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the Generalised Anxiety Disorder (GAD-7; baseline
and endline)
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Local Authority reported outcomes measured at 35 weeks
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the Multi-Agency Safeguarding Hub, and number of
other welfare concerns

Number of unauthorised school absences and fixed-
term and permanent exclusions
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The Cash For Families study is a two-arm individually randomised controlled trial of a local
authority intervention, providing unconditional cash transfers (UCTs) to families involved with
Children’s Social Care (CSC). Cash transfers are unconditional, meaning that no expectation is
placed upon families (e.g., to seek work or take part in community service). Cash transfers are
also unrestricted, meaning that families can choose to spend the money as they wish. Each
family receives payments over 45 weeks. Families in London will be given 20% more.
Payments are made weekly for 45 weeks and paid directly to the primary caregiver’s bank
account. There are fixed dates for starting the intervention and receiving cash, and there is
tapering in the last 10 weeks. The intervention aims to improve child, parent and family
outcomes by reducing family and financial stress and increasing families’ ability to invest in
their children’s wellbeing and development.

Families are eligible if they have at least one child aged 10-16 years who is under a Child in
Need (CiN) plan or Child Protection Plan (CPP), and who is eligible for financial support under
Section 17 of the Children Act 1989. Participating families are randomly allocated in a 1:3 ratio
to either receive UCT plus Business-as-Usual (BAU) services or to continue with BAU only (e.g.,
access to existing financial and material support from local authorities, and financial capability
support like benefits). By over-recruiting to the control group with a 1:3 allocation ratio, we
could maximise on power whilst recruiting enough families to the intervention condition
within our budget. Randomisation occurs at the level of the index child, stratified by Local
Authority (LA) and social care status (CiN vs. CPP).

Outcomes are collected at baseline (prior randomization), midline (18 weeks post-
randomization), and endline (35 weeks post-randomization, before transfers are tapered) and
finally at follow-up (52 weeks post-endline). The primary outcome is child-reported
externalising difficulties, measured at baseline, endline and follow-up by the combined
conduct and inattention subscales of the Strengths and Difficulties Questionnaire (SDQ;
Goodman et al., 1998). Secondary outcomes include child-reported internalising difficulties,
family functioning, substance and alcohol use, and parent/carer engagement; parent-
reported depression, anxiety, well-being, parenting stress, financial stress, child engagement,
and family functioning; and Local Authority-reported indicators of child welfare and school
engagement.

The main purpose of the analysis is to evaluate whether providing UCTs to families reduces
externalising difficulties compared to BAU alone. Additional analyses will examine the effect
of UCTs vs. BAU on secondary outcomes, explore subgroup effects (e.g., by income, social
care status, amount of cash received, number of children in the family, child gender and



ethnicity), and evaluate the two main causal pathways in the literature: the Family Stress
Model and Resource Investment Model. The Family Stress Model suggests that UCTs improve
child outcomes through reducing caregiver distress, parental conflict, and disrupted
parenting linked to economic hardship. The Resource Investment Model suggests that UCTs
improve child outcomes through increasing investment in material resources (e.g., higher
guality housing) and child engagement (e.g., more family time, engagement in extracurricular
activities). We will test these pathways through a mediation model, whereby (1) UCT predicts
financial stress at midline, (2) financial stress then predicts family stress and home and child
resources at midline, and (3) family stress and home and child resources in turn predict
changes in child behavioural difficulties at endline.



Design overview

Two-arm efficacy randomised controlled trial:

Trial design, including number of

unconditional cash transfer + business as usual vs.
arms .
business as usual only

Unit of randomisation Individual index-child level

Stratification variables Local authority, social care status (Child in Need vs.

