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Abstract: Transfer programs have been shown to reduce intimate partner violence (IPV), but
little evidence exists on how activities linked to transfers affect IPV or what happens when
programs end. We assess post-program impacts on IPV of randomly assigning women in
Bangladesh to receive cash or food, with or without nutrition behavior change communication
(BCC). 6-10 months post-program, IPV did not differ between women receiving transfers and a
control group; however, women receiving transfers with BCC experienced 26% less physical
violence. Evidence on mechanisms suggests sustained effects of BCC on women’s “threat
points,” men’s social costs of violence, and household well-being.
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1. Introduction
Intimate partner violence (IPV) is a major global public health problem with economic costs
ranging from 1-4 percent of GDP (García-Moreno et al., 2015; Ribero & Sánchez, 2005).1 IPV
has multiple malign consequences for women’s physical and mental health (Ellsberg et al., 2008;
Kapiga et al., 2017) and is the leading cause of women’s death by homicide (Devries et al.,
2013). Adverse effects are transmitted intergenerationally, with IPV linked to poorer child
development, nutrition, and health outcomes, as well as a greater likelihood of children also
entering into abusive relationships (Aizer, 2010; Hasselmann & Reichenheim, 2006; Karamagi et
al., 2007; Koenen et al., 2003; Pollak, 2004). Using data from 141 studies from 81 countries,
Devries et al. (2013) estimate that 30 percent of all adult women have experienced some form of
IPV. There is considerable regional variation in this prevalence, with South Asia (41 percent) –
the region of our study – among the highest in the world.
Recent interest has grown in the potential of social transfer programs, and in particular
cash transfers, to reduce IPV. Transfer programs are a promising platform, in that they are
widely used as anti-poverty tools worldwide and are potentially scalable. A growing body of
work – drawing largely from Latin America – finds that transfers targeted to women, often
conditioned on trainings or other activities, reduce the prevalence of physical violence against
women by 5 to 11 percentage points (Angelucci, 2008 and Bobonis et al., 2013 in Mexico;
Hidrobo et al., 2016 in Ecuador; Perova & Vakis, 2013 in Peru; Haushofer & Shapiro, 2016 in
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Kenya). While this literature finds some subgroups to be at greater risk of violence2, no evidence
has been found of transfer programs leading to increased IPV on average.
The existing literature primarily discusses two mechanisms as driving the reductions in
IPV from transfer programs. First, transfers made to women may improve their bargaining
position within the household. Early theoretical models of the economic behavior underlying
IPV (Farmer & Tiefenthaler, 1997; Tauchen et al., 1991) – as well as later variants – view IPV as
part of noncooperative Nash bargaining between partners. In these models, a male’s utility
increases in the violence he inflicts on his partner, for example because he derives esteem from
doing so or because it releases frustration. Constraining his behavior is the female partner’s
“threat point”: her ability to leave the relationship. Her capacity to generate income, either from
working or from public or private transfers, is a primary factor shaping this ability. In this
context, a social transfer targeted to a woman that remains in her control increases her threat
point. While this effect could be reversed if males use IPV to extract resources from their
partners (Bloch & Rao, 2002; Bobonis et al., 2013), or if males increase violence as backlash
against the change in power dynamics (Chin, 2012), the existing literature has found limited
evidence of these playing out (as noted above). A second mechanism is that transfers increase
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Angelucci (2008) notes that physical violence increases in Mexico where the transfer payment is large relative to

household income and the husband has low levels of schooling, and Hidrobo & Fernald (2013) find in Ecuador that
a cash transfer program significantly increases emotional violence in households where a woman with primary
school education or less has greater or equal education relative to her partner.
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total household income and reduce poverty-related stress; this in turn may reduce the conflict
within the household that precipitates violence (Ellsberg et al., 2015; Fox et al., 2002).3
Although the literature is encouraging regarding the potential for transfer programs to
reduce IPV, it leaves knowledge gaps on several important policy questions. First, what happens
to IPV after transfer programs end? Existing studies provide evidence of impacts on IPV while
programs are ongoing, but none has post-program quantitative data on IPV. To the extent that
qualitative evidence exists, it points to pre-existing levels of IPV reverting as soon as the
program ends (Buller et al, 2016). As most programs do not provide transfers indefinitely, this
issue is central to whether transfer programs can be a sustainable solution to reducing IPV.
Second, what role do the complementary activities in these transfer programs play, and
do these shape post-program effects on IPV? When considering mechanisms, existing studies
have focused on the receipt of transfer income itself. However, most of the transfer programs
studied also involve other activities or conditionalities accompanying the transfer. In some cases,
the literature has acknowledged that complementary activities might play a role,4 but this
mechanism is usually not emphasized; moreover, none of the existing studies can empirically
distinguish the effects of transfers from other activities, as these features are bundled in the
interventions they study. Meanwhile these complementary activities could independently affect
IPV. For example, group-based trainings or other activities could strengthen a woman’s threat
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trainings in Ecuador, use quantitative and qualitative analysis to assess mechanisms and find support for
improvements in women’s threat points as well as reductions in household poverty-related stress and conflict.
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point by improving her self-efficacy and self-esteem, increasing her perceived ability to change
her situation (Brody & Vojtkova, 2016). Group-based activities could also build social capital
(Brody & Vojtkova, 2016). Frequent social interaction has been shown to have economic returns
even after programs end (Feigenberg et al., 2013). Public health, sociology, and criminology
literatures also suggest that social ties could reduce IPV victimization by improving women’s
threat point (providing outlets for victims to escape violent relationships (Stets, 1991) and by
increasing the social cost of men’s violent behavior (increasing the chances that violence is
recognized by others and increasing “social control” in the form of others’ disapproval (Stets,
1991; Van Wyk et al., 2003)).5 Effects on self-efficacy, self-esteem, and social capital could also
persist after the program ends. For policy decisions, it is critical to understand which features of
transfer programs are needed to reduce IPV and whether adding certain features to transfers leads
to more sustainable reductions.
Third, do existing findings generalize globally? The literature on transfers and IPV is
dominated by studies from Latin America, with fewer studies from other parts of the developing
world (e.g., (Haushofer & Shapiro, 2016 in Kenya) where gender dynamics may differ. In rural
Bangladesh, a context where patriarchal norms and female seclusion are prevalent, existing work
on violence finds an ambiguous relationship between IPV and women’s autonomy as well as
other factors typically seen as improving women’s threat point. For example, Schuler et al.
(2013) find that increased women’s empowerment can reduce IPV in Bangladesh, while Fakir et
al. (2016) suggest that it may lead to increases. Evidence from Bangladesh is also inconclusive
regarding effects on IPV of participating in microcredit groups (e.g., Hadi, 2000 and Bates et al.,
5
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2004 find reductions, but Bhuiya et al., 2003 find increases) and of women’s employment (Hadi,
2005 finds that it reduces the risk of IPV; Bates et al., 2004 finds that it increases the risk). The
relationship between women’s economic empowerment and IPV in Bangladesh has also been
found to depend on community characteristics, with evidence suggesting that as women's
autonomy becomes more accepted at the community level it may no longer trigger violence
(Koenig et al., 2003; The World Bank, 2008). Consistent with this evidence, a review by Brody
& Vojtkova (2016) document evidence from South Asia that IPV can increase if women’s
economic empowerment is not complemented with household- and community-level
interventions that mitigate these potential adverse consequences. If the relationship between IPV
and its determinants is shaped by different contextual factors across regions, then this could alter
how transfer programs affect IPV as well, highlighting the importance of evidence from diverse
regions.
This study contributes to these knowledge gaps: we investigate what happens to IPV after
social transfers end; we disentangle the effects of a transfer from the effects of other
accompanying features on IPV; and we situate our study in Bangladesh, a South Asian country
where IPV is high and social norms are conservative. Our analysis uses data from the Transfer
Modality Research Initiative (TMRI), a pilot safety net program in rural Bangladesh in which
women in very poor households were randomly assigned to receive cash or food, with or without
intensive nutrition behavior change communication (BCC). Although baseline, midline, and
endline surveys did not collect IPV data, a “post-endline” round of data was collected
approximately 6-10 months after the program ended and included an IPV module. Drawing on
the randomized design, we assess impacts on IPV at post-endline, separately estimating the
effect of receiving only transfers from the effect of receiving transfers linked to nutrition BCC.
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We find that, 6-10 months after the program, women receiving only transfers experienced no
significant difference in any dimension of IPV relative to the control group; however, women
that had received transfers with BCC experienced significantly less physical violence than either
the transfer-only group or the control group. We show that this result is robust to a number of
alternate specifications. Suggestive evidence on mechanisms indicates that the post-program
effect of transfers linked to BCC may occur through sustained increases in women’s threat
points, greater social costs to men of inflicting violence, or long-term improvements in
household well-being. Although we cannot give conclusive evidence on whether there were
differences in effects on IPV during the program between transfers with or without BCC, we
discuss descriptive evidence suggesting that transfers alone did reduce IPV during the program
but this reverted once the program ended.
The paper is organized as follows. We begin by outlining our study context and the
intervention that we assess in Section 2. We then describe the data available to us in Section 3
and our estimation strategy in Section 4. Section 5 presents our main results, while in Section 6
we explore plausible mechanisms that underlie these. Section 7 discusses our findings and
concludes.
2. Study context and study design
2.1 Gender context
Reports of IPV are high in Bangladesh. A Violence Against Women survey conducted by the
Bangladesh Bureau of Statistics in 2015 found that 72.6% of currently married women reported
having ever experienced any type of violence by their current husbands; 49.6% reported ever
experiencing physical violence from their current husbands, and 20.8% reported physical
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violence in the past 12 months (Bangladesh Bureau of Statistics, 2016). In a module
administered to men in the Bangladesh Demographic Health Survey 2004, 74% of men reported
ever being violent against their wives (Johnson & Das, 2009). A survey between 2000-2003
using the same WHO Violence Against Women instrument used in this study found that 41.7%
of Bangladeshi women in the rural province of Matlab reported ever experiencing physical
violence from an intimate partner in their lifetimes (Garcia-Moreno et al., 2006).
Many studies link IPV in rural Bangladesh to gender norms (e.g., Koenig et al., 2003).
Although gender equality in Bangladesh has improved in some dimensions over the past four
decades, patriarchal gender norms persist in much of rural Bangladesh (The World Bank, 2008).
Purdah – the practice of female seclusion (Amin, 1997) – is common, and restrictions remain on
women’s movements outside the home without accompaniment by a male family member. While
women in very poor households tend to work outside the home out of economic necessity,
typically as domestic workers or agricultural wage workers, they often face harassment, eveteasing, and social stigma (Das, 2013). Group membership among women is low (Alkire et al.,
2013), which combined with seclusion norms, limits social contact. Women’s control over
resources and asset ownership is also low (Alkire et al., 2013; Roy et al., 2015). Women have
limited direct control over money, as men typically visit markets to purchase food and other
household items. Women’s role in household decisionmaking also tends to be limited.
Traditionally, men dominate most major household decisions including those related to expenses
(Roy et al., 2015), and mothers-in-law have considerable influence over decisions related to food
purchases, daily menus, and childcare practices.
An implication is that many poor rural Bangladeshi married women – including
participants in our study, prior to intervention – may have low threat points within their
9

