.3, many mothers started 

receiving payments late in the pregnancy or around birth. This might attenuate some of the impacts 

of the programme. The implementation of both aspects of the programme has significantly 

improved in the recent period. 

Our sample is not representative of the population in the areas in question 

There are two reasons for the lack of representativeness: 

¶ We only selected households where at least one woman was pregnant (or likely to become 

so) immediately prior to the start of the programme. These households are obviously not 

representative of all households in the sampled communities. 

¶ Our sampling strategy (detailed in Sections 5 and 6 of Vol. II of this report) over-represents 

households residing in smaller villages. Given the lack of census data for these areas, we 

do not attempt to reconstruct weights to balance the analysis. 

However, the effects we estimate are representative of a specific population (households with 

fertile women) that is arguably of great policy interest. The evaluation also covers all the villages 
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where the CDGP programme is operating (with the exception of the 15 pilot villages) and thus 

provides a very robust estimate of the effect of CDGP.  

There is a risk of self-reporting bias for some outcomes 

Some of the outcomes considered in the survey may be subject to self-reporting bias, since they 

are not directly observed but instead asked of respondents. For some particular outcomes, such as 

IYCF practices and nutrition, respondents might have an incentive to overstate their compliance 

with correct practices, especially if these are stressed in BCC communication. This should be less 

of an issue with more óneutralô outcomes such as activities or expenditures. Moreover, 

anthropometric measurements are taken directly by our trained survey teams, bypassing self-

reports entirely. 

The time horizon for the evaluation is short 

It can be argued that a number of outcomes examined in the report will not change appreciably in 

the short-term perspective adopted in this report (around two years). This is particularly true for 

childrenôs nutritional status, where effects might take longer to manifest themselves. We believe 

that the picture presented in this report will nevertheless convey very important findings, and will 

positively inform the endline evaluation process. 

The sample size was significantly reduced compared to baseline 

Overall, it was not possible to interview 12% of the households surveyed at baseline. This is vastly 

due to security issues that prevented the survey teams from visiting 18 of the evaluation 

communities. This might have reduced the power of our analysis to detect effects. We present a 

recalculation of design effects for this new scenario in Vol. II of this report. Attempts will be made to 

include these households in the endline survey. 

2.4 How to read tables and figures in this report  

The following sections of this report describe our findings. In each section we present our results in 

a series of tables and figures. Our results tables follow a standard format, and we use four different 

types of figure to present different kinds of results. Annex A contains a detailed description of how 

the tables and figures in this report are laid out, and is a source of reference to help interpret them.  

 

 



CDGP: Quantitative Midline Report, Volume I 

e-Pact  17 

 

 

 

 

 

 

 

 

 

 

 

 

Part B: Findings and analysis 



CDGP: Quantitative Midline Report, Volume I 

e-Pact  18 

3 Context 

To build a contextual understanding of the setting in which our evaluation of the CDGP takes 

place, we first document some key features of the economic environment faced by communities in 

our evaluation sample.11  

Key findings 

CDGP operates in a fragile and conflict affected area where both natural and made-made 

shocks are common. We find that around 85% of all communities have been impacted by some 

shock related to natural causes since the baseline period. This includes floods, drought and crop 

damage caused by pests. Man-made shocks are slightly less frequent, although they are still 

reported to impact the majority of communities. The most frequent types of man-made shock are 

those related to mass movements of individuals or cattle rustling. Curfews and cattle rustling are 

far more predominant in Zamfara, and crop damage more prevalent in Jigawa. We find that 

CDGP and non-CDGP communities are equally likely to be affected by each type of natural and 

man-made shock. 

Although only a minority of communities have their own market where households can buy foods 

and other goods, or a health facility, the majority of communities are located less than 1km from 

the nearest market or health facility. There are few differences by state in terms of these 

community facilities and there are no significant differences in distance to services between non-

CDGP and CDGP communities. 

Around 45% of communities have some programme other than the CDGP operating in them, 

although this is not different between CDGP and non-CDGP communities.  

To begin with, Figure 10 shows whether, since baseline, evaluation communities have been 

impacted by various types of shock. These shocks are divided into those related to natural causes 

and those that are man-made. Many of these shocks have the potential to affect market prices and 

access to services such as health facilities and food markets.  In terms of shocks related to natural 

causes, around 85% of all evaluation communities have been impacted by some shock, be it a 

flood, drought or crop damage caused by pests. Man-made shocks are slightly less frequent, 

although they are still reported to impact the majority of communities. The most frequent types of 

man-made shock are those related to mass movements of individuals or cattle rustling.12 

Both states in the evaluation sample are impacted by these kinds of shocks (with curfews and 

cattle rustling being far more predominant in Zamfara, and crop damage more prevalent in 

Jigawa), and CDGP and non-CDGP communities are equally likely to be affected by each type of 

natural and man-made shock. In Volume II, we report more detailed statistics related to the 

incidence of these kinds of shock, how long such shocks lasted for, and the kinds of consequence 

they had in terms of disruption of village life and the local economy. 

