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Introduction: In Philadelphia there are racial disparities in health outcomes 
during the perinatal period, such that Black infants and their parents experi-
ence a disproportionately higher burden of poor outcomes compared to their 
White counterparts. These excess risks are driven at least in part by high rates of 
poverty and other manifestations of structural racism. The provision of guaran-
teed income (GI) or unconditional cash payments during and after pregnancy, 
is a bold and evidence-based approach to advancing equity in financial security 
and health. The objective of this protocol paper is to describe the community-
centered approach to the design of (a) the Philly Joy Bank (PJB), a perinatal GI 
program in Philadelphia, and (b) the evaluation of PJB’s impact.
Methods: PJB was conceived by an established coalition of community partners 
through a collective impact model. Decisions related to the design and imple-
mentation of PJB are made through a consensus building process that centers 
the voices of Lived Experience Experts (i.e., Black birthing people in Philadelphia). 
Congruent with the community-driven design of PJB, the evaluation of the 
impact of PJB is grounded in the principles of community-based participatory 
research and is co-designed by the community.
Results: The study purpose is to assess the feasibility and acceptability of PJB 
(Aim 1); to examine whether and how GI affects ability to meet basic needs and 
parental stress (Aim 2); and to explore the impact of PJB on parental mental 
health and the preliminary impact on infant prematurity (low birthweight and pre-
term birth) (Aim 3). Descriptive statistics, mixed effects regression analyses, and 
participatory qualitative analysis approaches will be used to achieve study aims.
Discussion: GI is a promising upstream structural intervention to address per-
sistent health inequities during the perinatal period: a critical period of the life 
course. Understanding if and how GI improves health for birthing people and 
their infants can inform implementation and policy to advance health equity.
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Introduction

Adverse birth outcomes—including preterm birth, low birth-
weight, and infant mortality—remain significant public health chal-
lenges in Philadelphia and across the United States (U.S.). In both 
contexts, Black infants experience a disproportionately higher burden 
of poor outcomes, with rates of preterm birth (1, 2), low birthweight 
(3), and infant mortality (2, 4) consistently about twice those observed 
among White infants. Birthing parents also experience stark racial 
inequities in both physical and mental health outcomes. Commonly 
cited adverse outcomes include perinatal depression and maternal 
mortality. In Philadelphia and across the U.S., rates of perinatal 
depression are approximately 60% higher among Black individuals 
than among their white counterparts (5, 6). The overall maternal mor-
tality rate in Philadelphia, 20 deaths per 100,000 live births, is approxi-
mately 15% higher than the national average of 17.4 deaths per 
100,000 live births (7–9). Furthermore, within the city, Black birthing 
people are four times more likely to die from pregnancy-related causes 
than white birthing people (7).

Financial insecurity often increases around the time of childbirth, 
with household income dropping by up to 10% during the months 
surrounding pregnancy (10), which can negatively impact health. 
Financial insecurity in the U.S. is rooted in a history of structural 
racism that has systematically limited access to vital resources for 
racialized groups (11–13). As a result, 40% of Black and Hispanic 
birthing people experience poverty in the perinatal months, even after 
accounting for government support (14).

Guaranteed income (GI) is a social policy intervention designed 
to reduce financial insecurity by providing cash transfers on a regular 
basis to certain populations, like birthing parents. In GI programs, 
cash transfers are unconditional: there are no work requirements tied 
to receiving the money and there are no conditions as to how the 
money can be spent. This approach has the potential to positively 
impact the health of both birthing parents and infants during and after 
pregnancy. GI programs reduce poverty-related stress by increasing 
an individual’s ability to direct cash toward their basic needs (15, 16). 
The number of perinatal GI programs in the U.S. has grown tremen-
dously, such that at least 39 pilot programs are currently underway 
(17). Despite the promise of GI as a potential intervention to reduce 
health inequities during and after childbirth, there is limited guidance 
on the use of community-centered approaches to design and evaluate 
perinatal GI programs.

The objective of this protocol paper is to describe the community-
centered approach to the design of the (a) Philly Joy Bank (a perinatal 
GI program in Philadelphia), and (b) the mixed- methods longitudi-
nal evaluation of Philly Joy Bank’s impact on infant and parent health 
outcomes.

Methods and analysis

Part 1. Development of the PJB program

Community conceptualization

The Philly Joy Bank (PJB) was conceptualized and originated from 
the Holistic Mental Health (HMH) workgroup of the Philadelphia 
Community Action Network (CAN). The CAN is a multi-sector 

collective impact coalition (18) of maternal and child health stake-
holders, which includes lived experience experts (LEEs), or commu-
nity members who identify as a Black birthing person or parent. The 
primary goal of the CAN is to eliminate racial disparities in infant 
mortality in Philadelphia. The Division of Reproductive, Adolescent, 
and Child Health (ReACH) within the Philadelphia Department of 
Public Health is the backbone coordinating entity for the CAN. The 
CAN is rooted in community voices and leadership. Each workgroup 
is co-chaired by a LEE and uses a consensus-building model to make 
decisions. LEE voices are centered in the process in two ways: (a) after 
each major decision is presented and discussed, space is created for 
LEEs to share their perspectives; and (b) to promote equity and flatten 
hierarchies of power, LEE votes are counted twice.

