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EXECUTIVE SUMMARY

Social Impact (SI) was contracted by the United States Agency for International Development (USAID) to
evaluate the Community, Family and Youth Resilience (CFYR) program in Guyana (GUY), St. Kitts and
Nevis (SKN), and St. Lucia (SLU). The initiative focuses on five communities with relatively high levels of
crime and violence in each country for a total of 15 communities. Across these |5 communities, the CFYR
implementer Creative Associates employs a public-health informed, place-based strategy to reduce and
prevent youth risky, antisocial and violent behavior and attitudes. CFYR programming includes primary
prevention, focused on the general youth population, secondary prevention, focused on youth at a higher
risk level, and tertiary prevention, aimed at those who have already been “infected” by crime and violence.
This impact evaluation focuses on CFYR’s secondary prevention efforts, the Family Matters program.

USAID/CFYR’s Family Matters intervention (Family Matters) is a secondary violence prevention method
that targets youth between 10 and 17 years of age who are at a secondary or tertiary level of risk of
engaging in delinquent behaviors leading to crime and violence. Eligible youth are identified through the
Youth Services Eligibility Tool (YSET) assessment, which is used to determine their level of risk. Family
Matters engages beneficiary youth and their families in an approximately seven-month cycle of structured
family counseling, specifically adapted for the Caribbean context. There are two cycles, for a total of 12-
14 months of intervention.

The intervention is grounded in research that shows that positive behavioral changes in youth are more
likely to last if embedded in and reinforced by the family and the larger community. Throughout the
implementation cycle, family counselors trained by USAID/CFYR in the Family Matters methodology hold
regular face-to-face counseling sessions with participating youth and their families. During these meetings,
typically held in the family’s home, counselors strengthen family cohesion (bonds that hold family members
together) and connect the family to the wider community. Family counselors also work with youth on an
individual basis to help them adopt positive and safe behavior. The intervention being evaluated in this
report was implemented between June 2018 and December 2019 in the three countries.

CFYR identified higher risk youth for the program using the YSET, a tool originally designed by researchers
at the University of Southern California (USC) to gauge the risk of youth joining gangs in Los Angeles and
later adapted to the Caribbean context. The survey includes behavioral and attitudinal scales, nine of which
are used for calculating program eligibility. CFYR and its local partners, along with Sl and the National
Opinion Research Center at the University of Chicago (NORC), worked to identify the population of
youth in the targeted communities and apply the YSET tool. Program eligibility was calculated by CFYR
and USC. Eligible youth, those at higher risk, were then randomized into two groups, one that would
receive the Family Matters intervention, and a second group that would serve as a control and be eligible
to receive the intervention the following year. As such, this evaluation is a multi-site randomized controlled
trial (RCT) where sites were predetermined but youth were randomized within each site.

To assess impact, the evaluation compares two data sources and diverse outcome measurements over
time and across the treatment and control groups. Youth in the treatment were assigned to receive the
intervention at this time (and may or may not have completed it), and control youth did not receive the
intervention. The first data source is the YSET itself, which was reapplied with eligible treatment and
control youth after approximately six months of the intervention and at completion of the program after
12 months. Specifically, the evaluation uses the YSET to examine potential impacts across nine modules



measuring youth risk and make an overall risk determination. The second data source is a survey of the
youths’ primary caregivers, which was implemented prior to the intervention and again after completion.
The caregiver survey allows us to examine impact from the perspective of caregivers across several
modules related to the intervention. The team created the survey by drawing on relevant YSET modules
and producing additional questions and modules that match expected outcomes from the program.

We also draw on a community survey implemented by CFYR and its partners in all |5 communities and a
few comparison communities. While we do not use this survey to assess impact, it provides valuable
contextual information across communities about victimization, perceptions of crime prevalence and
social capital. We use this survey to check for community-wide changes over the course of the program,
which would have affected both treatment and control youth and their families.

At baseline, 5,109 youth were assessed with the YSET, and 1,113 were determined to be eligible for the
program. The eligible youth were randomized into treatment (566 youth) and control (567) groups. At
endline, NORC and its partners re-assessed 499 youth assigned to the control group and 481 youth
assigned to treatment, out of which 230 (48 percent) had completed the intervention. The remaining
youth had either dropped out (20 percent), declined the intervention (16 percent), or not been invited to
participate (16 percent).

The caregiver sample is composed of mothers, fathers, guardians and other relatives or non-relatives
responsible for the youth. Unlike youth, caregivers were only surveyed at baseline and endline. The total
caregiver sample at baseline was 1,002, with 501 control caregivers and 50| treatment caregivers.
Enumerators surveyed 1,024 caregivers at endline, which was more than were surveyed at baseline
because there were fewer refusals. Of the caregivers who were surveyed at endline, 240 of them had
youth who completed the program. The YSET and caregiver analysis both use panel data, meaning that
the samples only include the respondents that were interviewed both at baseline and endline. We use a
difference-in-differences approach and ran the analysis on a matched sample when the sample was
determined to be unbalanced.

Older (ages |5 and above) and out-of-school youth were more likely to drop out of the program (by nine
and 24 percent, respectively). This finding may be concerning considering that out-of-school youth are
generally at a higher risk.! We did not find other differences in attrition across gender, overall risk level
or risk level for a particular YSET scale. Youth who scored at risk for the self-reported delinquency scale
(1)) were less likely to decline participation than those who did not score at risk on this module.

Both treatment and control youth experience a substantial drop in estimated risk levels between baseline
and endline. There are, however, some statistically significant differences between treatment and control
youth from baseline to endline. On average, treatment youth experienced a 34 percent reduction in their
mean number of risk factors from baseline to endline (from 5.12 to 3.37), and control youth experienced
a 26 percent reduction (from 5.09 to 3.75). In other words, treatment youth experienced a reduction that
is 0.42 points larger (in the zero to nine YSET scale) than that of the control group. In addition, the
reduction in the share of treatment youth who are “eligible” (four or more risk factors) was 9.3 percent
larger than the reduction for the control group. There are statistically significant results across some of

I Among baseline respondents, the mean number of risk factors for youth who reported being in school was 1.98, and the
mean score for youth who reported being out of school was 3.16. This difference in means indicates that out-of-school youth
are generally at a higher risk.



the YSET scales as well. Although, scale F measuring rationalization of behavior yielded the only relatively
robust results where the difference between treatment and control is statistically significant both in terms
of average score changes and the share of youth scoring at risk on that scale. In general, most of the
individual scales showed no statistically significant difference between youth in the program and youth
who were not in the program.

The statistically significant results in the “mean number of risk factors” and “eligible” outcomes are
primarily driven by Guyana. Figure | shows that the differences between treatment and control at endline
are quite similar for St. Lucia and St. Kitts and Nevis but are larger in Guyana. In St. Kitts and Nevis, the
average scores of treatment youth increased slightly from baseline to endline. In Guyana, 84 percent of
treatment youth saw a decrease in their number of risk factors from baseline to endline and only seven
percent saw an increase in their number of risk factors from baseline to endline. By comparison, in St.
Kitts and Nevis, 29 percent treatment youth saw an increase in their risk factors from baseline to endline.

Figure |: Average number of risk factors by data collection period for TOT sample, by country (with
standard error bars)
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We estimate the main effects of the program using four different models. All of these models when run on
the full treatment-on-the-treated (TOT) sample, yield a coefficient close to 0.42 on the mean number of risk
factors scale. The effect is small, considering there are nine scales that make up this variable, an eligible youth
scored at least four on this scale at baseline, and youth in both treatment and control groups saw an average
change of about two points on this scale from baseline to endline. The effect is also small, considering the
standard deviation of the YSET scale is 2.12. Notably, an alternative estimation approach that matches a
smaller control group to the treatment group in order to improve balance finds an even smaller and not
statistically significant relationship between the program and youth’s mean number of risk factors.

To examine the impact of the Family Matters program on caregivers, we look at indicators that capture family
dynamics and the relationship between the caregiver and youth through the caregiver survey. The survey



measures outcomes expected to result from the Family Matters program and was validated for the
Caribbean context. Empirically, the program does not result in caregiver improvements across the
outcomes of interest. Changes that treatment caregivers experience from baseline to endline are not
statistically different from the changes that control caregivers experience. However, treatment caregivers
overwhelmingly review Family Matters and the counselors favorably, which suggests that caregivers gained
some benefit from the program even if it is not captured empirically. Youth participants also evaluate the
intervention positively, although respondents from St. Kitts and Nevis are less likely than youth from the
other countries to recommend the Family Matters program to others.

In summary, over the time that the program was implemented, we see a strong decrease in risk among youth
in all countries, regardless of whether they were in the treatment or the control group. It is only for a few
indicators that the decrease in risk is slightly larger for treatment youth than for control youth. We
acknowledge the positive assessments of the program by youth and caregivers, but empirically, we can only
conclude with confidence that the intervention had a minor impact on youth risk factors. Our main results
aggregate the samples from the three countries, as each country sample on its own is not large enough to
reach conclusions with confidence. We checked that our analysis had enough power to detect small effects
on each outcome by calculating minimum detectable effects (MDEs). We conclude that the outcomes with
null findings are not a result of a lack of power, but rather the lack of a meaningful difference between
treatment and control groups.

When discussing the findings, we explore potential reasons why the control group may have experienced
such a large reduction in measured risk. We find no evidence of changes at the community level in trust,
victimization, social capital or crime perceptions that may account for a shift in environment in communities
that would influence youth risk, thus confounding our estimates. Based on a literature review, we find
compelling evidence that youth may be more inclined to want to give “correct answers,” or satisfice,
particularly in such a long survey (the YSET used for the countries in this study had |7 modules). However,
we do not believe these effects would be stronger on control youth. We cannot completely rule out some
spillover effects given the proximity of treatment and control youth, but we do not find evidence of spillovers
in our analyses of survey questions and focus group discussions. In addition, any spillovers are unlikely to
influence control youth enough to attenuate the results. It is possible that both treatment and control youth
shift behavior as a consequence of the added attention they receive when being observed, a phenomenon
known as the Hawthorne effect. However, we do not believe such an effect can account for the large shift
in the control group. The most likely explanation is that treatment and control youth’s risk level is similar at
endline, and the drop in risk for both groups concerns the way they relate to the YSET as a long instrument
that gets repeated three times over the course of the program.

The impact evaluation teaches lessons that cannot be obtained from a simpler assessment of client
satisfaction or from an observational study tracking youth through time without a control group
comparison. Some of the recommendations we make are more likely to be relevant for governments.
Other recommendations may be useful to USAID seeking to support similar programs in the region, and
others may be important for agencies and partners doing implementation on the ground.

The evaluation has raised concerns with the YSET as both an evaluation and assessment tool. There is
some evidence to suggest that youth were not engaged throughout the assessment, that the instrument
is long, and that some of the modules are not clearly linked to the intervention. While it is reasonable to
adapt a validated instrument from another context, the YSET was validated for a different purpose and a



different context. As such, we recommend further exploration of the YSET as an evaluation and
assessment survey, and potentially developing a revised tool. The subsequent tool should be ) shorter,
2) tested for survey fatigue, 3) tested for producing reliable results (including tests for respondent
comprehension of questions), and 4) validated as a predictor of youth violence.

While the qualitative data suggests that the intervention was well implemented, we would imagine that
future initiatives will incorporate learning from this initial intervention. As such, even though we find only
a minor impact on potential youth violence prevention, we do not recommend terminating family
counseling-based programming and instead recommend adjusting the intervention and looking for
opportunities to re-evaluate future iterations.



INTRODUCTION

Social Impact (SI) was contracted by the United States Agency for International Development (USAID) to
evaluate the Community, Family and Youth Resilience (CFYR)’s program in Guyana (GUY), St. Kitts and
Nevis (SKN), and St. Lucia (SLU). The initiative focuses on five communities with relatively high levels of
crime and violence in each country for a total of |5 communities.2

Crime and violence are growing problems in the Caribbean region. With increased globalization, the
region has experienced a proliferation of trans-national crime and drug-trafficking that is unprecedented
in scope and scale (CARICOM, p. 16). A Caribbean Community (CARICOM) Commission on Youth
Development (CCYD) found that crime and violence are primary concerns for youth in the Caribbean,
as young people speak of “fear, perceptions of lack of safety and concern for their general well-being as a
result of the increased crime and violence; of self-imposed curfews, diminished participation in community
activities, restriction of night-time activities, and changes in social practice as a consequence” (CARICOM,
pp- xvi-xvii). Constant exposure to crime and violence can deeply affect a person’s wellbeing, through
increases in stress levels, emotional scarring, grief, and by creating a sense of loss (CARICOM, p. xvi).

Although the level of social and economic development varies across the three countries included in this
project, all three have marginalized communities where youth face significant hardships at the personal,
family and community levels. Each of the countries exhibits profound dislocations in their family structures,
including a high prevalence of single-mother-headed households, missing male role models, and a relatively
large transient population due to migration.3 Some of these communities are afflicted by local gangs that
control drug sales and instigate violence. The communities are all urban and some are low-income,
although education, health and public services provisions are varied across these communities.

The main goal of the CFYR intervention is to reduce risky youth behaviors and attitudes, and ultimately
youth violence. Implemented by Creative Associates, CFYR employs a public-health informed, place-based
strategy. Consistent with the public health approach, CFYR programming includes primary prevention,
focused on the general youth population, secondary prevention, focused on youth at a higher risk level,
and tertiary prevention, aimed at offenders who have already been involved in crime and violence. This
impact evaluation focuses on CFYR’s secondary prevention efforts rather than CFYR as a whole.

The Family Matters secondary prevention program is targeted towards high-risk youth (those more likely to
engage in criminal and violent activities), and it is one of four components of CFYR’s programing. Family
Matters consists of counseling sessions for youth aged 10-17 (at the start of the program) and their families.
Family counselors who have been trained on the Prevention and Intervention Family Systems Model (PIFSM)
engage with the families to strengthen family cohesion (bonds that hold family members together) and
connect the family to the wider community. Family counselors also work with youth on an individual basis
to help them adopt positive and safe behavior-.

Enumerators visited schools identified by CFYR to educate students from treatment communities in order
to identify youth eligible for the program. After gaining proper consent from their parents or guardians,

2 A list of communities included in this intervention can be found in the “Background on the CFYR Family Matters Program”
section.
3 Census and other national data for three countries was analyzed as background for this evaluation.



enumerators interviewed youth using the Youth Services Eligibility Tool (YSET). The YSET was originally
designed by researchers at the University of Southern California (USC) to gauge the risk of youth joining
gangs in Los Angeles and was later adapted to the Caribbean context. CFYR and its local partners, along
with SI and the National Opinion Research Center at the University of Chicago (NORC), worked to
identify the population of youth in the targeted communities and apply the YSET tool. Program eligibility
was calculated by CFYR and USC. Eligible youth at higher risk were then randomized by Sl into two
groups, one that would receive the Family Matters intervention and a second group that would serve as a
control and be eligible to receive the intervention the following year. As such, this evaluation is a multi-
site randomized controlled trial (RCT) where sites were predetermined but youth were randomized
within each site.

The YSET and an additional caregiver survey were applied a few months before the intervention started.
The intervention began in Guyana in June 2018, in St. Lucia in July 2018, and in St. Kitts and Nevis a month
later, in August 2018. At those points in time, families whose youth were eligible for the program and who
had been randomized into a treatment group for the purposes of the evaluation were approached, and
the family counseling started soon after. A control group of youth who would be eligible to receive a
delayed intervention was also identified. These youth were followed over the course of the evaluation.

Guyana, St. Lucia and St. Kitts and Nevis provide unique opportunities to explore programs designed to
prevent youth engagement with criminal activity and to reduce youth violence. While we know much
about how these processes unfold in cities and neighborhoods in the United States (and increasingly more
knowledge is being generated in Central America), the opportunity to study prevention strategies in these
communities may shed light on how to create successful programs that can impact local social dynamics
in many other developing countries, including the rest of the Caribbean.

Two of the countries chosen for the intervention are very small, rendering it unfeasible to randomize
treatment across communities. It would be close to impossible to find a large enough number of comparable
control communities (in order to ensure power) and geographically far enough (to ensure no spillovers) that
are similar enough to those chosen for the intervention. This has been done in large countries like India
where there are literally tens of thousands, if not hundreds of thousands of potential communities. Thus, the
evaluation team designed a multi-site RCT, whereby youth were randomized into control or treatment
groups within the |5 pre-selected, high-risk communities across the three countries.* As such, the impact
evaluation allows the program to encompass all of the selected communities, rather than a random selection
of communities within hotspot territorial areas that would leave some selected communities untreated.

It is only natural that there is always pressure for a program evaluation to yield positive findings. Substantial
effort is put into implementing a program, scarce national budget and international aid financial resources
are spent, and there is a commitment by stakeholders to show that the effort and resources were not
wasted. A randomized evaluation provides evidence of what can be scientifically ascertained regarding the
program’s effects on measurable outcome indicators. This means that there might be other outcomes that
the study did not measure or nuances of the intervention that are not captured by average or mean effects.
However, it is important that an evaluation study avoid yielding false positives, in the sense of reporting

4 In Guyana, at the request of the Government of Guyana, the communities selected for the intervention were not necessarily
the ones at highest risk, as CFYR excluded from its selection process several high-risk communities with programming
implemented by the Inter-American Development Bank (IDB). In St. Lucia, due to small population sizes and limited
disaggregated data to inform community selection, some of the communities include areas from different parishes/counties.



findings that are only statistically significant under unique conditions determined by the methodology. A
scientific study must also ensure enough statistical power in its design to avoid false negatives, in the sense
of being unable to measure effects that may exist but may be missed due to the size of the sample. A
substantial amount of care has been put in this evaluation to ensure we do not make either of those mistakes.
To avoid false positive results, we run the analysis on different samples (ITT, TOT, and a matched sample),
and use different models to compare results. To avoid false negative results, we check that we have enough
power for all of the main outcomes by calculating ex-post minimum detectable effects (MDEs).

This endline report begins with a brief literature review on the state of youth violence and violence
prevention policies and programs. Next, we describe the evaluation purpose and evaluation questions,
background on the CFYR program, evaluation design, methods and limitations, and, finally, the data analysis
findings. The results include findings on youth behavior and attitudes from YSET analysis, as well as
information on the home environment and parenting style of caregivers from the caregiver survey,
comparing the results from baseline to endline. In addition, we also report youth and caregiver
assessments of the Family Matters program, perform analysis of targeting and attrition, discuss the
possibility of spillover effects, and include a discussion on the reasons why the control group may show
improvements over time even when it does not receive the intervention.



LITERATURE REVIEW ON REDUCING YOUTH
RISK LEVELS FOR ENGAGING IN CRIME AND
VIOLENCE

THE STATE OF YOUTH VIOLENCE IN THE CARIBBEAN

Citizen security has become a greater concern for residents of the Caribbean, where the level of violent
crime is particularly high and on the rise. Violent crime, including homicides, assaults and threats, appears
to be more common in the Caribbean than in all other regions covered by the International Crime
Victimization Survey database. Nearly one in three Caribbean residents reported witnessing a violent act
in which another person got injured or died. Youth (18-24) and young adults (25-30) are disproportionally
likely to be victims or perpetrators of violent crime, when one considers their share of the population
overall (Sutton and Ruprah, 2017).

A 2013 Caribbean youth assessment prepared by Sl revealed respondents’ perception of heightened crime
and violence involving youth in the region. Thefts and house break-ins, which are considered to be the
predominant youth crimes, were on the rise and becoming more sophisticated as of 201 3. Key informants
in St. Vincent and the Grenadines, Dominica and St. Lucia reported that thieves hand off stolen articles to
collaborators on boats who transport and sell them in other islands. This level of organization within local
and inter-island networks also suggests that a gang problem is on the rise (Foss et al., 2013).

Perception of high levels of youth involvement in crime and violence in the Caribbean appears to be based
on fact. A 2016 report titled “Prevalence and Patterns of Troublesome Youth Groups in the Caribbean”
found that youth themselves report high levels of involvement in crime and violence. Two-thirds of
surveyed students (across nine Caribbean countries®) reported having committed criminal and/or violent
offenses in the previous year, and this number was even higher for students who acknowledged being gang
members in Guyana and St. Lucia. For instance, involvement in violence was seven times higher in Guyana
among gang members, and five times higher in St. Lucia (Katz and Nufio, 2016). This report suggests that
gang involvement starts at a very young age, as early as nine years old.

THE CAUSES OF YOUTH VIOLENCE IN THE REGION

Set against a backdrop of drug trafficking, organized crime, weak judicial and law enforcement systems, and
a lack of opportunities and support for youth who live in deprived communities, Laura Chioda (2017), Foss
et al. (2013), and Katz and Nuno (2017) identify several factors that drive youth participation in crime and
violence in the Latin American and Caribbean (LAC) region. Laura Chioda (2017) finds that in LAC, youth
are at a higher risk of committing and falling victim to violence compared to other age groups, which has
important and negative consequences for their life trajectories and for society as a whole. In her study using
a panel of LAC countries, Chioda (2017) also finds that although the general level of employment was not

5 Barbados, Antigua and Barbuda, St. Vincent and the Grenadines, St. Lucia, St. Kitts and Nevis, Commonwealth of Dominica,
Grenada, Guyana and Trinidad and Tobago.



related to crime levels, youth unemployment was, meaning that higher levels of youth unemployment
translate to higher crime levels.6

For the Caribbean region, in particular, youth development workers interviewed for the 2013 Social
Impact youth assessment (Foss et al., 2013) reported that besides economic pressures, “deteriorating
social support systems, lack of positive male role models, and the growing number of unattached males in
an age group that tends to be less risk-averse combine to create opportunities for disorder and crime”
(Foss et al., 2013, p. vii). One reason cited for increased gang membership in Guyana was the high number
of parents who live elsewhere due to better economic opportunities, thus leaving their children with a
single parent/caretaker or even with an older sibling. As household or family ties fail, youth seek to form
other ties, including by engaging in promiscuous behaviors and joining gangs. Also, in Guyana, almost half
of interview respondents characterized crime as incidents related to getting “fast cash” to fulfill basic
needs. In terms of organized crime, one third of interview respondents said that youth are often used by
adult perpetrators as front-line workers in drug trafficking and prostitution rings (Foss et al., 2013).

By interviewing youth in the study countries, Katz and Nufio (2017) were able to identify the risk factors and
reasons for joining what they term troublesome youth groups (TYGs). Among the risk factors found to be
significant, they list low self-control (all countries), low commitment to school (St. Lucia), negative peer
commitment (St. Lucia and Guyana), and lack of parental supervision (Guyana). The most commonly cited
reasons for joining TYGs were to make friends and because someone in the family was a group member. In
Guyana, another reason was to participate in group activities. One stakeholder explained it this way: “Generally
speaking . . . persons do not ‘join’ a gang, per se. It is simply a continuation of the community socialization
process. Gangs are found in communities where many of their members reside; therefore, they are known to
most persons in the communities and [have] socialized with them at some point. Being part of the group simply
requires one to ‘lime’ with the gang in their customary location” (Katz and Nuno, pp. 12-3).

WHAT WORKS TO PREVENT YOUTH VIOLENCE

Most of the evidence concerning what works to prevent youth violence comes from the United States
and other high-income countries. This section of the literature review begins by discussing findings on
what works to prevent youth violence in general, based on studies conducted mostly outside the LAC
region, and then focuses on the studies and reports that have been produced using LAC policies and
programs. The evidence for Latin America is scarce, and even fewer studies have been identified for the
Caribbean region. Finally, we look separately at the evidence concerning family-based therapy and
counseling interventions, which is the area of work where the Family Matters program falls in.

According to a 2015 Inter-American Development Bank (IDB) study entitled Closing Knowledge Gaps, youth
violence prevention strategies can be classified by their social ecology: “treatment-specific (i.e. cognitive
behavioral therapy (CBT), counseling and social skills training), family-based (i.e. behavioral parent training
and home visitation), and school- or community-based (i.e. mentoring and after-school programs, as well
as social capital building outside of the family)” (Jaitman and Guerrero Compean, 2015, pp. 16-7).

In a very thorough review of the literature on violence in Latin America and policies targeting children
and youth, Chioda (2017) found that adolescence and young adulthood are critical ages for policy
intervention “because of loosening of parental control, the increased pull of peers, the transition from

6 Micro-level data for Mexico and Brazil also revealed that it was not just the employment status that matters for the
relationship between labor markets and criminal offending, but also the quality of employment.



youth to adult roles, and the development of three different regions of the brain, which are responsible
for the regulation of automatic or instinctive reactions, risk-taking behavior, self-control, and reflective
reasoning” (p. 34). The most effective behavioral interventions identified by Chioda’s review are CBT7,
life skills training and family-based interventions.

A recent and extensive literature review of over 264 studies, including only systematic reviews and
individual studies that met the high standards of using randomized, experimental or quasi-experimental
methods with an appropriate control group, found that the six types of interventions with the greatest
evidence of effectiveness on preventing at-risk individuals and offenders from engaging in criminal and
violent activities are: cognitive behavioral therapy, multidimensional therapy, drug courts and drug
addiction treatment, focused deterrence, controls on the sale and abuse of alcohol, and hot spots policing
(Abt et al.,, 2018). The first three types of interventions focus on the individuals that are already engaging
in criminal and violent activities and seek to change their incentives and cognitive biases to achieve
behavioral change. The focused deterrence approach focuses on the people that are high-risk and chronic
offenders, and also seeks to alter the course of events by providing sanctions and rewards.8 Controls on
the sale and abuse of alcohol is the only kind of intervention not targeted at anyone in particular that has
proven to be effective at reducing violence. There is clear evidence and consensus that hot spot policing
can decrease crime rates in the targeted areas, but more recent research has questioned whether a
displacement of crime to other areas is responsible for these decreases (Abt et al., 2018).

This literature review also identifies a category of promising interventions for which there is incomplete
evidence of effectiveness: vocational training and employment, restorative justice, alternatives to
incarceration, and conditional cash transfers. There is a third and much larger category of interventions
for which there is inconclusive or contested evidence of effectiveness: crime prevention through
environmental design, community-based prevention programs, school-based programs, and others. There
are also some interventions where the evidence makes it clear that they do not work or in some cases
can even be harmful, namely hospital-based prevention programs, bootcamps for youth offenders, “Scared
Straight” programs, juvenile curfews, drug law enforcement, and gun buyback programs (Abt et al, 2018).

7 Cognitive behavioral therapy (CBT) is a short-duration intervention that helps participants recognize and mitigate unhelpful
thoughts and behaviors, or in a way, gets them to be “thinking about thinking” (Chioda, 2017). Participants learn to recognize
situations where automatic, intuitive decision-making kicks in and results in negative outcomes, as a means of prevention. The
CBT-based becoming a Man program for minority male youth in Chicago received considerable attention from the Obama
administration and the press after an impact evaluation showed very positive results. Participation in the program raised an
index of school engagement and performance by 0.14 and 0.19 standard deviations in the program and follow-up years, with a
resulting 10-23 percent increase in the graduation rate relative to the control group. Program participants also experienced a
44 percent reduction in violent crime arrests and a 36 percent decline in arrests related to vandalism and weapons crimes
during the program (Chioda, 2017). CBT has been successfully implemented in other cities in the United States.