(if applicable) Child Protection Plan)

variable Behavioural difficulties

Child-reported externalising difficulties measured at
Primary baseline (prior randomization), endline (35 weeks
measure
outcome . post-randomization), and follow-up (52 weeks post-
(instrument, scale, i . . .
endline) by the combined conduct and inattention
difficulties subscales of the Strengths and Difficulties

Questionnaire (SDQ; Goodman et al., 1998).

source)

Child-reported outcomes:

e Internalising difficulties (1)
e Total difficulties (2)
e Prosocial behaviour (3)
e Impact of difficulties (4)
e Family functioning (5)
Secondary . e Substance and alcohol misuse (6)
variable(s)
outcome(s) e Time spent engaging in activities with
parent/carer (7)

Parent/carer-reported outcomes:

e Depression (1)

e Anxiety (2)

e Wellbeing (3)

e Family functioning (4)




measure(s)

(instrument, scale,

source)

Financial circumstances and stress (5)
Educational resources / opportunities (6)
Material living conditions / housing quality
(7)

Parenting stress (8)

Time spent engaging in activities with child

(9)

Local Authority reported outcomes:

Child welfare concerns (1)
School attendance and fixed-term and
permanent exclusions (2)

Child-reported outcomes:

(1-4) Strengths and Difficulties
Questionnaire (SDQ; Goodman et al., 1998)
at baseline, endline (35 weeks post-
randomization), and follow-up (52 weeks
post-endline)

(5) Systemic Clinical and Routine Outcome
Evaluation (SCORE-15; Stratton et al., 2010)
at baseline and endline

(6) Custom substance and alcohol use items
(binary “yes” or “no” reports of use within
the past month) at baseline and endline

(7) Global Appraisal of Individual Needs-
Initial (GAIN-M90), Section B2 (Dennis et al.,
2022) at baseline and endline

Parent/carer-reported outcomes:

(1) Patient Health Questionnaire-8 (PHQ-8;
Kroenke, Spitzer, & Williams, 2009) baseline
and endline

(2) Generalized Anxiety Disorder-7 (GAD-7;
Spitzer, Kroenke, Williams, & Lowe, 2006)
baseline and endline




e (3) Short Warwick-Edinburgh Mental
Wellbeing Scale (SWEMWABS; Tennant et al.,
2007) baseline, midline, and endline

e (4) Systemic Clinical and Routine Outcome
Evaluation (SCORE-15; Stratton et al., 2010)
at baseline and endline

e (5) Custom income question; Financial Stress
Questionnaire (Center for Guaranteed
Income Research); bespoke questions on
worry about finances, family conflict about
money, and home/neighbourhood
satisfaction at midline

e (6) Adapted Home Observation for
Measurement of the Environment (HOME-
21; Caldwell & Bradley, 1984) at midline

e (7) Adapted Housing quality items (Center
for Guaranteed Income Research)

e (8) Parenting Stress Scale (PSS; Berry et al.,
1995) at midline

e (9) Global Appraisal of Individual Needs-
Initial (GAIN-M90), Section B2 (Dennis et al.,
2022) at baseline and endline

Local Authority reported outcomes:

e (1) Social worker reported number of
strategy discussions, referrals to the multi-
agency safeguarding hub (MASH), and
welfare concerns reported at endline

e (2) Social worker reported number of
unauthorised absences, fixed-term, and
permanent exclusions at endline

variable Behavioural difficulties

Baseline for

primary measure
outcome [5e 0 aleks el | Child-reported externalising difficulties measured by

source) the combined conduct and inattention difficulties
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subscales of the Strengths and Difficulties
Questionnaire (SDQ; Goodman et al., 1998).

variable Child-reported outcomes:

e Internalising difficulties (1)

e Total difficulties (2)

e Prosocial behaviour (3)

e Impact of difficulties (4)

e Family functioning (5)

e Substance and alcohol misuse (6)

e Time spent engaging in activities with
parent/carer (7)