In 2021, the CAN led a strategic planning process that identified 
financial stress as a key driver of poor birth outcomes among Black 
birthing parents in Philadelphia. The CAN employed the use of a peri-
natal periods of risk (PPOR) analysis (19) to identify factors that 
impact poor birth outcomes and infant mortality. With inspiration 
from other maternal and infant-focused GI groups such as the 
Abundant Birth Project (San Francisco) and the Bridge Project (New 
York City), the HMH workgroup selected perinatal GI as a strategy to 
reduce financial stress for birthing parents and their families in 
Philadelphia.

Community involvement in formative research

The Philadelphia CAN utilizes a collective impact model where 
initiatives have a shared purpose, are community-focused, commu-
nity-driven, and collaborative. In line with these principles, the design 
of Philly Joy Bank was led by LEEs, and involved input from diverse 
stakeholders across Philadelphia and the U.S. A formal consulting 
relationship was established with the Abundant Birth Project, a GI 
program in San Francisco, to help guide initial program design. Based 
on their recommendations, local policy researchers conducted forma-
tive research—including interviews and focus groups—with both 
policy stakeholders (n = 4) and community stakeholders (n = 9). The 
goal was to guide the design, implementation, and sustainability of the 
program. Community participants were specifically limited to indi-
viduals who were either pregnant (n = 2) or parents of a child under 
1 year old (n = 7).

The HMH workgroup held a planning retreat to share and incor-
porate findings from the formative research. Key recommendations 
included: (a) the alignment of the length of the program with existing 
maternal and infant health programs, with most recommending that 
the program last until 12 months postpartum; (b) a larger benefit 
amount informed by a family needs calculator to account for rising 
costs of living, and lived experience indicating that existing public 
benefits do not adequately meet needs; (c) that eligibility should not 
be limited only to those with the lowest income, both to account for 
those who do not qualify for public benefits yet still struggle to meet 
basic needs and to avoid the indignity of having participants prove 
that they are “poor enough” to qualify, and (d) the inclusion of indi-
vidualized benefits counseling and other mitigation measures to 
reduce the risk of losing access to existing public benefits.

Conceptual model

ReACH drafted several conceptual models of PJB’s theory of 
change, with the goal of informing both programmatic design and 
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evaluation aims. The conceptual models were then presented to the 
HMH workgroup to ensure that the final conceptual model resonated 
with LEEs. As seen in Figure 1, the conceptual model illustrates the 
pathways through which providing cash to birthing people may influ-
ence intermediate outcomes, namely, by decreasing parental stress and 
increasing birthing people’s ability to meet their basic needs, improv-
ing their engagement with healthcare, and increasing attachment. It is 
posited that these changes will improve parental mental health and 
reduce infant prematurity in Philadelphia.

Community-led program design

Guided by the formative research and conceptual model, LEEs 
and other maternal and child health stakeholders of the HMH 
workgroup made key decisions to finalize the structure and amount 
of the GI, the geographic focus of the program, the protection of 
participants’ public benefits, and the provision of adjunctive 
services.

First, in alignment with other maternal and infant health pro-
grams, including perinatal services offered by ReACH, the program 
length was set to start in pregnancy and last until 12 months post-
partum. To provide a benefit that was responsive to the needs of 
Philadelphia families, the amount of the PJB guaranteed income 
was set at $1,000 per month, informed by the Asset-Limited, 
Income-Constrained, Employed (ALICE) Household Stability 
Budget (20) that estimates $1,000 monthly housing costs in 
Philadelphia. To account for individuals with the lowest income as 
well as individuals who still struggle to meet basic needs, the 
income threshold was set at $100,000, informed by both ALICE and 
the Living Wage Calculator (21) that estimates an annual income of 
$100,000 is needed to support a household with two children in 
Philadelphia.

Second, given community feedback that Philadelphia is a city of 
neighborhoods, which do not align with zip code or census tract 
boundaries, a neighborhood analysis was conducted to identify neigh-
borhoods in Philadelphia with the highest percentage of very low 
birth weight (<1,500 grams a proxy for prematurity) which are Cobbs 
Creek, Nicetown-Tioga, and Strawberry Mansion.

Third, to determine how to best protect recipients from the “ben-
efits cliff,” in which a small increase in income can lead to a loss of 

public benefits, ReACH solicited information and input from other 
pilot programs through the Guaranteed Income Community of 
Practice1 and the City of Philadelphia’s collaborative on GI pilots. 
Together with other City of Philadelphia GI pilots, PJB sought and was 
granted state waivers that excluded PJB from eligibility calculations for 
most public benefits. To mitigate loss of other benefits relevant to the 
target population, such as childcare subsidy, PJB also contracted with 
a local agency to offer both group and individualized benefits counsel-
ing for all participants prior to enrollment into PJB. And finally, to 
augment the cash but support the unconditional, unrestricted nature 
of GI, perinatal and financial coaching services were added as volun-
tary supports that participants could opt into on an individual basis.