8 Focused deterrence is also known as the “Pulling Levers” strategy, and consists of: |) selection of a crime problem, usually
youth or gun homicide; 2) identify and analyze they key group of offenders and their behaviors; 3) assemble a multi-sector task
force that includes the police, service providers and community representatives; 4) target these groups for special enforcement
operations, aiming to alter their behavior by any legal means necessary; 5) supplement the law enforcement work with
legitimate offers of assistance to these groups, and engage the “moral voice of the community:; 6) communicating clearly, often,
and face-to-face with these groups to let them that they are under scrutiny, and their actions will have either positive or
negative consequences, individually and for the whole group. Therefore, this strategy reaches out to offending groups directly,
tracks and communicates with them clearly and often, and by “pulling every lever” with credible threats of enforcement and
assistance, it seeks to alter their behavior. This intervention also has a clear focus, for instance on reducing the number of
shootings, rather than seeking to stop all crime or convince members to leave their gangs. In Chicago, participants were 23
percent less likely to be involved in shootings and 32 percent less likely to become a gunshot victim in the year after treatment.
Focused deterrence has been successfully implemented in other cities in the United States as well (Abt and Winship, 2016).



Another comprehensive study, a meta-review that examined 30 different strategies, also provides important
insights and lessons on what works in reducing violence among youth (Abt and Winship, 2016). The meta-
review identified mostly interventions that took place in the United States, and the authors complemented
the work with fieldwork to countries in the Northern Triangle to better understand how these
interventions could be applied there. The authors identify program elements of effectiveness, common
among successful interventions: focusing on the people, places and behaviors that are most at risk for
violence, being proactive in preventing violence, working together with partners and creating a legitimate
loop between formal (police) and informal social control (communities), having good capacity in terms of
resources and good implementation, and putting forward a clear theory of change (Abt and Winship, 2016).
Of the 30 different strategies examined in their review, two stood out as particularly successful: focused
deterrence and CBT.

According to a 2015 World Health Organization (WHO) report, the most promising interventions to
prevent youth violence are implemented at the community level, such as community-police partnerships,
reducing access to firearms, and drug control programs. Among school-based initiatives, the authors
identify life and social skills development and bullying prevention programs as promising initiatives, but the
effectiveness of other types of school-based initiatives is less evident (WHO, 2015).

School-based interventions can be successful, particularly when they are designed to alter behavior, thinking
patterns, attitudes and beliefs. Those that discourage students from dropping out during their final years of
secondary education yield benefits even decades later, in the form of reducing participation in violent crime
and crime against property (Chioda, 2017). The YMCA Youth Development Programme (YDP),
implemented in schools in Jamaica, is one such school-based intervention. A type of LifeSkills Training (LST)
program, the YDP received the first evaluation for a program of this kind in a developing country context.
YDP is a three-year intervention for middle and junior high school students, targeting violence as well as
tobacco, alcohol and marijuana use. Youth receive daily supervision from 8:00am until 2:00pm, and the
program provides instruction, socialization and training in social skills and self-management (Guerra et al.,
2013). LST was evaluated multiple times and has shown positive results in reducing risk factors the short
and long-term, acquiring the “effective” program label by the Blueprints Initiative. Although participants in
the treatment group did not differ from their counterparts in the control groups in terms of “triggers” of
aggression, as measured by a propensity scale, they showed better self-control by being less likely to act on
those triggers (Chioda, 2017).

In terms of more evidence for the LAC region specifically, a very recent review identified only one
systematic review and three other single studies focused specifically on interventions delivered in the LAC
region (Campie et al,, 2019). The systematic review identified nine studies on preventing youth violence
in LAC. The interventions studied were comprised of school-based violence prevention (4), community-
based violence prevention (3), parenting programs (I), and policing practices (I). This recent review
mostly identified that there are large gaps in evidence for what works to prevent youth violence in LAC,
and that studies often have significant limitations. For example, 1) no longitudinal study was identified,
which would have been able to detect changes over an extended period of time, 2) community-level
outcomes are usually measured instead of individual ones, which makes it more difficult to determine if
any changes are attributable to those directly involved in the program, 3) sometimes the same individuals
implement and evaluate the intervention, which raises concerns, 4) many RCTs had small sample sizes
without a clear indication of whether the study had enough power to detect small effects, among other
limitations (Campie et al., 2019).



Although most of the studies included in the systematic review found positive or promising results,
particularly the community-based programs, it concluded that the evidence for Latin America is scarce
and relies on non-rigorously designed studies (Atienzo et al., 2017). In addition, it highlighted the challenges
of transferring an intervention from abroad into the Latin American context, where there are “high levels
of inequality and poverty, a lack of quality education, a culture of masculinity that promotes the
involvement in conflict, urban growth and a drug-trafficking context” (Atienzo et al., 2017, p. 16).

While many interventions have been studied in isolation, a large evaluation published in 2014 measured the
effect of various USAID’s efforts on combatting crime and violence in Central America. This is a multi-year,
multi-method and multi-country evaluation. The list of activities and programs evaluated included municipal-
level committees, crime observatories and data collection, environmental design projects (such as street
lighting and cleaned up public spaces), programs for at-risk youth, and community policing. Both quantitative
and qualitative data pointed to a significant improvement in crime reduction in treatment communities. Large,
statistically significant treatment group improvements include smaller numbers of: reported murder cases
(51 percent), extortion (5| percent), people avoiding walking through dangerous areas (35 percent), sales
of illegal drugs (25 percent), robberies (19 percent), and report of young people in gangs (14 percent).
Notably, criminal activity is measured via survey, not via reports to police (Berk-Seligson et al., 2014).

FAMILY-BASED THERAPY AND COUNSELING

Developmental research findings suggest that the family environment includes key risk factors for
involvement in crime and violence, namely household structure (single-parent households, siblings as
caregivers, etc.), parents’ age at first birth, and the stability of the home environment (Chioda, 2017).
Family history and criminal background, particularly of the parents, are among the strongest predictors of
involvement with criminality, even stronger than income or employment status (Chioda, 2017). Gang
membership has also been shown to be a significant risk factor for offending and involvement in
delinquency (see discussion in Thornberry et al, pp. 955-6). Improving parent-adolescent communication
can lead to better mental health, better social functioning and more positive behavioral outcomes
(UNICEF, 2017).

Therapeutic approaches “include cognitive, behavioral, psychosocial or social interventions delivered to
individuals who have been involved in aggressive or violent behavior, or who are at risk of committing
such behaviors” (WHO, 2015, p.39). These interventions may be delivered in an individual or group setting
by social workers or trained therapists and may or may not include the family.

The most common types of therapeutic interventions that seek to help families function better include
functional family therapy (FFT), multisystemic therapy (MST), and brief strategic family therapy. Through
therapy, these interventions seek to replace dysfunctional family behaviors with healthier ones to improve
antisocial behavior in youth. Participating families will have one or more youth who are struggling with
serious antisocial behavior or are already in trouble with the law and will work with a trained therapist over
the course of three months or longer. Each of these three types of family-based therapies has been evaluated
multiple times and was found to reduce incidences of anti-social behavior, arrests and recidivism (Chioda,
2017). The WHO report highlights that a meta-analysis of FFT found small to medium effects on the
recidivism of juvenile criminal offenders. Therapeutic approaches that include cognitive behavioral therapy
seem to work best in reducing youth engagement with crime and violence (WHO, 2015).



Systematic reviews of MST and FFT suggest that these interventions are effective at reducing engagement
in criminal activity (see Abt et al., 2018 for a complete list of systematic reviews and studies included in
their report). Model adherence appears to be very important for these highly structured interventions,
with their effectiveness being dependent on the therapists adhering to the model (Sexton and Turner,
2010). One study that reviewed eight RCTs in the United States found that MST, a type of intensive family
and community-based treatment, had no statistical effect on arrests and convictions (Littell, Popa, and
Forsythe, 2005). However, this review includes many unpublished and less rigorous studies, so the results
should be interpreted with more caution (Abt et al., 2018).

A more recent RCT of an FFT program in Philadelphia found that the effectiveness of such a program on
recidivism varied by levels of risk joining a gang. Among youth that were at a high risk for joining a gang,
the study found significantly lower recidivism rates, compared to the control group that was receiving the
“treatment as usual.” For youth that were at a lower risk for gang membership, the study did not identify
consistent differences between the treatment and control groups (Thornberry et al, 2018).

The Family Matters program is based on the family counseling pillar of the Gang Reduction and Youth
Development (GRYD) program developed in Los Angeles. GRYD includes six interrelated approaches: 1)
primary prevention (for instance, a Gun Buy-Back program and community forums where GRYD staff
present information on gang risk factors), 2) secondary prevention (targeting youth ages 10-15 who are
assessed as high risk), 3) family case management (youth ages 14-25 who are engaged in gang activity), 4)
incident response (immediate response to gang-related violent incidents, to control rumors and mitigate
tensions that might lead to further issues such as retaliatory violence), 5) community engagement (engage
the community and police in a community policing capacity, and incorporating community engagement
into all of GRYD’s work?®), and 6) suppression (the GRYD office continually communicates with law
enforcement). Therefore, this program includes family-based programming but also five other pillars seen
as essential to violence prevention (Cahill et al, 2015). Another way to summarize the GRYD areas of
work are community engagement, gang prevention (where the family counseling services fall in), gang
intervention, and violence interruption (Kraus et al, 2017).

A 2015 evaluation of the GRYD family counseling component found that youth clients and parents improved
family functioning and problem-solving over the course of the study. The process evaluation clearly showed
very important shifts in behavior and perception. However, when assessing changes in community outcomes
that could be attributed to the overall GRYD intervention, the study had mixed findings. While there were
large reductions in the incidence of crime and violence and a shrinking of crime hot spots, these general
trends were not limited to the treatment communities. The evaluation found no statistically significant
differences between treatment and control communities that would suggest programmatic impact (Cahill et
al, 2015). Hence, although the evaluation generally showed encouraging findings in terms of reported
improvements by the participant youth and the community, it is not altogether clear that crime levels
changed as a consequence of the program.

A more recent evaluation of the GRYD family counseling component was published in 2017 (Kraus et al,
2017). Treatment youth were surveyed with the YSET right before the counseling started and after six
months of intervention. Youth in the program experienced large risk reductions across all nine YSET scales,
and 57.5 percent of them were no longer at risk and no longer eligible for the program after those six

9 CFYR is also doing some of this engagement with Community Enhancement Committees in St. Lucia and Guyana, and up until
August 2018, also in St. Kitts and Nevis, but this was cancelled following program budget cuts.



months (as measured by scoring at-risk on four or more YSET scales). While these are large changes, we
cannot say with certainty that a comparable control group would not have experienced similar changes in
YSET scores. This evaluation was not an RCT, and the control group used in this study appears to be different
from the treatment group in significant ways. The comparison group for this evaluation was composed of
high-risk youth on juvenile probation in Los Angeles, and most were referred by Deputy Probation Officers.
Youth took the YSET survey, and those that scored at-risk were used as a comparison group for GRYD
Prevention Services clients. While the baseline scores were very similar for the two groups, youth in the
comparison group differed in some significant ways, most notably in age (older), gender (more males) and
ethnic composition (more Latinos and fewer African Americans). The evaluation report does not include
tests of sample balance to check that the two groups are indeed comparable enough. In addition, matching
was not conducted on characteristics to create a more comparable control group. Therefore, we are not
confident that the differences found between treatment and control in this evaluation are indeed caused by
the intervention and not by other factors that were not controlled for.

The Proponte Mds program in Honduras was also based on the family systems secondary prevention model
implemented in Los Angeles and designed by Creative Associates. By strengthening family relationships
and youth support and supervision, the program sought to build resistance to gang recruitment. Individual
and group activities were carried out through seven phases to promote change in youth high-risk behaviors
inside and outside the family environment. Although the Proponte Mds program is similar to Family Matters
in terms of the structure of the family counseling provided to participants, there are important differences.
For instance, Proponte Mds worked with referrals instead of blanketing the communities and visiting
schools to implement YSETs, as was done for Family Matters. In addition, with Proponte Mds, family
counselors applied the YSETs instead of independent enumerators. !0

An impact evaluation of the second cohort of the Proponte Mds program (following a pilot) was implemented
in 2018 (Katz, Cheon and Decker, 2019). The YSET was used at baseline and six months later to test for
changes in risk factors. There were improvements in risk levels in both the treatment and control groups, and
in most of the nine scales, the treatment group’s improvement is not statistically significantly different from that
of the control group. The exceptions are the scales A (Antisocial tendencies), B (VWeak Parental Supervision),
and DE (Impulsive risk taking). For the outcome variable “eligible” (i.e., scoring at-risk in four or more risk
factors) the difference between treatment and control is not statistically significant. The evaluators found more
positives changes in the Family cohesion index questions that are asked of caregivers, although they
acknowledge that the effect sizes are small.

10 These differences between Proponte Mds and Family Matters occurred because a rigorous and well-powered impact evaluation
of Family Matters required a larger sample size from the outset (with blanketing of communities instead of working with
referrals), and that enumerators instead of family counselors applied the YSET to avoid social desirability bias on the part of
youth respondents.



BACKGROUND ON THE CFYR FAMILY
MATTERS PROGRAM

USAID/CFYR’s Family Matters intervention (Family Matters) is a secondary violence prevention method
that targets youth between 10 and |7 years of age who are at a secondary or tertiary level of risk of
engaging in delinquent behaviors leading to crime and violence. Eligible youth are identified through the
Youth Services Eligibility Tool (YSET) assessment, used to determine their level of risk. The intervention
is grounded in research that shows that positive behavioral changes in youth are more likely to last if
embedded in and reinforced by the family and the larger community.

Throughout the implementation cycle, family counselors trained by USAID/CFYR in the Family Matters
methodology hold regular face-to-face counseling sessions with participating youth and their families.
During these meetings, typically held in the family’s home, counselors strengthen family cohesion (bonds
that hold family members together) and connect the family to the wider community. Family counselors
also work with youth on an individual basis to help them adopt positive and safe behavior. By the end of
the cycle, family members are expected to interact more frequently, communicate more effectively, make
joint decisions more regularly, demonstrate a stronger sense of family pride, and exhibit a stronger reliance
on community networks for support. These improvements help families better protect and guide youth.

The secondary prevention approach is grounded on family system theory and practice, including Structural,
Multigenerational, Communications and Strategic approaches. The theory of change postulates that all the
risk factors and associated behaviors are reinforced by the relations within the family. If family member
behaviors and practices associated with risk factors can be identified and modified, family dynamics and
relations should improve and risk factors and associated negative behaviors should be reduced (CFYR
Family Counseling Training Manual, 2017). Other factors that have been identified as being important for
improving anti-social behavior include increasing youth’s resilience factors, such as a more stable home
environment, the presence of positive male role models, higher self-esteem, and peaceful conflict
resolution skills, while decreasing overall risk factors, such as low literacy levels, unemployment, domestic
violence, and child abuse.

Family Matters engages beneficiary youth and their families in an approximately seven-month cycle of
structured family counseling, specifically adapted for the Caribbean context. Counselors work with families
for a total of two cycles, which add up to 12-14 months of intervention. Figure 2 lists all of the phases
in each cycle. The difference between the first and second cycle is that in the second cycle, the family is
expected to take charge based on what they learned during counseling and focus on other youth and
family behaviors that may still need to improve. Phase | denotes the referral and collaboration process,
which in the case of this program entailed blanketing the treatment communities to try to survey all the
youth within the age range. The program was designed to work through referrals, but because of minimum
sample size requirements for the impact evaluation, this phase included blanketing the communities.



Figure 2: Family Matters phases
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Source: CFYR brochure.

Before the intervention started, youth in target communities were surveyed using the YSET. CFYR and its
partners at USC identified youth risk across nine YSET modules and determined eligibility for the intervention.
Youth were eligible if they scored at-risk on any four (or more) of the nine main YSET modules (See Annex |
for more details about how cut-points for each module were determined). Out of the nine scales used for risk
assessment, seven are attitudinal and two are behavioral, as listed below (Kraus et al., 2017).

Attitudinal scales:

e A: Anti-social tendencies

e B: Weak parental supervision
e C: Critical life events

e DE: Impulsive risk taking

F: Guilt neutralization

G: Negative peer influence

H: Peer delinquency
Behavioral scales:

e |J: Self-reported delinquency
e T: Family gang influence

The program is based on the PIFSM, but it was adapted to the Caribbean and further adapted to allow for
an impact evaluation. For example, in the PIFSM, counselors conducted the initial YSET assessments to help
build a trusting relationship with the youth and families. However, from an evaluation perspective, having the
same counselors applying the YSET and providing counseling would undermine the validity of the YSET as
an evaluation tool, particularly at endline. As such, the YSET was applied by researchers trained with CFYR’s
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engagement instead of counselors. It is possible that removing this trust building function undermined CFYR’s
ability to attract program participants and build initial trust.

The implementer selected communities by first conducting a quantitative analysis of crime and offending data
and demographic data which provided an initial ranking of communities. Qualitative research and site visits
were conducted to further refine the list. Few communities changed their position in the rank order
following the use of qualitative tools to assess community need and appropriateness. Table | lists the 15
communities selected for all CFYR implementation activities, which were among communities with higher
levels of crime and violence. Five communities from each country were selected, and all 15 are included
in the evaluation. CFYR then identified schools which educate youth from each of the selected
communities in order to source youth for the program. Within each school, CFYR conducted classroom
visits to determine which youth were from treatment communities. After attaining parental consent for
these students, enumerators interviewed each student using the YSET tool. CFYR identified 16 schools in
Guyana, 17 schools in St. Kitts and Nevis and 30 schools in St. Lucia.

Table I: List of countries and communities selected for the intervention

Country Communities

Sophia (Fields C, D and E), Lodge, East Ruimveldt,
East La Penitence, and Corriverton
Castries (Bois Patat, Morne du Don, Grass Street,
St. Lucia Leslie Land and Marchand), Anse La Raye, Soufriére,
Vieux-Fort and Dennery
In St. Kitts: Basseterre (The Village, McKnight and
Newtown), Cayon, and Sandy Point. In Nevis: St.
George and St. John

Guyana

St. Kitts and
Nevis




EVALUATION PURPOSE, QUESTIONS, AND
METHODOLOGY
EVALUATION PURPOSE

This study employs an RCT to measure the impact of the CFYR Family Matters program on participating
youths’ overall risk and risk across nine risk factors, as detected by the YSET tool. The evaluation team also
designed a caregiver survey to explore the impact of the intervention on families and to collect additional
information to better understand which kinds of families may benefit more from the program, and why.

EVALUATION QUESTIONS

The evaluation seeks to answer two core questions:

I) Do secondary prevention efforts impact the participating youth’s overall risk, crime and violence-
related behavior, and their individual risk and resilience factors? Why or why not?

2) Do secondary prevention efforts improve the family environment? Why or why not?

To answer the first question, the main data source is the YSET collected at baseline, midline and endline. To
answer the second, the main data source is the caregiver survey, collected at baseline and endline. In addition,
we have used a community survey that CFYR collected at two points in time in each of the participating
communities, to check for any community-level changes that could be affecting the evaluation results. The
YSET, caregiver and community instruments are included in the supplementary Annex IX.

METHODOLOGY

This evaluation examines the impact of the Family Matters program on youth risk using a multi-site RCT
to isolate causal effect. The study randomizes youth considered to be at a high-risk level based on the
YSET assessment tool. Enumerators identified households with youth ages 10 to 17 in the |5 communities
across St. Lucia, St. Kitts and Nevis and Guyana, and then implemented the YSET tool after obtaining
parental and youth consent. Using risk thresholds for nine of the YSET modules, CFYR and their partners
at USC determined if youth were at high risk and thus eligible for the program (which was based on a
score of four or more modules where the youth scored “at high risk.”) The evaluators then randomized
eligible youth into a treatment group, who were offered the program for the 2019 year, and a control
group, who were not offered the program in 2019 but would be offered the program in 2020 at the
conclusion of the evaluation.

The YSET tool was used again after six months (midline) and after 12 months (endline) to survey youth
who were randomized to the treatment and control groups. By comparing the youths’ answers from
baseline to endline, we can find out if the intervention had a positive impact on their behavior and attitudes.
Because the youth’s behavior and attitude may change over this period for other reasons that are not
related to the intervention, we have a control group that is as similar as possible to the treatment group,
with the only difference being that the control group did not participate in the program. With a
comparable control group and a sufficient sample size, we can be confident that any differences we see
between treatment and control over time are caused by the intervention.



In addition, we conducted a survey with the primary caregiver of each of the eligible youth randomized
into the control and treatment groups. This allows the evaluation to test the effects of the intervention
on the family and obtain the perspective of primary caregivers.

While a comparison of randomly assigned youth will allow us to estimate the counterfactual of not having
participated in the program, there are several challenges and limitations that should be mentioned. First,
the effect is measurable as long as the study has enough statistical power,'! a function of the number of
youth in the program, their geographical distribution, and variation in key indicators. While the study’s
power is not sufficient to examine heterogeneous effects across all subgroups of interest (e.g., the impact
of the program in an individual community), it is large enough to test overall program impact and some
heterogeneous effects. Second, the impact evaluation requires that the initial assignment of youth into
treatment and control be respected, and because of good implementer cooperation, assignment was
followed. Third, the evaluation requires that the YSET and caregivers survey accurately and reliably
measure intended outcomes and changes over time. This is not a small challenge, as youth and caregivers
might not respond to surveys accurately or reliably. We discuss this issue in greater detail as we interpret
the results. Fourth, non-participation in the program and attrition from the program and the study could
undermine the balance between treatment and control groups, and this did occur. We employed two
measures to address this concern. First, we use a difference-in-difference approach to data analysis, which
does not require baseline balance, and second, we draw a smaller sample from the larger control group
to create a matched comparison group and achieve greater balance between the treatment and control
groups. Because the study successfully employed randomization of youth into treatment and control
youth, we can reasonably say that the parallel trends assumption is met. In the following sections, we
discuss the difference-in-difference estimation strategy and then the matching.

ESTIMATION STRATEGY

Before starting with the midline and endline analysis, we wrote a pre-analysis plan of our estimation
strategy, shared with USAID and Creative/CFYR, and registered it with Evidence in Governance and
Politics (EGAP), to be gated until 3/1/2021.12

Using the difference-in-differences framework in analyzing the YSET and the caregivers survey, the
evaluation essentially measures the extent to which the mean is different between the treated and control
groups of youth and caregivers, between baseline and endline. Although this seems like a simple test, we
should recall that a hypothesis test requires having information on both the expected value of the quantity
of interest as well as its dispersion, usually measured through the standard deviation. The simplest test of
means can be done through an ordinary least squares (OLS) regression model, comparing the average risk
as measured by some indicator from the YSET, after finishing the program, for youth that have been given
counseling through CFYR, compared to equivalent youth that were not in the program, from a starting
condition of similar risk they exhibited at the beginning of the program. That OLS estimation is not
completely correct, however, because it does not take into account that the observed youth are repeated,
in the sense that they are observed at two moments in time (through baseline and endline surveys). Hence

I We check for the MDEs in the YSET and caregiver analysis sections. Our conclusion is that the evaluation has enough power
to detect even very small effect sizes, and that failure to detect a statistically significant effect means that there is no meaningful
relationship between the program and the outcome in question.

12 The pre-analysis plan registration was later migrated by EGAP to the OSF registry, and can be found via this link:
https://osf.io/k85xn/



https://osf.io/k85xn/

a more accurate measurement of the true variance is one that acknowledges that a youth behavior
measured in the past may condition their behavior at the end of the program. A generalized least squares
(GLS) random effects estimator produces a weighted average of the effects of the program, recognizing
that these are made up of effects between youth in the cross-section, as well as within effects of an
individual youth changing through time. This produces a slightly different mean that can be calculated
through estimations where the errors are clustered by youth, recognizing that individual observations of
the same person before and after the program are not strictly independent.

We also fine tune estimates by measuring the effects in what is usually referred to as a “fixed effects”
model, in which the regression estimator shows the results as the mean within youth. However, this
model is not always appropriate, and we compare the random effects and fixed effects models through a
Hausman test to find out whether there is a systematic difference between two estimators. If the fixed
effects estimator fails this test, in the sense that there is no difference in the coefficients, the random
effects estimator is preferable, since it has the desirable feature of being efficient and consistent.

A final consideration is that even though the GLS fixed effects estimator may not be the preferred one,
there are substantive reasons to include fixed effects in the estimation generated by the design of the
program and the evaluation. Since the youth are clustered into specific communities from each of the
different countries, there might be differences in the change of risky behaviors or attitudes across
communities and countries that are not attributable to the program. Such effects should not be included
as a program effect emerging from the intervention.

The evaluation employs a number of estimation strategies, including ) simple difference-in-differences, 2)
with random effects and clustered standard errors at the individual level, 3) with random effects and
clustered standard errors at the individual level, and community dummies, and 4) with fixed effects and
clustered standard errors at the individual level. We primarily rely on the third approach, difference-in-
differences estimators calculated through a GLS random effects model, with variance corrected errors
clustered at the level of individual youth, including fixed effects for the |15 communities in the study;
however, we use all four models to ensure that we are not presenting model-dependent results. The
errors calculated in this way are slightly larger than those that would emerge from a simple test of means
or an OLS estimation; however, we are confident that such an approach provides efficient, consistent and
unbiased estimators of the true size of the effect of the program. Nonetheless, for ease of interpretation,
in the body of the report we tend to present simple comparisons that the reader can follow without
sophisticated methodological knowledge and then note any differences with more accurate models.

The primary specification to identify the impact of the program on youth risk is:

v =B,+B,TREAT, +B TREAT, *F+BF+B X +m +e

Where yi, is the outcome of interest; TREAT is the treatment condition (0=control, |=treatment); F is the
follow-up period (O=baseline, | =endline); X, are individual level characteristics, such as age, gender or school
status, that may not have achieved balance; and m, is the fixed effect of each community. 82 measures the
impact of the intervention on the outcome of interest ;.

Before running the difference-in-difference analysis, we check the balance between the treatment and control
groups on various socio-demographic and risk variables, to make sure that we are comparing youth who
have similar observable characteristics.



We also conduct the analysis on two different populations. We primarily focus on what is referred to as the
treatment-on-the-treated (TOT), and also known as local average treatment effects (LATE). This analysis
compares treatment youth that participated in the program to those that were randomized into the control
group. However, we also conduct an intention-to-treat (ITT) analysis. This ITT approach compares all youth
randomized to treatment, regardless if they participated in the program or not, and youth randomized to
control. The ITT analysis measures the intended impact of the intervention on the population of interest
rather than on those that participated in the program.

MATCHING

As noted above, we also address the potential effects of non-participation and attrition through a matching
approach. For the exact matching process'3, we use baseline data only and randomly select a reduced
sample size for the control group, which is 33 percent greater than the treatment group in each site. The
reason for selecting 33 percent is that, at that point, we start to run out of control youth in some of the
sites (Cayon, Sandy Point, and Anse la Raye). We could select a larger control group sample, but then
communities will be less and less balanced, so there is a trade-off between community balance and power.

After the matching algorithm draws a random sample, it also runs balance tests on the following baseline
variables: age, gender, school status, country, community, YSET score, score on each of the nine main
YSET modules, and module risk variables, which are binary, with one equaling at-risk for that module
(these outcome variables will be explained in greater detail later in Table 4). Therefore, we check for
balance between treatment and control in several socio-demographic characteristics and in all of the main
risk variables. If the sample does not balance in all of these, then the algorithm goes back to the beginning
and draws another sample of control. This matching process continues until it finds a sample that balances.
In order to be considered balanced, two-tailed t-tests must have a p-value of 0.2 or higher for all of the
aforementioned variables when comparing the treatment and control sample means. This technique
ensures that we are comparing youth that are as similar as possible, given the data that we have available;
however, it does reduce the sample size.