marriages. In light of their limited potential to function in society without the protection of their
husbands, as well as a lack of resources under their control, the cost of losing family support is
high.6 Their outside options may be limited further by a perceived lack of agency, given their
limited voice within the home, as well as a lack of social support outside the home
2.2 The Transfer Modality Research Initiative
2.2.1 Study design
The Transfer Modality Research Initiative (TMRI) was a pilot safety net program based on two
cluster randomized control trials (RCTs) in rural Bangladesh: one in the northwest region (the
“North”) and one in the coastal southern region (the “South”). In the North, study villages were
randomly assigned to a control group or to one of four treatment arms in which beneficiaries
received a cash transfer (“Cash”), a food ration (“Food”), a half cash transfer and half food ration
(“Cash&Food”), or a cash transfer along with nutrition BCC (“Cash+BCC”). In the South, study
villages were also randomly assigned to a control group or to one of four treatment arms; the first
three treatment groups were the same as in the north. In the fourth treatment group in the South,
instead of a cash transfer along with nutrition BCC, beneficiaries received a food ration along
with nutrition BCC (“Food+BCC”).
All beneficiaries were poor households (defined as having consumption below the lower
poverty line in Bangladesh) with a child aged 0-24 months in March 2012. The mother of the
child aged 0-24 months was the designated beneficiary – both the cardholder for receiving
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transfers and the target participant in BCC activities. Transfer payments and BCC were
undertaken for 24 months, from May 2012 to April 2014.
The program was designed and evaluated by the International Food Policy Research
Institute (IFPRI) and implemented by the United Nations’ World Food Program (WFP). WFP
managed the procurement and delivery of transfers, as well as the nutrition BCC training, and
routinely monitored the programme. An NGO contracted by WFP, the Eco-Social Development
Organization (ESDO), was responsible for the field implementation of project activities,
including distributing the monthly food and cash transfers, and delivering the nutrition BCC.7
2.2.2 Randomization and sample design
To implement TMRI’s cluster randomized control trial design, analogous sampling processes
were followed in the North and in the South. In each region, five sub-districts (upazilas) were
selected from a list of upazilas where, according to the 2010 Bangladesh Poverty Map prepared
by the Bangladesh Bureau of Statistics, the proportion of households living below the lower
poverty line in Bangladesh was 25 percent or more. All villages within these five upazilas were
listed. Villages with fewer than 125 households or villages that were considered peri-urban were
dropped. In each region, simple random sampling was used to assign 50 villages from this list to
each of the four treatment groups and to the control group, and to assign 25 villages as reserve.
In the 250 selected villages in each region, a village census was carried out, which collected
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information on household demographics, poverty indicators, and whether households were
participating in social safety net and other targeted interventions.
From these data, a list of households was constructed that were considered poor (i.e.
estimated to have consumption below the lower poverty line in Bangladesh); had a child aged 024 months in March 2012; and were not receiving benefits from any other social safety net
interventions. These were the eligible households for participation in the pilot study. From each
village, 10 households meeting these three conditions were randomly selected using simple
random sampling, giving a total sample size of 5,000 targeted households.
2.2.3 Transfers
Beneficiaries in the “Cash” arms received a monthly payment of 1,500 Taka (approximately 19
USD) per household. Beneficiaries in the “Food” arms received a monthly food ration of 30
kilograms (kg) of rice, 2 kg of mosoor pulse (a lentil), and 2 liters of micronutrient-fortified
cooking oil. These quantities were chosen so that the initial value of the food ration was equal to
the value of the cash transfer of the beneficiaries in the “Cash” treatment arms. Beneficiaries in
the “Cash&Food” treatment arms received half of each of the two types of transfers: 750 Taka,
15 kg of rice, 1 kg of mosoor pulse, and 1 liter of micronutrient-fortified cooking oil.
Cash and food transfers were delivered to women during the second week of every
month. Distribution points were no more than 2 kilometers from participants’ homes. Cash was
delivered using a mobile phone cash transfer system. 8 For each TMRI cash beneficiary, a bank
account was established with Dutch-Bangla Bank Limited (DBBL). When the money was
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deposited to her account, the woman received an SMS notifying her to collect the cash on the set
distribution date from the DBBL cash-point agent at the cash distribution site. After verifying the
woman’s identity and authorization through a series of SMS messages, the DBBL agent initiated
the transaction and handed the cash to the woman.9 Food transfers were packaged individually to
facilitate carrying and handed to beneficiaries at designated food distribution points; monitoring
reports indicated that participants tended to share rickshaw vans to facilitate transport of the food
transfers to their homes.
2.2.4 Behavior change communication
The beneficiaries of the “Cash+BCC” arm in the North and of the “Food+BCC” arm in the South
received the same transfer as in the “Cash” only and “Food” only treatment groups, respectively,
as well as a suite of intensive nutrition BCC interventions focused on education and behavior
change at the household and community level (Ahmed et al., 2016). The BCC strategy involved
three different activities: (1) weekly group BCC trainings – some with beneficiaries only (i.e.,
the target woman in the Food+BCC or Cash+BCC groups), and some that invited other family
members to attend along with beneficiaries, (2) bi-monthly visits to the beneficiaries’ homes, in
addition to more as needed for individual counseling, and (3) monthly group meetings with
influential community leaders.
The group BCC trainings only for beneficiaries occurred on the day of the transfer
distribution, once a month.10 For the remaining approximately three group BCC trainings per
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month, other household members – particularly mothers-in-law and husbands, as well as other
pregnant or lactating women – were invited to attend along with beneficiaries, with the intention
of creating a supportive household atmosphere and behavior change at the household level.
These combined sessions served to facilitate women’s ability to participate in the BCC, as
household members could see what women were participating in and reduce restrictions on
attendance, and to increase uptake of BCC messages as husbands and mothers-in-law are also
key decision makers on food purchases, IYCF, and child-rearing in the household.
About 9-15 beneficiaries were part of each group. The group trainings took place no
further than 2 km from beneficiaries’ homes and lasted approximately one hour, on average.
Monitoring data showed that beneficiaries assigned to a BCC intervention attended on average
48 of the scheduled 52 sessions per year in the North and 49 of the scheduled 52 sessions per
year in the South. Trainings covered the following topics: basic nutrition, control and prevention
of micronutrient deficiencies, infant and young child feeding (IYCF) practices, health care,
maternal nutrition, and hygiene. The BCC training was led by Community Nutrition Workers
(CNWs), engaged by ESDO. CNWs were all women from the same villages as TMRI
beneficiaries. They were trained by WFP and ESDO to impart the BCC content using a variety
of methods including question and answer, flashcards, real-life examples, discussions, practical
demonstrations, and interactive exercises such as role-playing and songs during sessions. 11
CNWs also conducted the twice-per-month home visits to observe household level
practice and encourage the adoption of positive behaviors, as well as followed up with home
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visits for individual counseling to beneficiaries on an as-needed basis. Attendance at the group
BCC sessions was a soft condition of receipt of the transfers; when a mother missed a session, a
CNW would follow up with a home visit to uncover what the reason was for missing the session,
and no beneficiaries were dropped from the study for failing to attend sessions. Monitoring data
showed that 83% of respondents reported that, if a session was missed, the CNW followed up
with a home visit.
The monthly group meetings with influential community members (such as village heads,
religious leaders, school teachers, community elected persons, and local health and family
planning staff) were conducted by CNWs and EDSO staff, without the beneficiaries present, to
explain the purpose of the BCC and to provide them with the information being conveyed to
study participants. The aim of these meetings was, similar to inviting other household members
to group BCC trainings, to facilitate women’s participation and to increase uptake of messages
through a supportive community environment.
Of note, there was no explicit focus on violence or gender issues in any of the BCC
components. However, negotiating conflict within the household regarding the purchase and
consumption of foods, particularly those not typically consumed by these poor households, did
form part of the interactive exercises that were part of the BCC.
3. Data
3.1 Data collection
Quantitative data collection for TMRI included four rounds of longitudinal surveys: a baseline
survey in March-April 2012 prior to the start of intervention in May 2012, a midline survey in
June 2013, an endline survey in April 2014 just before the end of intervention, and a post-endline
survey from October 2014 to February 2015, 6 to 10 months after the intervention ended. From
15

