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The timeline of the present project is as follows:

· Baseline study: July-August, 2013 (questionnaire attached)
· Intervention: December 2013-March 2014
· Short-term follow-up study: June 2015 (questionnaire attached)
· Long-term follow-up study: July-August, 2016 (planned)

This pre-analysis plan has been written prior to accessing the data for the short-term follow-up and pre-commits the authors to defined specifications for estimating impacts.[footnoteRef:1] It was written by Kjetil Bjorvatn and Bertil Tungodden. [1:  In the event that the structure of the data or other unforeseen factors necessitate adjustments in the methodology and specifications to be employed in the analysis, such adjustments will be documented with reference to the original specifications in this pre-analysis plan and accompanied by a justification of why such adjustments were necessary.  ] 


1. Abstract
There are a billion people in the world with some kind of disability. The disabled generally have poorer health, lower education achievements, fewer economic opportunities and higher rates of poverty than people without disabilities, and particularly so in developing countries. In Uganda, according to official statistics, the disabled account for 7 percent of the population as a whole, but 25 percent of the population below the $1.25 a day poverty line (Government of Uganda, 2008). The World Report on Disability (2011, page xi) argues that: “To achieve the long-lasting, vastly better development prospects that lie at the heart of the 2015 Millennium Development Goals and beyond, we must empower people living with disabilities and remove the barriers which prevent them participating in their communities; getting a quality education, finding decent work, and having their voices heard.” 
The ambition of this project is to evaluate the impact of an inclusive microfinance program called 'We can manage!', targeting disabled people, and women in particular, in rural Uganda. The project aims at measuring impact on entrepreneurship, confidence, preferences, social attitudes, locus of control, family living conditions including school outcomes for the children, well-being and happiness. 
The idea behind the program is to reduce financial barriers and build capacity and confidence among the participants in the microfinance program, and to reduce prejudice in society by demonstrating the ability of women and disabled to manage and mobilize resources. 
Key questions of our research are: Does the 'We can manage!' program improve the livelihoods of the participants in these groups, and in particular the disabled and their families? Does it make them more confident? Does it reduce prejudice in society? Clearly, if the program has a positive impact on these (or related) dimensions, it will have improved the situation for perhaps the most vulnerable group in society: the disabled (females) in the rural area of a poor country. 
In order to answer these questions, we carry out a randomized control trial (RCT), where some villages are randomly assigned to the treatment group and the remainder assigned to the control group. On average, the two groups should therefore be identical on both observables and un-observables, and any post-treatment difference between the two groups must be ascribed to the treatment. 
We will carry out both a short-term and long-term follow-up study. The short-term follow-up study takes place in June 2015, that is, a year and a half after the initiation of the treatment, while the long-term follow-up is planned for July-August 2016.
The short-term follow-up focuses on the general happiness of the participants’ and on school outcomes of their children, measured objectively from school visits. As we discuss in more detail below, we collect administrative, self-reported, and experimental data in the short-term follow up, see also the attached questionnaires and experimental instructions. In the long-term follow-up, the focus will be on capturing economic impacts of the program and impact on living conditions, as well as impact on attitudes to disabled from non-members in the local community. 
2. Interventions
“We Can Manage!” (WCM) is a village savings and loans association (VSLA) organized by the National Union of Disabled Persons of Uganda (NUDIPU), targeting females and disabled people in rural Uganda. Each group in the association consists of 30 members, where the majority of both management and group members are female or disabled. The group members meet on a weekly basis, where each member saves one to five shares, each share typically worth 2000 Ush (0.8 USD).The saving is recorded in the savings book of the group. There is also saving for an emergency fund, typically 500 Ush per week. Loans are given to group members according to demand and need. NUDIPU helps organize the groups and provides training during the first year, on how to manage the group, savings, and loans, but does not provide any direct financial assistance. 

The savings- and loans cycle is typically one year, after which there is a “share-out”, when all savings and interest payments are divided by the number of shares and paid out. The group then decides on whether to start a new cycle or not. In most cases, they do. VSLAs function like small, unregulated financial institutions, providing members with an accessible source of credit, a safe place to save regularly, and a solidarity fund for emergencies.

VSLAs stimulate savings by offering people a safe place to store their money (in VSLAs, money is stored in a cashbox, locked with three padlocks, and with three different members holding a key to the box, and with the box being stored in the house of a fourth member). The possibility of moving money out of the house, and out of the sight of husbands or other family members, may be an important rationale for joining a savings group (Anderson and Baland, 2002). Perhaps equally important, the VSLAs can serve as a commitment device (in case of hyperbolic preference) and a reminder (a “nudge”) to save (Ashraf, Karlan, Yin, 2006). 