13 We considered two matching strategies: coarsened exact matching (CEM) and exact matching. Exact matching is the
preferred method because CEM reduced the sample size of the treatment group and yielded imbalances on the community
variable and some outcome variables.



SAMPLE DESCRIPTION
YOUTH SAMPLE DESCRIPTION

The flow chart in Figure 3 shows the number of youth considered for the program over time. Over 6,000
youth between the ages of 10 and |17 were identified by CFYR, Sl, and NORC in the |5 communities
studied, and enumerators were able to successfully interview 5,109 of them using the YSET tool. Of those
surveyed, approximately 22 percent (I, 13) scored above the risk threshold on four or more risk modules
in the YSET, making them eligible for the program. Of the eligible youth, 566 were randomized to
treatment and 567 were randomized to control. Enumerators attempted to survey all treatment and
control youth again at midline and endline, but some refused or could not be located. While somewhat
higher in the treatment group than in the control, survey attrition was limited to a reasonable 14 percent
of the total randomized sample, meaning that |4 percent of the original sample was not re-interviewed.
The entire group that was surveyed at endline (481 in the treatment group and 499 in the control group)
form the ITT sample. The youth that completed the program and were surveyed at endline compose the
treatment arm of the TOT sample, while the control group is the same as for the ITT sample. Of the
treatment youth surveyed at endline, 230 (48 percent) had completed the intervention by finishing the
second cycle with their family counselor. The remaining youth had either dropped out (20 percent),
declined the intervention (16 percent), or not been invited to participate (16 percent).



Figure 3: Number of youth considered for the program and surveyed over time
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For most of the analysis in this report, we only include youth for whom we have baseline and endline data.
Because survey participation was somewhat lower at midline, the sample of youth included in the analysis
is somewhat smaller at midline than at endline. Table 2 displays the number of youth by data collection
period, country and other categories that comprise the panel sample. The ITT sample includes all of those
randomized to treatment who were re-interviewed at endline (481 youth). The TOT sample only includes
those youth randomized to treatment who completed the intervention and were re-interviewed at
endline; and therefore, it has fewer youth (230). Both samples have the same number of control youth
(499). St. Lucia has the largest sample, with 98 treatment youth, Guyana has 77 treatment youth, and St.
Kitts and Nevis has the smallest sample, with 55 treatment youth.

“False positives” are youth who were erroneously classified as eligible at baseline due to scoring errors,
and “false negatives” are youth who were erroneously classified as ineligible at baseline due to scoring
errors. The scoring errors for most of these observations were only identified after randomization had
been completed, and as a result some of the “false positives” youth were approached for the intervention.
In our analysis for this report, we used samples including and excluding the false positives to check for any
significant differences in results and determined that inclusion of false positives does not impact the results.
In some cases, the results are more statistically significant when we include the false positives, likely a
result of a larger sample. All of the analysis presented here, therefore, includes the false positives.

Table 2: Number of YSETs completed by category and data collection period that comprise our
panel sample

Number of YSETs by Baseline Midline Endline
Category
Randomized to control 499 45] 499
Randomized to treatment 481 48 481
(ITT)
Completed treatment

230 224 230
(TOT)
Guyana treatment 77 76 77
(completed)
Guyana control 193 163 193
St. Lucia treatment 98 98 98
(completed)
St. Lucia control 219 208 219
St. Kitts and Nevis 55 50 55
treatment (completed)
St. Kitts and Nevis control 87 80 87
False positives 45 41 45
False negatives 13 3 13

For the qualitative research trips conducted at midline, we hosted focus group discussions with youth and
caregivers from several communities in each country. Our field coordinators invited youth and caregivers
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from a randomly ordered list, attempting to get 10-12 confirmations. Participant attendance among those
who confirmed was low, around 50 percent. Other qualitative work conducted includes observation of
family counselor trainings, before the program began, which allowed us to confirm that counselors were
well trained.

CAREGIVER SAMPLE DESCRIPTION

The caregiver sample is composed of mothers, fathers, guardians and other relatives or non-relatives
responsible for the youth. Unlike youth, caregivers were only surveyed at baseline and endline. Table 3
describes the sample of caregivers surveyed, disaggregated by treatment status, country and false
positive/false negative status. As with the youth sample, the caregiver sample can be categorized in two
ways. First, the ITT sample is composed of caregivers whose youth were randomized to treatment,
regardless of whether they were offered or took up program. Second, the TOT sample is composed of
caregivers whose youth were randomized to treatment, were offered the treatment, and completed
treatment at endline. The TOT control group is the same as the ITT control group.

The total sample at baseline was 1,002, with 501 caregivers randomized to control and 501 randomized
to treatment. These caregivers form the ITT sample. Since not all youth randomized to treatment took
up the treatment, there were only 236 treatment caregivers in the TOT sample at baseline. At endline,
the total sample was 1,024, with 529 control caregivers and 495 treatment caregivers in the ITT sample,
and 240 treatment caregivers in the TOT sample. The TOT treatment sample included 83 caregivers from
Guyana, 103 from St. Lucia and 54 from St. Kitts and Nevis at endline. The caregiver sample also included
47 false positives and 12 false negatives.

Table 3: Number of caregiver surveys completed by category and period (baseline and endline)

::l::;;::yof Caregiver Surveys by Baseline Endline
Randomized to control 501 529
Randomized to treatment (ITT) 501 495
Completed treatment (TOT) 236 240
Guyana treatment 84 83
Guyana control 204 207
St. Lucia treatment 102 103
St. Lucia control 220 237
St. Kitts and Nevis treatment 50 54
St. Kitts and Nevis control 77 85
False positive 47 47
False negative 12 12

The caregiver and youth samples differ for two reasons: |) Caregivers may have more than one youth
participating in the Family Matters program, so there are cases where one caregiver answers survey questions
about multiple youth; and 2) Survey responsiveness for some caregivers and youth may not match, so there
are caregivers who respond to the survey whose youth did not participate in the survey, and vice versa.
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FINDINGS BASED ON THE YSET
ASSESSMENT
SAMPLE BALANCE

At baseline, youth were stratified by community and randomly assigned to treatment and control groups.
Additional measures were taken to ensure that the treatment and control groups were balanced across
several key variables, including outcome variables. Because of survey and program attrition, however, the
final samples are smaller than the baseline sample, and there is a risk that balance on key indicators could
have been reduced. The ITT sample was affected by survey attrition and the TOT sample was impacted
by both survey and program attrition. As such, we run balance checks to determine if control and
treatment groups in each of the samples have observable differences across dimensions of heterogeneity
that could impact differences in outcomes.

The complete tables with balance tests and their interpretation can be found in ANNEX Ill: BALANCE
TESTS. We set a conservative p-value of 0.2 and find that the ITT sample looks balanced, not requiring
matching of treatment and control to create more similar samples. In the case of the TOT sample,
however, there is less balance on several categories, including the demographic variable for school status
(i.e., youth is in or out of school). To account for these baseline differences, in addition to running the
analysis on the unbalanced, unchanged sample, we also run it on a matched sample that we generate using
an exact matching technique. These two analyses do not differ substantially, and while we include the
matched analysis in
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ANNEX V: ADDITIONAL YSET SURVEY RESULTS, we are confident that imbalances do not impact
our conclusions.

OUTCOME CONSTRUCTION

Table 4 indicates the four different ways to measure changes in YSET outcomes: |) Using module scores
to measure changes in mean scores; 2) Using module scores to measure changes in the share of youth
who are scoring at risk for each module; 3) Using all of the scores on the nine main YSET modules to
measure changes in the average number of modules for which the youth scored at risk; and 4) Using all
of the scores on the nine main YSET modules to measure whether the share of youth scoring “eligible”
(four or more risk factors) has changed. We explore changes across all four types of YSET outcomes.
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Table 4: Four different ways to measure changes in YSET outcomes

Concept

Operationalization

Indicators

I. Change in average scores
for each of the modules

2. Change in the
percentage of at-risk youth
for a given module

3. Change in the average
number of risk factors
(number of modules youth
are considered at risk for)

4. Change in the
percentage of at-risk youth
(scoring at risk for 4 or
more YSET modules)

annex, Annex IX.

ANALYSIS RESULTS

Figure 4 displays the share of youth scoring eligible (scoring at risk for four or more YSET modules) by

0 — 20 (maximum
varies by module)

0-100: Percentage of
at-risk youth

0-9

0-100: Percentage of
at-risk youth
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A: Anti-social tendencies (mean)
B: Weak parental monitoring
(mean)

C: Ciritical life events (count)

DE: Impulsive risk taking (mean)
EG: Risky behaviors (count)

F: Guilt neutralization (mean)

FSH: Horizontal family (mean)
FSV: Vertical family (mean)

G: Negative peer influence (mean)
H: Peer delinquency (mean)

IJ: Self-reported delinquency (count)
T: Family antisocial influence (sum)

B: Weak parental monitoring
C: Critical life events

DE: Impulsive risk taking

EG: Risky behaviors

F: Guilt neutralization

G: Negative peer influence
H: Peer delinquency

IJ: Self-reported delinquency
T: Family antisocial influence

Mean number of risk factors

Four or more risk factors (also
referred to as “eligible” because
that was the threshold for program
eligibility)

The YSET survey is designed so that in each module and for the overall YSET, a higher score means a
higher risk level. In ANNEX IV: OUTCOME VARIABLE CONSTRUCTIONwe explain how the
module risk variables, which fall under concept number two in Table 4 above, were created. The baseline
and endline instruments, with the score assigned to each question, can be found in the supplementary

data collection period for the ITT and TOT samples, using a simple estimation strategy without any
matching done to the samples. The error margins show the upper and lower score bounds at the 90



percent confidence level. As stated earlier, the control group is composed of the same youth in both the
ITT and TOT samples.

At baseline, the share of youth scoring eligible for the treatment group is nearly identical to that of the
control group.? From baseline to endline, the TOT and ITT samples trend in the same direction, with
similar change sizes in both control and treatment groups. In the TOT sample specifically, the treatment
group goes down from 94 percent at baseline, to 54 percent at midline, to 43 percent at endline, and we
observe a similar trend for control youth. While the most salient aspect of the figure is the dramatic
change in both treatment and control, we do find a slightly larger change among the treatment group in
the TOT sample, and this “difference-in-difference” is statistically significant at the 90 percent confidence
level. The full table with coefficients and levels of statistical significance for all of the main outcomes is
presented later in this chapter, in
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Table 6 and
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Table 7.

Figure 4: Percent of youth scoring eligible (four or more risk factors), by treatment status, data
collection period and sample (with standard error bars)
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Figure 5 also shows the share of eligible youth by data collection period and treatment status, but
disaggregated by country, and only for the TOT sample. While the treatment and control groups present
similar shares at midline and endline in St. Lucia and St. Kitts and Nevis, in Guyana, the difference between
treatment and control is statistically significant at endline, suggesting that the intervention might have had
an impact in this country. While this simple comparison pools Guyana youth and does not include a control
variable for community-level effects, as required by best evaluation practice, we find similar results in more
sophisticated analyses below.
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Figure 5: Percent of youth scoring eligible (4 or more risk factors), by treatment status, data
collection period and country for the TOT sample (with standard error bars)
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Figure 6 displays the mean number of risk factors by data collection period for the ITT and TOT samples.
The TOT and ITT samples trend in the same direction and with similar change sizes from baseline to
endline. As above, the most salient finding is the drop in both treatment and control youth; however, the
“difference-in-difference” between treatment and control is statistically significant for both the TOT and
ITT samples.

Figure 6: Average number of risk factors by data collection period, for TOT and ITT samples (with
standard error bars)
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Figure 7 also compares the mean number of risk factors, but they are disaggregated by country and for
the TOT sample only. Guyanese youth have the largest reduction in the mean number of risk factors,
starting at 4.9 on average at baseline and dropping to 2.2 on average at endline for the treatment group.
Therefore, in Guyana, the treatment group reduction in average scores is 2.7 points, compared with 1.7
points in the control group. This difference is statistically significant at the 95 percent confidence level. In
St. Lucia, there is a downward trend among both treatment and control youth, but there is a smaller gap
between treatment and control at endline compared to Guyana, and the difference is not statistically
significant. In St. Kitts and Nevis, the treatment group experienced smaller reductions in average number
of risk factors compared with the control group. Treatment youth in St. Kitts and Nevis reduced their
average scores by |.| points from baseline to endline, while control youth in the same country reduced
their average scores by |.2 points. Again, these pooled analyses do not account for inter-community
variation in effects, but more sophisticated models produce similar findings.

Figure 7: Average number of risk factors by data collection period for TOT sample, by country (with
standard error bars)

6
5352 5 5.2
; 48 49 49 46
43 4.1 39 4.1
39 3.7 -
4 35
3.1 3
3
22
2 I
|
0
baseline midline endline baseline midline endline baseline midline endline
Guyana St. Lucia St. Kitts and Nevis

M control M treatment

Figure 8 displays the share of youth that experienced an increase, decrease or no change in the number
of risk factors from baseline to endline, disaggregated by treatment status. Most youth, regardless of
treatment status, saw reductions in their overall risk factors. YSET scores decreased for 64 percent of
control youth, 73 percent of youth who took up and completed treatment (TOT), and 7| percent of
youth randomized to treatment (ITT).
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Figure 8: Share of youth by risk level change from baseline to endline
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Figure 9 shows the same outcome of share of youth that experienced an increase, decrease or no change

in the number of risk factors from baseline to endline, but disaggregated by country and for the TOT

sample only. In Guyana, 84 percent of treatment youth saw a decrease in their number of risk factors, and

only seven percent saw an increase in their number of risk factors. In St. Kitts and Nevis, however, a large
share of treatment youth (29 percent) saw an increase in their number of risk factors, which is higher than
the share of control youth in the St. Kitts and Nevis who experienced an increase.

Figure 9: Share of youth by risk level change from baseline to endline, by country, for the TOT
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To a certain extent, the results by country are a bit surprising, because although the intervention was
standardized across all three countries, the qualitative research trips at midline revealed what appeared
to be a more intense approach taken by counselors in St. Lucia and St. Kitts and Nevis compared to
Guyana. While we do not have an accurate measurement, qualitative research suggests that the frequency
of meetings and extra communication (such as messages) between counselors and families appeared to be
higher in St. Lucia than in the other countries. Many of the St. Lucian counselors reported having reached
out to the youth’s teachers or other school officials to be informed about how the youth are doing in
school. In some instances, St. Lucian counselors were able to help the family acquire supplies for school
or after-school activities, waive program fees, and prepared Christmas food baskets for them.

In St. Kitts and Nevis, we learned from CFYR that a lot of work was done initially to make sure families
met basic needs before the intervention started. While this engagement was not required of them,
counselors helped youth with enrolling in vocational school, filling out job applications and referring them
to jobs, and helping families access the social assistance they need. Similar to counselors in St. Lucia, St.
Kitts and Nevis counselors appeared to have more frequent communication and meetings with
participants. Caregivers said they can contact their counselors anytime via WhatsApp or with a phone
call. Although we heard in the other countries that counselors might travel to a community together, St.
Kitts and Nevis appeared to be the only country where they co-counsel, meaning two counselors did the
sessions together. The St. Kitts and Nevis counselors shared a common office, held weekly group meetings
with their supervisors, and shared with each other in between group sessions as well. They were all very
familiar with each other’s cases. Despite these more intensive approaches taken in St. Lucia and St. Kitts
and Nevis, it was youth in Guyana who experienced the largest drops in risk, as measured by the YSET.

DIFFERENCE-IN-DIFFERENCES MODELS

We ran four difference-in-differences models on each outcome of interest. The fifth model tests for
heterogeneous effects by gender, age, country, school status and risk level (high/low). Table 5 includes a
brief description of what each model does.

Table 5: Difference-in-difference models used for analysis

Model Description

I. Pooled, simple difference-in-
Assumes all youth are drawn from the same population. Not adequate.

differences
2. Random effects with clustered | Acknowledges that youth in a given community might be different on
standard errors outcome variables than those in another community.

3. Random effects with clustered

standard errors and community Acknowledges differences across communities while looking for differences

within and between youth.

dummies
4. Fixed effects with clustered Acknowledges differences across communities while looking for differences
standard errors within youth.

5. Random effects with clustered

standard errors and community . . . .
X . ki Acknowledges differences across communities while testing for
dummies and interactions for . ) .
. heterogeneous effects. Statistical power is a concern in these models.

age, gender, school status, risk

level (highllow) and country
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ITT ANALYSIS RESULTS

We examined the effect of the treatment for treatment youth in the ITT sample, which includes all youth
randomized to treatment and control. The ITT sample is agnostic to participation status, meaning it
includes youth regardless of whether they participated in the program or were approached by CFYR. The
analysis ignores non-compliance, protocol deviations, withdrawal, and anything else that happens after
randomization. ITT analysis results generally offer a more conservative estimate of program effectiveness,
accepting that non-compliance and other deviations from the plan are likely to happen in real practice.
The ITT analysis is valuable because its results indicate how effective an intervention is on the population
of interest overall, and not just on those youth that were able to complete the program. The ability to
reach and retain program participants until graduation is an important aspect of any program.

The treatment effect on the ITT sample is statistically significant for the “mean number of risk factors” and
“four or more risk factors” outcomes, and for a few of the scales (the complete table and interpretation can
be found in
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ANNEX V: ADDITIONAL YSET SURVEY RESULTY). The coefficients are smaller than those for the

TOT sample, which is not surprising given that only 48 percent of the ITT treatment sample actually
completed the program.

TOT ANALYSIS RESULTS
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Table 6 shows the means for the control and treatment groups on each of the outcome variables, at
baseline, midline and endline. The youth included in the midline sample are the same that are included in
the panel baseline-endline sample, minus the youth who could not be reached at midline. In the
regressions, we compare only baseline and endline YSET scores, excluding midline.

We ran difference-in-differences regressions on each of the main outcomes using four different models
(Table 5), and in the final column in the table below we report the coefficients and standard errors for
the third model (with random effects, clustered standard errors and community dummies). The results
with the other models are very similar to the ones reported here, both in terms of coefficient sizes and
level of statistical significance.

The differences between control and treatment are statistically significant for the “mean number of risk
factors” and “four or more risk factors” outcomes, and scales F and T. On average, treatment youth
experienced a 34 percent reduction in their mean number of risk factors from baseline to endline (from
5.12 to 3.37), and control youth experienced a 26 percent reduction (from 5.09 to 3.75). The coefficient
for the “mean number of risk factors” outcome tells us treatment youth experienced a reduction that is
0.418 points larger (in the YSET scale) than that of the control group. The reduction in the share of
treatment youth who are “eligible” (four or more risk factors) was 9.3 percent larger than the reduction
for the control group. In the F scale, the share of treatment youth who reduced risk in this scale was nine
percent greater than that of the control group. In the T scale, the share of treatment youth who reduced
risk in this scale was 10 percent greater than that of the control group.
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Table 6: Difference-in-differences for the second, third and fourth set of outcomes for the TOT

sample
Means Coef.
Baseline Midline Endline B-E
C T C T C T Diff-in-
(n=499) (n=230) | (n=451) (n=224) | (n=499) (n=230) diff
i N o
Mean Number of Risk 5.09 5.12 416 3.97 375 337 | 0418
Factors (0.19)
) -0.093%*
Four or More Risk Factors 0.93 0.94 0.57 0.54 0.50 0.43 (0.04)
B: Weak Parental -0.070
Monitoring 0.45 0.43 0.41 0.41 0.44 0.36 (0.05)
. . 0.005
C: Critical Life Events 0.61 0.62 0.45 0.47 0.39 0.40 (0.05)
. . . -0.069
DE: Impulsive Risk Taking 0.75 0.81 0.57 0.54 0.47 0.46 (0.05)
. . -0.041
EG: Risky Behaviors 0.37 0.37 0.27 0.28 0.22 0.18 (0.04)
. N -0.090*
F: Guilt Neutralization 0.8I 0.78 0.66 0.62 0.63 0.51
(0.05)
. -0.025
G: Negative Peer Influence 0.39 0.37 0.38 0.34 0.35 0.30 (0.05)
. 0.007
H: Peer Delinquency 0.49 0.44 0.39 0.37 0.34 0.30 (0.05)
IJ: Self-Reported -0.037
Delinquency 0.74 0.74 0.57 0.53 0.48 0.45 (0.05)
T: Family Antisocial -0.098%**
Influence 0.48 0.56 0.46 0.41 0.43 0.41 (0.05)

Note: *** p<0.01, ** p<0.05, * p<0.I
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Table 7 shows the results for another set of outcomes: average scores on each scale. Scale F has strong
results, with statistically significant results both in the average scores in
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Table 7, and share of youth at risk in Table 6. The reduction in average scores in scale F was 0.112 points
larger for the treatment group than the control group. The other scale that has statistically significant results
for average scores is DE, in which the reduction in average scores was 0.16 points larger for the treatment
group than the control group.
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Table 7: Difference-in-differences for the first set of outcomes for the TOT sample

Means Coef.
Baseline Midline Endline B-E
(n=§99) (n=-;30) (n=§50) (n=12-24) (n=§99) (n=-;30) Diff-in-diff

'_;\_e:;':; f;"(’l"/lean ; 2.38 2.41 2.25 221 215 215 '(?)"325(;
;::;:’;::;:::Z’n ) 215 2.12 2,06 2.02 2.14 .98 -(?)'.:)?3;
(CCOCJ";')“" Life Events | 4, 3.87 327 337 3.06 3.13 '(?)"?Z?
?fk"n ";”(;'Jl::‘; )R“k 3.33 3.43 3.05 3.02 2.91 2.85 -(:bl.gg:*
(Eg) J:’:)k" Behaviors 2.10 2.03 .63 1.59 1.35 .12 '(%'_:67;’
F: Guilt -0.112%
Neutralization 2.94 2.92 2.76 2.72 2.75 2.62
(Mean) (0.06)
iﬁ:"’;mz:t)"' 2.35 227 228 227 2.30 222 '(?,'_2'6;
'(:;‘Za:‘;”k“' Family 257 248 2.59 258 2.54 2.54 ?6?0889)
i‘;::ﬁ::“;;’: ::; 1.95 1.87 1.96 | .84 191 1.75 -((c))'.(c)):;)‘
:'I'w::)' Delinquency 1.90 1.86 1.73 1.70 .69 1.66 ?(;?0062)
g:efiflls;’:i’:;r:::iunt) 451 457 4.08 3.79 3.50 3.20 (gff;
’7; ;:;:’c':' ?s":r':;’Ci a1se9 5.90 5.8 5.60 5.76 5.53 -((c))',zzi‘;

Note: *¥* p<0.01, ** p<0.05, * p<0.I

The following charts include the questions from the two scales that had statistically significant results in
their average score changes: DE and F. In Scale DE, youth are asked questions about impulsive risk taking,
and how strongly they agree or disagree with each statement. In Figure 10 and Figure || we can see that,
while both the treatment and control group show improvements between baseline and endline, the
treatment group improved more, particularly in the share of youth selecting the answer “strongly
disagree.” Also, the share of treatment youth selecting “strongly agree” always goes down, while for
control youth it stayed the same in the second question and went up in the first question.
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Figure 10: Scale DE: Youth preference for impulsive risk taking
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Figure | |: Scale DE: Youth comfortability with negative consequences of impulsive risk tasking
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In Scale F, youth are prompted with statements about guilt neutralization and asked whether they agree
or disagree with that statement. The statements involve lying, stealing and using physical violence. Again,
we see that the share of youth selecting “strongly disagree” increased more for the treatment group than
the control group. Also, we see that more youth in general are comfortable with lying (Figure 12) or using
physical violence (Figure 14), than they are comfortable with stealing (Figure |3). Much smaller shares of
youth in general agree that it is okay to steal from somebody who is rich or to steal from a store.

Figure 12: Scale F: Youth comfortability with lying
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Figure 13: Scale F: Youth comfortability with stealing
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Figure 14: Scale F: Youth comfortability with using physical violence
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TOT ANALYSIS RESULTS WITH MATCHING

To account for the imbalance found in the TOT sample (see ANNEX Ill: BALANCE TESTS for the
balance tables), we also ran the TOT analysis on a matched sample of treatment and control youth. More
details on the matching technique used can be found in the Methodology section. The results are less
positive overall for the program with the matched sample, with no statistically significant differences
between treatment and control for the “mean number of risk factors” and “four or more risk factors”
outcomes. Nevertheless, Scales F and DE retained their level of statistical significance and got slightly
larger coefficients in the matched TOT sample. The full results are located in
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ANNEX V: ADDITIONAL YSET SURVEY RESULTS.

Null results can occur due to an evaluation being underpowered, so we calculated the ex-post MDE on
all YSET outcomes. The MDE tell us what the smallest effect is, in terms of standard deviations of each
outcome, that was detectable considering the level of power and statistical significance chosen. With 80
percent power at a significance level of 0.05, we used the following formula to calculate MDE:'

MDE = 2.8 x SE(#)

The ex-post MDE of the matched TOT and TOT samples contribute to the interpretation of the results,
especially the null results. The MDE provides a way to distinguish between null effects that may be
associated with small changes and null effects that may point to an indeterminate relationship. Table 8
shows the control group mean at baseline for each of the outcomes, along with the MDE for that outcome,
for the two TOT samples. For the outcomes “mean number of risk factors” and “four or more risk

factors,” we have enough power in both samples to determine whether the coefficients we estimated (see
Table 34 and Table 35 in

14For an example of an academic paper that calculates ex-post MDE the same way and for the same reason, see Haushofer and
Shapiro, 2016.
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ANNEX V: ADDITIONAL YSET SURVEY RESULTYS) were statistically significant. In other words, the
lack of statistical significance in the matched sample for those two outcomes is not the result of a lack of
power, and we can be confident that there is no significant difference between treatment and a matched
control group. For some of the scales, the coefficients are smaller than the MDE, but those coefficients
are quite small (meaning that they indicate a very small difference between treatment and control). Our
conclusion is that we should not be concerned about power in these results, including in the matched
sample for the main outcomes of “mean number of risk factors” and “four or more risk factors.”
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Table 8: Ex-post MDE for YSET indicators

Matched TOT TOT

Control MDE | Control MDE

Mean at Mean at

Baseline Baseline

(n=301) (n=499)
Mean Number 5.11 0.223 5.09 0.173
Four or More Risk Factors 0.94 0.042 0.93 0.033
A: Anti-Social Tendencies (Mean) 2.35 0.084 2.38 0.065
B: Weak Parental Monitoring (Mean) 2.12 0.126 2.15 0.098
C: Critical Life Events (Count) 3.75 0.219 3.71 0.170
DE: Impulsive Risk Tasking (Mean) 3.35 0.108 3.33 0.084
EG: Risky Behaviors (Count) 2.00 0.311 2.10 0.242
F: Guilt Neutralization (Mean) 2.92 0.087 2.94 0.068
FSH: Horizontal Family (Mean) 233 0.100 2.35 0.078
FSV: Vertical Family (Mean) 2.57 0.137 2.57 0.107
G: Negative Peer Influence (Mean) 1.96 0.145 1.95 0.113
H: Peer Delinquency (Mean) 1.88 0.102 1.90 0.079
1J: Self-Reported Delinquency (Count) 4.35 0.515 451 0.400
T: Family Antisocial Influence (Sum) 6.04 0415 5.89 0.322

HETEROGENEOUS TREATMENT EFFECTS

We ran a heterogeneous treatment effect analysis on the full TOT sample to check if there are statistically
significant differences in risk reduction by group. Specifically, we explored if the intervention had different
effects based on: (1) age (14 and under, or over 15 years of age), (2) gender (male or female), (3) school
status (in or out of school at the time of the survey), (4) risk level (higher risk at six or more risk factors
in the YSET modules, or lower risk at five or fewer risk factors), and (5) country. We ran the analysis at
the 90 percent confidence level and with the preferred model of random effects, clustered standard errors
and community dummies. We should note that the sample sizes of these subgroups are only large enough
to confidently detect large heterogeneous effects.