Parent/carer-reported outcomes:

e Depression (1)
e Anxiety (2)
e Wellbeing (3)

e Family functioning (4)
Baseline for

secondary

measure Child-reported outcomes:
outcome .
(instrument, scale,

o (1-4) Strengths and Difficulties
Questionnaire (SDQ; Goodman et al., 1998)
at baseline, endline (35 weeks post-

source)

randomization), and follow-up (52 weeks
post-endline)

e (5) Systemic Clinical and Routine Outcome
Evaluation (SCORE-15; Stratton et al., 2010)
at baseline and endline

e (6) Custom substance and alcohol use items
(binary “yes” or “no” reports of use within
the past month) at baseline and endline

e (7) Global Appraisal of Individual Needs-
Initial (GAIN-M90), Section B2 (Dennis et al.,
2022) at baseline and endline

Parent/carer-reported outcomes:
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(1) Patient Health Questionnaire-8 (PHQ-8;
Kroenke, Spitzer, & Williams, 2009) baseline
and endline

(2) Generalized Anxiety Disorder-7 (GAD-7;
Spitzer, Kroenke, Williams, & Lowe, 2006)
baseline and endline

(3) Short Warwick-Edinburgh  Mental
Wellbeing Scale (SWEMWABS; Tennant et al.,
2007) baseline, midline, and endline

(4) Systemic Clinical and Routine Outcome
Evaluation (SCORE-15; Stratton et al., 2010)
at baseline and endline
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Sample size calculations overview

Minimum Detectable Effect Size
(MDES)

Protocol

Standardised mean

Randomisation

level 1
(participant)
Pre-test/ post-test

correlations level 2 (cluster)

level 1

Intracluster (participant)

correlations (ICCs)

level 3 (cluster)

Alpha

Power

One-sided or two-sided?

Average cluster size

intervention

Number of
control
clusters

total

intervention

. TBC*
difference =0.19
0.05 0.05
0.8 0.8
Two-sided Two-sided
323 TBC*
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Protocol Randomisation

control
Number of

participants

total

* The last participant is expected to be randomized on 17 May 2026. The actual sample size
and MDES calculation are anticipated to be updated by 1 June 2026.

The primary population of interest are families currently engaged with children’s services,
with at least one child aged 10-16 who is classed as a Child in Need or who is subject to a Child
Protection Plan. One child will be selected as the index child from each family for which
primary and secondary outcomes will be completed.

The sample size was determined a priori using the PowerUp! tool (Dong & Maynard, 2013).
The protocol presented different scenarios for sample size calculations based on a MDES
between 0.15 and 0.20 and comparing 1:3 and 1:1 allocation ratios at 80% power and a two-
sided alpha of 0.05 (see Appendix 6 in protocol). We chose an MDES of 0.19 based on Ozer et
al.’s (2009) finding of a reduction in aggressive and oppositional problems following cash
transfers. Furthermore, we chose a 1:3 allocation ratio between the intervention (UCT+BAU)
and control (BAU-only) arms to optimise costs by providing comparable power to a 1:1 ratio
while reducing the number of families receiving cash transfers. In the present SAP, we also
consider attrition rates of 10%, 15% and 20% and pre-post correlations of 0 and 0.40
(Goodman, 2001; see table below).

Sample Size Estimates For Different Attrition Rates (10%, 15%, 20%) and Pre-Post
Correlations (r = 0 or 0.40).

Attrition Rate Pre-post (r = 0) Pre-post (r = 0.40)
10% 1,291 1,080
15% 1,343 1,129
20% 1,401 1,178
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Across these estimates, recruiting between 1,178-1,291 total families would allow us to
detect an MDES of 0.19 under more and less favourable conditions of attrition and pre-post
correlation. On this basis, we plan to randomize 1,291 children: 323 in the UCT + BAU arm
and 968 in the BAU-only arm. Assuming 75% of referred families will consent to take part,
1,721 referrals are required to achieve the target MDES of 0.19. Our sample size estimate of
1,291 has been inflated for 10% attrition, which is based on a previous cash transfer trial with
families that initially estimated a 20% attrition rate but observed rates of 6% after a one-year
follow-up — 3% in the intervention arm and 8% in the control arm (Duncan et al., 2025;
Magnuson et al., 2025). The recruitment and consent rate will be reassessed after recruiting
the first cohort.