PJB steering committee and community-led 
program implementation

Approximately one and a half years prior to the launch of PJB, a 
dedicated PJB Steering Committee was created to further develop and 
finalize all aspects of PJB program design and implementation. The PJB 
Steering Committee is comprised of maternal and pediatric health prac-
titioners, researchers focused on reproductive justice, leaders from com-
munity organizations, policy experts, and most importantly, LEEs from 
the HMH workgroup and/or each of the three target neighborhoods. 
Co-chaired by the PJB program manager and the LEE co-chair from 
HMH, the PJB Steering Committee has met monthly since its inception 
and uses CAN’s decision-making process to center LEE voices and votes.

Philly Joy Bank was finalized to provide $1,000 a month starting 
in the second trimester of pregnancy through 1 year postpartum for 
250 pregnant people whose household incomes were less than 
$100,000 and who reside in the three target neighborhoods. By pro-
viding unconditional, unrestricted cash, PJB centers the dignity, 
power, and autonomy of participants to use the money as they see fit. 
Furthermore, to account for increased risks of fetal loss during the first 
trimester (22), yet maximize exposure to cash during pregnancy, the 
Steering Committee decided to restrict applicant eligibility to preg-
nant people in their second trimester of pregnancy.

1  https://gicp.info/

FIGURE 1

Pathways through which GI affects parent and infant health.
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Following the initial program design, the PJB Steering Committee 
embarked on a series of key implementation decisions. This included 
creation of a PJB Navigator position (to support applicants through 
the application process and to support participants in connecting with 
perinatal services), hiring and selection of the program manager, 
selection of disbursement, media, and storytelling vendors, and com-
munity-based outreach to recruit applicants for the program. The PJB 
Steering committee was not interested in selecting a disbursement 
vendor that tracked how recipients spent their cash as they felt that 
existing research had established that people who received uncondi-
tional cash spend their money to meet their family’s needs. The LEE 
co-chair was involved in all interviews and hiring processes, and the 
same consensus-based decision-making processes were used to inter-
view and select final vendors for collaboration and support of PJB.

Part 2. Development of the PJB evaluation

Consistent with the broader organizational structure that guides 
PJB and consistent with the research team’s own approach to evalua-
tion, the PJB evaluation has been developed using a participatory 
process (23, 24). This process began with the selection of the research 
team (Drexel University) as the evaluation partner and continued 
through the development of the evaluation itself and in data collection 
and analysis.

The PJB Steering Committee identified what they hoped to learn 
about the impacts of PJB and subsequently issued a request for evalu-
ation proposals (RFP). The RFP indicated that (1) the evaluation 
should not be conducted as randomized controlled trial so that PJB 
applicants did not have to join a research study to be eligible for cash; 
and (2) the evaluation should include narrative-based methods (like 
photovoice) to elevate the voices of individuals receiving cash. Before 
reviewing proposals, community members on the PJB Steering 
Committee took part in a “Research 101” training. This training pre-
pared them to review proposals by providing an overview of different 
study designs and research methods commonly used to evaluate 
health impacts. The training included a discussion of the pros and 
cons of potential study designs. After the training, members of the PJB 
Steering Committee felt that a quasi-experimental mixed methods 
study design was the approach most aligned with the underlying 
values of the community-led evaluation: it was rigorous, it centered 
the voices of lived experience experts, and it protected the rights of 
PJB applicants not to engage in research.

The PJB Steering Committee selected the top three research teams 
to pitch their proposed evaluation plan at a subsequent meeting. 
Following standard community-centered processes, the PJB Steering 
Committee discussed the pros and potential ethical concerns of each 
evaluation plan, and the strengths and weaknesses of the potential 
evaluation teams. At the conclusion of the discussion and prior to 
voting, the PJB Steering Committee provided space for LEEs to voice 
any additional concerns they might have about the proposed study 
designs and research teams.

The research team selected by the PJB Steering Committee is com-
prised of a group of individuals with relevant research experience and 
lived experience. Collectively, most of the team’s research focuses on 
promoting reproductive justice, here in Philadelphia and across the 
globe. The research team has complementary expertise and significant 
history in community-based participatory research methods (CBPR), 
including collaborative program design, implementation, and evalu-
ation with its community partners.

Community advisory board

After selecting the Drexel University research team as the evalua-
tion partner, the PJB Steering Committee formed a Community 
Advisory Board (CAB) composed of LEEs and PJB backbone staff 
from ReACH (e.g., PJB program manager and navigator, Philly CAN 
Manager, Perinatal Surveillance Epidemiologist, Child Health Policy 
Advisor). Since October 2023, the CAB has met with the evaluation 
research team to co-design the PJB evaluation. The research team uses 
CBPR as an established approach suited for conducting research in 
partnership with historically marginalized groups for evaluation (23, 
24). CBPR prioritizes partnership between community members, 
organizational representatives, and academic researchers, all of whom 
contribute their expertise and share responsibility and ownership at 
each stage of the evaluation process (23, 24). Thus, following the same 
approach used by the PJB Steering Committee, key features of the 
evaluation design and related research processes were presented to the 
CAB to elicit and integrate their feedback.