The intervention consists of field promoters from NUDIPU activating the groups assigned to treatment. The activation consisted of a training program and the facilitation of the startup period in the group, including technical assistance, both in terms of how to write a constitution, how to access the saving box and keys (which are provided to the groups at cost-price), and more generally how to run the group. The groups assigned to control were not activated, but informed that they had to wait until the piloting of this program was completed (which is equivalent to the completion of the present research project)

3. Design
We initially recruited 75 groups from Manafwa, in Eastern Uganda. The target number of participants in each group was 30. A baseline survey was conducted during July and August 2013, with a total of 1916 participants. The survey contained a broad set of questions on socio-economic background, business knowledge, financial practices, confidence, optimism and trust. The implementation of the project was facilitated by NUDIPU, and with local clearance through meetings with the Executive Committee of Manafwa District Union (Disability leadership) as well as with the District Local Council leadership. 

The groups were subsequently randomly allocated to the control group or to the treatment group. The treated groups were activated by NUDIPU Field Promoters in the period December 2013 – March 2014.  
4. Randomization method
The randomization procedure was as follows: First, in order to minimize spillovers between treatment and control groups, we constructed 63 unique “locations”, where a location could consist of more than one group in case a village supplied members into multiple groups. The groups linked by common village membership would then belong to the same location. In contrast, when a village only supplied participants into one group, the location would consist of a single group. Second, we randomly allocated the locations to treatment (31) or control (32). There are 35 groups in the treatment locations, and 40 groups in the control locations. 

Randomization unit
We randomized at the location level. In each location, the unit of observation is all the group members. 

Is the treatment clustered – YES/NO
Yes, the treatment is clustered at the location level.

5.1 Sample size –number of clusters
There are 63 clusters (that is, 63 locations).
5.2 Sample size –planned number of observations
There are 1916 participants in our baseline. For the short-term follow-up survey, recognizing the cost of reaching all the participants, we constructed an “a-list” and conducted an intensive tracking to reach as many participants as possible on this list. 

The a-list consisted of parents who reported to have children aged 14-16 at baseline, since an important focus for the short-term follow-up was on whether the intervention had improved school outcomes. The age group 14-16 was chosen mainly for practical reasons: at the time of the short-term follow-up, most of these children would be attending secondary school, of which there is a more limited number and which typically are better organized than primary schools. Accordingly, there are 447 a-list members in our sample. The total number of children aged 14-16 reported at baseline was 572. The “school sample” consists of the children aged 14-16 in baseline, whose identities were confirmed by the parents in the follow-up survey. 

In the short-term follow-up, we also carry out lab-in-the-field experiments on the a-list members in ten randomly selected groups (five from treatment and five from control), to measure impact on confidence, willingness to compete, and attitude to risk. 
5.3 Sample size – number of clusters per arm
There are 31 clusters in the treatment arm, and 32 clusters in the control arm.
5.4 Sample size – MDE for main outcome
The sample size (a-list) was powered to detect changes in payment of school fees. We know from baseline that 70% of the parents report that at least one child has been sent away from school due to lack of payment of school fees. This is consistent with the numbers reported to us from established WCM groups in Tororo and Kumi in a pilot study that we conducted April 2015: 70% reported to have been forced to hold children home from school due to the non-payment of school fees. The pilot revealed that, today, only 28% of them had similar problems. With an average of 7 parents on the a-list in each group, and taking into account clustering, we have a power of at least 90% (with a 5% confidence interval) to detect a 20 percentage point reduction in non-payment of schools fees.

6. Short-term Outcomes
We will collect data on short-term outcomes from three sources of information: administrative school data, self-reported survey data, and incentivized experimental data.

1. Survey data
i. Happiness
ii. Trust
iii. Locus of control
iv. Payment of school fees

2. School data
i. Attendance
ii. School fees
iii. Performance

3. Experimental data
i. Confidence
ii. Willingness to compete
iii. Willingness to take risk

Happiness will be measured on a scale from 1-5, where 1 is “very unhappy” and 5 is “very happy”

Trust will be measured on a scale from 1-4, based on the question “How much do you trust people in your village?”, where 1 is “Not at all” and 4 is “I trust them a lot”.

Locus of control is a dummy variable, which takes the value 1 if the respondent agreed more with statement A than statement B (and zero otherwise), where statement A is “The things that happen in your life are of your own doing” and statement B is “You don't have much control over what happens in life, or in the direction your life is headed”. 

School fees is the response to the question: “For how many children do you pay school fees?”

Attendance is a dummy for whether the child was present at school at the time of the school visit, with the identity of the child being confirmed by the research team.

We will also ask questions about attendance, payment of various school fees, and the child’s performance based on school records. However, based on experience from a pilot in March 2015, we know that these records will sometimes be unavailable and incomplete. We shall therefore consider Attendance as the main school outcome. 

Confidence is based on expected performance in a memory game. The participants were shown 10 items for 15 seconds, and then asked to name as many of these items as possible. They were also told that other villagers had conducted the same exercise. Before playing the same game one more time, they were asked (1) how many items they thought they would remember (0-10), and (2) how many they thought the other villagers on average had remembered (0-10). Confidence is measured as the difference between the first and the second question, where a person is said to be more confident the more positive is this difference. 