                                                
11 The socio-economic and demographic context of the LGAs and states where the CDGP intervention and its evaluation 
occur have also been explored elsewhere. See Leavy, et al. (2014) for an initial ósituation analysisô of the evaluation 
LGAs, which describes their poverty situation, social and cultural dynamics, and practices and attitudes around dietary 
and feeding practices, among other themes. 
12 Note that man-made shocks are more common than in our baseline community survey simply because we added 
cattle rustling and land disputes as forms of man-made shock to our community survey. 



CDGP: Quantitative Midline Report, Volume I 

e-Pact  19 

Figure 10: Proportion of evaluation communities affected by shocks 

 
Source: CDGP midline data. Notes: 
1. The sample is study communities surveyed at midline. All = both states, J = Jigawa, Z = Zamfara.  
2. The height of the bar represents the percentage of communities affected by each shock. All estimates are unweighted. 
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Figure 11: Proportion of evaluation communities with access to basic services  

 
Source: CDGP midline data. Notes: 
1. The sample is study communities surveyed at midline. All = both states, J = Jigawa, Z = Zamfara.  
2. The height of the bar represents the percentage of communities where each of the facilities is present. All estimates are 

unweighted. 

One concern for the evaluation would be if CDGP and non-CDGP were differentially the recipients 

of other types of programmes. The first set of bars in Figure 11 show this not to be the case: 

around 45% of communities have some other programme operating in them, although this is not 

different between CDGP and non-CDGP communities. Volume II provides further details on the 

kinds of other programme operating in the evaluation communities and the organisations behind 

such programmes (e.g. local government, non-government organisations (NGOs), faith groups, 

etc.). 

In terms of the facilities available in communities, we see that only a minority of communities have 

a market where households can buy a range of foods, or a health facility, located inside them. In 

relation to the programme intervention, we note that the majority of communities do have a location 

to purchase mobile phone credit in them. Again, there are few differences by state in terms of 

these community facilities. 
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Table 1: Distance between communities and facilities 

 
Midline Difference 

between CDGP 
and non-CDGP 

Highïlow 
diff. Non-CDGP CDGP 

 N 
Mean 
(SD) 

N 
Mean 
(SD) 

Mean (SE) Mean (SE) 

Distance from closest health facility  

(km ï straight line) 
61 

1.44 
124 

1.54 0.13 0.01 

(1.53) (1.52) (0.24) (0.27) 

% of communities whose distance from closest health facility is: 

Under 1 km 61 
57 

124 
54 -3.51 3.71 

  (7.81) (9.12) 

1 to 5 km 61 
39 

124 
44 4.79 -3.61 

  (7.72) (9.08) 

More than 5 km 61 
3.3 

124 
1.6 -1.28 -0.10 

  (2.57) (2.44) 

       

Distance from closest market  

(km ï straight line) 
61 

1.86 
124 

2.26 0.37 -0.67 

(2.38) (2.36) (0.36) (0.42) 

Jigawa 28 
2.27 

59 
2.55 0.25 -0.67 

(2.80) (2.55) (0.59) (0.65) 

Zamfara 33 
1.52 

65 
1.99 0.47 -0.67 

(1.93) (2.16) (0.44) (0.54) 

% of communities whose distance from closest market is: 

Under 1 km 61 
54 

124 
47 -6.39 14.13 

  (7.53) (9.24) 

1 to 5 km 61 
33 

124 
38 4.39 -13.85 

  (7.50) (9.01) 

More than 5 km 61 
13 

124 
15 2.00 -0.28 

  (5.43) (6.21) 

Source: CDGP midline data. Notes:  
1. The sample is study communities surveyed at midline  
2. Mean = unweighted estimate of the mean. Standard deviation (SD) is reported for continuous indicators only.  
3. Difference between CDGP and non-CDGP = the difference in means between CDGP and non-CDGP communities at midline. 
4. Highïlow diff. = difference in means between communities receiving high-intensity BCC and those receiving low-intensity BCC. 
5. Means and differences are measured in percentage points for binary and categorical indicators. For continuous indicators, they are 

measured in the relevant unit of measurement. 
6. Both differences are estimated by Ordinary Least Squares (OLS) regression with LGA fixed effects and standard errors (SE) clustered 

at the village level. Significance levels: * (10%), ** (5%), ***(1%).  
7. Distances reported in this table are geodesic distances, i.e. they use mathematical approximations to take into account the earthôs 

curvature. They are computed using the STATA program geodist (Picard, 2010). 

As part of the midline survey, we collected the GPS coordinates of communities in our sample and 

the health facilities and markets that serve these communities (see Section 2.2). This enables us to 

compute distances between each community and each market and health facility. These distances 

are geodesic, or óas the crow fliesô. Table 1 above reports the average distance of CDGP 

communities from the nearest health facility and market, as well as the proportion of communities 

that lie within 1 km. We can see that slightly less than half of the communities are very near a 

market or a health facility.13 The qualitative research findings also show that a lot of exchange and 

purchase of food takes place between households or through local small retailers (i.e. outside 

formal market places). It should also be noted that, as expected from the randomised nature of the 

programme, there are no significant differences in distance between non-CDGP and CDGP 

communities. 