Community-selected study design

Congruent with the community-driven design of PJB, the 
evaluation of the impact of PJB is grounded in the principles of 
CBPR and is co-designed by the community. The design involves 
(a) quasi experimental methods to enroll participants into an 
intervention group (n = 150 selected by lottery to receive 
cash + care) and a comparison group (n = 150 who applied for but 
were not selected by lottery and thus will receive care only (finan-
cial counseling, lactation, doula, and home visiting)) and (b) lon-
gitudinal participatory qualitative research methods with a subset 
of participants from the cash + care group (n = 25). The Steering 
Committee emphasized their preference for narrative-based 
research methods to elevate the voice of cash transfer recipients, 
which led to the selection of qualitative participatory arts-based 
research methods (e.g., Photovoice, cellphilms) as part of the 
mixed methods design. The purpose of the study is to assess the 
feasibility and acceptability of PJB (Aim 1); to examine whether 
and how a guaranteed income affects ability to meet basic needs 
and parental stress (Aim 2); and to explore the preliminary impact 
of PJB on parental mental health and prematurity (low birth 
weight and preterm birth) (Aim 3). Descriptive statistics, mixed 
effects regression analyses, and participatory qualitative analysis 
approaches will be used to achieve study aims.

Community involvement in instrument 
development

First, the research team designed the survey instruments with 
the CAB. For example, at the first meeting regarding the develop-
ment of the baseline survey, all potential domains to be covered in 
the baseline survey were discussed with the CAB, including those 
relevant to key outcomes (e.g., mental health), those identified by 
the CAB that might also be influenced by receipt of GI (e.g., use of 
a doula), and those that the CAB felt were not acceptable (e.g., sub-
stance use and extensive questions about how the money was 
spent). The research team then consulted the literature and identi-
fied potential validated measures for selected domains with a pref-
erence for measures used in other GI programs and/or measures 
validated with Black pregnant populations. In subsequent CAB 
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meetings, the research team presented up to three measures for 
each domain, and the CAB discussed and voted on their preferred 
measure. In some cases (e.g., housing instability), the CAB 
requested alternative measures. The research team then identified 
different measures and presented them again to the CAB for 
approval. In other cases (e.g., intimate partner violence), the CAB 
felt that the three proposed measures did not speak to their lived 
experience. Thus, for these domains, the research team co-devel-
oped new items with the CAB. After the completion of each survey, 
the CAB members pilot the survey and provide additional feedback 
on the process. This iterative feedback process results in surveys 
that are tailored to the community and are responsive to the lived 
experience of Black birthing people in Philadelphia.

Community involvement in planning the 
participatory research sessions

Second, the research team designed the structure of the participa-
tory research sessions with the CAB. Prior to the start of the participa-
tory research sessions, we held an in-person training session with all 
members of the CAB to describe how the method worked. After the 
overview, members of the CAB participated in a mock Photovoice 
session. The mock session was facilitated by two LEEs who were 
selected to co-lead the participatory sessions. After learning about the 
method, the CAB helped guide decision making about the timing of 
the sessions (weekend vs. evening), preferred location for the sessions, 
and the total number of sessions that would be offered for each phase 
of data collection.

Community involvement in recruitment and 
retention processes

Third, recruitment and retention processes were designed with 
feedback from the CAB. For example, CAB members helped to decide 
when in the application process the research team could contact indi-
viduals to engage them in the evaluation study. CAB members also 
provided feedback on scripts to use when contacting potential (or cur-
rent) research participants.

Community involvement in data collection and 
analysis

Fourth, the research team and CAB include community members 
in all aspects of data collection and analysis. For example, surveyors 
are women who live in the communities we serve, members of the 
CAB help to facilitate the participatory sessions, and the individuals 
in the participatory sessions are co-researchers. This process helps to 
ensure that the voices of the community members are centered in the 
research process, and especially cash transfer recipients in data collec-
tion and analyses. This process will also elevate the lived experience of 
cash transfer recipients in dissemination and advocacy.

Part 3. Implementation of PJB

Study setting

PJB takes place in the city of Philadelphia, which – with a poverty 
rate of 21.7% and even higher poverty rates among Black families 
(25%) – is “America’s poorest big city” (25). More specifically, to apply 

for PJB, residents must live in one of the following three low-income 
and predominantly Black neighborhoods in Philadelphia: Cobbs 
Creek, Strawberry Mansion, and Nicetown-Tioga. These neighbor-
hoods are characterized by high levels of poverty (median family 
income ranges from $35,671–$41,764), high levels of inadequate pre-
natal care (36.6–37.3%), poor birth outcomes (14.1–14.8% of infants 
are low birthweight), and poor educational performance (40.6–47.5% 
of children K-12 are reading proficient) (26).

Application to PJB

Applicants for PJB are recruited using a three-tiered recruit-
ment process, which was developed by the PJB Steering Committee: 
(1) referral and advertisement at healthcare providers in each 
neighborhood; (2) referral and advertisement at neighborhood 
community sites (social services offices, libraries, etc.); and (3) via 
social media, including the Philly Joy Bank website2. Individuals 
interested in applying for the PJB lottery do so via the PJB website, 
where they complete their application and receive assistance with 
submitting their application, if needed. Individuals can apply for the 
PJB lottery if they are: (a) 18 years or older; (b) between 12 and 
24 weeks pregnant; (c) self-attest to household income of ≤100 K 
per year; and (d) live in one of the three target neighborhoods. The 
PJB program manager and navigator confirm each applicant’s eligi-
bility for PJB before applicants are recruited to participate in the 
evaluation research study or entered into the lottery. See Figure 2 
for a visual of the timeline of PJB application, lottery selection, and 
research study enrollment.