Willingness to compete is a dummy taking the value one if the participants choose the competition rate, and zero if they choose the fixed rate, in the memory game, where the fixed rate is 1000 Uganda Shilling for each item remembered, and the competition rate is 2000 Uganda Shilling for each item remembered, but only if the number of items remembered was at least as high as the village average, and zero otherwise.

We will also ask a question about Willingness to take risk, is an un-incentivized measure, based on the response to the following statement: “I am willing to take risks, in general”, where the scale ranged from zero to 10, with zero indicating “No, I am completely unwilling to take risks, in general” and 10 “Yes, I am completely willing to take risks, in general”. Since this is un-incentivized, and we don’t have a strong prior as to the direction of the treatment effect, we do not consider this to be a main outcome variable.





7. Heterogeneous effects (variables from the baseline survey)
In addition to measuring the global impact of the treatments in the short-term follow-up, we will also study heterogeneous effects along variables covering what we consider important dimensions in determining the impact of the intervention; disability status, gender, the interaction between gender and disability, payment of school fees (baseline), and wealth (baseline).  

1) HET1 – Disability status. Is the participant disabled or non-disabled? 
2) HET2 – Gender. Is the participant male or female?
3) HET3 – Disability and gender. Is the participant disabled or non-disabled, female or male? 
4) HET4 – Wealth. Is the participant above the median on a wealth index at baseline?
5) HET5 – School fees. Did the participant have children who could not attend school due to lack of school fees at baseline? 
6) HET6 – Knowledge. Is the participant above the median level of knowledge at baseline? 
 
8. Covariates (variables from the baseline survey) 
(i) The following covariates will be used with all outcomes:
· Disability status: Indicator variable, taking the value one if respondent is disabled, and zero otherwise. 
· Gender: Indicator variable taking the value one if respondent is female, and zero if male.
· School fees: Indicator variable taking the value one if school fees have not been paid for all school children in household, and zero otherwise. 
· Age: Indicator variable taking the value one if respondent is older than median age, and zero otherwise.
· Wealth index: Based on condition of house, ownership of animals and agricultural equipment, clothing and shoes, number of meals per day, etc). Indicator variable taking the value one if wealth index is above median, and zero otherwise.
· Knowledge index: Based on self-reported literacy, and three financial literacy questions. Indicator variable taking the value one if the respondent is above median on the knowledge index, and zero otherwise.
· Marital status: Indicator variable taking the value one if respondent is married, and zero otherwise.
9. Treatment effect equation to be estimated
The following equations will be estimated using ordinary least squares estimators.

We first regress the outcome of interest on treatment status (Ti):

(1)	.	

We cluster the standard errors at the location-level. Since treatment is randomly assigned, we obtain consistent estimates of the causal impact of the intervention. 

Furthermore, we will also estimate equation (1) with a set of covariates X:

(2)	
	

10. Heterogeneity in treatment effects

Finally, we will also study heterogeneity in treatment effects using the variables defined in the “heterogeneous effects” section above. We will then introduce interaction terms, where the three treatment arms will be interacted with the relevant variable. When checking for heterogeneous effects, the equation becomes:
	
(3)	

Where W stands for the variable defining the heterogeneous effects of interest. Equation (3) will also be estimated without the covariates X.

We will run both separate regressions for each of the background variables, where only the interaction terms for this background variable is added to (2), and a joint regression including interaction terms for all the background variables introduced in the “heterogeneous effects” section above.

10. Dealing with multiple outcomes

Our four main dimensions are largely unrelated and thus we do not adjust for multiple inference across these, as we view them as conceptually distinct. 

11. Addressing survey attrition and non-response
In the case that survey attrition is correlated with the treatment, we will follow Kling, Liebman and Katz (2007) and report lower bounds of the treatment effects by replacing missing observations in the treatment (control) arms by the corresponding arm’s mean value minus (plus) 0.05, 0.10 and 0.20 standard deviations of the control group. Upper bounds of the treatment effects are constructed in a symmetrical way. 

No imputation for missing data from item non-response at follow-up will be performed. We will check whether item non-response is correlated with treatment status following the same procedures as for survey attrition, and if it is, construct bounds for our treatment estimates that are robust to this. 

12. ITT – ATE
We focus on intention-to-treat effects in our key results. We hypothesize that the intervention will increase happiness, trust, and locus of control, self-reported payment of school-fees, improve school outcomes and increase confidence, the willingness to compete and to take risk. Given the pre-specified nature of the hypotheses and our strong prior that impacts will be positively signed, we plan to carry out one-sided hypothesis tests for the main outcomes (where we will test whether we can reject the one-sided hypotheses that the effects of the intervention are positive.) We will also follow the more standard approach in economics and present p-values implied by two-sided hypotheses tests.

The other collected data, such as data from school records, will be used in exploratory analysis to supplement the main analysis.
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