Figure 15 provides estimates of the heterogeneous effects of these five factors using the full TOT sample,
which we have used because of the greater number of observations. The numbers presented in the figure
are based on several statistical models, each testing the interaction between treatment and the selected
variable. In the case of country, for example, the model tells us the extent to which the intervention has
a different effect in Guyana or St. Lucia as compared with St. Kitts and Nevis, which is not pictured in the
figure as it is the point of comparison. Just like for the main results, negative coefficients indicate a greater
reduction in risk for that group vis-a-vis its comparison group. The “Mean number of risk factors” figure
illustrates that treatment in Guyana has a one-point reduction in risk on a zero to nine scale compared
with St. Kitts and Nevis, and this difference is statistically significant. (We should note, however, that this
difference is not statistically significant with the matched data.) The other coefficients that show greater
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reductions in risk are: |) the mean score in the A and B scales for the over |5 years of age group, the
out-of-school youth, and Guyanese youth, in comparison with youth from St. Kitts and Nevis; 2) for the
mean score in the DE scale for and Guyanese and St. Lucian youth in comparison with St. Kitts and Nevis.

Figure 15: Differences in risk reduction by group using the full TOT sample
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Out-of-school youth experienced larger treatment effects than youth in school for the mean scores in
scales A, B, DE and FSV (the last one is reported in
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ANNEX V: ADDITIONAL YSET SURVEY RESULTS). These include three out of four scales that the
intervention focused on during the first six months (namely, A, B, FSH and FSV). These results suggest
that the intervention may have been more effective for out-school-youth. However, we also note that a
larger share of out-of-school youth are present in Guyana compared to the other countries, particularly
in comparison with St. Kitts and Nevis. So it may be that a more effective intervention in Guyana helped
the out-of-school youth coefficients become larger and statistically significant, or instead it may be that
the intervention is more effective for out-of-school youth and that helped the treatment coefficients
become larger and statistically significant for Guyana. Our sample is not large enough to look at differences
between youth that are in or out of school in each of the countries, to help us decide whether one of
these caused the other.

These were the outcome variables where we saw the largest number of statistically significant differences,
and the most interesting results. In
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ANNEX V: ADDITIONAL YSET SURVEY RESULTS, we also include a chart with statistically significant

results in four other outcome variables.

MOTHER AND FATHER MODULES

During qualitative fieldwork, the Sl researchers heard from family counselors and youth that there was an
effort being made on the part of counselors to reach out to fathers and include them in the counseling.
Some treatment youth then reported to us that their previously absent fathers were getting more
involved. Given that treatment and control youth were asked specific questions about their relationship
with their mother/stepmother/female guardian, and their father/stepfather/male guardian, we decided to
examine this quantitatively.

Using the full TOT sample, we found that at both baseline and endline, almost all youth reported having a
mother/stepmother/female guardian. We do, however, observe a slight increase in the percent of
treatment youth who report the presence of a father/stepfather/male guardian, while the percentage of
control youth who reported having a father/stepfather/male guardian decreased from 92 percent at
baseline to 87 percent at endline. Nonetheless, this difference-in-differences was not found to be
statistically significant at the 90 percent confidence level.

Figure 16: Share of youth reporting they have a mother/stepmother/female guardian, and a
father/stepfather/male guardian (n=729)

o 100%
100% 98, 99%
° 98%
92%
90% 9
88% 89%
80%
baseline endline baseline endline
Mother Father

M control M treatment

Youth who responded “yes” to the previous question were then asked about their relationship with said
caregiver. There are no visible differences between control and treatment regarding their relationships
with their mother (see ANNEX VIII: ADDITIONAL CHARTY).

For the questions concerning fathers, however, there is one interesting difference between treatment and
control youth. While the share of control youth answering “Never” to the following questions remains

48



the same or even increases in some instances, the share of treatment youth who select “Never” decreases

over time for every question. The overall trend for the “Always” and “Often” answers is similar for the

treatment and control groups over time.

Figure 17: Questions concerning the relationship with father/stepfather/male guardian (n=660)
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Figure 18: Questions concerning the relationship with father/stepfather/male guardian (n=660)
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FINDINGS BASED ON THE CAREGIVER
SURVEY

The CFYR Family Matters program aims to help families better protect and guide youth by providing
structured family counseling to youth and their families. Both caregivers and youth regularly meet with
counselors and are provided with tools to improve family dynamics and youth behavior in order to effect
change within the household. Through the program, family members are expected to interact more
frequently, communicate more effectively, make joint decisions more regularly, demonstrate a stronger
sense of family pride, and exhibit a stronger reliance on community networks for support. While the
program’s ultimate goal is to improve youth behavior and outcomes, the pathway for change is through
both the youth and his/her family members. As such, we examine the impact of the program on not only
youth but on their caregivers as well. This section defines the caregiver outcomes of interest and explores
the main results of the caregiver analysis, as well as ancillary results including heterogeneous treatment
effects, an assessment of family dynamics and family type risk determinant analysis.

OUTCOMES OF INTEREST

The caregiver surveys for baseline and endline can be found in the supplementary Annex IX. The caregiver
survey is a tool uniquely created for this evaluation. The questions draw from the YSET modules and/or
capture outcomes expected to be generated by the program. The instrument was revised, pre-tested and
piloted prior to implementation. Additional cleaning and internal checks were conducted to review
questions to determine if any were problematic.

The survey questions are divided into modules focused on specific topics, and we used multiple questions
on a given topic to construct a series of indices that could have potentially been impacted by the
intervention. For ease of interpretation, in most cases the outcomes are simple additive indices, in which
questions with similar answer scales were added together. In one case, we used a factor analysis (i.e., for
a scale based on select questions from the Family cohesion index), and we used an average to calculate an
index about how informed caregivers are of youth behavior and relationships. Caregiver outcomes of
interest are:

|I. Extended family cohesion index: Sum of Likert scale variables of how often youth visits any
family members, calls any family members, and how often family members share family traditions.

2. Family cohesion index: Factor of Likert scale variables of the extent to which the respondent
agrees that family members are involved in each other’s lives, family members feel very close,
family members are supportive during difficult times, family members can calmly discuss problems
with each other, when angry, family members seldom say negative things about each other; and
of Likert scale variables of the extent to which respondents are satisfied with the quality of
communication between family members, family’s ability to resolve conflicts and the amount of
time spent together as a family.

3. Family consensus index: Sum of Likert scale variables of how often caregiver disagrees on how
to raise or discipline youth; how often caregiver talks badly about other caregiver; and how often
caregiver argues or fights in front of youth.
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Parenting locus of control index: Sum of Likert scale variables of caregiver agreeing that children
will get into trouble no matter what their parents do; the conditions in this community prevent
caregiver from keeping his/her children out of trouble; parents can have a major influence on their
kids; and it is primarily the caregiver’s responsibility to keep his/her children out of trouble.

Improvement self-evaluation: Sum of Likert scale variables of caregiver agreeing that in the
last 12 months, he/she has improved as a parent and in the last 12 months, his/her influence on
his/her children has increased.

Caregiver presence index: Sum of continuous variables of the number of days per week the
caregiver sits down to eat together with child; the number of days per week the caregiver helps
child with schoolwork; the number of days per week the caregiver does something fun as a family
with the child; and the number of days per week the caregiver does something religious as a family
with the child.

Informed parent index: Average of Likert scale variables of how often child tells parent when he/she
goes out, how often caregiver knows where child is when child is not at home or school, how often
the caregiver knows who child is with when child is not at home or school, how often the child lets
another adult know where he/she is if he/she does not let the caregiver know where he/she is.

Parental authority index: Sum of Likert scale variables of how often there are consequences
if family rules are broken, how often the child listens to the caregiver when the caregiver has
something important to say, how often the caregiver listens to the child when the child has
something important to say, and how often the child and caregiver are able to talk and solve their
problems, how often the caregiver has other adults he/she can count on to help raise the child
and how often the caregiver is proud of the child.

Youth behavior and relationships index: Sum of when caregivers answer yes to whether
they believe their child inhaled (sniffed, smoked or drank) drugs or substances that make you
“high”, skipped classes at school without an excuse or permission, lied about his/her age to get
into some place or to buy something, purposely damaged or destroyed property that did not
belong to him/her, carried a hidden weapon for protection, stolen or tried to steal something
valuable, broken into a building to steal something, hit someone with the purpose of hurting
him/her, attacked someone with a weapon, used a weapon or force to get money or things from
people, been involved in group fights, been involved in gang fights, sold marijuana and illegal drugs.

For the extended family cohesion index, family adaptability and cohesion scale, family consensus index,

parenting locus of control index, improvement self-evaluation, caregiver presence index, informed parent

index, and parental authority index, the variables are reverse coded so that higher, positive values

represent improved caregiver outcomes. For the youth behavior and relationships index, lower, negative

values represent improved outcomes.

MAIN RESULTS OF THE TOT ANALYSIS

In accordance with the pre-analysis plan and to account for a slightly unbalanced sample, we run the
analysis on the ITT, TOT, and matched TOT samples. We run the analysis on four models for each sample
including a simple difference-in-differences regression, a random effects model with clustered standard

errors, a random effects model with clustered standard errors and community dummies, and a fixed
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effects model with clustered standard errors. The models used to analyze the caregiver survey are the
same as the models used to analyze the YSET (see Table 5). We find minimal differences across samples
and models and include results of the simple difference-in-differences model and random effects with

clustered standard errors model in ANNEX VII: ADDITIONAL CAREGIVER SURVEY RESULTS.

The primary effects of the Family Matters program on caregiver outcomes are displayed in Table 9. The
table compares treatment and control households in the TOT caregiver sample, so the treatment group
includes all caregivers of youth who were randomized to treatment, were offered, took up and completed
the program. Column | reports control means at baseline. Column 2 reports treatment means at baseline.
Column 3 reports control means at endline. Column 4 reports treatment means at endline. Column 5
reports the treatment effect and standard error from the difference-in-differences regression with random
effects, clustered standard errors and community dummies, which is our preferred model.

Unlike the YSET, we observe very little change between baseline and endline for either the treatment or
the control caregivers. The effects of the program on caregiver indicators are small and not statistically
significant. The model yields virtually the same results as the other three models we ran, as seen in

ANNEX VII: ADDITIONAL CAREGIVER SURVEY RESULTS. Directionally, most results are not

moving in the hypothesized direction; however, in all cases the indicators are close to zero.

Table 9: Difference-in-differences for the first set of outcomes, including false positives, for TOT

Means Coef.
Baseline Endline B-E
C T C T cpp s e
(n=470)  (n=225) | (n=470) (n=225) | Diff-in-diff
Extended Family -0.073
Cohesion Index ? R ) ik (0.29)
Family Cohesion Index -0.04 -0.03 -0.04 -0.03 -((())c())?;())
Family Consensus Index 5.7 6 5.7 5.9 -(%gz;
Parenting Locus of -0.096
Control Index 13.5 13.5 13.4 13.3 (0.20)
Improvement Self- 0.014
Evaluation 83 85 84 86 (0.13)
Caregiver Presence -0.425
Index I 1.6 10.3 10.5 (0.59)
Informed Parent Index 4 4 4.1 4 0.142
’ (0.09)
Parental Authority Index 21.7 22.1 21 21.1 0.331
y : : : (0.38)
Youth Behavior and 0.013
Relationships Index 4/ v s U (0.12)

Given these results, there is little evidence that the Family Matters program meaningfully improves family
dynamics or caregiver experiences with youth over the course of the year-long program. Caregivers
randomized to treatment in the Family Matters program have similar experiences with their children as
those caregivers who were randomized to control. Some caregiver indicators show discrete
improvements while others show declines, and no indicators show statistically significant results. Thus,
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the empirical evidence fails to prove that caregivers’ management of their households and experiences
with youth are improved by the Family Matters program.

Treatment caregivers may decline or remain largely unchanged for a number of reasons from baseline to
endline, in contrast with the aim of the intervention. Two complementary theories emerged from our
qualitative research to explain this phenomenon. First, caregivers may not be aware of or admit problems
at baseline. By endline, however, treatment caregivers have been given the tools to identify and verbalize
problems within their household. Thus, their increased awareness of problems translates to a decline in
the measurable effects of the program. Second, older children may be treated differently, affecting the
caregivers’ perspective of the relationship between parent and child. Youth are one or two years older at
endline than at baseline. As children get older, we heard from counselors that caregivers begin giving them
more independence. That may explain why both treatment and control caregivers decline on the caregiver
presence index from baseline to endline.

EX-POST MINIMUM DETECTABLE EFFECT
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Table 10 reports ex-post MDE calculations for caregiver indicators. Column | shows the baseline mean
for control caregivers in the matched TOT sample across each indicator. Column 2 reports the minimum
detectable effect that the random effects model would reveal using the matched TOT sample. Column 3
shows the baseline mean for control caregivers in the TOT sample across each indicator. Column 4
reports the minimum detectable effect that the random effects model would reveal using the TOT sample.

We want to know if either sample would enable us to capture statistically significant results given the
coefficients that we see in the main results. The MDE on parental authority is smaller than the coefficient
on parental authority, pointing to the likelihood that the program does not impact caregivers’ parental
authority. For the remaining caregiver outcomes, the MDEs are larger than the coefficients on the results.
Six of the eight remaining coefficients have an absolute value of less than 0.10 which would mean that even
if evaluation was powered to capture such results, they would be quite minimal. Caregiver presence index
and informed parent index have slightly larger, though negative, coefficients that the evaluation would not
be able to capture. Overall, though not smaller in magnitude than many of the resulting coefficients, the
MDEs are quite small compared to the means for each outcome, meaning we would be able to capture
effects that would express a meaningful relationship between the program and family outcomes.
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Table 10: Ex-post MDE for caregiver indicators

Matched TOT TOT

Control MDE | Control MDE

Mean at Mean at

Baseline Baseline

(n=293) (n=470)
Extended Family Cohesion Index 8.8 0.39 9 0.33
Family Cohesion Index 0.017 0.11 0.04 0.10
Family Consensus Index 5.5 0.37 57 0.32
Parenting Locus of Control Index 13.5 0.25 13.5 0.21
Improvement Self-Evaluation 8.3 0.21 83 0.16
Caregiver Presence Index I 0.86 I 0.70
Informed Parent Index 39 0.13 4 0.11
Parental Authority Index 21.6 0.41 21.7 0.35
Youth Behavior and Relationships Index 0.7 0.15 0.7 0.13

HETEROGENEOUS TREATMENT EFFECTS

The impact of the Family Matters program on the caregiver outcomes of interest may vary by group.
Programmatically, such varied impacts may inform improved program targeting, and more generally, varied
impacts help us interpret the overall results. As above, to understand variation in how different groups
respond to Family Matters, we examine potential differences in program effects by 1) age group, 2) gender,
3) school enrollment status, and 4) country.

Figure 19 presents differential program effects on family consensus, caregiver presence and informed
parent indices by varied groups, decomposed by these factors. There are some differential effects based
on age, education and geographic location. We find a greater treatment effect in Guyana on building family
consensus than in St. Kitts and Nevis, which is statistically significant at the 95 percent level. We also find
a greater treatment effect on caregivers in St. Lucia in terms of caregiver presence as compared with St.
Kitts and Nevis, which is statistically significant at the 99 percent level. Caregivers whose youth is over 15
years old and caregivers whose youth are out of school, on average, experience a greater treatment effect
on the informed parent index than those whose youth is under 15 years old and those whose youth are
in school. These differences are statistically significant at the 95 percent level.
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Figure 19: Heterogeneous treatment effects on Family Consensus Index, Caregiver Presence Index,
and Informed Parent Index

[ Family Consensus | | Caregiver Presence |
049 1.34
et —— —
Over 15 -
0.57 q36
Male — o
Not in school 135 0
Guyana 2.15 2.09
S R 2P
St. Lucia 0.31 4.32
e — — —
T T T T T T
-2.00 0.00 2.00 400 -5.00 0.00 5.00 10.00

Informed Parent
049

Over 15
-0.p2
Male - ‘
Not in school —035—
Guyana .09
St. Lucia -0.46
— e
T T T
-1.00 0.00 1.00 2.00

® FamConsage ® FamConsgen
® FamConssch ® FamConscou

ASSESSMENT OF FAMILY DYNAMICS

While the indices are helpful from an evaluation perspective, they do not convey much information about
the status of family dynamics nor provide a detailed picture of how these factors may or may not be
changing overtime. To better illustrate the findings, as above with the YSET, we present the family
cohesion index in greater detail. Many of the changes that could presumably be generated by the
intervention occur at the level of family functioning and relationships, but these changes may not
necessarily be reflected in explicit changes in youth attitudes and behaviors. Instead, changes in family
communication and interpersonal relationships are likely to be reflected in Family cohesion index, which
includes questions about the characteristics of family relationships, the family’s ability to navigate
challenges, and other aspects of family cohesion. To assess these changes, we analyze differences between
responses to questions that comprise the Family cohesion index.

Figure 20 and

Figure 21 depict caregiver responses to Likert scale questions that comprise the Family cohesion index.
Figure 20 shows to what extent caregivers agree that family members are involved in each other’s lives,
feel close to each other, are supportive of each other during difficult times, can calmly discuss their
problems with each other, and rarely say negative things about each other. Figure 21 illustrates caregiver
satisfaction with the quality of communication between family members, the family’s ability to resolve
conflicts, and the amount of time spent together as a family.

In comparing baseline and endline responses, caregivers in both the control and treatment groups were
more likely to report that they strongly agreed with the statement “family members are involved in each
other’s lives” at endline (from 32 percent of control respondents and 36 percent of treatment respondents
to 36 percent and 39 percent, respectively). However, in both groups, the overall levels of agreement and
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disagreement did not significantly change. In the control group, the percent of caregivers who either agreed
or strongly agreed with this statement only shifted from 87 percent to 88 percent, and in the treatment
group, the shift was similarly small, increasing only by one percentage point from 88 percent to 89 percent.
Interestingly, when asked to what extent they agreed with the statement “family members are supportive
of each other during difficult times,” the responses of caregivers in the control group remained largely
unchanged, while the responses of those in the treatment group reflected less intensity of agreement at
endline compared to baseline. At baseline, a relative majority of caregivers (44 percent) reported strong
agreement with this statement, but at endline only 39 percent reported the same. Instead, it was more
common for respondents to report that they just “agreed” at endline (47 percent), which reflects an
increase of six percentage points from baseline.

A similar shift occurred when caregivers were asked about the extent to which they agree with the
statement “family members can calmly discuss their problems with each other.” Again, we see little to no
changes in the control group (other than three percent of respondents changing their answer from
“disagree” to “strongly disagree”), but we see a marked shift in the treatment group, with less instances
of respondents indicating they “strongly agree” and more reporting that they just “agree.” As shown in
Figure 20, at baseline, 47 percent of respondents in the treatment group said they agreed with the
statement and 25 percent said they strongly agreed. By endline, the number of respondents who agreed
increased to 55 percent, and the number who strongly agreed dropped to |19 percent. However, despite
this dip in enthusiasm, the treatment group also saw less overall disagreement with the statement at
endline. At baseline, 18 percent reported they either strongly disagreed or disagreed with the statement,
but at endline, this number decreased to 14 percent. Instead, there was an increase in the number of
respondents in the treatment group who neither agreed nor disagreed with the statement from baseline
to endline (from 10 percent to |3 percent).
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Figure 20: Characteristics of relationships among family members
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When asked about their satisfaction with the level of communication between family members, in both
control and treatment groups, caregivers were more likely to report they were either “extremely satisfied”
or “very satisfied” at endline compared to baseline (from 50 percent of control respondents and 51 percent
of treatment respondents to 55 percent and 54 percent, respectively). However, the two groups were
dissimilar in terms of their responses at the other end of the scale. As shown in Figure 21, the number of
respondents who were dissatisfied decreased in the control group from baseline to endline (22 percent to
18 percent) but increased in the treatment group over the same period (20 percent to 22 percent).
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Figure 21: Caregiver satisfaction with elements of family cohesion
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From the caregivers’ perspective, it does not appear that family dynamics have changed significantly since
baseline. However, among caregivers in the treatment group, there is a more noticeable trend of
responses shifting from a more positive tone to a more negative one (i.e., “strongly agree” to. “agree,”
“somewhat dissatisfied to “very dissatisfied”). During qualitative fieldwork, counselors mentioned that
initially many families are reluctant to see or admit they have problems with their children. For example,
caregivers originally did not think it was a problem to not know where their children are. As they move
throughout the program, however, they gradually start to see these as problems. As a result of this change
in perspective, they may be more aware of their challenges and more likely to report them at endline,
even if improvements have been made, which can explain the downward shift in agreement and satisfaction
with measures of family cohesion seen in the treatment group.

CAREGIVER RESPONSES TO YOUTH BEHAVIOR

A key caregiver behavior that counselors sought to change was caregivers’ responses to challenging family
situations, such as their child being rude or misbehaving. The goal is for caregivers to adjust their response
away from physical or verbal violence and toward dialogue with the youth. To gauge caregiver response
and behavior, we posed a series of scenarios to treatment and control caregivers. Scenarios were only
included in the endline survey, so we cannot compare caregiver changes over time. The idea for these
scenarios emerged from our research trips to the three countries, in which we conducted focus group
discussions with youth and separately with caregivers, and interviewed family counselors and other key
stakeholders. After hearing about the types of situations that caregivers found challenging and learning
that counselors were working with them to improve their response, we designed these two scenarios to
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try to detect differences in response between treatment and control caregivers. These conversations
illuminated the fact that the baseline caregiver survey did not capture behaviors that counselors were
working with families to improve, so the additional questions and results supplement the main findings.

Figure 22, Figure 23, and Figure 24 report caregiver responses to each scenario disaggregated by treatment
and control. In the first scenario, caregivers are asked what they would do if they returned home after
asking their child to do their chores, only to see that the chores have yet to be done. The relative majority
of both treatment and control caregivers would ask about the chores. Treatment caregivers are more
likely to ask youth about the chores and less likely to yell at the youth than control caregivers. However,
three percent of treatment caregivers respond that they would lash or hit their child as opposed to one
percent of control caregivers.

Figure 22: Caregiver response to scenario where youth did not do chores
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The next scenario asks what the caregiver would do after hearing from a neighbor that they saw the youth
skipping school or work and smoking marijuana. The majority of both treatment and control caregivers
would ask the youth what happened, but seven percent more treatment caregivers than control caregivers
would ask the youth what happened. One more percent of treatment caregivers would lash or hit the
youth than control caregivers, but the percentage of each who said they would lash or hit the child is low
(seven and six percent, respectively).
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Figure 23: Caregiver response to scenario where neighbor reports that youth skipped school or
work to smoke marijuana
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Finally, we ask caregivers what step they would take next (after their initial response to their youth regarding
skipping school or work and using marijuana). The relative majority of both treatment and control caregivers
would call a family meeting to discuss the incident, but two percent more treatment caregivers respond that
they would take this approach than control caregivers. Fewer treatment caregivers than control caregivers
would either lash or hit the child or yell at the child than control caregivers.
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Figure 24: Caregiver response about what he or she does next after the prior scenario
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While these results do not definitively point to the program impacting caregiver behavior, they are
encouraging. Even though the differences are often slight, more treatment caregivers than control
caregivers seek to communicate with their child regarding behavior problems and fewer respond violently.
Such results could mean that the program provided caregivers with sound rationale for using dialogue as
a means to remedy disputes with their children and provided them with the tools to do so.

FAMILY RISK DETERMINANT ANALYSIS

We explore how family structures relate to risky behaviors in youth to better understand program
targeting and take up. This is not part of the evaluation per se, but rather an exploratory analysis to better
understand the nature of risk in the targeted countries. Specifically, we consider four family types: nuclear
families where both a mother and father are present; single father households where only a father is
present, single mother households where only a mother is present; and households where neither a
mother nor father are present (most children with no parents do have some adult caregiver in the
household, most often a grandmother). At baseline, there were 276 nuclear families, 85 single father
households, 520 single mother households and 121 households with neither a mother nor father.

To examine relationships between family type and youth risk, we run a regression of risk factor on nuclear
family with dummy variables for single father, single mother and no parents at baseline. Table Il shows
relationships between family types and youth risk factors. Column | reports the coefficient and standard error
of risk factors on single father compared to nuclear family. Column 2 reports the coefficient and standard error
of risk factors on single mother compared to nuclear family. Column 3 reports the coefficient and standard error
of risk factors on no parents compared to nuclear family. Column 4 reports the R-squared value, or the
proportion of the variance of the risk factor explained by family types.
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Family structure is generally not a statistically significant predictor of overall risk or specific risk factors. While
few differences are statistically significant, the direction of the coefficients do reveal some trends. Children in
households where both parents are present appear least risky. Children from single mother households are
more likely than children from nuclear households to score at risk on six of the || measures of risk than
children in non-single mother households. Children from single father households are more likely to score at
risk on seven of the | | measures of risk than children in non-single father households. Two of these differences,
peer delinquency and family anti-social influence, are statistically significant at the 90 percent and 95 percent
level, respectively. Children from households without a mother or father appear riskiest and are more likely
to score at risk on nearly all measures of risk than children in dual parent households.

Table | I: Family risk determinant

Single Father Single Mother No Parents R-squared
(N = 85) (N =520) (N =121) q
Four or more -0.059* 0.011 0.014
) 0.006
risk factors (0.03) -0.02 (0.03)
Mean number 0.182 0.095 0.309*
. 0.004
of risk factors 0.19) 0.11) 0.17)
B: Weal 0.043 0.051 0013
parental Y e : 0.003
- (0.07) (0.04) (0.06)
monitoring
C: Critical life 0.049 0.047 0.061 0.002
events (0.06) (0.04) (0.06) '
DE: Impulsive -0.043 0.000 0.069 0.004
risk taking (0.06) (0.03) (0.05) )
EG: Risky 0.056 -0.015 0.046
. 0.003
behaviors (0.06) (0.04) (0.06)
F: Guilt -0. 1427k -0.042 -0.056 0.009
neutralization (0.07) (0.03) (0.05) '
G: Negative 0.000 0.009 0.003
peer : - - 0.000
influence (0.07) (0.04) (0.06)
H: Peer 0.123* 0.009 0.029
: 0.004
delinquency (0.07) (0.04) (0.06)
U Self- 0.047 0.047 0.055
reported 0 06 0 04 0 05 0.002
delinquency (0.06) (0.04) (0.05)
T: Family
L 0.134%* 0.108%** 0.094
antisocial 0.07) o i 0.010
influence ’ (0.04) (0.06)

Note: ¥** p<0.0l, ** p<0.05, * p<0.I
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YOUTH ASSESSMENT OF THE PROGRAM

Treatment youth were asked a series of questions about their opinion of their family counselor and the
Family Matters program in general. Despite the limited impact identified above, treatment youth generally
offer a very positive view of the counselors and the program.