Lottery selection process

All eligible applicants are subsequently entered into a lottery 
to enroll in PJB (cash + care). The PJB Steering Committee voted 
on selection via lottery for three reasons. Specifically, they felt that 
(1) interest in PJB would exceed availability; (2) random selection 
would reduce bias in selection of participants; (3) it was difficult 
to determine who is most “deserving” of the money given high 
needs across most of the eligible population. Everyone who is 
selected into PJB via the lottery receives “cash + care,” a monthly 
cash disbursement and optional financial counseling and care ser-
vices (doula, lactation, home visiting). Individuals who are not 
selected are eligible to receive “care” i.e., optional financial coun-
seling and care services. Eligible applicants for PJB are selected at 
a probability that was determined by the PJB Steering Committee 
stratified by neighborhood. Random selection takes place every 
2 weeks using the current eligible applicant pool for the PJB until 
250 participants are selected by lottery to receive cash + care. An 
applicant may be entered into a second lottery draw if they are still 
eligible (by gestational age) at the time of the second lottery. At 
each lottery draw, the PJB implementation team utilizes a neigh-
borhood-stratified simple random sample method to select eligi-
ble applicants from each neighborhood. Individuals who are 
selected for PJB are notified via automated text and email, then a 
phone call by the PJB Navigator and given 2 weeks to enroll in 
PJB. Enrollment of 250 participants into PJB began in June 2024 
and was completed in March 2025.

2  https://www.phillyjoybank.org/
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Part 4. Evaluation of PJB

Research study enrollment and retention

Prior to lottery selection, all individuals who are eligible for the 
lottery are also eligible (but not required) to participate in the eval-
uation research study. Individuals learn about the opportunity to 
join the study from community researchers (CR) immediately after 
the PJB team confirms their eligibility and prior to lottery selection. 
The CRs emphasize to applicants that study participation is volun-
tary -- lottery selection is not contingent upon participation in the 
study. Individuals who are interested in participating in the study 
provide informed consent via phone and either complete the base-
line survey the same day or schedule a time for baseline survey 
completion within the next week. At the time of the baseline survey, 
approximate dates for the follow-up surveys are scheduled based on 
the participant’s estimated date of delivery (EDD). At enrollment 
into the study, participants are asked to share their phone number 
and their address so that we may remind them of future 
appointments.

Following approaches the research team has used in other 
studies, CRs check in with participants via phone, text message or 
email at a minimum of four time points to maximize retention. 
First, CRs do a phone check-in with participants 1 month prior to 
delivery and also send out a short e-newsletter around the EDD 
to keep participants passively engaged and foster a sense of com-
munity and commitment. Second, CRs do a text or call check-in 
with participants 1 month after estimated delivery to ascertain 
actual delivery date. CRs repeat the phone check-in approximately 
1 month prior to all postpartum visits to confirm or (re)schedule 
the follow-up survey. Participants who miss their scheduled 
appointment are contacted within one business day. At least four 
attempts are made to contact the participant by phone, text or 
email, using multiple contact times to increase success (am/pm/
weekend).

Quantitative data collection

Quantitative data collection takes place at enrollment 
(12–24 weeks gestation) and at 6 and 12 months postpartum 
(Figure 3). Participants in both groups (i.e., cash + care and care only) 
complete the baseline survey prior to receiving the cash disburse-
ment, financial counseling, or care services. Survey data is collected 
through REDCap, a secure, web-based application that complies with 
HIPAA regulations. All data collection procedures follow approaches 
used in other local studies. Each survey is administered via an inter-
viewer over the phone. Each question is read to the participant; 
responses are recorded on a tablet with a secure internet connection. 
All data management standards reflect the goal of reproducible 
research. To reduce data entry errors and omissions, we take advan-
tage of REDCap’s built-in quality control functions. Data integrity is 
aided by the system’s automated logging of all input and edits. After 
each survey is complete, CRs send the participant a gift card (elec-
tronically or by text) and a community resource guide. Participants 
receive $50 for completion of the baseline survey, and the amount is 
increased by $25 for each subsequent survey.

Quantitative measures

Outcomes will come from multiple data sources. We will draw 
on PJB routine monitoring data to assess feasibility. Self-report 
outcomes (including reports on acceptability and satisfaction) will 
come from surveys. Finally, for engagement in prenatal care and 
birth outcomes, with consent from participants and permission 
from the Pennsylvania Department of Health, Bureau of Health 
Statistics and Registries, we will obtain individually matched birth 
records of study participants.

Feasibility and acceptability

Reach will be assessed using monitoring data collected by PDPH, 
and will include number of applications, number of eligible applicants, 

FIGURE 2

Process of selecting applicants for program and evaluation.
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number invited to enroll, number enrolled in PJB, and number 
referred for care services. Dose received will be tracked by examining 
how many payments each participant was eligible to receive and how 
many they received over the course of the program. Retention of par-
ticipants in the evaluation study will be reported for each evaluation 
time point. Acceptability will be assessed using survey items at the 
12-month endline survey and participatory data.

Outcomes

Low birth weight will be extracted from the birth record and 
defined as an absolute weight of <2,500 g regardless of gestational age 
(27). Preterm birth will be extracted from the birth record and defined 
as birth prior to 37 weeks gestation (27).