Note that we did not adjust the sample size for clustering of families within local authorities
(LA) because randomization is at the family (individual) level. A cluster-RCT-type sample size
inflation is neither necessary nor intended. Instead, nesting will be handled analytically
through stratification by LA and adjusting for LA as a fixed effect in our statistical model.

Analyses will be conducted by an analyst masked to intervention group assignment following
the intention-to-treat principle. The hypotheses and general analysis framework were
decided a priori; the first draft analysis plan was written during the recruitment period, before
baseline data collection was completed.

Primary outcome analysis

To recap, the primary outcome is child-reported externalizing difficulties (i.e. conduct +
inattention subscales of the SDQ; 0-20) at endline (35 weeks post-randomization). We have
chosen externalising difficulties, rather than a broader total difficulties score, as previous
studies of cash transfer interventions show that effects for young people are most
pronounced for externalising difficulties (Jaffee et al., 2025), but we expect widespread
changes in child mental health (see Secondary Outcomes Analysis below).

Our headline impact estimate is the intention-to-treat effect of UCT+BAU versus BAU-only on
externalizing difficulties among all randomised children. We will use a generalized linear
model whilst controlling for the fixed effects of baseline externalizing scores and stratification
variables (LA membership and social care status). The model can be expressed as follows:
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Y, = Bo + BiBaseline; + [,Group; + f3Status; + [LLA; + fsWave; + ¢;
Where:

e Y isthe predicted SDQ externalizing score for index child i at endline

Bo is the intercept or predicted SDQ externalizing score when all covariates equal zero

p1Baseline; is the baseline SDQ externalizing score for index child i

B, Group; is the randomly assigned intervention group (0 = BAU only; 1 = UCT+BAU)
psStatus; is the index child’s social care status (0 = Child in Need; 1 = Child Protection
Plan)

P4 LA;is the index child’s local authority membership (dummy coded)

o [B:Wave; is the wave within which the family were recruited into the study
e & is the residual variance for index child i

Estimates will be reported with 95% confidence intervals and exact, continuous p values.
Alpha thresholds will be set at the 5% level unless otherwise stated, and dichotomous
interpretation around specific thresholds will be avoided. Standard errors will be estimated
using robust methods (e.g., Huber-White) to account for potential heteroskedasticity in
residual errors. Analyses will be conducted in Stata v14.

Secondary outcome analysis
To recap, secondary outcome variables are as follows:
Child-reported outcomes:

e Internalizing difficulties [peer problems + emotional problems scales, 0-20], prosocial
behaviour (0-10), total difficulties (0-40), impact of difficulties (0-10) scales of the SDQ

e Family functioning total scores (SCORE-15, 15-75)

e Time spent engaging in activities with parent/carer (GAIN-M90; 0-5)

e Substance and alcohol misuse (custom items; 0-4)2

Parent/carer-reported outcomes:

e Family functioning total scores (SCORE-15, 15-75)
e Total depression symptoms (PHQ-8, 0-24)?

e Total anxiety scores (GAD-7, 0-21) @

e Total wellbeing scores (SWEMWABS, 7-35)2

Local Authority reported outcomes:
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e Child welfare concerns (number of strategy discussions, number of referrals to the
Multi-Agency Safeguarding Hub, number of welfare concerns, whether the child went
into care or was reunited with a primary caregiver)?

e School attendance and fixed-term and permanent exclusions (number of
unauthorised absences; number of fixed-term and permanent exclusions)?

aSecondary outcomes treated as exploratory.