October-December 2012, a qualitative and quantitative process evaluation was conducted,
collecting information on the implementation of the interventions and beneficiaries’ experience
with the program.
The baseline, midline, and endline surveys attempted to interview all 5000 households
that were included in TMRI treatment or control groups in the North or South. Surveys were
multi-topic, including extensive modules on household demographic and socioeconomic
characteristics, knowledge and practices regarding child nutrition and hygiene, and women’s
status. In the baseline survey, the youngest child in the household aged 0-24 months in March
2012 was identified as an “index” child. Modules were designated as to be answered by either a
male (usually the household head), who was interviewed by a male enumerator, or a female (the
index child’s primary female caregiver, almost always the index child’s mother and referred to
hereafter as the “mother”), who was interviewed by a female enumerator. The women’s status
module was part of the female questionnaire administered to the index child’s mother. IPV
questions were not the focus of the women’s status module in these rounds, although some
descriptive questions about violence were asked of transfer recipients.
The post-endline round had not been part of the original evaluation design but, with
supplemental funding, was designed to center around two objectives: assessing post-program
impacts on IPV, as well as measuring early childhood development (ECD) of the index child.
Due to budget constraints, the post-endline survey included only a subset of the TMRI
intervention arms: in the North, (1) Cash, (2) Cash+BCC, and (3) Control; and in the South, (1)
Food, (2) Food+BCC, and (3) Control. Because the specific ECD test used was for children 30
months or older, the post-endline sample was restricted to children who would be at least 30
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months by October 2014 and their mothers. This sample consisted of 2,830 pairs of children and
mothers. Of these, 2,749 pairs were successfully interviewed.12
Mothers were asked to bring the index child for ECD testing to a village center (usually a
school or community club). This location, chosen primarily due to the need for tables and chairs
in the ECD testing, had the additional advantage of bringing mothers outside the home so that
they could be interviewed privately, away from other household members. Prior to the start of
ECD testing, mothers were told what would be covered in the interview, including the IPV
questions, and asked for their consent. After the ECD testing was complete, interviewers
administered a short instrument to mothers that covered several topics such as the child’s home
environment and activities, as well as the mother’s experience with IPV.
3.2 Violence measures
The violence questions were drawn from the internationally validated standardized IPV modules
in the WHO Violence Against Women instrument (Ellsberg & Heise, 2005) and were
administered following the WHO protocol on ethical guidelines for conducting research on
women’s experience with IPV (World Health Organization, 2001). 13 These modules ask
multiple behaviorally specific questions on a range of abusive acts, a technique shown to
maximize disclosure (Ellsberg et al., 2001). We focused on two types of violence: emotional (4
questions) and physical (6 questions). For each act of violence, women were first asked if their
current husband had ever done this. If they reported “yes,” they were asked if it had occurred in
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informed consent and confidentiality of responses, and interviewing only one woman per household so that other
household members were not aware that survey questions involved IPV. Referral services could not be arranged.
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the past 6 months; if they responded that it had, they were asked whether in the past 6 months it
had occurred once, a few times, or many times. The reference period of 6 months was chosen to
capture women’s experiences after the TMRI interventions had ended.
The primary outcome measures we construct from these questions are indicators of (1)
any emotional violence experienced in the past 6 months, (2) any physical violence experienced
in the past 6 months, and (3) any emotional or physical violence experienced in the past 6
months. Each is coded as 1 if the woman responded that she had experienced any of the acts
categorized as the respective type of violence (see Appendix A for the questions and
categorizations) and 0 otherwise.
3.3 Estimation sample
Our sample for estimating the post-program impacts of TMRI on IPV draws on the subset of
women that participated in the post-endline survey (N=2,749). This means women who were the
mothers of an index child aged at least 30 months as of October 2014 and who were drawn from
the Cash, Cash+BCC, or Control arms in the North or the Food, Food+BCC, or Control arms in
the South. Because we wish to have information on baseline characteristics of these respondent
women and their husbands, we further restrict the sample to those who were already part of their
household and married at baseline and who had non-missing information for their husbands at
baseline. We also restrict the sample to those who were the respondents for the women’s status
modules at midline and endline, in order to relate our primary outcomes at post-endline to
measures of women’s status in previous rounds.14 Our final estimation sample consists of 2,231
women across North and South. In this estimation sample, there are no cases of non-response to
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any of the IPV questions. Appendix B shows that attrition between the 2,830 women in the
sample design and the 2,231 women in the estimation sample does not significantly differ across
intervention arms.
4. Estimation strategy
To estimate the impact of transfers on IPV, we take advantage of the randomized experimental
design and conduct an intent-to-treat (ITT) analysis using single difference estimation with postendline data. The randomized assignment and balance in baseline characteristics minimize
concerns of bias in the single difference treatment estimates. We pool the RCTs in the North and
South to increase the statistical power of the study (Bourey et al., 2015) and create three
intervention arms: a “transfer only” treatment (cash in the North or food in the South), a
“transfer+BCC” treatment (Cash+BCC in the North or Food+BCC in the South), and a pooled
control group (control in the North or the South).15
In our base estimation, we take into account the study design and control for the level of
stratification. Given that the main IPV indicators of interest are binary, we estimate the
following probit model:
(1)

15
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Hidrobo et al. (2016) compare impacts on IPV from equal-value transfers of food, cash, and vouchers in Ecuador

and find no significant differences by transfer modality. A pooled transfer arm is also motivated by similar impacts
from the TMRI food only and cash only treatments on outcomes such as food consumption expenditures and total
consumption expenditures (Ahmed et al, 2016). These findings are consistent with economic models that predict
food and cash transfers will have similar income effects if the food transfer is inframarginal. The bulk of the TMRI
food transfer – the rice – was inframarginal, while the pulses and cooking oil were extramarginal.
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where Φ is the cumulative distribution function of the standard normal distribution. Yiv is the IPV
outcome of interest for woman i from village v at post-endline, and 𝑅𝑖𝑣 is an indicator for the study
region which is the level of stratification. Transferv is an indicator that equals one if village v is
assigned to the food or cash treatment arms, and 1 represents the ITT estimator, or the effect of
being assigned to a transfer arm relative to the control group. TransferBCCv is an indicator that
equals one if village v is assigned to the Food+BCC or Cash+BCC treatment arms, and 2
represents the ITT estimator, or the effect of being assigned to a Transfer+BCC arm relative to the
control group.
We then estimate a specification with extended baseline control variables, adding
baseline socioeconomic characteristics to increase the precision of the estimates and control for
any minor differences between treatment and control arms at baseline. These extended baseline
control variables include the female respondent’s characteristics (whether she is the spouse of the
household head, whether she can read and write, her years of education, her number of children
0-5 years old, her number of children 6-15 years old, and her age); her male partner’s
characteristics (whether he can read or write, his years of education, and his age); and household
characteristics (household size). The estimation extends equation (1) to the following probit
model:
(2)