Depression will be assessed using the Edinburgh Postnatal 
Depression Scale (EPDS), a measure validated for use during and up 
to 24 months after pregnancy (28–31). The scale consists of 10 items 
scored on a 4-point Likert scale which ask about common depressive 
symptoms experienced in the prior week. We will characterize this 
primary outcome using a continuous score because subclinical symp-
toms can impact functioning (32, 33). Additionally, we will character-
ize probable depression (yes vs. no) using a cut-off score of ≥11 (34). 
Anxiety will be assessed using the Generalized Anxiety Disorder 
scale-7 (GAD-7) score (continuous) which is a reliable and validated 
measure for use during and after pregnancy. The GAD-7 consists of 7 
items scored on a 4-point Likert scale which ask about common anxi-
ety symptoms in the prior 2 weeks (range 0–21).

Stress will be measured through two scales. First, perceived 
stress will be measured with the ten-item Perceived Stress Scale 
(PSS) (35). Scores range from 0–40 and will be categorized into 
three groups as low stress (0–13), moderate stress (14–26), and high 
stress (27–40). Second, parental stress will be measured using three 
modified subscales of The Parental Cognitions and Conduct Toward 
the Infant Scale (PACOTIS), including: parental self-efficacy (six 
items), perceived parental impact (five items), and parental over-
protection (four items) (36). Items are scored from 0 to 10 with 
higher scores indicating higher levels of self-efficacy, parental 
impact, and overprotection. Mean scores for each subscale will be 
used for analysis. Ability to meet basic needs will be measured 
through three domains: financial, food, and housing insecurity. 
Financial insecurity will be measured using the 10-item Consumer 
Financial Protection Bureau Financial Wellbeing Scale (37). 
Continuous scores ranging from 0 to 20 will be categorized by 

quartiles for analysis (38). The validated, two question Hunger Vital 
Sign screener (39) will be used to measure households at risk of 
food insecurity, and housing insecurity will be assessed using up to 
16 items on history of homelessness, history of eviction, and falling 
behind on rent and utilities. Engagement in health care will be cap-
tured using prenatal care attendance data from the birth certificates. 
Specifically, adequacy of prenatal care (APCNU) is assessed using 
the Kotelchuck index by creating a ratio of observed prenatal care 
visits to expected prenatal care visits, relative to the American 
College of Gynecology recommended standard of care, classified as 
inadequate, intermediate, adequate or adequate plus (40). Parent–
child attachment will be assessed using the Maternal Postnatal 
Attachment measure, a validated continuous scale (41). The scale 
consists of 19 items which ask the birthing parent to reflect on their 
thoughts and feelings toward their baby (42).

Quantitative data analysis

Preliminary and descriptive analyses

All data will first be assessed for missingness and out-of-range 
values with basic statistical procedures such as univariate statistics 
(means, standard deviations, ranges, frequencies, proportions, per-
centiles) and graphs such as histograms, box and whisker plots, scat-
ter plots and Q-Q plots. In addition, plots may be produced of 
individual and average trajectories of all repeated measures over time 
according to assigned treatment. All questions of data quality and 
integrity will be investigated before any statistical modeling, as com-
plete and accurate data are essential for unbiased estimates and con-
fidence intervals. Baseline and demographic characteristics will be 
summarized overall for all participants and by intervention group. 
Univariate summary statistics will be provided for continuous vari-
ables and frequencies for categorical variables. Graphical methods 
mentioned above will be used to examine distributions and identify 
potential influential points. Assumptions of all statistical models for 
the aims will be assessed; data transformations for variables may be 
considered in analyses if required to meet assumptions of the statisti-
cal tests/models. Missing data will be assessed, and sensitivity analy-
ses will be considered. Scale data where participants answered at least 
80% of the items will be imputed using person-mean substitution. In 
instances where a participant omits more than 80% of the items from 
a specific scale, responses from that scale will be excluded from 
analysis.

FIGURE 3

Philly Joy Bank evaluation time points.
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Aim 1
To assess the feasibility and acceptability of PJB, we will use rou-

tinely collected data on study engagement among potential partici-
pants and 12-month endline survey data among PJB participants. 
Quantitative data analysis: Feasibility: We will assess the number and 
proportion of participants reached by PJB by creating quarterly 
reports from the routine data. We will compile absolute numbers for 
the following: (1) # who indicate interest; (2) # invited to enroll; (3) # 
who enroll; (4) # who are referred for care services. Acceptability: We 
will describe perceived acceptability quantitatively using 11 items on 
spending and decision-making control and ten items about the timing 
of GI payments from the endline survey. Acceptability of each care 
service will be evaluated using six items from the endline survey and 
acceptability of PJB and its evaluation will be assessed using three 
survey items. Qualitative data analysis: We will also examine perceived 
acceptability in the participatory session and will analyze data follow-
ing procedures in Aim 2.