With youth who started but did not complete the program, we asked them why, to which the most
common answer was “did not have time” (38 percent). Only nine percent said the program was not
working. The main reasons for not completing the program appear to be logistical and due to scheduling
issues rather than program dissatisfaction.

Figure 25: Treatment youth responses to the question ‘“why did you not complete the program?”’
(n=56)
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With youth who were invited but refused to participate in the program, we also asked why they refused. As
seen in
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Figure 26, a large majority of respondents selected “other” rather than the provided options, including lack of
time or disinterest in the program. The majority of those who coded other reported that they did not know
about the program. It is unclear if they cannot recall hearing about the program, if somebody else in the family
made the decision to decline participation, or if greater outreach could have been warranted. Caregivers were
the ones approached about participating in the program, and they or may not have discussed this with the
youth, which may explain why a large share of youth coded as “declined participation” report not knowing

about the program.
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Figure 26: Treatment youth responses to the question ‘“why did you not participate in the
program?”’ (n=109)
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Treatment youth who participated in the program were asked to rate their counselors along the caring,
trustworthy and knowledgeable scales. About three-fourths of the respondents gave their counselors the
highest rating of “good” on each of those categories.

Figure 27: Treatment youth responses to evaluating their counselors (n=295)
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When we asked treatment youth whether counseling has caused a change in their family or caregiver, 79
percent of youth said counseling had a positive change on their families and caregivers, while 20 percent
reported no change. When asked the same question about a change in themselves, a greater number (82
percent) reported positive changes.
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Figure 28: Do you think that the counseling has had a positive change, a negative change, or no
change on... (n=295)
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The majority (66 percent) of those who said there have been positive changes in their families/caregivers
reported that the family communicates better now. About 30 percent of youth reported each of the other
positive changes, including the family spending more time together, less fighting in the family, other family

members becoming more involved in the youth’s life, caregivers yelling less and treating the youth better,
and caregivers being more patient.

Figure 29: Positive changes youth have seen in their families/caregivers (n=235)
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63 percent of youth who said they have seen positive changes within themselves reported an improved
temper/attitude, and 47 percent reported better communication with the caregiver/family.
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Figure 30: Positive changes youth have seen in themselves (n=247)
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Most youth (86 percent) who participated in the program would recommend it to their friends, and 47
percent would strongly recommend it.

Figure 31: Whether youth would recommend the program to their friends (n=295)

= Strongly recommend ~ ® Recommend Do not recommend
To those who reported having friends who are also enrolled in the Family Matters program, we asked

whether they thought these friends were less likely to get in trouble now. More than half (54 percent)
said yes, 26 percent said no, and 20 percent said they did not know.
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Figure 32: Whether their friends who are also enrolled in the program are now less likely to get in
trouble at school or at home, because of the program (n=125)

mYes ®No = Don't know

Overall, the youth assessment of the program is quite positive. Most youth saw positive changes in
themselves and their parents/caregivers, rated their counselors highly, and would recommend the
program to others.

DIFFERENCE IN PROGRAM RECOMMENDATION BY GENDER,
AGE GROUP AND COUNTRY

We also checked whether there are differences across gender, age group or country. There are not
significant differences between males and females, nor between older and younger respondents, but when
comparing across countries, we find that respondents in St. Kitts and Nevis were less likely to recommend
the program. Figure 33 shows the share of youth respondents who said they would recommend the Family
Matters program to their friends by country (the answers “recommend” and “strongly recommend” were
aggregated for this chart). While 89 percent of youth in Guyana and St. Lucia said they would recommend
it to their friends, only 71 percent in St. Kitts and Nevis said so.

Not recommending the program does not seem to be a result of increasing risk levels from baseline to
endline (according to the YSET), as 19 percent of SKN youth whose risk increased said they would not
recommend the program, compared with 30 percent of those whose risk declined. We checked the other
program assessment questions to figure out where this country difference might come from, but we did
not find significant differences between SKN respondents and respondents from other countries in terms
of counselors’ ratings or the share of those who saw changes in themselves or their families/caregivers. It
is unclear exactly why respondents in St. Kitts and Nevis are less likely to recommend the program. Our
impressions during the midline qualitative research trips did not indicate that youth in St. Kitts and Nevis
were less satisfied with the program than in the other two countries.
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Figure 33: Share of youth respondents who would recommend or strongly recommend the program
to their friends, by country (n=295)
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CAREGIVER ASSESSMENT OF THE PROGRAM

We also asked treatment caregivers direct questions regarding their experience with Family Matters
counselors and how their family dynamics may have changed as a result of the program. Similar to youth
and despite the impact evaluation findings, caregivers generally evaluated the program well and perceived
it to be effective.

Figure 34 displays explanations for why caregivers who were offered to participate in the program failed
to complete the program. Most caregivers selected an answer outside of the answer choices provided,
reflecting the wide variation in how families make decisions. Unfortunately, we did not ask participants to
clarify the “other” reason as was done with the YSET; however, it seems reasonable to assume that it was
the same issue of unawareness of the program. The next most common answers concerned their
availability. 29 percent of caregivers dropped out of the program because it was difficult to schedule
meetings and 27 percent dropped out because they did not have time to participate in the program.

Figure 34: Treatment caregiver’s responses to the question ‘“why did you not complete the
program?” (n=66)
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Figure 35 shows explanations for why treatment caregivers failed to complete the program or declined
to participate in the program from the beginning. 18 percent of caregivers declined to participate in the
program because they did not have time to participate in the program. Few caregivers failed to participate
in the program because they did not like or trust the counselor or the program, which tells us that
caregivers, at best, have a positive view of Family Matters, and at worst, a neutral view of the program.
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Figure 35: Treatment caregiver’s responses to the question “why did you not participate in the
program?”’ (n=73)
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Figure 36 shows caregivers’ evaluation of Family Matters counselors. The vast majority of caregivers (89 to 92
percent) rate the counselors as good across the scales of knowledgeable, caring, accessible and trustworthy.
One percent or fewer caregivers rate the counselors as poor across the scales of counselor characteristics.

Figure 36: Treatment caregivers’ evaluating their counselors across categories including
knowledgeable, caring, accessible and trustworthy (n=283)
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Figure 37, Figure 38, Figure 39, and Figure 40 reveal caregivers’ perspectives on positive changes the
program has had on their family and child. The majority of caregivers believe the program had a very
positive or positive change on both their child and family. 10 percent of caregivers saw no change in their
child or family, and one percent or fewer of caregivers saw a negative change in their child or family. While
the majority of all groups report that the program had a positive impact on their child or families, female
caregivers are slightly more likely to report positive changes than male caregivers. Caregivers from St.
Kitts and Nevis and Guyana are also slightly more likely than caregivers from St. Lucia to report positive
changes. The largest differences in opinions about the positive impact of the program exist among different
family types. Single father households are less likely than other household types to report a positive impact
of the program, with only 76 percent of caregivers from single father households reporting positive
impacts on the child or family as a whole. While these statistics imply a generally positive perception of
the program, the differences may point to a need to improve program targeting or tailoring for different
needs of different types of caregivers or families.
Figure 37: Do you think that the counseling has had a very positive change, positive change, a

negative change, or no change on... (n=283)
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Figure 38: Percent of caregivers who say the program had a positive effect on their family and/or
child disaggregated by gender, country and family type (n=283)
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Of caregivers who responded that they see a positive change in their families, 82 percent report that their
families communicate better; 51 percent report that the family spends more time together, and 40 percent
report that there is less yelling and fighting. Far fewer (25 percent or below) caregivers report that the
youth is more respectful, lets the caregiver know when he/she is going out, or get in trouble less.
Additionally, few caregivers (21 percent) report that other adults in the family are more involved in the
care for the youth.

Figure 39: Positive changes caregivers have seen on their families (n=254)
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Of the caregivers who responded that they see a positive change in their child, 69 percent report that
his/her temper or attitude has improved; 65 percent report that he/she communicates better. Fewer
caregivers (23 percent or below) reported that the youth has dropped friends who were a negative
influence, is less anxious or stressed, fights less often or not at all, has more friends or has started working.
Positive improvements within the family and child appear to center around communication and general
demeanor, as caregivers do not observe changes in risky behaviors.

Figure 40: Positive changes caregivers have seen on their child (n=250)

His/her temper/attitude has improved IETEEEEEEEEEE— 697
He/she communicates better with me/family T TETTEEEEEEEEE—— 657,
He/she lets me know when going out EEE————————— 349
He/she is doing better in school E——————— 30%
He/she has dropped friends who were a.. m——— 23%
He/She is less anxious/stressed ~m———— ) |%
He/she fights less often/not at all = 9%
Other mmm 7%
He/she has more friends mmm 7%
He/she has started working s 7%

0% 10% 20% 30% 40% 50% 60% 70% 80%

As noted above, this overwhelmingly positive perception of the program is not reflected in the program’s
impact on caregiver outcomes of interest. Across the caregiver outcomes, caregivers either do not
improve or improve by such a small amount that the changes experienced by treatment caregivers are
not significantly different from changes experienced by control caregivers.
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Figure 41 and Figure 42 show caregivers’ inclination to recommend the Family Matters program. 55 percent
of caregivers strongly recommend the program, and 40 percent of caregivers recommend the program.
Male caregivers and single father households are less likely to recommend the program than female
caregivers and other household types.

Figure 41: Whether caregiver would recommend the program (n=283)
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Figure 42: Percent of caregivers who would recommend the program disaggregated by gender,
country and family type (n=283)
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TARGETING ANALYSIS AND ATTRITION
YSET SURVEY ATTRITION

Out of the 566 youth who were randomized to treatment at baseline, 481 of them were re-surveyed at
endline. Therefore, the treatment sample lost |5 percent of youth due to survey attrition. Out of the 567
youth that were randomized to control at baseline, 499 of them were re-surveyed at endline. This means
that the control sample lost 12 percent of youth due to survey attrition. We examined if the youth lost
to survey attrition are any different from those who remained in the survey sample.
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Table 12 shows the results of a single regression of the binary variable attrition_survey (0=re-surveyed at
endline, |=dropped out of survey) on each of the youth characteristics and risk levels at baseline, with
coefficients and standard errors reported in each cell.'s Youth who dropped out of the survey were seven
percent more likely to be older than |5 at baseline, 15 percent more likely to be out of school, and had
higher scores in the overall YSET and in the EG — Risky behavior module.

I5 For a discussion of linear versus logistic regression when the dependent variable is a dichotomy, see Hellevik, 2009. We
decided to use linear regression here because of the intuitive meaningfulness of the results.
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Table 12: Results of a single regression of survey attrition on youth characteristics and risk level at
baseline (n=1,131)

Youth who dropped out of the survey

e oo
Over |5 years old (2_26(?; T;k
Not in school (2_:)5(;)::;
4 or more risk factors (:ggii)
Mean number of risk factors (.i(?:)?::;
Youth has a mother/stepmother/female guardian 5?600489)
Youth has a father/stepfather/male guardian 0017

(-0.034)
B: Weak parental monitoring (_%2)32‘:)
C: Critical life events (.%2)0232)
DE: Impulsive risk taking (_%(:)Zzls)
EG: Risky behavior ((_)000327:)
F: Guilt neutralization (_(2)(2:2'7)
G: Negative peer influence (_%2);72)
H: Peer delinquency (_(())(())22 1
IJ: Self-reported delinquency (:ggg:)
T: Family anti-social influence (_%%I;)

Note: Coefficient, standard error and level of statistical significance reported. * p<0.10, ** p<0.05, *** p<0.01

YSET PROGRAM ATTRITION

We also checked if there are statistically significant differences between: |) youth who completed the
program and youth who dropped out, and 2) youth who took up the program and youth who declined to
participate. It is important to note that since Family Matters is a family-based intervention, it is not only
the youth who decides whether or not to participate; a caregiver, representing the family, needs to provide
consent/agree that the entire family will participate. In order to run this analysis, we ran a single regression
of the binary variable dropped_out (0=completed treatment, | =dropped out) on youth characteristics and
risk levels at baseline, and we did the same for the binary variable declined_participation (0=took up
treatment, |=declined treatment). Table |3 shows the results of the single regressions on these two
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outcome variables. Youth aged |5 and above at baseline were nine percent more likely to drop out of the
program, and youth who reported being out of school at baseline were 24 percent more likely to drop
out of the program. The finding that out-of-school youth were more likely to drop out of the program is
concerning, considering that out-of-school youth are generally at a higher risk.

No other factors analyzed seemed to influence the likelihood of dropping out. Module |J: self-reported
delinquency is the only factor analyzed that predicts likelihood of declining to participate in the program.
Youth who scored at risk on self-reported delinquency were |2 percent less likely to decline participation
in the program. The difference is statistically significant at the one percent level.

We compare these attrition findings to those in the evaluation of the Los Angeles GRYD, from which the
Family Matters program is derived. The GRYD evaluation found that older youth (aged 13 to |5) and those
with more risk factors were less likely to graduate from the program (pp. 28-29 in Cahill et al, 2015).
Similarly, we have found that older youth (ages |5 and above) were less likely to complete the Family
Matters program. Risk factors as measured by the YSET do not appear to predict attrition in this study.
However, being out of school, which is also a measure of risk, did increase the likelihood of dropping out
of the Family Matters program. For GRYD, nearly all youth in the program were in school, so this variable
was not relevant in that context.
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Table 13: Results of a single regression of dropped_out and declined_participation on youth
characteristics and risk level at baseline

Dropped Out of Declined Participation
Treatment in the Program
(n=372) (n=467)
Male (%%0561 ) (:ggili;)
Over 15 years old ?_837;; (3)%137)
Not in school (2_3306::; (.(())(())26:;)
4 or more risk factors 0.088 P
(-0.099) (-0.076)
Mean number of risk factors (_%%zlsg) (:gg?z)
B: Weak parental monitoring (?00(;58) (_%%‘;57)
C: Critical life events (_%%7532) (:gg:;)
DE: Impulsive risk taking (-;)0.60632) (:ggi:)
EG: Risky behavior (:ggg;) (.%%Z))
F: Guilt neutralization (-%.?62) (_(())(()')3"177)
G: Negative peer influence (_%%5550 (_%%432)
H: Peer delinquency ((_)00352) (.(:)(:)(;87)
IJ: Self-reported delinquency (_%%25:;) -2(;1::;*
T: Family anti-social influence ((_)00;52) (:g?)i;)

Note: Coefficient, standard error and level of statistical significance reported. * p<0.10, ** p<0.05, *** p<0.0|

CAREGIVER SURVEY ATTRITION

82 caregivers who participated in the survey at baseline failed to participate in the survey at endline. We
determine if caregivers who dropped out of the survey are different than caregivers who remained in the
survey. Table 14 shows the results of the single regression of caregiver and youth characteristics and
outcomes at baseline on survey attrition.

Differences between caregivers who completed the survey at endline and those who did not are mostly small
and not statistically significant. Caregivers who dropped out of the survey had higher levels of education than
those who remained in the survey. This difference is statistically significant at the 95 percent level. Across
dimensions of all other caregiver characteristics, youth characteristics and youth outcomes of interest,
caregivers who completed the endline survey are largely the same as those who did not complete the survey.
Thus, caregivers dropping out of the survey likely did not impact study results in any meaningful way.
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Table 14: Results of a single regression of survey attrition on caregiver and youth characteristics and
risk level at baseline

Caregivers who dropped out of the survey
Caregiver characteristics (n=940)
Parental status 0.0446
(0.024)
0.0242
Male (0.028)
Age -0.00124
(0.0009)
Education 0(8?;()'3:;*
Not employed ?6?02?92)
Youth characteristics (n=883)
.001
Age (?00035)
-0.0232
Male ((?.c? | 238)
Out of school -(gggzl?())
Overall risk level (number of risk factors) (-(?(?(? 4|53 (()))
A: Anti-social tendencies (mean) -((())((;(: IZZ)?
B: Weak parental monitoring (mean) ((-)OO?)I7(‘;36)
C: Critical life events (count) (gggigg)
DE: Impulsive risk taking (mean) (-(?(())(?t;zé |3 )
EG: Risky group behaviors (count) ?6?0000; I52I)
F: Guilt neutralization (mean) -((())(())(I);IZ;
FSH: Horizontal family (mean) (z(;)g?(z)g;
FSV: Vertical family (mean) (ggg;gz)
G: Negative peer influence (mean) (ggg; (I);)
H: Peer delinquency (mean) ( 0%00|92858)
lJ: Self-reported delinquency (count) (-(?(?(? |297 56)
T: Family antisocial influence (sum) ?6?0000;:9(;
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CAREGIVER PROGRAM ATTRITION

We explore if caregivers in the treatment group who dropped out of the program or declined to
participate after being randomized to treatment are different than participants who completed the
program. Table |5 shows the relationship between participation status and characteristics and outcomes
of interest. Column | reports a coefficient and standard error of a simple regression of dropping out of
the program on caregiver and youth characteristics and risk factors at baseline. Column 2 reports a
coefficient and standard error of a simple regression of declining to participate on caregiver and youth
characteristics and risk factors at baseline.

There are no statistically significant differences between caregivers who dropped out or declined the
program across caregiver and youth characteristics. Caregivers who declined to participate in the program
are more likely to have youth who scored lower on module |J: Self-reported delinquency than youth of
caregivers who took up the treatment.
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Table 15: Program attrition on caregiver characteristics, youth characteristics and youth risk level

at baseline

Dropped Out of Treatment

Declined to Participate in

Treatment
Caregiver characteristics (n=319) (n=360)
-031 .079
Parental status (.066) (051)
-.052 .0225
Mal
ae (.081) (0651)
A -.000 -.003
ge (.003) (.002)
.004 013
E .
ducation (032) (025)
-.044 .007
Not employed (.057) (.044)
Youth characteristics (n=307) (n=369)
Ace 017 .000
g (0137) (010)
Male 0.00623 -0.00150
(0.0534) (0.0398)
0.180 0.0238
hool
Ot of schoo (0.0934) (0.0690)
Overall risk level (number of risk 0.0193 -0.0145
factors) (0.0183) (0.0140)
-0.00539 -0.0243
A: Anti-social tendencies (mean) (0.0479) (0.0359)
-0.00629 -0.0161
B: Weak parental monitoring (mean) (0.0328) (0.0247)
.007 -0.01
C: Critical life events (count) ?OOOOI 884(; ( (? (? | 38:)
-0.022 -0.02
DE: Impulsive risk taking (mean) (8335:) (88276‘?)
0.0163 0.00419
EG: Risky group behaviors (count) (0.0128) (0.00945)
0.0253 0.00949
F: Guilt neutralization (mean) (0.0508) (0.0391)
FSH: Horizontal family (mean) (ggijg) -((())(())(; II Z‘;
0.0498 -0.0213
FSV: Vertical family (mean) (0.0303) (0.0232)
0.0172 0.00894
G: Negative peer influence (mean) (0.0307) (0.0229)
0.0557 -0.000638
H: Peer delinquency (mean) (0.0389) (0.0296)
0.00298 -0.0202**
IJ: Self-reported delinquency (count) (0.00852) (0.00622)
0.00108 -0.000370
T: Family antisocial influence (sum) (0.0110) (0.00814)
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DISCUSSION OF THE TREATMENT AND
CONTROL IMPROVEMENTS

To explore the reasons that could drive control group improvements in the YSET outcomes, we
investigated several potential explanations. In this section we summarize a literature review conducted on
surveying youth and the impact that surveys may have on behavior. Second, we analyze CFYR’s community
survey to check for community-level changes. Third, we present our analysis of potential spillover effects.
Finally, we discuss some potential shortcomings of the YSET as an evaluation tool.

Findings from qualitative research in the three countries help to inform and position the evaluation results.
In each country, we conducted focus group discussions with caregivers and youth who were participating in
the program and held meetings with family counselors, CFYR staff, and other key stakeholders. In addition,
we base many of our insights in a theoretical account through a decision tree of the phenomena that can
undermine the measurement of risk differences between treatment and control groups. The theoretical
discussion is included in ANNEX VI: THEORETICAL FRAMEWORK REGARDING
OBSERVABILITY AND IDENTIFYING CAUSAL EFFECTS, but it highlights the way in which targeting
of interventions is connected to the intrinsic difficulty of accurately measuring risk. In addition, the theoretical
discussion includes causal graphs to highlight the challenge of causal identification that underlies the whole
impact evaluation.

YSET TIMESTAMP DATA ANALYSIS

We examined timestamp data on the YSET at baseline, midline, and endline to check how long it took
respondents to complete the survey, and if there were mean duration differences by age, school status,
country, gender, treatment status, program participation status, program completion status, or youth risk
level. After removing outliers who took less than 10 minutes or more than three hours to complete the
survey, we found that, on average, respondents took 38 minutes to complete the survey. A t-test of
differences in means revealed that there were statistically significant differences in three of the categories
listed above: age group, youth risk level, and country. Younger respondents aged |10 to |4, on average,
had shorter survey durations (37.2 minutes) than older youth aged 15 and above (38.4 minutes). We had
expected to find that younger youth took longer to respond because of greater challenges comprehending
the questions. The higher mean duration for older youth may in part be explained by their higher risk
levels, since for some of the modules, when youth answer yes to a risky behavior, the survey opens up
additional questions. Lower-risk youth who scored a 4 or a 5 on the YSET on average completed the
survey in 37.2 minutes, and higher risk youth who scored between a 6 and a 9 had an average duration of
42.6 minutes. Respondents in Guyana on average had the shortest duration (35.4 minutes), and
respondents in St. Lucia had the longest (42 minutes).

LITERATURE ON YOUTH ANSWERING SURVEYS

It is not easy for youth to answer a questionnaire like the YSET. Questionnaire fatigue and the
respondent’s level of comprehension of YSET questions are both concerns that we explored during the
qualitative fieldwork trips. In our discussions, youth and enumerators alike mentioned that the
questionnaire felt long, and that there were challenges with keeping attention as respondents or explaining
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the questions in the case of enumerators (to ensure youth were answering thoughtfully and attentively).
In this section, we present the findings from a literature review exploring these issues, and particularly
trying to explain the control group improvements in YSET outcomes.

One possible avenue through which the control group may have changed could be related to the changing
behaviors, attitudes, beliefs and cognitive capacities of the youth in the year that passed between baseline
and endline.'¢ The way in which youth approached the survey instruments may have differed at midline or
endline, as compared to baseline. This is particularly important for the control group, since the changes
they experienced cannot be credibly explained by the intervention.!? If there is a specific reason for the
control group to behave in more extreme ways than the treatment group when answering to survey
instruments, this may undermine the possibility of detecting an effect from the program.

Although the YSET was pretested and adapted to the specific conditions of the Caribbean, it is possible
that youth approached questionnaires in ways that may have been detrimental to the reliability of this
instrument as an indicator of behavioral and attitudinal changes. If those reliability issues were more
prevalent among control youth, we may be able to make sense of the large change experienced in that
group. Such changes may offset program effects that would have been more evident had the control youth
not answered the YSET differently at endline. As it turns out, most of the potential explanations related
to survey design or response appear to apply equally to both control and treatment youth. They do not
seem to account for the patterns of improvement observed in control youth, even though they may
explain, to some extent, why all the youth, regardless of treatment, community, age group, gender or
country, shifted in their YSET scores to lower risk through time.

The literature on survey design provides insight into the types of challenges researchers face when
interpreting results from surveys applied to youth. The problems range from the cognitive capacity of
younger respondents who may simply not quite understand what is being asked; to the possibility of
differences in the propensity to satisfice, namely making the least possible effort when answering in order to
get the questionnaire out of the way; to issues of questionnaire fatigue, question order or a propensity to
lie or provide the socially desirable answers; and even potential Hawthorne effects arising simply from the
attention researchers are placing on the youth.'8 Many of these issues are obviously high in the mind of the
team that designed the YSET in order to provide a reliable measurement instrument; however, it is worth
discussing how they may have impacted the particular case of CFYR. As will become clear, the literature
suggests that there may be some age-specific characteristics that may enable youth who were younger when
they were first exposed to the YSET to provide systematically different answers when they are a year or
two older, but none of them suggests a differential effect between treatment and control youth.

Younger children may face greater cognitive challenges in a face-to-face interview, which may affect the
quality of collected data (Fuchs, 2005 and 2009). However, this is likely to influence the non-response
rates or the way in which they deal with numeric scales, not make them more likely to report a type of

16 Hurricane Irma happened in September 2017, right when data collection for the baseline YSET had begun. This caused some
delays in data collection and program start dates. Annex Il has a table with all dates for data collection and program
implementation.

17 Even if there were spillover effects, it is not conceivable that those effects would be as strong among the control youth as the
treatment effects for treated youth and their families.

18 The Hawthorne or observer effect refers to the possibility of individuals to reactively modify their behavior as a consequence
of their awareness of being observed. Social desirability bias refers to the tendency to respond questions in a manner that will
be viewed favorably by others.
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behavior or attitude over another. Although youth become one to two years older as they progress to
the endline, differences within each survey by an additional year or two of age are not large enough to
explain the sharp reduction in risk observed over the course of the evaluation. Youth reported in midline
focus group discussions that they did recall responding to the YSET at least twice. Whenever we asked
about the YSET, we were extremely careful to never mention the instrument by name, nor did we provide
any indication that it may be important, in order to ensure the integrity of the use of the instrument.

Being in school, children are quite familiar with a format of testing and they may interpret a survey as a
test in which they are expected to provide “correct” answers to questions. This seems to be more
prevalent when a survey is collected in schools (Scott, 2000), but one should recall that a large number of
surveys, particularly for some of the higher-risk youth not in school, were collected at home. Treating the
survey as a test would not explain any particular effect for the control group. The literature suggests that
older youth may manipulate the instruments by purposefully answering “as a joke,” but this behavior may
be countervailed by a greater nuance in their sense of morality and their desire to conform with peer
pressure (De Leeuw, 201 I). These behaviors may exist, but they do not account for a systematic shift in
the control group as distinct from the treatment group.

Youth reported in one of our focus groups at midline that they would sometimes choose a different
answer because they remembered from baseline that answering “YES” would open up a whole set of
additional questions, only to discover that “NO” also opened up additional questions. Older youth seemed
to understand that they could answer the questionnaire strategically, but they also overwhelmingly told
us that they responded relatively truthfully. Younger children may be more likely to use satisficing when
answering questions on subjects they find uninteresting (Borges et al., 2000). In our findings, there are
some statistically significant heterogeneous age effects for a couple of YSET scales. However, we find no
systematic evidence of differential effects by age or for the YSET threshold. Even if there were differential
propensities to answer some questions with lower risk as a youth becomes older, this does not suggest
an avenue that would motivate a different behavior for control group youth as compared to a youth in
the treatment group: in both groups, youth are aging, maturing, and crossing the threshold of 18, on
average, at the same pace.