𝑃𝑟𝑜𝑏(𝑌𝑖𝑣 = 1) = Φ(∝ +𝛽1 𝑇𝑟𝑎𝑛𝑠𝑓𝑒𝑟𝑣 + 𝛽2 𝑇𝑟𝑎𝑛𝑠𝑓𝑒𝑟𝐵𝐶𝐶𝑣 + 𝑋𝑖𝑣 ′𝛾 + 𝛿𝑅𝑖𝑣 )

where 𝑋𝑖𝑣 is a vector of control variables.
To test whether 𝛽1 𝑎𝑛𝑑 𝛽2 are statistically different from each other, we conduct Wald
tests of equality and report the p-values. Coefficients from probit models are converted to
marginal effects evaluated at the mean of the independent variable. In all regressions, we adjust
standard errors for clustering at the village level which was the level of randomization.
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5. Results
5.1. Baseline characteristics of estimation sample
Before turning to impact estimates, we first present descriptive statistics on our sample and
assess balance in these characteristics at baseline. Table 1 presents baseline characteristics of the
estimation sample, pooled over North and South, disaggregated into “transfer only,”
“transfer+BCC,” and control arms. Female respondents in our sample are on average 27 years
old, while their husbands are on average 34 years old. About 90% of female respondents are
wives of the household head. In nearly all of the remaining 10% of cases, they are the daughtersin-law of the head. More than 10% however live with their in-laws (around 25% live with their
mothers-in-law, and about 15% live with their fathers-in-law16), reflecting the common
arrangement of a married male head’s parents living with him in old age. Female respondents
have just over 3 years of education on average; slightly over 50% can read and write. This
compares to just over 2 years of education on average for their husbands, with fewer than 40%
able to read and write.17 Female respondents have on average 1.3 children aged 0-5 years at
baseline (by construction of the sample, all have at least one child 0-24 months) and about 0.9
children 6-15 years old.
In terms of all of these characteristics, differences in means between the three
intervention arms are not statistically significant at the 5% level. The baseline balance in these
characteristics gives confidence to proceed with single-difference impact estimation and interpret
these estimates as causal.

16

The discrepancy is likely due to mothers-in-law who are widows.

17

A pro-female educational gender gap is consistent with recent evidence on Bangladesh (Chowdhury et al., 2002).
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5.2. Main results
Table 2 presents the main impact estimates of TMRI on IPV 6-10 months after the program
ended. The first three columns present base estimates (equation 1), controlling only for the level
of stratification, and the last three columns present estimates with extended controls (equation 2).
Table 2 reveals that transfers alone have no significant impact on emotional or physical IPV 6-10
months after the program ended. However, transfers+BCC cause a statistically significant
reduction in physical violence, by 6-7 percentage points. This impact represents a 26 percent
decrease in physical violence relative to the mean of the control group. The difference in
coefficients between transfers and transfers+BCC is significant for physical violence, suggesting
that linking the transfers to BCC is required for post-program impacts. In all cases, the inclusion
of control variables has very little impact on the size or significance of coefficients; hereafter, we
present estimates only for specifications with extended controls.18
A potential concern with Table 2 may be the robustness of the isolated statistically
significant estimate for Transfers+BCC on physical violence. We explore the robustness of our
results in several ways in Tables 3 to 5. Table 3 examines post-program impacts on the frequency
of violence, using an additive scale and a maximum scale.19 Results reveal that impacts on this
intensive margin are similar to those on the extensive margin; 6-10 months after the program
ends, transfers have no impact on the frequency of violence using either scale. However,

18

The base specifications and extended controls produce similar results on all subsequent estimates as well; the

extended controls improve precision.
19

The additive scale sums up the frequency reported for each individual act of physical or emotional violence,

respectively. The maximum scale considers the maximum frequency reported over all acts of physical or emotional
violence, respectively.

22

transfers+BCC have a large and negative impact on the frequency of physical violence according
to both scales.
Table 4 reveals post-program impacts on the individual acts of violence used to construct
the aggregate indicators in Table 2. While false positives are a concern when testing multiple
hypotheses, disaggregating impacts by individual acts allows us to better understand which acts
of violence are being affected and to assess whether aggregation masks a more nuanced pattern.
The first four rows in Table 4 correspond to indicators of emotional violence, and the last 6 rows
correspond to indicators of physical violence. Results are remarkably consistent with the
aggregate impacts in Table 2. 6-10 months after the program ended, transfers have no impact on
any of the 10 emotional or physical violence indicators. Transfers+BCC have no significant
impact on any of the 4 emotional violence indicators, but have a significant (or weakly
significant) negative impact on each of the 6 physical violence indicators.
Table 5 disaggregates impacts by the North and South, allowing us to see if the pooled
impacts in Table 2 mask differential patterns by region or modality. Results reveal similar
impacts across the North and South. In particular, 6-10 months after the program ends, neither
cash alone in the North nor food alone in the South have an impact on emotional or physical
IPV. However, Cash+BCC in the North and Food+BCC in the South have a weakly significant
negative impact on physical violence of 6 or 7 percentage points, respectively; neither has any
significant impact on emotional violence.20 The last two rows in Table 5 reveal that, based on pvalues from nonlinear Wald tests on cross-model hypotheses, the impacts on IPV of cash in the
North are not significantly different from those of food in the South, nor are the impacts of
Cash+BCC significantly different from those of Food+BCC.

20

Lower statistical significance of coefficients relative to pooled estimates is expected, given smaller sample sizes.
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A final concern may relate to social desirability bias driving these impacts. Social
desirability bias refers to respondents answering questions in such a way that they believe will be
perceived more favorably by the interviewer (Saunders, 1991). Since our estimates are based on
self-reported IPV, this issue could affect our results if the BCC caused women to perceive
reporting physical violence as less socially desirable. We cannot rule out this possibility.
However, we believe it is unlikely to drive our results, for two reasons. The first is that the BCC
did not discuss emotional or physical IPV; in general, it touched very little on gender or spousal
dynamics (apart from discussions about negotiating the purchase and consumption of nontraditional foods for pre-school children) and would not be expected to change women’s
perceptions of social desirability related to these issues. The second is that, if in fact the BCC
were to have changed women’s perceptions of the social desirability of reporting IPV, one might
have expected this to occur for both emotional IPV and physical IPV; however, we see effects
only on physical IPV and not on emotional IPV. Bearing in mind this caveat, our results indicate
that TMRI’s post-program reduction in physical violence from transfers with BCC – but not
from transfers alone – is a robust finding.
6. Mechanisms
We explore three possible mechanisms to explain why Transfers+ BCC plausibly led to
decreases in IPV 6-10 months after the program ended, while Transfers alone did not. The three
mechanisms we explore are related to the different theories posited in the introduction for why
transfers and BCC may reduce IPV. The first mechanism that we explore, which supports
household economic bargaining models, is that Transfers+BCC (more so than Transfers alone)
led to improvements in a women’s threat point that were sustained even after the program ended;
this increased her bargaining power within the household and made her less willing to accept
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violent behavior through post-endline. The second mechanism that we explore, which supports
social control theories, is that Transfers+BCC (more so than Transfers alone) led to increased
interactions with community members that were sustained even after the program ended; this
increased the probability of detection and social cost of men of inflicting violence through postendline. The last mechanism we explore, which supports the poverty-related stress theory, is that
Transfers+BCC (more so than Transfers alone) led to decreases in poverty that were sustained
even after the program ended; this reduced stress and conflict within the household. The three
mechanisms are complementary, and we cannot empirically disentangle them. Nevertheless, our
suggestive evidence provides insight on factors that have changed as a result of the Transfers+
BCC (relative to Transfers alone) and that may have contributed to the decrease in IPV 6-10
months after the program ended.
6.1 Improvements in a woman’s threat point
To explore whether transfers+ BCC improved a woman’s threat point during and after the
program ended, we analyze the impact of the program on three empowerment domains (Kabeer,
2001): a woman’s economic resources, agency, and social resources. All three domains would
improve her perception of out-of-marriage options and make it more feasible for her to leave the
relationship or settle on a non-cooperative equilibrium if she is unhappy. For economic resources
we have quantitative data across all rounds of the survey, while for agency we have only endline
data; for social resources, we rely on qualitative evidence, descriptive evidence, and supportive
evidence from related work.
Table 6 shows the impact of the program across midline, endline, and post-endline on a
woman’s economic resources: specifically, her perceived control over resources (panel A) and
whether she does any work that brings in cash, increases food available, or builds assets for the
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household (panel B).21 Both outcomes reveal that transfers alone have no impact across any
round on a women’s economic resources, while Transfers+ BCC lead to significant
improvements across all three rounds. Statistically significant differences between Transfers and
Transfers+ BCC begin to emerge at endline for the probability that a woman works and at postendline for a woman’s control over resources. These results suggest that in Bangladesh, targeting
transfers to women may not be enough for women to increase their control over money or
economic resources. The finding is consistent with other evidence from Bangladesh, including
that asset transfers targeted to women did not increase women’s overall resource control (Roy et
al., 2015) and that loans targeted to and taken out by women were often controlled by their
husbands (Goetz & Gupta, 1996; Hashemi et al., 1996). However, the addition of BCC changes
this, possibly through strengthening her claim to the transfer or increasing her options for work
opportunities.
Table 7 presents results on the impact of the program on a woman’s agency or selfefficacy. Stemming from Sen’s concept of agency, agency represents a woman’s ability to make
and act on her choices (Kabeer, 2005; Sen, 2001). We analyze four different indicators, collected
at endline only, that represent a woman’s internal locus of control and her perception of her
ability to change her life. These may affect her perceived ability to change her marital situation
and leave a violent relationship, shaping her threat point. Transfers and transfers+BCC lead to
significant improvements in a woman’s ranking of herself compared to others on having
rights/power and the ability to change her life. However, only transfers + BCC lead to significant