Aim 2
Examine whether and how a guaranteed income affects parental 

stress, ability to meet basic needs, engagement in healthcare and band-
width for parenting among recipients of the cash + care. Quantitative 
data analysis: we will use survey data to examine whether receiving 
cash + care affects outcomes using two steps. First, we will describe 
baseline demographic characteristics among those who receive cash 
+ care. Second, we will examine differences in parental stress, basic 
needs, engagement in care and bandwidth for parenting over follow-
up (baseline, 6 months postpartum, and 12 months postpartum sur-
veys). We will use mixed effects regression models with a fixed effect 
for time (categorical) and random participant-level intercepts. We will 
examine the sensitivity of our findings to the inclusion of key potential 
confounders in the model, including SES and pregnancy-related vari-
ables (e.g., gravidity, parity, maternal health conditions). Using these 
models, we will estimate and report the average difference in outcome 
between groups over follow-up with 95% confidence intervals. We will 
also characterize outcome patterns over time by presenting estimated 
mean outcomes at each time point individually.

Aim 3
Explore the preliminary impact of PJB on parental mental health 

and prematurity. The purpose of the PJB is to reduce disparities in 
birth outcomes. Given the limited numbers of participants in this pilot 
program and evaluation study, however, we are underpowered to 
examine such disparities. Consequently, birth outcomes are included 
as exploratory analysis for potential signals of GI impact. Another 
important outcome for the PJB evaluation study is perinatal depres-
sion, which we do have sufficient statistical power to examine. 
Perinatal depression is also associated with adverse birth outcomes 
and can be a marker for perinatal health.

To investigate post-baseline differences in continuous EPDS 
depression score in the cash + care and care groups, our primary 
analyses will use mixed effects regression models with fixed effects for 
time (baseline, 6 months postpartum and 12 months postpartum), 
group, and the interaction between time and group and random par-
ticipant-level intercepts. Using these models, we will estimate and 
report the average difference in depression score between groups over 
follow-up with 95% confidence intervals. We will also characterize 
outcome patterns over time by presenting estimated mean outcomes 
at each time point individually. We will use the same approach to 

examine post-intervention differences anxiety score. In secondary 
analyses, we will examine differences in infant birthweight and pre-
term birth in the cash + care vs. care groups using logistic regression. 
Birthweight and gestational age at birth will be determined using data 
from birth records and classified as low birthweight <2,500 grams 
(y/n) and preterm birth <37 weeks (y/n). We will examine the sensitiv-
ity of our findings to the inclusion of key potential confounders in our 
models, including SES and pregnancy-related variables (e.g., gravidity, 
parity, maternal health conditions).

Power and sample size

This study is powered on detecting a difference in EPDS depres-
sion score between the cash + care vs. care groups during the 6- to 
12-month postpartum period (Aim 3). Preliminary data from eligible 
participants suggest a mean Edinburgh Postnatal Depression Scale 
(EPDS) score of 10.45. Table 1 presents the estimated minimum 
detectable differences in depression scores between the two groups 
given a total of 281 participants with 164 in the cash + care group and 
117 in the care-only group. We assumed two observations per partici-
pant (6- and 12-months postpartum) after initiation of the cash + care 
or care only interventions, a standard deviation of 6.24 (based on pre-
liminary data), a significance level (two-sided alpha) of 0.05, and a 
within-participant correlation ranging from 0.3 to 0.5. For example, 
we achieve 80% power to detect a 1.8 point mean difference in EPDS 
score between the care-only group and the cash + care group, given a 
within-participant correlation of 0.5. A clinically meaningful differ-
ence on the EPDS scale is defined as a change of 4 points for improve-
ment (43). Given our current sample size, we will have sufficient 
power to detect these clinically significant differences. Even with a 
projected 25% dropout rate for both groups (e.g., 123 in the cash + 
care group and 88 in the care-only group), we will still be able to detect 
a minimum difference of 2.1. All power calculations were carried out 
using PASS (44).

Overview of participatory qualitative research 
methods

Longitudinal participatory arts-based narrative methods, hereaf-
ter participatory research, will be used to identify potential mecha-
nisms affecting mental health and infant health from the perspectives 
of PJB recipients (45, 46). Findings will also be used to contextualize 
the quantitative findings. Per the tenets of participatory research, 
involving community members who are the focus of research 
throughout the entire research process enhances the identification of 
the research topic, the research process, and the impact of findings 
(47). Thus, the participatory research component has been co-
designed with the members of the CAB, and participatory methods 
will be applied to the data collection, analysis, and dissemination of 
findings. The reflexive longitudinal participatory design prioritizes 

TABLE 1  Estimated minimum detectable differences in depression scores.

Within-participant 
correlation

Mean difference

0.5 1.8

0.4 1.8

0.3 1.7
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opportunities for (a) participant feedback in all aspects of the research 
process, (b) building ongoing relationships with participants, and (c) 
ongoing analysis with participants throughout data collection (48). 
Further, relationship-building between participants and group cohe-
sion are inherent to the proposed methods. Relevant to the study’s 
focus on structural racism and financial insecurity among Black birth-
ing people, participatory research methods have been used in such 
areas as structural and neighborhood level factors affecting Black 
mothers’ physical and mental health (49–51).