In similar projects, we consulted young people of a similar age to the target sample. They
completed the full set of measures within 10-15 minutes. Based on an estimated completion
rate of three to four items per minute for the target population, we anticipate that the surveys
for both the young person and parent-carers will take approximately 15-20 minutes to
complete. We will review participant burden during Cohort 1 and, based on completion rates,
will consider prioritising secondary outcomes for Cohort 2.

For child- and parent-reported secondary outcomes, we will use a similar, single-level
generalized linear model like in the primary outcome analysis:

Y, = By + BiBaseline; + [,Group; + [3Status; + BLLA; + fsWave; + ¢;
Where:

e Y isthe predicted score for a given secondary outcome for index child i at endline

e [, is the intercept or predicted score on a given secondary outcome when all
covariates equal zero

e [,Baseline; is the baseline score on a given secondary outcome for index child i

e [B,Group; is the randomly assigned intervention group (0 = BAU only; 1 = UCT+BAU)

e [3;Status; is the index child’s social care status (0 = Child in Need; 1 = Child Protection
Plan)

e [,LA;is the index child’s local authority membership (dummy coded)

e [sWave; is the wave within which the family were recruited into the study

e &;istheresidual variance for index child i

For local authority outcomes, we will use parametric tests (e.g., poisson regression for count
variables and independent t-tests for percentage variables) or non-parametric tests (e.g.,
Mann-Whitney U or Kolmogorov-Smirnov tests) to compare UCT+BAU and BAU-only groups,
as no baseline data will be collected.

Estimates will be reported with 95% confidence intervals. Secondary outcomes related to
child mental health (SDQ total scores and subscales), family functioning (SCORE-15), and
family activities (GAIN-M90) are treated as confirmatory, given prior evidence that cash
transfers can affect child behavioural and family functioning domains. Whilst we did not
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formally estimate power for our secondary outcomes, we consider an MDES of 0.19 to be a
meaningful benchmark. Analyses of confirmatory secondary outcomes will be adjusted for
multiple comparisons.

Outcomes related to parental mental health and wellbeing, child welfare concerns and school
attendance, and child substance/alcohol use are treated as exploratory, as there is limited
prior evidence on the effects of cash transfers on these outcomes. Analyses will be conducted
in Stata v14.

Subgroup analyses

We will test for moderation by including an interaction term between intervention
assignment (UCT+BAU vs. BAU-only) and each moderator variable across the whole sample
to the primary analysis model (see above). This approach follows YEF guidance and avoids the
loss of power associated with splitting the sample into separate groups. Each moderator will
be tested separately. Continuous moderators will be mean-centred.

The following subgroups have been pre-specified in the protocol and are therefore
considered confirmatory:

e Total annual household income pre-tax at baseline (ordinal):

o <£15,000

o £15,000-£24,999

o £25,000-£34,999

o £35,000-£44,999

o £45,000-£59,999

o £60,000-£79,999

o >=£80,000
(Note. Participants are provided with guidance on how to respond to this item, including
the types of income to report, to minimise self-reporting errors (e.g., income from all
individuals living in the household, wages, benefits, pensions, business income, and
investments).
We will consider collapsing into low, mid, and high incomes relative to UK percentiles for
that year.

e Amount of cash received in the intervention group (continuous; to be used as a

measure of intervention dose to evaluate fidelity. Note, we will consider transforming
or using as a proportion depending on the distribution)
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e Number of children in the household (continuous)
e Child gender (categorical):

o Male

o Female

o Non-binary

o Gender questioning

o Prefer to self-describe

o Prefer not to say

We will consider collapsing into male/female/gender diverse.

e Child ethnicity (nominal):
o Arab or Arab British
o Asian or Asian British
o Black, Black British, Caribbean or African
o Mixed or Multiple Ethnic Groups
o White
o Other ethnic group
o Prefer not to say

We will consider analysing ethnic subgroups (e.g., African, Caribbean, Any Other Black or
British or Caribbean background) if sample sizes permit. If sample sizes in non-White
categories are small, we will consider collapsing into “White” vs. “minority ethnic group”.