21

We note that these measures could be outcomes of intrahousehold bargaining, in addition to determinants. For

example, how much money out of the household’s resources the woman “controls” or whether she works might be
negotiated between the couple. Noting this caveat, we present these as suggestive evidence.
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improvements in a woman’s internal locus of control as measured through a 12-question
instrument adapted from Levenson (1974).
Lastly, we provide qualitative and descriptive evidence from the process evaluation
regarding the effects of Transfers and Transfers+BCC on women’s social capital. As suggested
by the quotes below, while the program was ongoing, transfers alone were able to improve
women’s social capital, by providing them with the resources that social customs required for
interacting with others in their community and gaining respect. However, given the reliance on
resources, it is plausible that these effects faded once the program ended and the woman no
longer received transfer income.
“People respect me now. In the past, when I tried to socialize with them, they
were not too friendly. They acted as if they were worried I might ask them for a
loan.”
“You must at least take some biscuits, if nothing else, for the family you are going
to visit, but we could not even afford to do that. That’s why we would not visit
anyone.”’
-

Cash recipient

“It is embarrassing to visit someone empty-handed. But now I can go to
someone’s house when invited.”
-

Food recipient

The BCC component was likely to increase social capital in several additional ways. By
nature of its design, the BCC led to frequent (weekly) interaction of women with others in their
community. Consistent with the literature on self-help groups (Brody & Vojtkova, 2016), this is
likely to have increased social ties and social capital. Moreover, the quote below reveals that the
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BCC led women to experience greater interaction and public respect in the community by
increasing their knowledge of nutrition. A companion paper (Hoddinott et al., 2017b) finds that
non-participant neighbors of BCC participants also improved their nutrition knowledge and
practices, reflecting spillover effects and suggesting increased interaction between BCC
participants and their neighbors. Another companion paper (Hoddinott et al., 2017a) finds that
increased nutrition knowledge persisted 6-10 months after the program ended, suggesting the
increases in interaction and respect may have also persisted after the program ended.
“Dipali said the BCC training boosted their family status within the community.
The neighbors regularly come over to hear what the family learned in the latest
training session; it has facilitated a position for them within the Hindu
community.”
-

Food+BCC recipient

6.2 Social cost of physical violence
While increased social ties due to BCC (both the group meetings and the home visits) can lead to
improvements in a woman’s threat point and bargaining power, they can also increase the social
cost to men of inflicting violence. The increased interaction of women with others in their
community makes physical violence more visible, thereby increasing the probability that men are
caught. Moreover, women’s improved social status in the community may make it more likely
that community members will frown upon violence inflicted on her, representing “social
control.” Ahmed (2005) describes a similar dynamic in the context of a group-based microcredit
intervention in Bangladesh, where “greater visibility of women in the public domain relating to
participation in BRAC activities, and changing familial and societal attitude vis-à-vis their
activities, may make it less possible for husbands to get away with violence without incurring
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social scorn.” Brody & Vojtkova (2016) document eight qualitative studies from South Asia
(including in Bangladesh) in which women report that self-help group members put social
pressure on men to stop beating their wives and showed up in groups to support women who had
been beaten. Such factors would make it more costly for men to inflict physical violence (but
possibly not emotional violence, which is less visible and perhaps more accepted in
communities).
6.3 Poverty related stress
Lastly, Table 8 reveals that both the Transfers and Transfers+BCC arms lead to significant
increases in household wealth at endline as measured by per capita consumption and assets.
Improvements in wealth may lead to decreases in IPV if they lead to decreases in poverty-related
stress and disputes. Qualitative evidence from the process evaluation supports this hypothesis,
with disputes over food and money reported to decrease as a result of the transfer (Ahmed et al.,
2014). Both the Transfers and the Transfers+BCC arms experience significant increases in
household wealth relative to a control group by endline; however the endline improvements are
significantly larger for the Transfers+BCC arm compared to the Transfers arm. Driving this
difference is greater use of transfer resources for investment and income generation in the
Transfers+BCC arm (see a companion paper, Ahmed et al. 2017). Ahmed et al. (2017) suggest
that the larger increases in income resulting from participation in the Transfers+BCC arms are
likely to persist after the intervention ends. Thus the post-program reductions in IPV from
Transfers+BCC could plausibly be due to the Transfers+BCC group continuing to experience
significantly less poverty-related stress than the Transfers group at post-endline.
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7. Discussion and conclusions
Our results show that, 6-10 months after a transfer program ended, women that had received
transfers with BCC experienced significantly less physical violence than either the transfer-only
group or the control group. Meanwhile, women receiving only transfers experienced no
significant difference in any dimension of IPV relative to the control group. This result is robust
to alternate specifications. We present suggestive evidence that the post-program effect of
transfers linked to BCC may have occurred through sustained increases in women’s threat points,
greater social costs to men of inflicting violence, or long-term improvements in household wellbeing.
Our findings have important policy relevance. Cash transfers are widely-used policy tools
in the developing world, and there is growing interest in their potential to reduce IPV. However,
most programs do not provide transfers indefinitely and thus cannot be a sustainable solution to
reducing IPV if their effects dissipate as soon as the program ends. Moreover, many transfer
programs include other complementary activities, and thus it is important to understand whether
these complementary activities shape post-program effects on IPV. The results here show that, in
the context of rural Bangladesh, adding intensive nutrition BCC to transfers led to an impact on
IPV 6-10 months after the program ended, but transfers alone did not. Nutrition BCC is often
included in transfer programs that aim to improve household food security and child nutrition;
thus, even if project objectives focus on households and children rather than women specifically,
nutrition-sensitive social protection programming could have the “unintended” benefit of postprogram reductions in IPV.
To our knowledge, our results are the first rigorous evidence showing impacts of a
transfer program on IPV after the program has ended. One may wonder how these post-program
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impacts on IPV compare to impacts during the program. Is it the case that, in the setting of rural
Bangladesh, transfers alone had no impact on IPV even while the transfers were being provided
– implying that the BCC was essential for any reduction in IPV? Or is it that transfers alone
reduced IPV while provided, but these reductions were not sustained afterward except with the
addition of BCC? As noted in Section 1, we are unable to rigorously distinguish these.22
However, several pieces of evidence – detailed in Appendix C – suggest it was likely the latter.
First, we find that questions at endline on changes in physical abuse since the start of transfers
reflect decreases in the frequency of physical abuse in both the Transfer and the Transfer+BCC
arms (24% and 17% report decreases, respectively), and fewer than 1% report increases in either
arm. Second, women in both the Transfers and Transfers+BCC arms report improvements in
relationships with husbands compared to the control group at endline and post-endline; although
the proportion reporting improvements is significantly higher in the Transfers+BCC arm at postendline, there is no significant difference in these proportions between the two arms at endline.
Finally in the process evaluation we find qualitative support from an interview of a beneficiary
woman receiving transfers only (Ahmed et al, 2014): “Laisu feels that their improved economic
status has led to better relations between her and Shahidul. Previously, if she asked Shahidul to
buy some food when there was none in the house, he would become angry and hit her. Now, she
says, he is generally quite pleasant and does not fight with her anymore.” The mechanism
described supports the findings in Tables 6 and 8, which show no evidence of Transfers
increasing economic resources in women’s control but suggest that reductions in IPV in the