                                                
13 The maximum distances from the closest health facility and market to a community in our sample are 7.6 km and 9.5 
km respectively. 
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4 Implementation of the CDGP 

In this section, we provide important details on the functioning and practical implementation of the 

CDGP, across states and in both versions of the programme (low- and high-intensity BCC 

messages). This helps establish whether the programme was operating largely as intended, and 

how the programme was rolled out in high and low intensity BCC communities. 

Key findings 

Knowledge of the CDGP is widespread in CDGP communities and participation among 

eligible households is high. Over 95% of women in our sample who were pregnant at baseline 

report knowledge of the programme (with slightly higher knowledge of the programme in high-

intensity BCC communities). Around 84% of women who were pregnant during the baseline in 

both low- and high-intensity CDGP communities ended up participating in the programme. In 

non-CDGP areas, we find that 7% of women pregnant at baseline ended up receiving 

payments from the CDGP. This could be due a number of factors including the programme 

being rolled out in the wrong communities by error, or fraudulent activities.  

There is variation in the stage of pregnancy when payments started for different women 

in CDGP communities. While some women receive their first payment early in pregnancy, the 

majority received their first payment around the time of delivery, and some only receive it after 

delivery. The programme is intended to target women from the time they become pregnant, so 

the incidence of payments occurring around the time of delivery or afterwards constitute delays 

in programme implementation. The programme implementers have already tried to address this 

and we do see enrolment taking place about the 5th month of pregnancy.  

Women generally retain control over the transfer, rather than their husbands or someone 

else determining how it is spent. Most households report spending the majority of the 

transfer on food. Aside from food, a good share of the remainder of the transfer is used for 

other child-related expenditures (such as on health and clothing). 

We do not find large differences between the high- and low-intensity CDGP communities 

in the reported access they have to different channels of information. Although both men 

and women are slightly more likely to report having been exposed to a high-frequency channel if 

they live in a high-intensity BCC community, these differences are small, indicating few on-the-

ground differences in how the low- and high-intensity BCC versions of the CDGP operated in 

practice. Therefore this evaluation cannot assess the relative effectiveness of the two 

approaches as was originally intended. As a result, most of our evaluation findings will pool 

the evidence from high- and low-intensity BCC CDGP communities.  

We do see some differences between men and women in the BCC channels that they have 

had access to. For women, the channels most frequently reported are posters, followed by food 

demonstrations. For their husbands, the most frequent channels reported for information 

dissemination were the radio and posters. Women recalled messages related to exclusive 

breastfeeding and eating nutritious foods most frequently, whereas for men, there is a more 

uniform recall of various BCC messages for any given channel.  

In non-CDGP communities, it is also common to find households who report having 

received such messages, although the likelihood of receiving a message through any 

given channel is always higher in CDGP communities.  
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4.1 Roll-out of CDGP interventions 

We start by providing evidence on the timing of the programme in the communities we surveyed. 

Figure 12 shows time patterns of entry and exit from the cash transfer component of the 

programme. The three panels on each row show month of registration (when the beneficiary 

womanôs details are collected and stored), month of first payment, and month of exit14, all three as 

reported by the women interviewed at midline. The original aim was to roll out the cash component 

right after the baseline round of data collection (see Volume II of this report). However, the process 

evaluation has documented how beneficiary registration and payments roll-out has been slower 

than expected, due to logistical challenges in reaching communities and procuring necessary 

equipment (Sharp, Visram, Bahety, & Kardan, 2016). This is consistent with Table 3, where we 

observe many beneficiaries who were identified as pregnant at baseline (October 2014) still being 

registered through January 2015. Nevertheless, most payments start around October 2014 and 

end around two years later. This pattern is repeated in both high- and low-intensity BCC 

communities. 

                                                
14 Exit from the programme can happen because the maximum number of payments has been disbursed, or because of 
intervening events (e.g. stillbirth, death of the child, relocation or fraud) (see Sharp, Visram, Bahety and Kardan, 2016). 
In the household questionnaire, 370 respondents (14% of the women ever enrolled) report having left the programme. 
Among these, the main reasons cited are death of the child (38%), having graduated from the programme (30%), and 
miscarriage or stillbirth (15%). 
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Figure 12: Date of CDGP registration, first payment and exit 

 
Source: CDGP midline data. Notes:  
1. The sample is women who were pregnant at the time of the baseline survey in 2014. We interviewed this pregnant woman and 

her husband and also asked questions about her children. At midline, we interviewed the same people.  
2. Each bar corresponds to a month, and the height represents the number of women who report having registered, received the 

first CDGP payment, and exited the programme in that month. 

 
























































































































































































