Significant interactions (p < 0.05) will be explored using predicted marginal means and simple-
slope plots. Results will be reported with interaction coefficients, 95% confidence intervals,
and adjusted p-values to account for multiple testing.

Further analyses

Further analyses include sensitivity analyses to test the robustness of primary findings, and
mediation analyses to test the theory of change.

Sensitivity and robustness checks

To assess the robustness of findings from the primary outcome analysis, we will run a series
of pre-specified sensitivity analyses by modifying the generalized linear model specified in the
primary outcome analysis above with the following:
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¢ Model specification: inclusion of additional child-, parent-, and area-level covariates
that may confound treatment effects (child age, parent/carer age, area-level
deprivation, and LA characteristics'), recruitment wave, and any covariates that are
unbalanced between the intervention and control groups.

e Missing data: comparing results from the ITT model with missing data, to the results
after handling missing data (see Missing Data section below).

Mediation analysis

We will run a series of mediation analyses to evaluate two main causal pathways in the
literature: the Family Stress Model and Resource Investment Model (see Introduction).
Specifically, we will examine whether financial circumstances at midline predict between-
family variation in family stress and home/educational resources at midline, and whether
family stress and home/educational resources in turn mediate the relationship between
intervention allocation (UCT+BAU vs. BAU-only) and the primary outcome (behavioural
difficulties) at endline. Note, we did not specify these models in full or power for them in the
protocol.

To recap, midline/mediator variables include:

Financial Stress/Circumstance
e Composite measure of FSQ and bespoke items

Family Stress
e Parenting stress (PSS, 18-90)
e Parent subjective wellbeing (SWEMWBS, 7-35)
e Family conflict about money (Bespoke measure: ‘Talking about money at home’)

Resource Investment
e Educational resources / opportunities (Adapted HOME-21, 0-21)
e Time parent and child spend together doing activities (GAIN-M90; 0-5)

We do not expect differences in the intervention and control arms by local authority following stratified
randomization. However, any differences in LA characteristics that persist between the intervention and control
groups will be controlled for via fixed effects to provide an extra layer of precision.
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e Material living conditions / housing quality (items adapted from the Center for
Guaranteed Income Research)

We will run the mediator analysis in stages. In the first stage, we will review the degree of
overlap between variables using bivariate correlations and the variance inflation factor (VIF),
where r > 0.7 and VIF > 5 indicate possible conceptual overlap. We hypothesise that financial
stress will be strongly positively correlated with family stress and home/educational
resources (indicating shared common variance), while the latter two variables will be
moderately, positively correlated (indicating partially overlapping but unique causal
pathways).

In the second stage, where we will test whether baseline intervention assignment predicts
endline externalizing problems directly and indirectly, first via financial stress, and second via
family stress or home/educational resources (see figure below). We will create composite
variables related to the family stress pathway (averaging standardized versions of the
parenting stress, reverse-coded parent subjective wellbeing, and family conflict about money,
or creating a latent variable with both measures and testing model fit, e.g., CFl > .95, TLI > .95,
and RMSEA < .06) and the resource investment pathway (education resources/opportunities,
parent-child activity, and material living conditions). We will include family stress (version A)
and resources investment (version B) in separate models to understand their unique
associations, in addition to baseline externalizing scores and stratification variables (not
included in the figure below).
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Version A:

Family
Conflict

PSS

Financial Stress

(FSQ)

Family
Stress
Pathway

Intervention
assignment
(0 =BAU-only; 1
= UCT+BAU)

Externalizing

Baseline

Version B:

4 scores

C
Midline (20 Endline (35
weeks) weeks)

HOME Material

Condition

Financial Stress

(FSQ)

Resource
Investment
Pathway

al

Intervention

assignment Externalizing
(0 =BAU-only; 1 7 —P scores

= UCT+BAU) C

) Midline (18 Endline (32
Baseline
weeks) weeks)