22

We also cannot show rigorously that Transfers+BCC had impacts on IPV during the program rather than only

after it ended. However, given the mechanisms proposed, it seems likely that the reductions in IPV emerged during
the program and were sustained (at least partially) rather than newly emerging only afterward.
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Transfers arm during the program could have been driven by reductions in poverty-related stress.
With significant caveats on these observations, further noted in the Appendix, our evidence
suggests that both Transfers and Transfers+BCC decreased violence during the program, but
only Transfers+BCC had sustained impacts after the program ended.
Thus, an implication of our findings is that, while transfers alone may cause a
contemporaneous reduction in IPV, sustained reductions in IPV beyond the end of transfers may
require additional program activities that lead to sustained improvements in women’s status in
the household and community. What will sustainably achieve this may differ by context. In rural
Bangladesh, we find that having recently been the target beneficiary of food or cash transfers is
not sufficient. However, having recently been the target beneficiary of transfers as well as an
intensive nutrition BCC appears to improve a woman’s status. In light of mixed evidence from
rural Bangladesh on the relationship between women’s economic empowerment and IPV, we
provide evidence that providing women with transfers while also engaging them and their
household and community members through BCC decreases IPV beyond the end of the program.
Our findings prompt several questions. For policy decisions, it would be important to
understand whether our results generalize to a post-program period of more than 6-10 months
after the end of transfers; to a program exposure shorter than two years; to a different type of
BCC (e.g., one that was less intensive, involved different activities or topics, or differently
targeted other members of the household and community); to a different type of transfer program
(e.g., one that challenged gender norms by not just targeting transfers to women, but also
targeting them for women instead of for the household and child); to a different sociocultural or
geographic context; or to a different target group among women. These questions remain for
future research.

32

References
Ahmed, A., Hoddinott, J., & Roy, S. (2017). The Effects of Transfers and Nutrition Behavior Change
Communication on Household Well-being: Experimental Evidence from Bangladesh.
Ahmed, A. U., Hoddinott, J. F., Roy, S., Sraboni, E., Quabili, W. R., & Margolies, A. (2016). Which
Kinds of Social Safety Net Transfers Work Best for the Ultra Poor in Bangladesh? Operation and
Impacts of the Transfer Modality Research Initiative.
Ahmed, A. U., Sraboni, E., & Shaba, F. K. (2014). Safety nets in Bangladesh: Which form of transfer is
most beneficial? Dhaka, Bangladesh. Retrieved from
http://ebrary.ifpri.org/cdm/ref/collection/p15738coll2/id/128939
Ahmed, S. M. (2005). Intimate partner violence against women: Experiences from a woman-focused
development programme in Matlab, Bangladesh. Journal of Health, Population and Nutrition,
23(1), 95–101.
Aizer, A. (2010). The Gender Wage Gap and Domestic Violence. American Economic Review, 100(4),
1847–1859. https://doi.org/10.1257/aer.100.4.1847
Alkire, S., Meinzen-Dick, R., Peterman, A., Quisumbing, A., Seymour, G., & Vaz, A. (2013). The
Women’s Empowerment in Agriculture Index. World Development, 52, 71–91.
https://doi.org/10.1016/j.worlddev.2013.06.007
Amin, S. (1997). The poverty-purdah trap in rural Bangladesh: implications for womens roles in the
family. Development and Change, 28, 213–233. Retrieved from
http://www.popline.org/node/297385
Angelucci, M. (2008). Love on the Rocks: Domestic Violence and Alcohol Abuse in Rural Mexico Love
on the Rocks: Domestic Violence and Alcohol Abuse in Rural Mexico *. Journal of Economic
Analysis & Policy Contributions The B.E. Journal of Economic Analysis & Policy, 8(1).

33

https://doi.org/10.2202/1935-1682.1766
Bangladesh Bureau of Statistics. (2016). Report on Violence Against Women (VAW) Survey 2015.
Bates, L. M., Schuler, S. R., Islam, F., & Islam, K. (2004). Socioeconomic factors and processes
associated with domestic violence in rural Bangladesh. International Family Planning Perspectives,
30(4), 190–199. https://doi.org/10.1363/ifpp.30.139.04
Bhuiya, A., Sharmin, T., & Hanifi, S. M. A. (2003). Nature of domestic violence against women in a rural
area of Bangladesh: Implication for preventive interventions. Journal of Health Population and
Nutrition, 21(1), 48–54.
Bloch, F., & Rao, V. (2002). Terror as a Bragaining Instrument:A case Study of Dowry Violence in Rural
India. The American Economic Review, 92(4), 1029–1043.
https://doi.org/10.1257/00028280260344588
Bobonis, G. J., González-Brenes, M., & Castro, R. (2013). Public transfers and domestic violence: The
roles of private information and spousal control. American Economic Journal: Economic Policy,
5(1), 179–205. https://doi.org/10.1257/pol.5.1.179
Bourey, C., Williams, W., Bernstein, E. E., & Stephenson, R. (2015). Systematic review of structural
interventions for intimate partner violence in low- and middle-income countries: organizing
evidence for prevention. BMC Public Health, 15(1), 1165. https://doi.org/10.1186/s12889-0152460-4
Brody, C., & Vojtkova, M. (2016). Economic self-help group programmes for improving women ’ s
empowerment A systematic review June 2016 Systematic Review 23, 11(June).
Brulé, R. E. (2012). Gender Equity and Inheritance Reform: Evidence from Rural India. Stanford, CA.
Retrieved from https://rachelbrule.files.wordpress.com/2012/09/brule_paper1_final.pdf
Buller, A. M., Hidrobo, M., Peterman, A., & Heise, L. (2016). The way to a man’s heart is through his
34

stomach?: a mixed methods study on causal mechanisms through which cash and in-kind food
transfers decreased intimate partner violence. BMC Public Health, 16(488), 1–13.
https://doi.org/10.1080/13552074.2014.920986
Chin, Y.-M. (2012). Male backlash, bargaining, or exposure reduction?: women’s working status and
physical spousal violence in India. Journal of Population Economics, 25(1), 175–200.
https://doi.org/10.1007/s00148-011-0382-8
Chowdhury, A. M. R., Nath, S. R., & Choudhury, R. K. (2002). Enrolment at primary level: gender
difference disappears in Bangladesh. International Journal of Educational Development, 22(2),
191–203. https://doi.org/10.1016/S0738-0593(01)00027-X
Das, N. R. J. M. D. P. J. A. R. S. A. R. (2013). How do intrahousehold dynamics change when assets are
transferred to women? Evidence from BRAC’s Challenging the Frontiers of Poverty Reduction—
Targeting the Ultra Poor program in Bangladesh. Retrieved from
http://ebrary.ifpri.org/cdm/ref/collection/p15738coll2/id/127988
Devries, K. M., Mak, J. Y. T., García-Moreno, C., Petzold, M., Child, J. C., Falder, G., … Watts, C. H.
(2013). The Global Prevalence of Intimate Partner Violence Against Women. Science, 340(6140).
Retrieved from http://science.sciencemag.org/content/340/6140/1527
Ellsberg, M., Arango, D. J., Morton, M., Gennari, F., Kiplesund, S., Contreras, M., & Watts, C. (2015).
Prevention of violence against women and girls: What does the evidence say? The Lancet,
385(9977), 1555–1566. https://doi.org/10.1016/S0140-6736(14)61703-7
Ellsberg, M. C., & Heise, L. (2005). Researching Violence Against Women WHO Library Cataloguingin-Publication Data Researching Violence Against Women: A Practical Guide for Researchers and
Activists. World Health Organization, PATH. Washington, DC. Retrieved from
https://www.path.org/publications/files/GBV_rvaw_front.pdf

35

Ellsberg, M., Heise, L., Pena, R., Agurto, S., & Winkvist, A. (2001). Researching Domestic Violence
Against Women: Methodological and Ethical Considerations. Studies in Family Planning, 32(1), 1–
16. https://doi.org/10.1111/j.1728-4465.2001.00001.x
Ellsberg, M., Jansen, H. A., Heise, L., Watts, C. H., & Garcia-Moreno, C. (2008). Intimate partner
violence and women’s physical and mental health in the WHO multi-country study on women’s
health and domestic violence: an observational study. The Lancet, 371(9619), 1165–1172.
Fakir, A. M. S., Anjum, A., Bushra, F., & Nawar, N. (2016). The endogeneity of domestic violence:
Understanding women empowerment through autonomy. World Development Perspectives, 2, 34–
42. https://doi.org/10.1016/j.wdp.2016.09.002
Farmer, A., & Tiefenthaler, J. (1997). An Economic Analysis of Domestic Violence. Review of Social
Economy, 55(3), 337–358. https://doi.org/10.1080/00346769700000004
Feigenberg, B., Field, E., & Pande, R. (2013). The Economic Returns to Social The Economic Returns to
Social Interaction: Experimental Evidence from Microfinance. The Review of Economic Studies,
80(4), 1–55. https://doi.org/10.1093/restud/rdt016
Fox, G. L., Benson, M. L., DeMaris, A. A., & Wyk, J. (2002). Economic distress and intimate violence:
Testing family stress and resources theories. Journal of Marriage and Family, 64(3), 793–807.
Garcia-Moreno, C., Jansen, H. A., Ellsberg, M., Heise, L., & Watts, C. H. (2006). Prevalence of intimate
partner violence: findings from the WHO multi-country study on women’s health and domestic
violence. The Lancet, 368(9543), 1260–1269. https://doi.org/10.1016/S0140-6736(06)69523-8
García-Moreno, C., Zimmerman, C., Morris-Gehring, A., Heise, L., Amin, A., Abrahams, N., … Watts,
C. (2015). Addressing violence against women: a call to action. The Lancet, 385(9978), 1685–1695.
https://doi.org/10.1016/S0140-6736(14)61830-4
Goetz, A. M., & Gupta, R. Sen. (1996). Who takes the credit? Gender, power, and control over loan use
36