It is possible that once enrolled in the program, some youth would suffer from social desirability bias
(Atkins-Burnett, 2016), in terms of wanting to show that they had shifted their behavior and attitudes
toward lowering their risks. Social desirability bias is a common problem in social science research. Surveys
referencing sensitive topics in particular may illicit results distorted by social desirability bias (Krumpal
2013). This could be especially true for youth, as social desirability has been found to account for variance
in self-reported deviant behavior among youth (Camerini and Shulz 2018). However, if this were the most
salient motivation behind the reduction in risks, one would expect that the behaviors the youth had been
working on most with the counselors, which were scales A, B, FSH and FSV of the YSET, would be the
ones where we would observe the largest shifts. In other words, in order to please the counselors, youth
would deliberately show improvements in areas where they worked with counselors the most. Looking
at these four scales in particular, and the YSET as a whole, we do not see evidence of social desirability
bias in how youth answered the survey. One common way in which social desirability bias manifests itself
is through non-responses on certain types of questions, and the share of non-responses in our YSET
sample is extremely low, with zero or very close to zero in all questions.
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Although social desirability bias may also exist among the control group of youth, the motivation to please
the enumerators or the program might be less prevalent among them. In fact, there might even be a
countervailing motivation, in that if youth are trying to remain eligible for the program, they may find it useful
to report antisocial or other less desirable behavior. Males may even be willing to lie, in order to pretend to
be bigger risk takers than they really are. However, we found no evidence of such behavior in the qualitative
fieldwork, nor would this be likely to impact the control group differentially from the treatment group.

Survey length can also influence the way youth respond to questions. Evidence of survey fatigue includes
respondents answering questions faster at the end of questionnaires and providing more identical answers
to multiple questions in a row (Galesix and Bosnjak 2009; Herzog and Bachman 1981). Youth, specifically,
have been found to fabricate answers when responding to longer instruments (Betrand et. Al 2009). YSET
survey length has been a concern for researchers since the instrument was implemented in Los Angeles
(Kraus et al, 2017).

There is a final possible influence in the YSET surveys that may change behavior due to the scrutiny that
comes from having to answer complex surveys with relative frequency (three times over the course of
one year), but such an effect would impact both the control and treatment groups. This could be
considered a “substantive Hawthorne effect” (Murray, 1988), in which intense questioning regarding risky
behaviors may actually make youth more aware of their behavior and trigger a desire to move away from
undesirable and antisocial attitudes and behaviors. While this may be at work in the shift in the risk
reduction in the YSET scales, it is unlikely that it would generate larger movements than those generated
by the intervention itself.

The comparative literature on survey instruments collected from youth respondents does not provide
much insight into why the control group would uniquely improve during the course of the evaluation. All
the potential effects related to questionnaire design, social desirability bias, cognitive maturing, recall of
the previous time the instrument was answered, or a strategic manipulation of responses seem to apply
equally to control and treatment youth. The only possibility that may affect them differentially is the
substantive Hawthorne effect, in that control youth may be triggered to reduce risky behaviors when
reminded by the questionnaire that those behaviors are undesirable. Perhaps this awareness was
reinforced by the prospect of becoming program beneficiaries in the future. Even if these effects existed,
however, there is an equal chance that they would also be found, even if in attenuated form, among the
treatment group.

SPILLOVER EFFECTS

Spillovers are indirect effects that the program may have had on people who are not receiving the
treatment, such as control youth. Spillovers are common for interventions such as medications that
prevent or cure contagious diseases, because those who get treated will not be infecting others (for an
example of a deworming intervention with spillover effects, see Miguel and Kramer, 2003). In the case of
a family counseling intervention, a similar argument applies. If the treatment youth’s behavior is changing
outside the home, such as fighting and engaging in delinquent behavior less often, control youth who would
be co-participating in these behaviors would also be fighting and engaging in delinquent behavior less often.
In addition, one can imagine that youth and caregivers may discuss the counseling and what they are
learning with others outside the program. Given the unexpected drop in risk detected by the YSET among
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control youth, one possible explanation is that the benefits of the program spillover to treatment youth.
In this section we explore this possibility.

QUALITATIVE FIELDWORK

As part of our midline qualitative research trips to the three countries, we asked youth and caregivers
during focus group discussions if they had discussed the Family Matters program or what they were learning
with anyone outside their household. The vast majority of focus group participants told us that they had
not discussed it with anybody. Neighbors might see the counselor coming and going, but participants
reported that people tend to mind their own business, and if neighbors did ask what the visits were about,
participants told us they would not share.

Anecdotes shared by participants suggested that the counseling primarily improved home behaviors such
as arguing, yelling, giving attitude, doing chores, and the child letting the adults know when he/she is going
out. Some youth mentioned better school performance. These behavioral changes revealed during
qualitative research are not behavioral changes that would necessarily cause improvements in control
youth’s risk factors as well, because the improvements are contained to the home and school grades.

We noticed some selection bias in focus group discussion attendance, where the Family Matters
participants that were excited about the program were more likely to participate. Our field coordinators
invited a random selection of program participants to focus group discussions, and sometimes the
participant at the other end of the phone line expressed dissatisfaction with the program. Those
participants who seemed to be more critical, despite much effort on the part of the field coordinators to
get them to attend, did not show up. This selection bias should, if anything, make the possibility of spillover
effects become more evident in the discussions because the most excited participants would be more
likely to change their behaviors and talk to others about it. However, we still did not find any evidence of
spillover effects based on our qualitative research.

YSET ENDLINE SURVEY EVIDENCE RELATED TO SPILLOVERS

In some experiments, there are ways to design the randomization procedure to measure spillovers.
However, the country contexts would have made it unfeasible to design this experiment to measure
spillovers. A small sample size due to small population sizes in each community confounded our ability to
configure randomization in a way to quantitatively calculate spillovers. Instead, our best account of
spillover effects is captured through questions implemented at the end of the program. At endline, we
asked treatment youth whether they discussed the program with others. Less than half of treatment youth
(48 percent) said they had discussed the program with their friends or neighbors. When asked whether
they have any friends who are also enrolled in the program, 58 percent said none, 22 percent said one,
9.5 percent said two, and || percent said three or more.

At endline, control youth were also asked a few questions about the Family Matters program. A total of 92
control youth (18 percent) had heard of the program (see
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Table |6). Of the control youth who had heard of it, only 42 percent knew somebody who was participating
(8 percent of the total). Therefore, most of the control group youth had not heard of the program and did
not know anyone who was enrolled.
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Table 16: Questions about Family Matters to control youth

Yes No Don’t Know

Have you heard of the Family Matters program?

ey f / prog 18% 82% .
(n=498)
Do you know any youth participating in this program?

_Y Yy P P g progi 42% 589% i
(n=92)
Do you think this person is now less likely to get in
trouble at school or at home, because of the program? 46% 41% 13%
(n=39)

Armed with information about which control youth know someone enrolled in the Family Matters program,
we checked if these control youth are the ones driving control group improvement in the YSET. We ran a
simple linear regression of the outcome “change in the number of YSET risk factors” on the binary variable
of knowing a Family Matters program participant. There is not a statistically significant difference in overall
risk reduction between control youth who know or do not know program participants.

We also ran the difference-in-difference analysis with the four models on the TOT sample excluding the
control youth who know somebody in the program. We wanted to see if there is a statistically significant
difference between treatment and control groups when we exclude the control youth who may have
benefited from spillovers. The coefficients for the outcome “mean number of risk factors” remained
virtually unchanged, at -0.430, and retained the same level of statistical significance. Therefore, the control
youth who know somebody in the program are not any different in terms of changes in YSET risk levels
and are not driving the analysis results.

CAREGIVER ENDLINE SURVEY EVIDENCE RELATED TO SPILLOVERS
To further explore the potential for spillovers, we asked treatment caregivers at endline if they discussed
the program with others. Figure 43 presents results from this question. The majority of treatment
caregivers did discuss the program with others. Obviously, we do not know the nature of these
conversations. However, if caregivers shared advice or tools for communicating with their children,
individuals outside of the program could have benefitted from such knowledge.

Figure 43: Treatment caregivers discussing program with others

= Yes = No

It is important to note, however, that we do not see the same pattern of dramatic change in both treatment
and control groups in the caregiver survey. Responses for both groups are fairly stable between baseline and
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endline. This, combined with the lack of evidence of spillovers in the YSET analysis above, suggests that
spillovers are not likely the cause of the parallel changes in YSET control and treatment responses.

CONFOUNDING FACTORS
COMMUNITY CHANGES

Communities may have changed in ways that would systematically shift risky behavior and attitudes in both
treatment and control youth. Since community surveys were collected at baseline and a later period during
the course of intervention (either at midline or endline), it is possible to use the information from the
aggregate conditions of the community to find out whether the movement in the control group may be
attributed to a change at the community level. This is not the same as measuring a spillover effect, since the
shift may be caused by unrelated confounding factors, such as changes in economic activity, employment
prospects or the environment where youth and their families carry out their day-to-day activities.

During the course of the evaluation, two major events can be identified that may have provoked some
changes across the board in all communities in the three countries, although they are unlikely to affect all
of them in the same way. In Guyana, a major discovery of oil and natural gas potential with the Stabroek
Block’s Liza oil field (now in operation), as well as |6 more oil discoveries between 2017 and 2019,'?
generated enormous optimism regarding the prospects for growth and development in that country.
Hurricane Irma, on the other hand, impacted St. Kitts Nevis quite dramatically in September 2017,
although the catastrophic damage of the storm was not as severe as in the other Leeward islands. The
recovery phase may have reignited some economic growth, although it is important to note that economic
dynamism with the exception of Guyana is relatively low, with a lackluster average growth rate for the
whole region, according to the Caribbean Development Bank, of 1.6 percent in 2018 and 1.0 percent in
2019.20 Hence, it is unlikely that country-level events or effects are driving the change in risk observed
during the course of the evaluation.

The community survey data collected by CFYR allows us to compare victimization rates and the
perceptions of how prevalent criminal activity was in each country and community. Victimization is
measured in the survey as the share of respondents that report having been victims of crime during the
prior year. Perceptions on criminal activity are summarized into an index, using polychoric factor analysis,
from feelings of insecurity and vulnerability regarding robbery, sexual assault, safety walking after dark,
vandalism, drugs and overall feelings of safety and crime levels (details on the indices are provided in
ANNEX IV: OUTCOME VARIABLE CONSTRUCTION At the most general level, there is no
statistically significant difference in the victimization and the perceptions of criminal activity from one data
collection from one period to the next. However, the average hides important differences between
countries and communities that are statistically significant. Communities that have improved in these
indicators are offset by communities that have become worse, leaving the average unchanged.

Such differences are visually summarized in Figure 44 which shows a scatterplot of community victimization
changes. The horizontal axis is the average share of residents being victimized in each CFYR community at
baseline. The vertical axis shows the change in the factor score from baseline to the second time when
community surveys were collected (near the intervention completion date). Any community above the zero
horizontal line represents an increase in victimization, which ranges from a six percent increase to a 10 percent

19 Exxon Mobil. 2020. Guyana Project Overview.
20 Caribbean Development Bank. 2019 Caribbean Economic Review and 2020 Outlook.
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decrease. Although there are more communities below the line, there is no obvious shift in reduced
victimization across the board. The alignment of the communities along a descending diagonal suggests a certain
degree of convergence, in which the communities that used to have lower victimization have increased their
percentage, while the communities that had the higher victimization have reduced it. However, the
communities are quite spread out. For example, at the level of 10 percent victimization, communities
experienced practically the full range of potential victimization changes in the period we measured.

A similar pattern emerges from the evolution of the crime prevalence perception factor score, although
in this case the metric is an index. Most communities have changed very little, concentrated at around the
value of eight and zero change. The largest reductions in crime perception happened in communities in
Georgetown in Guyana, and Basseterre in St. Kitts and Nevis. This decrease in crime perception in
Basseterre matches what we heard during the midline research trip, where locals told us that the local
gangs were currently “at peace” and tensions and violence had decreased. Increases in perception are
observed in communities outside the capital city in both St. Lucia and St. Kitts and Nevis.

Figure 44: Shifts in reported victimization and perception of crime prevalence by community
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A similar analysis can be carried out for one of the measures of social capital, which is specific for youth,
and the negative attitudes toward the law as expressed by the residents of those communities. In the case
of the social capital index, which is only calculated for youth 10 to 17 interviewed in their communities, it
includes feelings of inclusion, voice and membership in the neighborhood, perceived good influences,
bonds and a sense of belonging to the community. The index regarding attitudes toward the law is coded
negatively, in that community members are asked whether the law does not protect their interests,
whether it is ok to break the law, their feelings of distrust in the legal system, and police corruption. In
Figure 45 we observe that the pattern of convergence is similar in these indices, but there is no clear
pattern regarding specific countries having experienced larger improvements or declines in these metrics.

93



Figure 45: Shift in social capital and negative attitudes towards the law

Shift in Youth Social Capital

Across Communities

Shift in Negative Attitudes Towards Law
Across Communities

o
— o
@ Sophia Field C B McKnight
(0] @ Cayon o
= — L ]
8o ® Morne QR0 patat § ° Bois Patat
] Point )
o"_) . Bass:e{%?’,r’;'?y% 'ﬁé}n ? Bﬁsmerre Vlllage. o
% ®Basseterre Village 2 Soutriese Cagsinl and °
& go i Vieux F@rt  Dennegy .
w w Anse La Ray ComveqﬁfSt 8a-Penitence
orne Du Don
£ @ East La Penitence c °
o ®Gr o ° East Ruimgeldt
% t 2 Logge Basseterge Newton
O . Sophia Field D
f= “ﬂﬁh' ) =21 Sandy Peint °
o " %B%R‘ o Nevis St John Grgss_Stret
® Vieux Fort Sophia Fi
_ RIBGEG S
@ Basseterre Mcfrigtige
o ] - o
h ® S | '
o Repfiss o
T T T T 1 T T NEVIS OTGE0urge T T
6 8 10 12 14 6.5 7 K 8.5

Baseline Attitudes Towards Law Factor Score
Source: Community Surveys in GUY, SLU and SKN

Baseline Youth Social Capital Factor Score
Source: Community Surveys in GUY, SLU and SKN

Hence, the community survey does not suggest that risk reduction in the YSET can be attributed to
community-level confounds. Communities experienced the whole range of changing conditions, and if
there is any pattern, it is a trend for convergence in the same kind of experiences being shared by
communities across the three countries.

OTHER PREVENTION PROGRAMS

Another possible cause for risk reduction among youth is participation in other activities and programs.
To examine this possibility, all youth surveyed at endline were asked about their after-school and weekend
activities in the last year. 40 percent of youth reported having held a paying job in the last year, with 51
percent of youth aged |5 years and above having held a paying job, and |7 percent of those aged 14 and
under having held a paying job. Treatment youth were more likely than control youth to be in school and
working during the prior year.

Table 17: Share of youth who held a paid job in the last year

All Youth CoY:::I:t:\:lh;e Control Youth
(n=980) Treatment (n=230) (n=499)
Had a paid job last year 40% 42% 39%
Mef:m number of work hours in a 30 28 30
typical week
Out of school and held a paid job 66% 65% 64%
In school and held a paid job 28% 34% 26%

Table 18 shows a breakdown by the kind of activity that youth reported participating in during the weekday
and weekend. To check whether youth who report taking part in these activities experienced different
levels of risk change, we ran a simple linear regression of the outcome “change in the number of YSET
risk factors” on the binary variable of engaging on a weekday activity, and separately another simple linear
regression of the outcome “change in the number of YSET risk factors” on the binary variable of engaging

94



on a weekend activity. We did not detect a statistically significant difference in overall risk reduction
between youth who participated in these programs in the last year or not.

Table 18: Share of youth who spent time on weekday and weekend activities

All Youth Youth Who Control
(n=980) Completed Youth
Treatment (n=230) (n=499)

Weekday Activities

None 38% 30% 37%
Sports 38% 44% 38%
Music/Dance/Art/Cultural 13% 16% 16%
Professional or Educational Training 15% 17% 17%
Church/Temple/Mosque/Other Place of Worship 12% 12% 13%
Community-Related Activities 6% 9% 5%
Volunteer Work 5% 8% 5%
Other 3% 5% 3%
Weekend Activities

None 50% 45% 49%
Sports 28% 30% 28%
Music/Dance/Art/Cultural 10% 13% 9%
Professional or Educational Training 7% 8% 7%
Church/Temple/Mosque/Other Place of Worship 17% 19% 19%
Community-Related Activities 4% 6% 4%
Volunteer Work 3% 6% 2%
Other 4% 6% 4%

In summary, the different sources of information that we investigated to better understand why the
control group shows improvements in the YSET do not point to spillovers or other known effects. The
most likely explanation then is that treatment and control youth’s risk level is similar at endline, and the
drop in risk for both groups concerns the way they relate to the YSET as a (long) instrument that gets
repeated. The different effects that could cause youth to lose interest, satisfice, or give “correct” answers
are expected to influence control and treatment youth in a very similar or equal manner.
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CONCLUSIONS
PROGRAM EFFECTIVENESS

The pre-analysis plan for the evaluation clearly established expectations regarding the kind of indicators
that would provide a sense of program impact. We specifically established that the YSET and its
components would be used to measure the program success. In addition, we committed to exploring
potential effects on caregivers. On the technical front, our design sought to ensure that the evaluation had
enough statistical power in order to detect even small program effects. The pre-announced methodology
for the analysis of the data ensured that the evaluation team would measure impact with the best analytic
tools available. The basic threshold of a positive evaluation of the Family Matters program would require
finding program effects that are statistically significant and suggest a substantial change in risk.

The CFYR intervention was meant to impact youth and their families by reducing risk factors and making
children and youth less likely to engage in anti-social or risky behavior. The program implementors are
committed to improving the conditions for youth and their families in the Caribbean. They are
professionals who possess the expertise to train counselors, oversee program implementation and carry
out complex activities often requiring swift adaptability to conditions on the ground, and above all, very
hard work.

From what we could tell during the qualitative research trips, counselors were engaging families according
to the procedures established by the program and adhered to the manual. They seem to have been trained
well to follow established protocols but were also able to adapt the work to the reality on the ground. In
Corriverton, for example, counselors found that illiteracy in some families prevented them from being
able to complete some of the activities, so the counselors created a handout drawn by hand to visually
explain the activity.

An impact evaluation cannot gauge staff motivations, levels of effort or the specific procedures put in place
by CFYR to carry out the program. One hypothesis for a program not having strong effects is a problem
of implementation. Observation of the family counselor training before the program started and midline
qualitative research trips to the three countries suggested that poor implementation is not one of the
reasons here. The observation and interviews done by the S| team attest to the solid commitment and
professionalism of the program implementer, one that used its international experience and good
judgement to put in place the best program they could offer. Those trips provided our evaluation team
with opportunities to talk to the youth and the caregivers to learn, articulated in their own words, about
how the program impacted them. We remain deeply impressed by the stories and insights of how families
enthusiastically told us about what a difference the program and individual counselors were making in
their everyday lives. We reiterate how grateful we are to Creative Associates and CFYR in opening up
the opportunities and spaces necessary for carrying out a randomized evaluation, explaining the various
elements of the intervention and cooperating with us to ensure a process of robust data collection.

During the midline qualitative fieldwork, we held discussions with family counselors in the three countries.
Counselors could see the positive impact of their work and believed in the family counseling strategy.
They had some suggestions for changes to increase program effectiveness: |) for counselors to be able to
work on more than one issue at a time (as opposed to only one issue, as stated in the manual), 2) despite
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the great benefits they saw of holding the family sessions at home, to have the option for individual (youth)
counseling to take place outside the home because of privacy concerns, 3) to be allowed to double check
some areas of the intervention, for example, school attendance, 4) to be provided with money to help
families meet basic needs (for instance, one youth stays out late because he gets food from friends, and
some families will also need assistance getting started with activities), 5) to have their work supplemented
by a parental component (with parenting guidance), and 6) to be able to provide specific feedback directly
to the implementers rather than use the Model Fidelity Database (MFD) platform to record the work due
to problems with the platform.

Youth and caregiver program assessment and focus group discussions revealed high levels of participant
satisfaction with the program. Caregivers, in particular, described changes that they have seen in their
children and in themselves because of the work of family counselors. Most commonly, they described
better communication by the family and improved temper or attitude by the youth. Youth were a bit less
enthusiastic, both in the program assessment part of the survey and in focus group discussions, but still
most of them embraced and recommended the program.

During our qualitative research trips, we heard anecdotes of how the program has personally changed the
participants. One single mother in Guyana shared that she now conducts weekly family counseling sessions
with her own children. She asks them to come talk to her one at a time, about something that is bothering
them or anything else they would like to talk about. Next, the mother takes time by herself to reflect on
what she heard, and then shares her thoughts with each of them. This mother had clearly been positively
influenced by the work of the counselors and saw the benefit of improving communication within her family.

We do not doubt that the intervention had some positive impacts on some participating households, but

the impact evaluation results suggests that these impacts were either not adequately widespread or that
similar improvements occurred among control families for other reasons. Empirically, we can only say that
the program has had a very small effect on the risk levels of youth, and no measurable impact on the
caregivers. The evaluators tested for changes between baseline and endline using four difference-in-
differences models, and used three different samples: ITT, TOT, and a matched TOT sample. The results
are consistent across models and across samples.

Over the period of the evaluation, in all three countries, the youth studied experienced a substantial decrease
in risk factors, as measured by the YSET. This was true both for the treatment as well as the control group as
determined by the randomization.2! During the year of the program’s duration, the YSET mean number of risk
factors decreased for the control group of youth, that did not receive the intervention, to the point that half
of them are no longer eligible for the program. The average number of risk factors for the control group
dropped from 5.1 at baseline to 3.8 at endline (representing a drop of 1.2 factors). Rather large decreases in
risk were observed in all three countries, and in every YSET scale for both treatment and control.

21 As discussed in the literature review, the impact evaluation of the Proponte Mds program in Honduras found similar evidence
of large control group improvements throughout the YSET. The outcome “four or more risk factors”, which determines
eligibility for the program, did not detect statistically significant differences between treatment and control after the
intervention. The most recent evaluation of the Los Angeles GRYD program also found statistically significant changes in risk in
the control group they used for comparison. A larger endline difference between treatment and control was detected in the
Los Angeles case (and we note concerns about their control group in the literature review), but the most important point here
is that all three evaluations found large reductions of risk in a group that did not receive the intervention. We believe these
findings support our conclusion that the YSET needs to be closely examined.
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Nonetheless, on some indicators, the evaluation found a statistically significant change in the treatment youth,
compared to the control group. Specifically, 9.3 percent more treated youth were below the risk threshold
of four or more risk factors than control youth, and the drop in the mean number of risk factors was larger
by 0.42 points (in the zero to nine YSET scale) in the treatment versus control group. On average, treatment
youth experienced a 34 percent reduction in their mean number of risk factors from baseline to endline
(from 5.12 to 3.37), and control youth experienced a 26 percent reduction (from 5.09 to 3.75). While
statistically significant, these are rather modest effects, at least compared to the changes experienced by the
youth over time. When the number of risk factors is standardized by dividing it by the standard deviation it
gives an effect size of 0.189, or a fifth of a standard deviation. In the evaluation literature, this is considered
to be a small effect size. An alternative estimation approach that matches a smaller control group more
closely to the treatment group finds an even smaller and not statistically significant relationship.

Of the nine individual scales, only two of them show a statistically significant difference, and again the relative
size of the effects is rather small. Scale F (Guilt neutralization) shows a consistent robustness to the way it is
measured; in that it is also statistically significant when the mean instead of a dichotomic threshold is used.
However, the results for scales T (Family antisocial influence) and DE (Impulsive risk taking) are too fragile to
survive a different way of measuring them. It is important to keep in mind that just by sheer probability, one is
likely to find that one out of 20 coefficients of a given estimation may turn out to be significant at a 95 percent
level. Thus, we are not confident that the evaluation is finding robust evidence of how the intervention affected
the behavior or attitudes of youth. Moreover, we fail to find statistically significant effects in the scales that the
counselors appeared to have been concentrating a substantial amount of their effort in changing, as revealed
by the midline qualitative interviews we had with them. These were scales A (Anti-social tendencies), B (Weak
parental monitoring), FSH (Family scale — horizontal) and FSV (Family scale — vertical).

The statistically significant results in the “mean number of risk factors” and “four or more risk factors”
outcomes are primarily driven by Guyana. In St. Kitts and Nevis, the average scores of youth in the treatment
group actually increased slightly from baseline to endline, and in St. Lucia, there is not a statistically significant
difference between treatment and control changes. Among caregivers, there is no clear pattern in the way
in which the treatment and control groups change over time. In some indices, both groups improved, in
others there was virtually no change at all, and yet in others one group improved a bit more than the other.
No indicators show statistically significant results. Thus, the empirical evidence fails to prove that caregivers’
management of their households and experiences with youth are improved by the Family Matters program.
In summary, looking across the many outcome indicators examined both through the YSET and the caregiver
survey and the many estimation approaches, we conclude that the intervention may have had a minor impact
on overall risk, but that overall the intervention was not effective in lowering youth risk and improving family-
level outcomes. We do not find evidence of spillover effects, confounding factors, or weak implementation
that would help explain these findings. We do, however, raise some concerns with using lengthy assessment
tools to measure change in youth risk over time.

LOOKING AHEAD

The impact evaluation teaches lessons that cannot be obtained from a simpler assessment of client
satisfaction or from an observational study tracking youth through time without a control group comparison.
Robust impact evaluations are the only way to know whether a program is having an effect, by making a
comparison to a true counterfactual of no intervention. This is the reason why program impact evaluation
must remain a critical aspect of how USAID works to improve its programming in the region.
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Some of the recommendations we make are more likely to be relevant for governments, others may be

useful to USAID seeking to support similar programs in the region, and others may be important for

agencies and partners doing implementation on the ground.

The evaluation has raised concerns with the YSET as both an evaluation and assessment tool.
There is some evidence to suggest that the instrument is long, youth were not engaged throughout
the assessment, and youth may have had trouble understanding some of the questions. Indeed, in
Los Angeles, evaluators also identified concerns about YSET ‘“vocabulary and terminology,
language comprehension for younger youth, as well as the length and number of questions” (Kraus
et al, 2017). In addition, while it is reasonable to adapt a validated instrument from another
context, the YSET was validated for a different purpose (to identify gang members and those at
risk of joining gangs) and a different context (Los Angeles). As such, we recommend revisiting the
YSET as an assessment tool and developing a revised tool. The subsequent tool should be )
shorter, 2) tested for survey fatigue, 3) tested for producing reliable results (including tests for
respondent comprehension of questions), 4) validated as a predictor of youth violence, and 5)
linked to the intervention’s theory of change.

If USAID and implementing partners seek to use an assessment tool as an evaluation tool, then we
continue to recommend that it NOT be applied by counselors involved with the program, at least at
midline and at endline, as this could introduce bias both through the counselor and through the youth.
We would imagine that future initiatives will incorporate learning from this intervention and
evaluation. As such, even though we find only a minor impact on potential youth violence
prevention, we do not recommend terminating family counseling-based programming and instead
recommend adjusting the intervention and looking for opportunities to re-evaluate future
iterations. The evaluation suggests a few potential avenues for change.

USAID and its implementing partners should ensure that violence prevention programs provide a
clearer theory of change linking the diverse aspects of family counseling and related activities to
the desired intermediate and higher-level outcomes.

Outcomes and evaluation tools can be more clearly linked to the activities promoted through
family counselling. Many of the YSET modules may not have been directly addressed by the
intervention. The survey contains |7 modules, but only nine modules are used for risk assessment.
In the first six months of intervention, family counselors focused on only four of those modules,
and they did not have access to the youths' answers on other modules. The remaining modules
not used for risk assessment include one that asks respondents how they feel about the police,
which is the clearest example of a module that is not linked to the intervention. We are proposing
that, in the future, the survey tool is closely examined so that parts that are not deemed essential
for risk assessment and the counselors' work be removed to shorten the survey. In addition,
efforts should be made to incorporate objective outcome indicators. For example, for in-school
youth, schools could provide a valuable source of data, including information on absenteeism,
suspensions and other behaviors at school.