Note. Variables are treated as latent variables in these figures, but we might instead use

composites of observed variables depending on power limitations.
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In the third stage, we will run a parallel mediation model including both family stress and
resource investment pathway composites to assess their relative indirect associations on
endline externalising problems.

| SWEM | Fam.
PSS WBS Conflict

Financial Stress

(FSQ)
Family
Stress
pathway
al
Resource
Investment
pathway
Intervention
assignment > Externalizing
(0 =BAU-only; 1 C’ scores
= UCT+BAU)
Baseline Midline (20 weeks) Endline (35
weeks)

Indirect effects in each model will be estimated using bias-corrected bootstrapped 95%
confidence intervals (5,000 draws). Maximum likelihood estimation with robust standard
errors (MLR) will be used.

In the fourth stage, if both family stress and resource investment pathways are supported and
power allows, we will use sequential models to explore if one pathway’s associations predict
the other. Furthermore, if power allows, we will also explore moderated mediation to test
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whether the indirect effects of family stress and/or resource investment differ across ethnic
groups. We will run all mediation analyses using Mplus v8.

Interim analyses and stopping rules

We did not specify an interim analysis or stopping rules in the protocol. We will, however,
frequently monitor trial progress and will prepare a report in [TBC] for the Data Monitoring
and Ethics Committee (DMEC) covering recruitment and adverse events. We will stop the trial
if the DMEEC make a recommendation for the trial to terminate early based on safety concerns.

Longitudinal follow-up analyses

Children will complete the SDQ at 52 weeks post-endline. Scores will be analysed using the
primary outcome analysis model, with SDQ externalizing scores at 52-week post-endline
follow-up as the main outcome, controlling for baseline externalizing scores. We will consider
running post-hoc paired samples t-tests comparing baseline to endline externalizing scores,
and endline to follow-up scores.

Imbalance at baseline

We will create a table of baseline characteristics measured at enrolment, including the
primary outcome (e.g.,, SDQ externalizing scores), secondary outcomes, stratification
variables (e.g., the % of UCT+BAU vs. BAU-only in each LA and the proportions of CiN and CPP
in each arm), and demographic variables (e.g., child and parent/carer sex, gender, age,
ethnicity; parent/carer-reported number of jobs, hours worked per week, type of
employment, highest level of education, benefits received, household income, household
composition, neighbourhood deprivation).

We will include separate columns of means and standard deviations (for continuous variables)
and counts and percentages (for binary and count data) for the UCT+BAU and BAU-only
groups. Furthermore, we will present histograms of frequency distributions for pre-test
scores on primary and secondary continuous outcomes. We will compare group
means/percentages using independent t-tests (continuous variables) and Chi-Square tests
(categorical/count variables) to evaluate whether the randomization was successful.

Differences between the randomised sample and the analytic sample at endline will be
presented in future reports to assess whether attrition introduced systematic imbalance. A
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supplementary table with LA characteristics (e.g., ethnic composition, % CiN vs. CPP) will also
be provided.

Missing data

We will assess the extent and pattern of missing data by reporting the number and
percentage of complete cases for each outcome variable, the percentage of missing values
per variable, and cross-tabulations to describe patterns of missingness across variables.

To investigate whether missingness in the primary outcome, secondary outcome, and
covariates is systematically related to observed variables, we will estimate logistic regression
models predicting missingness (0 = observed, 1 = missing) separately for baseline and endline
variables. Baseline models will include baseline predictors only, whereas endline models will
include baseline and endline predictors to preserve temporality.

Primary analyses involving more than 5% missing data will assume a Missing At Random
(MAR) mechanism and will be conducted using Multiple Imputation by Chained Equations
(MICE; van Buuren & Groothuis-Oudshoorn, 2011) in R. The imputation model will include all
variables from the primary or secondary analysis models, as well as auxiliary variables
associated with missingness or the outcome (|r| 2 0.2 or p < .05 in logistic regressions; van
Buuren, 2018). Temporal ordering will be preserved.