in rural credit programs in Bangladesh. World Development, 24(1), 45–63.
https://doi.org/10.1016/0305-750X(95)00124-U
Hadi, A. (2000). Prevalence and Correlates of the Risk of Marital Sexual Violence in Bangladesh.
Journal of Interpersonal Violence, 15(8), 787–805. https://doi.org/10.1177/088626000015008001
Hadi, A. (2005). Women’s productive role and marital violence in Bangladesh. Journal of Family
Violence, 20(3), 181–189. https://doi.org/10.1007/s10896-005-3654-9
Hashemi, S. M., Schuler, S. R., & Riley, A. P. (1996). Rural credit programs and women’s empowerment
in Bangladesh. World Development, 24(4), 635–653. https://doi.org/10.1016/0305-750X(95)00159A
Hasselmann, M. H., & Reichenheim, M. E. (2006). Parental violence and the occurrence of severe and
acute malnutrition in childhood. Paediatric and Perinatal Epidemiology, 20(4), 299–311.
https://doi.org/10.1111/j.1365-3016.2006.00735.x
Haushofer, J., & Shapiro, J. (2016). the Short-Term Impact of Unconditional Cash Transfers To the Poor :
Experimental Evidence.
Hidrobo, M., & Fernald, L. (2013). Cash transfers and domestic violence. Journal of Health Economics,
32(1), 304–319. https://doi.org/10.1016/j.jhealeco.2012.11.002
Hidrobo, M., Peterman, A., & Heise, L. (2016). The Effect of Cash, Vouchers, and Food Transfers on
Intimate Partner Violence: Evidence from a Randomized Experiment in Northern Ecuador.
American Economic Journal: Applied Economics, 8(3), 284–303.
https://doi.org/10.1257/app.20150048
Hoddinott, J., Ahmed, A., Karachiwalla, N. I., & Roy, S. (2017a). Nutrition behaviour change
communication causes sustained effects on IYCN knowledge in two cluster-randomised trials in
Bangladesh Nutrition behaviour change communication causes sustained effects on IYCN
37

knowledge in two cluster-randomised trials in Bang.
Hoddinott, J., Ahmed, I., Ahmed, A., & Roy, S. (2017b). Behavior Change Communication Activities
Improve Infant and Young Child Nutrition Knowledge and Practice of Neighboring NonParticipants in a Cluster-Randomized Trial in Rural Bangladesh.
Johnson, K. B., & Das, M. B. Das. (2009). Spousal Violence in Bangladesh as Reported by Men. Journal
of Interpersonal Violence, 24(6), 977–995. Retrieved from
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.1020.4038&rep=rep1&type=pdf
Kabeer, N. (2001). Reflections on the measurement of women’s empowerment. In Discussing Women’s
Empowerment-Theory and Practice. Sida Studies No. 3. Novum Grafiska AB: Stockholm. Retrieved
from http://www.sida.se/contentassets/51142018c739462db123fc0ad6383c4d/discussing-womensempowerment---theory-and-practice_1626.pdf
Kabeer, N. (2005). Gender equality and women’s empowerment: A critical analysis of the third
millennium development goal 1. Gender & Development, 13(1), 13–24.
https://doi.org/10.1080/13552070512331332273
Kapiga, S., Harvey, S., Muhammad, A. K., Stockl, H., Mshana, G., Hashim, R., … Watts, C. (2017).
Prevalence of intimate partner violence and abuse and associated factors among women enrolled
into a cluser randomised trial in northwestern Tanzania. BMC Public Health, 17(190), 1–11.
https://doi.org/10.1016/j.amepre.2006.01.015
Karamagi, C. A., Tumwine, J. K., Tylleskar, T., & Heggenhougen, K. (2007). Intimate partner violence
and infant morbidity: evidence of an association from a population-based study in eastern Uganda in
2003. BMC Pediatrics, 7(1), 34. https://doi.org/10.1186/1471-2431-7-34
Koenen, K. C., Moffitt, T. E., Caspi, A., Taylor, A., & Purcell, S. (2003). Domestic violence is associated
with environmental suppression of IQ in young children. Development and Psychopathology, 15(2),

38

297–311. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/12931829
Koenig, M., Ahmed, S., Hossain, M., & Mozumder, A. (2003). Women’s Status and Domestic Violence
in Rural Bangladesh. Demography. Retrieved from
https://muse.jhu.edu/journals/demography/v040/40.2koenig.html
Levenson, H. (1974). Activism and Powerful Others: Distinctions within the Concept of Internal-External
Control. Journal of Personality Assessment, 38(4), 377–383.
https://doi.org/10.1080/00223891.1974.10119988
Perova, E., & Vakis, R. (2013). Improving Gender and Development Outcomes through Agency: Policy
Lessons From Three Peruvian Experiences. The World Bank.
Pollak, R. A. (2004). An intergenerational model of domestic violence. Journal of Population Economics,
17(2), 311–329. https://doi.org/10.1007/s00148-003-0177-7
Ribero, R., & Sánchez, F. (2005). Determinants, Effects, and Costs of Domestic Violence (CEDE 200538). Retrieved from https://economia.uniandes.edu.co/components/com_booklibrary/ebooks/d200538.pdf
Roy, S., Ara, J., Das, N., & Quisumbing, A. R. (2015). “Flypaper effects” in transfers targeted to women:
Evidence from BRAC’s “Targeting the Ultra Poor” program in Bangladesh. Journal of Development
Economics, 117, 1–19. https://doi.org/10.1016/j.jdeveco.2015.06.004
Saunders, D. G. (1991). Procedures for Adjusting Self-Reports of Violence for Social Desirability Bias.
Journal of Interpersonal Violence, 6(3), 336–344. https://doi.org/10.1177/088626091006003006
Schuler, S. R., Lenzi, R., Nazneen, S., & Bates, L. M. (2013). Perceived Decline in Intimate Partner
Violence Against Women in Bangladesh: Qualitative Evidence. Studies in Family Planning, 44(3),
243–257. https://doi.org/10.1111/j.1728-4465.2013.00356.x
Sen, A. (2001). Development as freedom. Oxford Paperbacks. Retrieved from
39

https://books.google.com/books?hl=en&lr=&id=Qm8HtpFHYecC&oi=fnd&pg=PR9&dq=amartya+
sen+development+as+freedom&ots=81hkH_g7I2&sig=1qxZA918CmWxqDBpP4Wqo_HlRao
Stets, J. E. (1991). Cohabiting and Marital Aggression: The Role of Social Isolation. Journal of Marriage
and the Family, 53(3), 669. https://doi.org/10.2307/352742
Tauchen, H. V. ., Witte, A. D., & Long, S. K. . (1991). Domestic Violence : A Nonrandom Affair Author
( s ): Helen V . Tauchen , Ann Dryden Witte and Sharon K . Long Published by : Wiley for the
Economics Department of the University of Pennsylvania and Institute of Social and Economic
Research , Osaka Univers, 32(2), 491–511.
The World Bank. (2008). Whispers to Voices: Gender and Social Transformation in Bangladesh.
Bangladesh Development Series, (22). https://doi.org/10.1017/CBO9781107415324.004
Van Wyk, J. A., Benson, M. L., Litton, G., & Demaris, F. A. (2003). Detangling Individual-, Partner-,
and Community-Level Correlates of Partner Violence. Crime & Delinquency, 49(3), 412–438.
https://doi.org/10.1177/0011128703253763
World Health Organization. (2001). Putting Women First: Ethical and Safety Recommendations for
Research on Domestic Violence Against Women. Geneva. Retrieved from
http://www.who.int/gender/violence/womenfirtseng.pdf