The family counselors’ manual establishes that counselors can only work on one behavior at a
time, and only on behaviors coming from the YSET scales they have access to. Family counselors
reported that sometimes there were unaddressed and pressing issues (e.g., drug addiction,
domestic violence, abuse, suicidal thoughts) outside of the YSET scales that prevented them from
really making progress. Even though the counselors may have the training to deal with some of
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these issues, they are instructed to provide referrals and not work on these themselves. As
currently implemented, these issues represent a risk to the theory of change. We recommend
that some experimentation and perhaps even more flexibility is given to counselors to better
tailor the intervention to the specific needs of youth and families, or to work closely with referral
networks to ensure that these concerns are addressed simultaneously.

Counselors did appear to have additional availability for treating more youth, and as such, we
recommend that the burden of caseload for counselors and social workers carrying out the
program be increased, even if this requires some adaptation to the way they carry out their
outreach. As the intervention becomes more widely known, we expect that a lot of the hard work
required to gain trust and acceptance from the youth and their families will be less burdensome,
and that the counselors themselves may provide feedback on how they may be able to work more
effectively, individually or in teams, to include more youth.

The evaluation failed to find evidence of significant changes in caregiver attitudes and perceptions.
Given that caregivers could provide a valuable resource to one another, an easy modification
would be to encourage interaction and mutual support between caregivers. This could multiply
the work of the counselors and strengthen sustainability. During focus group discussions, we
found that many caregivers liked having the opportunity to interact with other caregivers
participating in the program and share experiences. In some instances, they exchanged contact
information to stay in touch.

All prevention programs confront challenges of non-participation and attrition; however, not
including the most at-risk youth represents a threat to a place-based strategy, as was employed
by USAID and CFYR. We recommend that given the effort that was already made in identifying
at-risk youth, a more comprehensive approach might seek to follow the so-called non-compliers
with additional opportunities that may allow them to revisit their initial rejection of the program
or enroll in other services.

. In the heterogeneous effects analysis, we found no evidence suggesting that the program is more

successful with some profiles of less risky youth, and there was some qualitative evidence to
suggest that some treated youth did not need the intervention as much as others. Given limited
resources, we recommend focusing on youth that are at the highest-risk categories and more
likely to engage in violence.

. We also recommend that USAID and its partners reassess the timing of the intervention to increase

the reach of the program. On the one hand, several interviewees felt that a six-month intervention
would be equally as effective and more cost and time effective. On the other hand, many caregivers
hoped that the intervention would continue indefinitely. One potential alternative would be to
implement an intensive six-month family counseling intervention followed by a less intensive but longer
period of counseling. The goal of a shortened intervention is to enable more youth to benefit from
the program without increasing the cost of the program. By shortening the program, counselors
would be able to take on more youth and families over the course of one year.
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ANNEX I: ELIGIBILITY DETERMINATION AND
RANDOMIZATION

This annex summarizes the approach used to determine eligibility and randomize youth into treatment
and control.

DETERMINATION OF ELIGIBILITY

Creative Associate’s project sub-contractor USC determined youth eligibility for the intervention. The
USC team added up the scores for each YSET module, identified the highest risk youth across all modules,
and then calculated the average module scores across this highest risk group. These averages were then
used in conjunction with the distribution of the remaining youth to inform a purposively selected cut-
point for each module on a country-by-country basis. Using Guyana as an example, Table 19 provides the
average risk scores for the 34 highest risk youths identified and the final thresholds. The thresholds are
somewhat different across each country, and as such, raw scores cannot be compared across countries.

Table 19: Average scores for 34 highest risk youth and final thresholds across nine risk modules in

Guyana
B c DE F G H T 1) EG
Average
scoresfor | ,a1 397 345 292 224 21l 624 591 447
highest risk
youth
Final cut- | s 40 3.0 2.5 2.3 1.9 6.0 3 3
points

This approach is similar to that used by USC in Los Angeles and Central America, although in these
locations the scores of gang members were used to identify the thresholds. In the Caribbean, where gang
membership is far less common, this approach could not be used.

MATCHING AND RANDOMIZATION

Given that the intervention targets families, one of the challenges with randomization was ensuring that
two eligible youth in the same household were randomized to the same treatment condition. After
matching youth into households, we followed a two-stage randomization process. In the first stage all
eligible households were stratified by community and randomized into treatment and control. We then
conducted balance tests with the individual youth level data on several variables including sex, age, grade,
working or not, in school or not, and a summary scores on each of the nine criteria. The randomization
procedure was written to re-randomize until all variables balanced. In the case of Guyana, this resulted
in 229 treatment and 228 control youth. This exceeds CFYR’s capacity to treat, which was 150 youth.
Therefore, the second step divides the treatment and control youth into primary study youth and
replacement study youth. This step was done to maximize distribution of cases across communities and
subsequently maximize power. In the case of Guyana, 150 youth were assigned to the primary study group
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and the remaining 79 were assigned to the replacement group. Using Guyana as an example, Table 20
shows the number of youth by community randomized into treatment and control at both stage one and

stage two.
Table 20: Results of stage | and 2 randomizations in Guyana
Stage | randomization Stage 2 randomization
Treatment Control Total Treatment Control Total
Corriverton 43 43 86 30 30 60
East La Penitence 17 14 31 17 14 31
East Ruimveldt 4| 4] 82 30 33 63
Lodge 30 32 62 30 30 60
Sophia 98 98 196 43 43 86
Total 229 228 457 150 150 300
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ANNEX II: IMPLEMENTATION DATES

Table 21 includes the implementation dates for the YSET and caregiver surveys, in each country and for
each data collection period, and for the program. The Family Matters program officially started in June
2018 in Guyana, a month later in St. Lucia and the following month in St. Kitts and Nevis.

Table 21: YSET and caregiver survey implementation dates

Program YSET Survey Application Caregiver Survey
Implementation Dates Application Dates
start date
Baseline Midline Endline Baseline Endline
G I8 9/2017- 1/2019-  9/2019- 4/2018 - 9/2019-
dyand Jun- 32018 272019 102019 |  6/2018 102019
9/2017-  4/2019- 11/2019- 6/2018 — 11/2019-
SLU Jul-18 4/2018 6/2019 12/2019 7/2018 12/2019
9/2017-  5/2019- 7/2018 -
SKN Aug-18 6/2018 6/2019 10/2019 82018 11/2019
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ANNEX Ill: BALANCE TESTS
YSET

Table 22 displays the balance at baseline between treatment and control youth in the ITT sample. The
table compares the baseline means for the treatment and control groups across key variables. Non-zero
differences between treatment and control means may imply systematic differences between treatment
and control. The p-value is a number between 0 and | that denotes the likelihood of observing the
difference between the treatment and control means if the true difference were zero. Therefore, higher
p-values mean there is less evidence to reject the null hypothesis that the true difference is zero and lower
p-values mean there is more evidence to reject the null hypothesis. Conservatively, we set a p-value
threshold of 0.20. Any difference in means with a p-value above 0.20 means we fail to reject the null
hypothesis that the true difference in means is zero, and any difference in means with a p-value below 0.20
means we reject the null hypothesis that the true difference in means is zero.

Column | reports the mean at baseline for all youth randomized to control. Column 2 reports the mean
at baseline for all youth randomized to treatment, and column 3 reports the p-value from a t-test of means
between control and treatment. The ITT sample is unbalanced for the mean scores for modules C and
FSH. The sample is balanced in the key socio-demographic variables of age, male and out of school.
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Table 22: Balance tests for treatment and control groups (ITT) at baseline, including false positives

Mean at Baseline Control Treatment P-Value
(Std. Error) (n=499) (n=481)
13.81 13.92
A 0.390
ge (.093) (091)
0.59 0.60
Mal 0.666
ae (022) (022)
0.10 0.09
Out of school (013) (013) 0.734
Overall risk level (number of risk 5.09 5.20 0.228
factors) (.062) (.064) '
2.38 2.37
A: Anti-social tendencies (mean) (023) (024) 0.773
B: Weak parental monitoring 2.15 2.12 0.455
(mean) (.035) (.036) '
3.71 391
C: Critical life events (count) (061) (066) 0.028
. 37
DE: Impulsive risk taking (mean) (30;3)) (302 N 0.346
2.10 2.13
EG: Risk havi .79
G: Risky group behaviors (count) (087) (094) 0.798
2.94 2.92
F: Guilt neutralization (mean) (024) (022) 0.554
2.35 2.29
FSH: Horizontal family (mean) (028) (028) 0.187
2.57 2.53
FSV: Vertical family (mean) (038) (039) 0.368
1.95 1.94
G: Negative peer influence (mean) (.040) (039) 0.888
1.9 1.89
H: Peer delinquency (mean) (.023) (.029) 0.963
451 451
IJ: Self- li L
J: Self-reported delinquency (count) (143) (.149) 0.967
.89 9
T: Family antisocial influence (sum) (SI ?5) (SI IT) 0.641
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Table 23 displays the balance at baseline between treatment and control youth in the TOT sample. Column |
reports the mean at baseline for all youth randomized to control. Column 2 reports the mean at baseline for
all youth randomized to treatment who took up and completed treatment. The TOT sample is unbalanced
across the following categories: out of school, and the mean scores for modules C, DE, FSH and FSV.

Table 23: Balance tests for treatment and control groups (TOT) at baseline, including false positives

Mean at Baseline Treatment
Control (n=4 P-Val
(Std. Error) ontrol (n=499) (n=230) Value
13.81 13.77
A 0.773
ge (.093) (.126)
0.59 0.60
Mal 0.706
ate (022) (.032)
0.10 0.06
hool .081
Out of schoo (013) (016) 0.08
Overall risk level (number 5.09 5.12 0.790
of risk factors) (.062) (.089) ’
A: Anti-social tendencies 2.38 24| 0515
(mean) (.023) (.037) ’
B: Weak parental 2.15 2.12 0.597
monitoring (mean) (.035) (.054) '
C: Critical life events 3.71 3.87 0.149
(count) (-061) (-095) ’
DE: Impulsive risk taking 3.33 3.43 0.076
(mean) (.030) (.048) '
EG: Risky group behaviors 2.10 2.03 0692
(count) (.087) (-129) ’
F: Guilt neutralization 2.94 292 0.646
(mean) (.024) (.032) '
FSH: Horizontal family 2.35 227 0.125
(mean) (.028) (.042) ’
FSV: Vertical family (mean) (%gg) (%‘S‘g) 0.175
G: Negative peer influence 1.95 1.87 0242
(mean) (.040) (.054) |
H: Peer delinquency 1.90 1.86 0.429
(mean) (.028) (.042)
IJ: Self-reported 451 4.57 0.810
delinquency (count) (-143) (-199) |
T: Family antisocial 5.89 5.90 0.926
influence (sum) (114) (.154) ’
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Table 24 displays the balance at baseline between the treatment and control youth in the matched TOT sample.
Column | reports the mean at baseline for all youth randomized to control who were matched to treatment
youth through our exact matching algorithm. Column 2 reports the mean at baseline for all youth randomized
to treatment who took up and completed treatment. Taking again a p-value of 0.2 as a threshold for balance,
the matched TOT sample is balanced across all categories. As expected, the means for some of the variables
have greater differences between treatment and control in the matched versus the full TOT sample, but overall,
there is greater balance in the matched sample because no variable is left unbalanced.

Table 24: Balance tests for matched treatment and control groups (TOT) at baseline, including false

positives
Mean at Baseline Treatment
I (n=301 P-Val
(Std. Error) Control (n=301) (n=230) Value
13.85 13.77
A 0.638
ge (118) (.126)
0.57 0.60
Mal 461
ae (023) (032) 046
0.09 0.06
hool 21
Out of schoo (016) (016) 0.218
Overall risk level (number of 5.11 5.12 0948
risk factors) (.078) (.089) '
A: Anti-social tendencies 2.35 2.41 0276
(mean) (.029) (.037) '
B: Weak parental 2.12 2.12 0.949
monitoring (mean) (.043) (.054) '
C: Critical life events 3.75 3.87 0.328
(count) (.078) (.095) ’
DE: Impulsive risk taking 3.35 3.43 0.20]
(mean) (.039) (.048) '
EG: Risky group behaviors 2.00 2.03 0816
(count) (.104) (-129) ’
F: Guilt neutralization 2.92 292 0.897
(mean) (.031) (.032) '
FSH: Horizontal family 2.33 227 0.295
(mean) (.034) (.042) ’
FSV: Vertical family (mean) (%gg) (3‘5‘2) 0.255
G: Negative peer influence 1.96 1.87 0.241
(mean) (.052) (.054) ’
H: Peer delinquency (mean) ('Idgg) (,Idjg) 0.710
1J: Self-reported delinquency 4.35 4.57 0.397
(count) (.168) (.199) '
T: Family antisocial 6.04 5.90 0.530
influence (sum) (.147) (.154) ’
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CAREGIVER SURVEY

Table 25 shows balance at baseline across caregiver and youth characteristics for youth of caregivers in
the ITT caregiver sample. Because the caregivers of some youth did not participate in the survey, the
sample of families examined in the survey is slightly different than the YSET. As such, we revisit balance
across control and treatment. As with the youth balance checks, we use a p-value of 0.20 as the cut off,
meaning any characteristics with a p-value above 0.20 are balanced for treatment and control caregivers,
and any characteristics with a p-value below 0.20 are unbalanced for treatment and control caregivers.

There are no statistically significant differences between treatment and control groups across the baseline
characteristics of parental status, gender, age, education and employment status for caregivers and age, gender,
overall risk, and modules A, B, DE, EG, F, FSV, G, H, I} and T for youth. There are small, statistically significant
differences between treatment and control caregivers on parental status. There are small, statistically significant
differences between treatment and control youth on school status and modules C and FSH.
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Table 25: Balance tests for treatment and control groups (ITT) at baseline, including false positives

Mean at Baseline
(Std. Error)
Caregiver characteristics Control (n=467) Treatment (n=473) P-Value
.850 .821
Parental status (017) (019) 0.291
115 .135
Male (015) (017) 0.360
42 43
Age (492) (510) 0.292
. 3.67 3.74
Education (038) (041) 0218
.632 .635
Not employed (023) (024) 0.936
Youth characteristics Control (n=501) Treatment (n=501) P-Value
14 14
Age (099) (098) 0.731
597 .600
Male (024) (024) 0.935
.104 .094
Out of school (015) (014) 0.628
Overall risk level (number of risk 5.14 5.19 0.579
factors) (.067) (.070) )
A . 237 2.38
A: Anti-social tendencies (mean) (025) (027) 0.841
B: Weak parental monitoring 2.16 2.11 0.353
(mean) (.038) (.039) ’
AP 3.72 3.90
C: Critical life events (count) (.065) (071) 0.054
. A . 3.33 3.37
DE: Impulsive risk taking (mean) (032) (034) 0.301
. . 2.14 2.14
EG: Risky group behaviors (count) (094) (102) 0.995
- - 293 2.92
F: Guilt neutralization (mean) (026) (024) 0.719
- . 2.35 2.27
FSH: Horizontal family (mean) (029) (030) 0.062
: . 2.56 2.52
FSV: Vertical family (mean) (041) (042) 0.484
. . . 1.98 1.91
G: Negative peer influence (mean) (044) (042) 0.280
. . 1.89 1.90
H: Peer delinquency (mean) (030) (032) 0.829
. . 4.55 4.47
IJ: Self-reported delinquency (count) (156) (159) 0.694
. . S 5.97 5.93
T: Family antisocial influence (sum) (125) (120) 0.840
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Table 26 shows balance at baseline across caregiver characteristics and across youth characteristics for
youth of caregivers in the TOT caregiver sample. There are no statistically significant differences between
treatment and control groups across baseline characteristics of gender, age, and employment status for
caregivers and age, gender, overall risk, and most of the YSET modules. There are small, statistically
significant differences between treatment and control caregivers on parental status. There are also small,
statistically significant difference between treatment and control youth on school status and modules on
critical life events (C), impulsive risk taking (DE), group of friends (FSH), and negative peer influence (G).

These differences are accounted for in the difference in difference estimation strategy. To further account
for baseline differences in the TOT caregiver sample, we create a matched TOT sample using exact
matching, following the same matching methodology used in the YSET analysis. As with the matched youth
sample, we match the caregiver sample on youth characteristics.
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Table 26: Balance tests for caregiver treatment and control groups (TOT) at baseline, including
false positives

Mean at Baseline
(Std. Error)
Caregiver characteristics ﬁ:::ltz ;))I T:z:tzr;:)nt P-Value
Parental status (_68|57) (_682|7) 0.239
Male ((I) : g) ((I)Z) 0.920
Age (.:922) (.;g 1 0.270
Education (i)'gg) (.30‘5;) 0.044
Not employed (ggg) (ggg) 0.4835
Youth characteristics :.:.:Ltz;))l TZ:Z;’;:)M P-Value
Age (.o|<;9) ( |I; ) 0.933
Male (:SZ) (:8(3)‘31) 0.883
Out of school ((I)?g) (g?;) 0.112
Overall risk level (number of risk factors) s PG 0.869
(.066) (.094)
A: Anti-social tendencies (mean) ('20'32) ('20";2) 0.518
B: Weak parental monitoring (mean) (20;2) (2022) 0.597
C: Critical life events (count) (302) (3|38) 0.127
DE: Impulsive risk taking (mean) (303;) (30‘5‘?) 0.107
EG: Risky group behaviors (count) (20;:) (2|(3)§) 0.449
F: Guilt neutralization (mean) (i)'zz) (i)'g‘lt) 0.627
FSH: Horizontal family (mean) (20;;) (20‘2;21) 0.0418
FSV: Vertical family (mean) (202?) (20‘51;) 0.231
G: Negative peer influence (mean) (.IO'Z?;) (‘Iog;) 0.127
H: Peer delinquency (mean) (,I().gcg)) (.IO.‘?Z) 0.660
IJ: Self-reported delinquency (count) (ftlhgz) (2(6)(9)) 0.825
T: Family antisocial influence (sum) (.SI'z;) (i?é) 0.639



ANNEX IV: OUTCOME VARIABLE
CONSTRUCTION
YSET MODULE VARIABLES

The risk thresholds for each YSET module come from the USC determination of thresholds as explained
in ANNEX |: ELIGIBILITY DETERMINATION AND RANDOMIZATION. These same thresholds
for each module were used to generate module variables that show which youth is at risk for each module.
Sometimes the thresholds are different for the different countries. The table below shows the YSET
modules and their respective risk thresholds, and the YSET instrument is included in a supplementary
annex. The scores are calculated by simply averaging the numbers associated with each answer for the
modules where the mean method is used or counting the “yes” answers for the modules where the count
method is used. [f, for instance, a Guyanese youth answers “strongly agree” to all four questions in the
module DE, their score for that module is (5+5+5+5)/4=5. Since 5 is above the threshold of 3 for module
DE in Guyana, that youth would score at risk for that module.

Table 27: Risk thresholds and calculation method for YSET modules

Risk Thresholds

YSET module ‘::‘:‘I:fi:: Guyana St. Lucia St. I':i::sand
B Mean 25 2 23

C Count 4 4

DE Mean 3 3.25

EG Count 3 3

F Mean 25 25

G Mean 2.25 2.25

H Mean 1.85 1.85 1.85

] Count 3 3

T Count 6 6 6

CAREGIVER SURVEY INDICATOR VARIABLES

Most caregiver indicators were generated using additive constructing and principal component analysis of
the same variables. Caregiver outcomes of interest are:

I. Extended family cohesion index: Sum of Likert scale variables of how often youth visits any family
members, calls any family members, and how often family members share family traditions.
Variables are reverse coded, so higher values are positive.

2. Family Cohesion Scale: Factor of Likert scale variables of the extent to which the respondent
agrees that family members are involved in each other’s lives, family members feel very close,
family members are supportive during difficult times, family members can calmly discuss problems
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with each other, when angry, family members seldom say negative things about each other; and
of Likert scale variables of the extent to which respondents are satisfied with the quality of
communication between family members, family’s ability to resolve conflicts and the amount of
time spent together as a family. Variables are reverse coded, so higher values are positive.

Family consensus index: Sum of Likert scale variables of how often caregiver disagrees on how to
raise or discipline youth; how often caregiver talks badly about other caregiver; and how often
caregiver argues or fights in front of youth. Variables are reverse coded, so higher values are
positive.

Parenting locus of control index: Sum of Likert scale variables of caregiver agreeing that children
will get into trouble no matter what their parents do; the conditions in this community prevent
me from keeping my children out of trouble; parents can have a major influence on their kids; and
it is primarily my responsibility to keep my children out of trouble. The final two variables are
reverse coded, so higher values are positive.

Improvement self-evaluation: Sum of Likert scale variables of caregiver agreeing that in the last 12
months, he/she has improved as a parent and in the past 12 months, his/her influence on his/her
children has increased. Variables are reverse coded, so higher values are positive.

Caregiver presence index: Sum of continuous variables of the number of days per week the
caregiver sits down to eat together with child; the number of days per week the caregiver helps
child with schoolwork; the number of days per week the caregiver does something fun as a family
with the child; and the number of days per week the caregiver does something religious as a family
with the child.

Informed parent index: Average of Likert scale variables of how often child tells parent when
he/she goes out, how often caregiver knows where child is when child is not at home or school,
how often the caregiver knows who child is with when child is not at home or school, how often
the child lets another adult know where he/she is if he/she does not let the caregiver know where
he/she is. Variables are reverse coded, so high values are positive.

Parental authority index: Sum of Likert scale variables of how often there are consequences if
family rules are broken, how often the child listens to the caregiver when the caregiver has
something important to say, how often the caregiver listens to the child when the child has
something important to say, and how often the child and caregiver are able to talk and solve their
problems, how often the caregiver has other adults he/she can count on to help raise the child
and how often the caregiver is proud of the child. The variables are reverse coded, so high values
are positive.

Youth behavior and relationships index: Sum of when caregivers answer yes to whether they
believe their child inhaled (sniffed, smoked or drank) drugs or substances that make you “high”,
skipped classes at school without an excuse or permission, lied about his/her age to get into some
place or to buy something, purposely damaged or destroyed property that did not belong to
him/her, carried a hidden weapon for protection, stolen or tried to steal something valuable,
broken into a building to steal something, hit someone with the purpose of hurting him/her,
attacked someone with a weapon, used a weapon or force to get money or things from people,
been involved in group fights, been involved in gang fights, sold marijuana and illegal drugs.
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For the Extended family cohesion index, Family adaptability and cohesion scale, Family consensus index,
Parenting locus of control index, Improvement self-evaluation, Caregiver presence index, Informed parent
index, and Parental authority index, higher values represent improved caregiver outcomes. For the Youth
behavior index, lower values represent improved outcomes.

COMMUNITY SURVEY INDICATOR VARIABLES

Principal component analysis (PCA) is a data reduction method: from a group of correlated variables; it
produces a smaller set of components that give a good representation of the main characteristics of the
original data. These components are a linear combination of the original variables that represent the
maximum possible variance between them but are uncorrelated to each other (whereas there may be a
high degree of correlation among the original variables).

Described mathematically, given an original set of n correlated variables, PCA produces uncorrelated,
orthogonal components, where each component is a linear combination of the initial variables. For
example, from a set of variables X, through to X,

Ist Principal Component = a1 X; + a;2X2 + ... + a;. X,

2nd Principal Component= a; X + anXy + ... + a3 X,

Zt Principal Component = az/X| + azXs + ... + az X,

where az, is the coefficient, or weight, for the Zth principal component and the nth variable. Each
component has both magnitude and direction

The first component accounts for maximum possible variance in the data. Subsequent components
account for information not captured by the first and are uncorrelated with the first component (and each
other), with diminishing explanatory power of variance among the original variables. Therefore, the first
component often can reasonably be used on its own as an index score that gives information on the
underlying variables.

PCA does not assume the existence of a group of common factors driving the variation in the data
(whereas factor analysis does). It does, however, assume that the underlying data is normally distributed
and calculates associations between variables using Pearson correlations. This means that PCA on its own
is best suited for continuous data. Conversely, the data from which the indices in the Error! Reference
source not found. section of this report are built are ordinal, categorical data.

PCA with polychoric correlations solves this problem by assuming that each ordinal variable is a
representation of an underlying, inferred “latent variable” that is both continuous and normally distributed,
and produces principal components under this assumption. When polychoric correlations are used in
variables with many categories, the method assumes that a discrete amount is actually a continuous
variable. In the case of the Likert scales or categorical dichotomic variables, the assumption is more likely
to follow when the realizations are not particularly skewed or lopsided in their distribution.

Table 28 shows the variables from the community survey that form each index in the community context
section.
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Table 28: Questions used for each community survey index

Index Name

Ist Principal Component

Question numbers

Perception of Crime
Prevalence

Social Capital |

Social Capital 1l

Attitudes Towards the
Law

View of The Police

Resources for Youth

Self-Efficacy

crimeprev

soccap|

soccap2

lawatt

police

resources

selfeff

115

B20

B2l

B22

B23

B24 (recode)
B25

B26

Bl

B2 (recode)
B4

B36

B37

B38

B39

B40

B4|

B5 (recode)
Bé6 (recode)
B7

B8 (recode)
B9 (recode)
B10 (recode)
Bl

BI3

Bl4

B27 (recode)
BI2

BI5

Bl6

BI8

BI19

DI (recode)
D2 (recode)
D3 (recode)
D4 (recode)
D5 (recode)
Dé

D7



ANNEX V: ADDITIONAL YSET SURVEY
RESULTS

ANALYSIS RESULTS: ITT, TOT FULL SAMPLE, AND TOT
MATCHED SAMPLE

Ideally, the ITT sample would include data on all youth that were randomized, but because of survey
attrition, the sample usually becomes smaller. In this case, 167 youth dropped out of the survey, which
amounts to |5 percent of the sample (see Figure 3 in the “Sample description” section for a clear picture
of survey attrition).

Table 29 and Table 30 show the coefficients for the simple difference-in-differences regression model, and
the preferred model with random effects, clustered standard errors and community dummies. The “mean
number of risk factors,” “four or more risk factors,” scale T outcome variables, and the average scores
for the DE and T scales have statistically significant results in this sample.