At least 25 imputations will be generated, with the number of imputations matching the
percentage of missing data (e.g., 40% missing - 40 imputations). Parameter estimates will
be pooled using Rubin’s rules. Model convergence and plausibility of imputed values will be
assessed using diagnostic plots and summary statistics.

Results will be compared to a complete-case analysis, Full Information Maximum Likelihood
(FIML) analysis, and delta-adjusted pattern-mixture models.

We will conduct sensitivity analyses under Missing Not At Random (MNAR) mechanisms using
delta-adjusted pattern-mixture models (Carpenter, Kenward, & White, 2007). Imputed values
for missing endline outcomes will be shifted by 6 values of 0.25, 0.5, and 1.0 standard
deviations of the observed outcome distribution to represent plausible departures from MAR.
Treatment effects will be re-estimated under each scenario. A tipping-point analysis will
identify the magnitude of & required to alter the substantive conclusions of the trial.
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Compliance

As specified in the protocol, compliance with the intervention will be assessed using routinely
collected data from the payment agent on the amount of cash successfully transferred to a
parent/carer. A threshold of 80% of cash successfully transferred to each family (i.e., without
delay/disruption) will be used to indicate compliance.

Complier average causal effect (CACE) analysis will be used to estimate the intervention effect
among compliers in the intervention group, and control participants who would comply if
offered the intervention. A two-stage least squares (2SLS) approach will be used with
intervention assignment as a predictor for compliance status (0 = < 80% compliance, 1 = 2>
80% compliance), followed by expected compliance (the outcome variable from the first
stage) as a predictor of the primary outcome (externalizing difficulties). The 2SLS approach
can be expressed as follows:

Stage 1:
Compliance; = my + m1Group + mX; + u;
Stage 2:
Y, = By + BiCompliance + [,X; + ¢;
Where:

e Compliance; = predicted compliance predicted by intervention assignment and
covariates.

e Y;=endline externalising difficulties (primary outcome).

e X;= baseline covariates (baseline externalizing scores, social care status, LA
membership, etc).

Intra-cluster correlations (ICCs)

We will estimate intra-cluster correlations (ICCs) for the primary outcome (externalizing
problems) to describe the proportion of variance attributable to between- vs. within-LA
differences.

For baseline and endline externalizing scores, we will fit two-level random-intercept models
with children (level 1) nested within LAs (level 2):

Yij = Yo + ug; + &;
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Where:

e Yjjis the outcome for child i in LA j
e uy; ~N(O, 12) is the LA-level random effect

e & ~ N(0,0?) is the child-level residual.

The LA-level ICC will be calculated as:

,L.Z

ICCp = ———.
AT 12 4 g2

ICCs will first be calculated from an empty model (no covariates) and then from a model
including covariates from the primary outcome analysis (e.g., baseline externalizing scores,
intervention assignment, LA membership, social care status, and recruitment wave). ICC
estimates will be reported with 95% confidence intervals.

Presentation of outcomes

We will report Cohen’s d for continuous outcomes and risk ratios (RR) with 95% confidence
intervals for binary outcomes.

Cohen’s d will be calculated as:

~

0

=
Ouncond

where:

d =

o Sreflects the adjusted mean difference between UCT+BAU and BAU-only groups on a
given outcome at endline

®  Ouncond IS the unconditional pooled standard deviation for a given outcome at endline
(i.e., the square root of the pooled variance across both groups from a model without
covariates).

RRs will be calculated as:

RR — P(Y = 1| Intervention)
~ P(Y =1 Control)
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which is the ratio between the probability that the outcome is a 1 vs. 0 for the intervention
group (UCT+BAU) relative to the probability that the outcome is a 1 vs. O for the control group
(BAU-only).

95% bootstrapped confidence intervals (21,000 resamples) will be reported to reflect
statistical uncertainty.
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