40

Tables
Table 1: Baseline summary statistics by intervention arm, pooled North and South
N
Means
P-value of diff.
Transfer Transfer+ Control Transfer Transfer+
Transfer BCC
Transfer+BCC
BCC Control
Control
Respondent's age
2,231
27.41
27.11
27.33
0.84
0.57
0.46
Respondent is household head
2,231
0.00
0.00
0.00
0.31
0.32
1.00
Respondent is spouse of head
2,231
0.91
0.89
0.92
0.63
0.22
0.44
Respondent is daughter-in-law
2,231
0.08
0.09
0.08
0.96
0.56
0.61
Respondent can read and write
2,231
0.53
0.57
0.56
0.36
0.81
0.26
Respondent's education (yrs)
2,231
3.08
3.23
3.39
0.14
0.50
0.47
Respondent lives with mother-in-law
2,231
0.26
0.27
0.27
0.62
0.92
0.55
Respondent lives with father-in-law
2,231
0.15
0.17
0.17
0.24
0.93
0.32
Number of children 0-5 years of respondent
2,231
1.37
1.34
1.37
0.99
0.38
0.40
Number of children 6-15 years of respondent
2,231
0.97
0.90
0.94
0.62
0.58
0.32
Husband's age
2,231
34.21
33.62
33.98
0.63
0.48
0.25
Husband can read and write
2,231
0.37
0.39
0.37
0.98
0.61
0.63
Husband's education (yrs)
2,231
2.00
2.26
2.09
0.63
0.45
0.21
P-values are reported from Wald tests on the equality of means of control and each treatment for each variable.
Standard errors are clustered at the cluster level
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Table 2: Impact of treatment arms on IPV, post-endline, pooled North and South

Transfer
Transfer + BCC
N
Mean of Control
Strata Indicator
Extended Controls
P-value:
Transfer=Transfer+BCC

Any
emotional
or
physical

Emotional

Physical

Any
emotional
or
physical

Emotional

Physical

0.01
(0.04)
-0.04
(0.04)
2,231
0.67
X

0.03
(0.04)
-0.02
(0.04)
2,231
0.63
X

0.00
(0.03)
-0.06
(0.03)**
2,231
0.27
X

0.12

0.19

0.01

0.02
(0.04)
-0.04
(0.04)
2,231
0.67
X
X
0.10

0.03
(0.04)
-0.02
(0.04)
2,231
0.63
X
X
0.16

0.00
(0.02)
-0.07
(0.03)**
2,231
0.27
X
X
0.01

Marginal effects of probit models reported. Extended controls include baseline characteristics of woman
and her husband.
Standard errors clustered at the village level.* p<0.1 ** p<0.05; *** p<0.01
Table 3: Impact of treatment arms on frequency of violence, post-endline, pooled North and South

Transfer
Transfer + BCC
R2
N
Mean of Control
Strata Indicator
Extended Controls
P-value:
Transfer=Transfer+BC
C

Frequenc
y of any
emotional
or
physical
(0-30)

Frequenc
y of
emotional
(0-12)

Frequenc
y of
physical
(0-18)

Frequenc
y of any
emotional
or
physical
(0-3)

Frequenc
y of any
emotional
(0-3)

Frequenc
y of any
physical
(0-3)

0.11
(0.36)
-0.47
(0.33)
0.02
2,231
3.78
X
X
0.10

0.18
(0.27)
-0.05
(0.25)
0.01
2,231
2.68
X
X
0.40

-0.07
(0.15)
-0.42
(0.13)***
0.03
2,231
1.10
X
X
0.01

0.06
(0.10)
-0.09
(0.10)
0.01
2,231
1.45
X
X
0.13

0.08
(0.10)
-0.06
(0.10)
0.01
2,231
1.37
X
X
0.18

-0.01
(0.05)
-0.14
(0.05)***
0.03
2,231
0.45
X
X
0.01

Extended controls include baseline characteristics of woman and her husband.
Standard errors clustered at the village level.* p<0.1 ** p<0.05; *** p<0.01
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Table 4: Impact of treatment arms on IPV indicators, post-endline, pooled North and South
Mean of
control

Coefficient
of transfer

Coefficient
of transfer
+BCC

P-value:
Transfer=Transfer+BCC

Insulted you or made you feel
bad about yourself

0.36

-0.01

-0.03

0.64

Belittled or humiliated you in
front of other people

0.23

(0.04)
0.02

(0.04)
0.02

0.98

Done things to scare or
intimidate you on purpose

0.56

(0.04)
0.01

(0.04)
-0.02

0.37

Threatened to hurt you or some
one you care about

0.14

(0.04)
0.02

(0.04)
-0.01

0.28

Slapped you or thrown
something at you that could
hurt you

0.26

(0.03)
-0.00

(0.03)
-0.06

0.02

Pushed you or shoved you or
pulled your hair

0.13

(0.02)
-0.01

(0.03)**
-0.03

0.20

Hit you with his fist or with
something else that could hurt
you

0.12

(0.02)
-0.02

(0.02)*
-0.05

0.05

Kicked you, dragged you or
beat you up

0.10

(0.02)
-0.01

(0.02)***
-0.04

0.04

Choked or burnt you on
purpose

0.03

(0.01)
-0.01

(0.01)***
-0.02

0.11

(0.01)
(0.01)**
Threatened to use or actually
0.02
-0.01
-0.02
0.12
used a gun, knife or other
(0.01)
(0.01)**
weapon against you
Marginal effects of probit models reported. Extended controls include baseline characteristics of woman
and her husband.
Standard errors clustered at the village level.* p<0.1 ** p<0.05; *** p<0.01
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Table 5: Impact of treatment arms on IPV measures, post-endline, North vs. South

Any
emotional
or physical
Cash
North
Cash + BCC

Mean of control
Food
South
Food + BCC

North vs. South

Mean of control
P-value: Cash=Food
P-value: Cash+BCC=Food+BCC

Emotional

Physical

-0.01

0.01

0.00

(0.05)

(0.05)

(0.03)

-0.02

0.01

-0.07

(0.05)

(0.05)

(0.04)*

0.67
0.04

0.63
0.06

0.30
0.01

(0.06)

(0.06)

(0.03)

-0.06

-0.05

-0.06

(0.05)

(0.06)

(0.03)*

0.68
0.48
0.52

0.63
0.45
0.44

0.23
0.91
0.88

Extended controls include baseline characteristics of woman and her husband.
Standard errors clustered at the village level.* p<0.1 ** p<0.05; *** p<0.01

Table 6: Impact of treatment arms on a woman's economic resources, across rounds, pooled North
and South
Midline
Panel A: Control over money
Transfer
Transfer + BCC
N
Mean of Control
P-value: Transfer=Transfer+BCC
Panel B: Probability that a woman works
Transfer
Transfer + BCC
N
Mean of Control
P-value: Transfer=Transfer+BCC

Endline

Post-endline

0.02

0.03

0.04

(0.03)

(0.03)

(0.03)

0.06

0.08

0.10

(0.03)*

(0.03)***

(0.03)***

2,231
0.71
0.16

2,231
0.71
0.14

2,231
0.38
0.06

0.02
(0.03)
0.06
(0.03)**
2,231
0.75
0.27

0.02
(0.02)
0.09
(0.02)***
2,231
0.82
0.00

0.00
(0.02)
0.05
(0.02)**
2,231
0.81
0.03

Marginal effects of probit models reported. Extended controls include baseline characteristics of woman
and her husband.
Standard errors clustered at the village level.* p<0.1 ** p<0.05; *** p<0.01
Control over money is defined as controlling money needed to buy food, clothes, medicine, and toiletries.
Probability that a woman works is defined as working or doing business that brings in cash, food, or
assets, across survey rounds
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Table 7: Impact of treatment arms on agency, endline, pooled North and South
Mean of
control

Coefficient
of transfer

Coefficient
of transfer
+BCC

P-value:
Transfer=Transfer+BCC

Internal locus of control (first factor)

-0.06
2.52

0.19
(0.07)***
0.38

0.02

Self-ranking on 9-step ladder of
having rights

0.04
(0.07)
0.30

Self-ranking on 9-step ladder of ability
to change life

2.78

(0.11)***
0.27

(0.11)***
0.27

1.00

Perceive success/failure as own
responsibility vs. destiny

0.37

(0.12)**
-0.05

(0.12)**
-0.01

0.27

(0.03)

(0.03)

0.45

Extended controls include baseline characteristics of woman and her husband.
Standard errors clustered at the village level.* p<0.1 ** p<0.05; *** p<0.01

Table 8: Impact of treatment arms on household resources, endline, pooled North and South
Mean of
control

Coefficient
of transfer

Monthly total expenditure per
capita (nominal)

1,669.04

217.64

Coefficient of
transfer
+BCC
420.77

Total assets & cash in hand
(nominal)

23,716.79

(47.51)***
3,674.57

(45.09)***
9,058.11

(1,665.09)**

(2,031.20)***

P-value:
Transfer=Transfer+BCC
0.00

0.01

Extended controls include baseline characteristics of woman and her husband.
Standard errors clustered at the village level.* p<0.1 ** p<0.05; *** p<0.01
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