Table 29: Analysis results on key YSET outcomes for ITT sample (n=980)

Simple Diff-In-Diff With Random Effects and
Clustered Standard Errors
Mean Number of Risk Factors -?03I485)* '(2()3‘;';"*
Four Or More Risk Factors '?00(;’42)* '?000632)*
B: Weak Parental Monitoring '(%%i? -(((J)(())i?
C: Critical Life Events -(%-.%i ; -((c))'.(c))i ;
DE: Impulsive Risk Taking -(%'%1? -(%.'%2
EG: Risky Behaviors -(%-%i? -(%-%31?
F: Guilt Neutralization '(%%i ? -(%%i?
G: Negative Peer Influence '(%%ﬁ‘; -((())(())ﬁ‘)‘r
H: Peer Delinquency '(%%3‘)‘ -(%%3‘;
IJ: Self-Reported Delinquency '(%%LS -(%(()) L?
T: Family Antisocial Influence '?:gi;k* '(zé)gi;k*

Note: *#* p<0.01, ** p<0.05, * p<0.1
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Table 30: Analysis results on key YSET outcomes for ITT sample (n=980)

With Random Effects
Simple Diff-In-Diff and Clustered Standard
Errors
A: Anti-Social Tendencies (Mean) -(%(())IS? -((())?)‘IS
B: Weak Parental Monitoring (Mean) -(8277';’ -((())((;Zj
C: Critical Life Events (Count) -((()) II 3:;’ _(?) II 3?
- - *
DE: Impulsive Risk Taking (Mean) (((?) (I)I7§ ?0 IOI 65)
EG: Risky Behaviors (Count) -((()) II 'ré:); -(((; II 553
F: Guilt Neutralization (Mean) -(?)(())553 -(23555’
FSH: Horizontal Family (Mean) ?6000:) ?6000;;
FSV: Vertical Family (Mean) ?60055 ?600563
G: Negative Peer Influence (Mean) _(%%g _(?)377;
H: Peer Delinquency (Mean) ?(5()0'63) ?6()0'53)
IJ: Self-Reported Delinquency (Count) -((())?;? _(?)?5?
- * . ok
T: Family Antisocial Influence (Sum) ?0420:) %‘gg)

Note: *** p<0.01, ** p<0.05, * p<0.I

Table 31 and Table 32 show the coefficients for the regressions with the full TOT sample. The results are
similar for the two models, with the preferred model having more statistically significant results for “mean
number of risk factors,” scale T, and scale DE.
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Table 31: Analysis results on key YSET outcomes for TOT sample (n=729)

Simple Diff-In-Diff

With Random Effects and
Clustered Standard Errors

Mean Number of Risk Factors
Four Or More Risk Factors

B: Weak Parental Monitoring
C: Critical Life Events

DE: Impulsive Risk Taking
EG: Risky Behaviors

F: Guilt Neutralization

G: Negative Peer Influence
H: Peer Delinquency

IJ: Self-Reported Delinquency

T: Family Antisocial Influence

Note: ¥ p<0.01, ** p<0.05, * p<0.1

-0.418*
(0.22)
-0.093%*
(0.04)
-0.070
(0.06)
0.005
(0.06)
-0.069
(0.05)
-0.041
(0.05)
-0.090*
(0.05)
-0.025
(0.05)
0.007
(0.05)
-0.037
(0.05)
-0.098*
(0.06)

-0.418%
(0.19)
-0.093%*
(0.04)
-0.070
(0.05)
0.005
(0.05)
-0.069
(0.05)
-0.041
(0.04)
-0.090*
(0.05)
-0.025
(0.05)
0.007
(0.05)
-0.037
(0.05)
-0.098%*
(0.05)

Table 32: Analysis results on key YSET outcomes for TOT sample (n=729)

Simple Diff-In-Diff

With Random Effects and
Clustered Standard Errors

A: Anti-Social Tendencies (Mean)

B: Weak Parental Monitoring (Mean)
C: Critical Life Events (Count)

DE: Impulsive Risk Taking (Mean)
EG: Risky Behaviors (Count)

F: Guilt Neutralization (Mean)

FSH: Horizontal Family (Mean)

FSV: Vertical Family (Mean)

G: Negative Peer Influence (Mean)

H: Peer Delinquency (Mean)

IJ: Self-Reported Delinquency
(Count)

T: Family Antisocial Influence (Sum)

Note: *** p<0.01, ** p<0.05, * p<0.1

-0.020
(0.06)
-0.121
(0.09)
-0.093
0.17)

-0.160*
(0.09)
-0.166
(0.22)

-0.112%
(0.07)
-0.011
(0.07)
0.087
(0.10)
-0.074
(0.10)
0.002
(0.07)
-0.368
(0.38)
-0.254
(0.30)
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-0.020
(0.05)
-0.121
(0.08)
-0.093
(0.16)

-0.160%*
(0.08)
-0.166
0.17)

-0.112%
(0.06)
-0.011
(0.06)
0.089
(0.08)
-0.074
(0.08)
0.002
(0.06)
-0.368
0.31)
-0.254
(0.24)



Table 33 and Table 34 show the coefficients for the regressions with the matched TOT sample. The
results are very similar for the two models, with the preferred model having more statistically significant
results for the mean scores on scales B, DE, and F.

Table 33: Analysis results on key YSET outcomes for matched TOT sample (n=531)

Simple Dt Di | Wit Random Efcts and
Mean Number of Risk Factors '(%32 L‘;’ -((()); II‘)‘r
Four Or More Risk Factors '(%%5; -((())%5;
B: Weak Parental Monitoring '(%%2? -((())(())g?
C: Critical Life Events ?6?0269) 2)690269)
DE: Impulsive Risk Taking -(%-'%fg -((()).geg
EG: Risky Behaviors (%%452)3 (%%:z)a
F: Guilt Neutralization -?OI&I)* -?Olt'?él)*
G: Negative Peer Influence '(%%L; -((())(()) ;;
H: Peer Delinquency ?690063; ?690053)
IJ: Self-Reported Delinquency '(%%2 -((())(())é:)i
T: Family Antisocial Influence '(%%:g -((())(())g

Note: *#* p<0.01, ** p<0.05, * p<0.|
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Table 34: Analysis results on key YSET outcomes for matched TOT sample (n=531)

With Random Effects and
Simple Diff-In-Diff Clustered Standard

Errors

A: Anti-Social Tendencies (Mean) '(%%3;; -((())(())3;‘)1
R . %
B: Weak Parental Monitoring (Mean) (% IIFE); ?0| 0587)
C: Critical Life Events (Count) '(?)C: ; -((())OI |7;

- * . **
DE: Impulsive Risk Taking (Mean) ?OI IB(;)) (20| gZ)
EG: Risky Behaviors (Count) -((())-22(;!)5 -((())'2|g?

- * i ok
F: Guilt Neutralization (Mean) ?OI 0372) (2()' gg)
FSH: Horizontal Family (Mean) '(g%:;‘)‘ -(gg?;‘)t
FSV: Vertical Family (Mean) ?6°|2| |) ?600293)
G: Negative Peer Influence (Mean) '((())0|7|()) -(gg;())
H: Peer Delinquency (Mean) ?600087) (0600067)
IJ: Self-Reported Delinquency (Count) '(%i‘:)? '(?)33‘;§
T: Family Antisocial Influence (Sum) '(%032-;’ -((2)2875

Note: *#* p<0.01, ** p<0.05, * p<0.1

The primary effects of the Family Matters program on risk outcomes are displayed in Table 35 and Table
36. The analysis compares eligible youth assigned to treatment and eligible youth assigned to control in
each of the three samples, the ITT, the TOT full sample, and the TOT matched sample. We report
coefficients and standard errors for our preferred model, with community dummies, random effects and
clustered standard errors at the individual level.!3 The results show that program effects are strongest in
the full TOT sample, where the coefficients for “mean number of risk factors” and “four or more risk
factors” are larger and more statistically significant than in the other two samples.

120



Table 35: Sample comparison of results using difference-in-differences model with random effects

and clustered standard errors

ITT TOT Full Sample TOT Matched

Sample

n C=499 C=499 C=301
T=48I T=230 T=230

Mean Number of Risk Factors -0.345%* -0.418%* -0.314
(0.15) (0.19) 0.21)

Four or More Risk Factors -0.062* -0.093** -0.052
(0.03) (0.04) (0.05)

B: Weak Parental Monitoring -0.052 -0.070 -0.065
(0.04) (0.05) (0.05)
C: Critical Life Events -0.037 0.005 0.029
(0.04) (0.05) (0.06)

DE: Impulsive Risk Taking -0.042 -0.069 -0.062
(0.04) (0.05) (0.05)

EG: Risky Behaviors -0.022 -0.041 -0.048
(0.04) (0.04) (0.05)

F: Guilt Neutralization -0.053 -0.090* -0.101*
(0.04) (0.05) (0.06)
G: Negative Peer Influence -0.024 -0.025 -0.011
(0.04) (0.05) (0.05)
H: Peer Delinquency -0.004 0.007 0.003
(0.04) (0.05) (0.05)

IJ: Self-Reported Delinquency -0.016 -0.037 -0.023
(0.04) (0.05) (0.05)

T: Family Antisocial Influence -0.095%* -0.098%** -0.035
(0.04) (0.05) (0.05)

Note: *** p<0.01, ** p<0.05, * p<0.I
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Table 36: Sample comparison of results using difference-in-differences model with random effects
and clustered standard errors

ITT TOT Full Sample TOT Matched

Sample
n C=499 C=499 C=301
T=48I T=230 T=230
A: Anti-Social Tendencies (Mean) -0.018 -0.020 -0.034
(0.04) (0.05) (0.06)

B: Weak Parental Monitoring -0.074 -0.121 -0.157%
(Mean) (0.06) (0.08) (0.08)
C: Critical Life Events (Count) -0.193 -0.093 -0.017
0.12) 0.16) 0.17)

De: Impulsive Risk Taking -0.115% -0.160%* -0.189%**
(Mean) (0.06) (0.08) (0.08)
EG: Risky Behaviors (Count) -0.153 -0.166 -0.205
(0.15) 0.17) 0.19)

F: Guilt Neutralization (Mean) -0.053 -0.112% -0.132%*
(0.05) (0.06) (0.07)
FSH: Horizontal Family (Mean) 0.006 -0.011 -0.034
(0.05) (0.06) (0.07)
FSV: Vertical Family (Mean) 0.054 0.089 0.023
(0.06) (0.08) (0.09)
G: Negative Peer Influence -0.077 -0.074 -0.070
(Mean) (0.07) (0.08) (0.09)
H: Peer Delinquency (Mean) 0.013 0.002 0.007
(0.05) (0.06) (0.06)
1J: Self-Reported Delinquency -0.233 -0.368 -0.346
(Count) (0.25) 0.31) (0.33)
T: Family Antisocial Influence -0.406** -0.254 -0.083
(Sum) (0.20) (0.24) (0.27)

Note: *#¥* p<0.01, ** p<0.05, * p<0.I
HETEROGENEOUS EFFECTS

Figure 46 shows additional heterogeneous treatment effects results. For the mean of the F scale, the risk
reduction for youth in St. Lucia is statistically different from youth in St. Kitts and Nevis (the base country
for these charts), at the 90 percent confidence level. The average difference-in-difference score for youth in
St Lucia is smaller by 0.34 points, compared to St. Kitts and Nevis. In the FSV scale, the mean score is smaller
for youth out of school, compared to youth who were in school. In the T scale, the result for St. Lucia is
statistically different from St. Kitts and Nevis. For the father outcome variable, youth in St. Lucia were 20
percent more likely to have a father at endline compared with youth in St. Kitts and Nevis (in terms of their
difference-in-difference scores, which subtracts the control changes from baseline to endline).
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Figure 46: Heterogeneous treatment effects for the F, FSV and T scales, and the father outcome

variable
| F_mean | | FSV_mean |
0,03 -0.23
Over 15
-0.18 0.09
Male — i °
-0.04 -0.69
Not in school - *® ®
At higher risk 4 oy 004
Guyana -0.16 -0.08
St. Lucia -0.34 0.19
T T T T T
-0.50 0.00 0.50 -1.00 -0.50 0.00 0.50
T _sum | | father
007 0.04
Over 15
(o Nole] -0.05
Male °
o0los 0.07
Not in school
At higher risk | 035 00p
Guyana -0.69 0.14
St. Lucia | -1.42 0.20
T T T T T T T
-3.00 -2.00 -1.00 0.00 1.00  -0.20 0.00 0.20 0.40
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ANNEX VI: THEORETICAL FRAMEWORK
REGARDING OBSERVABILITY AND
IDENTIFYING CAUSAL EFFECTS

The ways in which the CFYR counseling program can change behavior can be depicted visually through a
decision tree that highlights the many possible decision paths that may influence the observable data
collected in this evaluation. Several of the paths in the decision tree are relevant for the overall dynamics
of youth behavior in their families, schools and neighborhoods, but they cannot be directly observed (or
at least not within the research setup designed for this study). Knowing that there are some behaviors
that are not directly observable does not undermine the validity of the findings in the evaluation. If anything,
to the extent that there is a good understanding of the framework set up for the evaluation, where random
assignment created a treatment and a control group of youth at risk, a better understanding of the context
in which youth behave, which includes many aspects that are outside of the evaluation, only strengthens
the confidence in our findings.

OBSERVABLE DECISIONS AND RISK

If we start from a simple dichotomic classification of the situation of youth, we can think of them as being
assigned by a “state of nature” into two possible situations, being at risk or not at risk. Clearly, youth
themselves can play an important role in how likely they are to fall into each of these two states, but by
considering these to be a probabilistic function of a given “natural” environment, one can simplify the
complex societal, cultural, economic and institutional features that may impact the youth’s situation. Let
us further assume that it is possible to assign a probability p to the situation of a youth not being at risk,
and a complementary probability (/-p) of being at risk. One can imagine the CFYR program as a tree that
starts from this initial condition, like the one depicted in Figure 47.

Figure 47: Simplified CFYR Program Tree

n'/- ‘\'\.
| Environment |
A

r

Mot at Riskp At Risle; (1-p)

YSET YSET

Under Threshold  Above Threshold | Under Threshold  Above Threshold
e ks e S

P ",
- , ra

Not Acespt CFYR CFYR Not Accept CFYR  CFYR

In this initial diagram, there are two possible groups of youth to whom the YSET is applied as an instrument
to measure risk. The ones on the left colored in blue, in principle, should not be included in the
intervention, while the ones on the right are the at-risk youth that should be identified as eligible by the
instrument. The instrument should find that the youth on the left will be under the threshold, and
therefore not be offered to become part of CFYR. The youth on the right will be above the threshold and
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offered to be part of the program. There is still a final branch where eligible youth and their families would
decide whether or not they accept to be in the program. In principle, if there are no targeting errors,
most youth who are not at risk will be under the threshold. If the YSET is a good tool to diagnose risk,
most youth on the right side would be offered the intervention, and if they and their families can see the
benefits that the program offers, would accept to be part of it.

This simplified version of the decision tree does not, however, really depict the way the program has
worked on the ground. A more realistic set of choices and decisions can be illustrated by Figure 48.

Figure 48: Realistic CFYR Program Tree
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The number of youth that are incorrectly enrolled into the program (Error E) are:

[(1—r)geln

Some of them might reject the program, seeing little benefit in something they do not deem they need.
For simplicity we will assume that the uptake (u) of the program is the same for both youth at risk and
not at risk. Therefore, the probability of declining participation is given by I-u. One can interpret this equal
uptake on both branches of the tree as a consequence of offsetting incentives that may make both groups
equally likely to participate. In principle, youth who are not at risk would reject the intervention and those
at risk would accept it. But if the counseling services are valuable, youth who are not at risk may want to
take advantage of all the opportunities and services available in their community, even when they do not
really need them. And youth and families at risk may be reluctant to accept help when they in fact need
it, due to psychological mechanisms of denial.

Therefore, the number of youth not at risk that receive the program is:
[(1 —r)qeuln

This group is critical, particularly if it is large, because it may influence the way in which the average
treatment effects of the program actually play out.

There is a different type of mistake in targeting that is made up of the youth that are at risk, but do not
get identified to be surveyed with the YSET (perhaps because they are not enrolled at school, and they
cannot even be easily found in their neighborhoods because they may be living in more than one home
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with little caregiving) and those that are incorrectly classified as not risky by the YSET. Those two errors
(F1 and F2) together make up the following group:

[r(1—gq) +rgfIN =rN[1—g(1+ f)]

Which simply tells us that the error of Failure to target (Error F) is the share of at-risk youth that did not
get tested by the YSET or scored under the risk threshold of the instrument.

The program incorporates youth voluntarily, so there is a share (u) that takes up the intervention, and (/-
u) that refuses. We assume that this share is the same for both at-risk and not-at-risk youth as a
simplification, which yields the following at-risk youth in the program:

[rg(1— flulw

Hence the total number of both at-risk and not-at-risk youth in the CFYR program are:

(1 - r)geu] + [rq(1 — FHulIN = [e +r —r(f + e)]ugh

This tells us that the coverage of the program can be decomposed in two parts. It depends on ug, which
represents the share of youth that are successfully contacted to take the YSET, multiplied by the share
that have accepted uptake, who become part of CFYR. The second part includes the youth at risk, the
ones that have been erroneously given the intervention without requiring it, corrected by the two types
of mistakes (f and e) in the program.

The final branches of the tree show the randomization done for the evaluation, simplified to assume that
exactly half of the youth are assigned with a probability 0.5 to treatment and the other half to control.
Once the counseling ends, each of these groups of youth have probabilities p [-p4 of containing antisocial
behavior. To simplify, we call the risky behavior “fight” and the more positive behavior “contain.” If the
intervention is successful, p/>p2. That is, a youth at risk with intervention is more likely to contain
antisocial behavior than the control group.

These expressions may be useful to explain observed differences in the frequency of changes in antisocial
behavior in the evaluation. The simple way to think about this is that there should be a difference in the
size of the groups that contain their antisocial behavior between treatment and control, namely:

0.5{p3[(1 — rlgeu] + pi[rq(1 — flul} > 0.5{p4[(1 — r)geu] + p2lrqg(1 — flul}

Simplifying for .5qu which is the same across the board, we get:

pal(l —rle] + polr(1 = )] = pal (1 — v)e] + palr(1 — £)]

Regrouping:

(p1—p2) = (ps —Pz]@{l ff}

Hence, we can know that the reasons why we may not observe a difference between the treated and the
control group may stem from three sources, assuming that there is an effect of the intervention on the
youth at risk: 1) it may be that the effect of the treated youth not at risk is counterproductive (i.e. p4
being larger than p3), 2)the differences between p may be very small, and 3) the right-hand side gets larger
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than one as the odds ratio of youth not being at risk is higher, namely in communities with higher
probabilities of finding that youth are not at risk. The ratio of the probability of incorporating in the
program false positives compared to the probability of having truly at-risk youth in the program increases,
it is more likely that no differences may be observed (i.e. the more the program fails to incorporate youth
compared to how much inclusion of false positives it has).

Our study can measure some cases that are demonstrably “false positives.” These would be cases when
youth are included in the program by mistake even though the YSET determined they should not be in
the program. However, that is not the full extent of potential false positives, since it is possible the YSET
itself, as an instrument, makes errors of categorization of risk.22

CAUSAL GRAPHS TO ILLUSTRATE THE IDENTIFICATION
CHALLENGE

The identification challenge is to estimate the effect of CFYR on behavior that may involve antisocial or
criminal activity and gang membership. Simply regressing antisocial behavior on CFYR may not provide an
unbiased estimate of the causal effect of the program, because selection into CFYR was driven by risk, as
measured and identified by the YSET instrument, as well as self-selection into the program. Youth that
accept the intervention may be more likely, for example, to be the ones that would have presented the
attitudinal characteristics and grit to prevent them, absent the CFYR intervention, from engaging in
undesirable behavior to begin with.

It is possible to express this as a structural equation model, which can clarify some of the difficulties in
causal identification. We can have RISKo representing the true (unobserved) risk prior to the intervention
and RISK; the true (also unobserved) risk afterwards. CFYR includes attributes of the counseling
intervention that is geared towards reducing that risk, and B is the behavior that the program seeks to
change.

I. RISKo = U,

2. CFYR =aRISK, + U,

3. RISK; =cRISKo + d CFYR + U3

4. BEHAVIOR =b CFYR + e RISK; + U4

Such a structural equation model would suggest that it is not possible to identify correctly the effect of
CFYR on B, unless something else is known about how to model the effects of the latent variable of risk.
In other words, claiming that on average youth who participated in CFYR did not engage in risky behavior
(which is what a coefficient of a simple regression of those variables would yield), does not provide a
sound causal inference. Running the following model:

CFYR = Uc
BEHAVIOR = b CFYR + Us

22 We have 32 of them in the panel TOT sample (our main sample of analysis), with 23 in the control group and nine in the
treatment group. Results do not really change when we exclude the false positives, except for a few decreases in statistical
significance, so we are running all of the analysis, including the false positives.
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Figure 49: Simple Model of Behavior
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CFYR’s effect on behavior (Figure 49) is not identified, because C would be endogenous, and the error
Us would be correlated with the error of Uc. The actual model we estimate, in which we remove the
latent variables of risk, is actually something like the following structural equation (Figure 50):

R|SKO = U|

YSETo = a RISKp + U,

CFYR =b YSET, + Us

RISK; = e RISKo + d CFYR + U4
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Figure 50: Structural Equation Model
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Removing the latent variables (1) and (4) yields:

I. YSETo =aRISKo + Uy
2. CFYR=DbYSETo + Uc
3. YSET:=b CFYR + Us

where b = ¢ + df, which means that regressing YSET at endline on YSET at baseline and the CFYR
intervention yields a coefficient of a regression which tells us about both the direct effect of the
intervention as well as the indirect net effect of the underlying true (unobservable) risk.

In the end, this evaluation was based on an RCT design, in which identification is ensured from the random
assignment of youth into CFYR treatment and control groups. This ensures that, provided there is balance,
we are measuring a LATE of the counseling intervention.
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ANNEX VII: ADDITIONAL CAREGIVER

SURVEY RESULTS
MAIN EFFECTS

Table 37: Analysis results on key caregiver outcomes for ITT caregiver sample (n=919)

Simple Diff-In-Diff

With Random Effects and
Clustered Standard Errors

Extended family cohesion index
Family cohesion scale

Family consensus index
Parenting locus of control index
Improvement self-evaluation
Caregiver presence index
Informed parent index

Parental authority index

Youth behavior and relationship index

-0.168
(0.29)
-0.007
(0.09)
0.263
(0.28)
-0.100
(0.18)
0.019
(0.14)
-0.772
(0.62)
-0.103
(0.10)
-0.180
(0.34)
0.031

©.11)

-0.168
(0.24)
-0.012
(0.07)
0.263
(0.25)
-0.100
(0.16)
0.019
(0.12)
-0.772
(0.49)
-0.103
(0.07)
-0.180
(0.30)
0.031

(0.09)

Table 38: Analysis results on key caregiver outcomes for TOT caregiver sample (n=695)

Simple Diff-In-Diff

With Random Effects and
Clustered Standard Errors

Extended family cohesion index
Family cohesion scale

Family consensus index
Parenting locus of control index
Improvement self-evaluation
Caregiver presence index
Informed parent index

Parental authority index

Youth behavior and relationship index

-0.073
(0.36)
-0.051
.11
-0.091
(0.35)
-0.09
(0.22)
0.014
(0.16)
-0.425
(0.76)
-0.145
(0.12)
-0.331

(0.42)
0.013

-0.073

129

-0.073
(0.29)
-0.060
(0.09)
-0.091
(0.32)
-0.09
(0.20)
0.014
(0.13)
-0.425
(0.59)
-0.142
(0.09)
-0.331
(0.38)
0.013
(0.12)



Table 39: Analysis results on key caregiver outcomes for matched TOT caregiver sample (n=518)

Simple Diff-In-Diff With Random Effects and

Clustered Standard Errors
0.017 0.017
Extended family cohesion index (039) (032)
Family cohesion scale ?('ﬁé;) ?6?509)
Family consensus index 0203 10203
4 (0.39) (0.34)
-0.104 -0.092
Parenting locus of control index (0.24) 021)
Improvement self-evaluation -0.021 -0.004
P (0.17) (0.15)
Caregiver presence index -0.098 -0.098
giver p (0.86) (0.66)
-0.148 -0.144
Informed parent index 0.13) 0.10)
-0.327 -0.327
Parental authority index (0.46) (0.42)
0.007 0.007
Youth behavior and relationship index 0.16) 0.13)

Table 40: Sample comparison of results using difference in difference model with random effects

ITT Sample TOT Sample | Matched TOT

(n=919) (n=695) Sample

(n=518)
: L -0.168 -0.073 0017
Extended family cohesion index 024) e 032
Family cohesion scale -0.012 -0.060 0.059
(0.07) (0.09) (0.10)
Family consensus index 0.263 -0.091 -0.203
(0.25) (0.32) (0.34)
Parenting locus of control index -0.100 -0.096 -0.092
(0.16) (0.20) (0.21)
Improvement self-evaluation 0.019 0.014 -0.004
(0.12) (0.13) (0.15)
Caregiver presence index -0.772 -0.425 -0.098
(0.49) (0.59) (0.66)
Informed parent index -0.103 -0.142 -0.144
(0.07) (0.09) (0.10)
-0.180 -0.331 -0.327
Parental authority index (030) 038) iy
; . o 0.031 0.013 0.007
Youth behavior and relationship index 0.09) ©.12) o

130



HETEROGENEOUS EFFECTS

Figure 51 and Figure 52 present differential program effects on caregiver indicators including extended

family cohesion index, family cohesion index, parental authority index, youth behavior and relationships

index parenting locus of control index and improvement self-evaluation index by varied groups,
decomposed by these factors. We do not see differential impacts across most indicators.

Figure 51: Heterogeneous treatment effects on Extended Family Cohesion Index, Family Cohesion
Index, Parental Authority Index and Youth Behavior and Relationships Index
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Figure 52: Heterogeneous treatment effects on Parenting Locus of Control Index and Improvement
Self-Evaluation
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ANNEX VIIi: ADDITIONAL CHARTS
YSET

Figure 53: Youth responses on questions from Module B (n=729)
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Figure 54: Youth responses on questions from Module B (n=729)
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Figure 55: Youth responses on questions from Module B (n=729)
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Figure 56: Share of youth responding yes to behavioral questions, more commonly reported
behaviors (n=729)
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Figure 57: Share of youth responding yes to behavioral questions, less commonly reported

In the last 6 months, have you...
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Figure 58: Questions concerning the relationship with mother/stepmother/female guardian (n=716)
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Figure 59: Questions concerning the relationship with mother/stepmother/female guardian (n=716)
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CAREGIVER SURVEY

Figure 60: Module E: Frequency of communication among family members
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Talk badly about these other people who

Disagree on how to raise or discipline
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Figure 61: Module F: Caregiver behavior in front of youth
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The conditions in this community
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keep my children out of trouble.
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Figure 62: Module G: Caregiver agreement with different parenting philosophies
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Figure 63: Module G: Self-reported changes in parenting behavior in the last 12 months
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Figure 64: Module H: Reported frequency of interactions between caregiver and youth
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Figure 65: Module H: Caregiver’s knowledge of youth whereabouts
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Figure 66: Module H: Communication between caregiver and youth
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Figure 67: Module H: Reported negative interactions between caregiver and youth
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Figure 68: Module H: Reported positive interactions between caregiver and youth
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Figure 69: Module H: Household parenting choices and parenting support
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Figure 70: Module I: Youth behaviors over the last six months, as reported by caregivers
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Figure 71: Module I: Youth behaviors over the last six months, as reported by caregivers (cont.)
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Figure 72: Module I: Caregiver discovery of youth possessing drugs
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Figure 73: Module J: Reported past behaviors of other household members
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Figure 74: Module K: Amount of time caregiver reports to have lived in the community

How long have you lived in this community?
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Figure 75: Module K: Relationship between caregiver and others in the neighborhood

| have a good bond with others in this
neighborhood.

100%
80% 48% 44% 46% 44%
60%
12% 14%
40%
10%
20% 7
3% [ 4%
0% 7% 6%
baseline endline baseline endline
control treatment
W7 - Strongly disagree W6 ®m5 m4 m3 12 | - Strongly agree

147



Approachableness of the police if you require assistance from them.

Police responsiveness to incidents of crime and violence.

control

treatment
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Figure 76: Module K: Caregiver satisfaction with police
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Figure 77: Module L: Reported ownership of common household items
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Figure 78: Module L: Reported ownership of common household items (cont.)
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Figure 79: Module L: Reported income level relative to other households

How does your household’s income level
compare with other households in
[country]? Would you say that you are:
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