Participatory data collection

The data collection will occur in two phases: during pregnancy 
(phase I), and 6 months postpartum (phase II). Phase I includes six 
2-h weekly in-person group sessions. Phase II includes 2 three-hour 
sessions. Because cohesion will have been established during Phase 
I, and because participants will have an infant/child, Phase II will be 
shortened to two 3-h sessions to maximize retention. Sessions will 
occur at a site chosen in collaboration with participants, with meals, 
transportation and childcare included and will likely occur during 
weekends to maximize participation. Participants will be compen-
sated for their time ($25/h). All sessions will be recorded with con-
sent. Sessions will be led by the LEEs from the CAB, with guidance 
from the co-principal investigator (Valdez). We will use the meth-
odological framework of critical narrative intervention in this study 
and envision using a blend of two participatory arts-based research 
processes – Photovoice and Cellphilms (52–54). In Photovoice, par-
ticipants use photographs and other visual representations of their 
daily lives to explain their lived experiences (54). Photovoice has 
been used with other racialized birthing populations (55) and pro-
vides an opportunity for participants to share their opinions about 
and analyze health issues that may be silenced by societal, clinical, 
community, and family structures. Cellphilms are brief films made 
on cellular devices by participants in response to prompts that tap 
into the individual’s already well-developed expertise in analyzing 
their everyday lives (52). In Photovoice and Cellphilms, participants 
define their own photo prompts, conduct data collection (photogra-
phy, filming), and engage in group thematic analysis based on their 
productions (photos, short films). Both methods use Storytelling, 
shown to preserve a collective memory and share historical knowl-
edge (55–57). We will use Photovoice/Cellphilm methods to obtain 
nuanced pictures, videos, and corresponding narratives of partici-
pant’s lives during and after receipt of PJB. Subsidies will be made 
available to participants to account for any lack of access to data 

coverage and/or cell phone. All narrative and photo data will be 
stored in a secure location and all identifying information will be 
removed.

Phase I (during pregnancy) will include 6 sessions as is typical in 
participatory research using Photovoice/Cellphilms (52, 54). As seen 
in Table 2, Session 1 will involve identity and community building to 
establish rapport between participants and the research team (ESV, 
LEEs), as well as familiarizing the group with the ethical issues 
involved in photographing/filming others, the potential risks to par-
ticipants in taking photos/videos and how to minimize these risks, the 
practice of giving photos back to the participants, and a review of 
photography techniques using a cell phone camera (53). Participants 
will receive guidance on how to generate photos/Cellphilms in 
response to the prompts to explore if/how GI influences (1) percep-
tions of financial security; (2) stress; and (3) ability to meet basic 
needs. At the end of Session 1, participants will collectively select one 
prompt as the focus of the next week’s assignment. Participants will 
take photos/videos of the prompt while going about their weekly 
activities and will use the SHOWED method to describe each photo/
Cellphilm (52–54). The SHOWED method consists of five questions 
that lead participants through the photos/Cellphilms: (1) What do you 
see here?; (2) What is really happening here?; (3) How does this relate 
to your life?; (4) Why does this situation, concern, or strength exist?; 
and (5) What can we do about it? At each subsequent session (Sessions 
2–4), group discussion, or “debriefs” will provide insight into the influ-
ence of GI on the aforementioned prompts. In each session, partici-
pants will also explore the mechanistic relationships between prompts 
(e.g., perceptions of financial security, stress, ability to meet basic 
needs) with (a) mental health and (b) their relationship to their child. 
Session 5 will involve group thematic analysis and Session 6 will be a 
group celebration.

In Phase II (6 months postpartum), we will ask participants to 
reflect on how their lives have changed during PJB (Phase II) using 
Photovoice/Cellphilm methods, especially in relation to the aforemen-
tioned prompts. For these sessions, participants will be asked to revisit 
prompts in advance and bring photos/Cellphilms to the debrief. 
Participants may share how the cash was used in the photovoice ses-
sions in response to prompts. In Session 1, we will debrief using the 
new material. As part of the debrief, we will incorporate visual and 
narrative data from prior phases, as connecting data across time 
allows us to understand change more than any single time point (48). 
Group discussion will also include connecting prompts to outcomes. 
Session 2 will involve group thematic analysis.

TABLE 2  Participatory research sessions, by phase.

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6

Phase I

- Introduce activities

- Assign prompt #1

- Debrief prompt #1

- Connect prompt to 

outcomes

- Assign prompt #2

- Debrief prompt #2

- Connect prompt to 

outcomes

- Assign prompt #3

- Debrief prompt #3

- Connect prompt to 

outcomes

- Group thematic 

analysis

- Celebration 

(completion of Phase 

I)

Session 1 Session 2

Phase II

- Reconnect

- Debrief prompts #1–3 (assigned ahead of time)

- Connect prompts to outcomes

- Group thematic analysis

- Celebration (completion of participatory study)
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Qualitative data analysis

We will use the Photovoice and Cellphilm qualitative data to 
assess how receiving cash + care affects outcomes using three steps. 
Qualitative data analysis will involve an emic (i.e., insider’s perspec-
tive) analysis of the Photovoice data described above (53, 58). 
Participants will engage in individual reflection and group discussion 
of photographs/Cellphilms. Each participant will select three photos 
and/or one Cellphilm to present from their photo/Cellphilm expedi-
tion for each debrief session along with titles and SHOWED narra-
tives to share with the larger group. Thus, a maximum of 75 photos/ 
25 Cellphilms will be selected and discussed by the 25 participants 
using the SHOWED narrative approach across the 8 sessions. As part 
of the group thematic analysis, the evaluation team and participants 
will identify emergent themes and corresponding definitions arising 
from the photos/Cellphilms, narratives, and discussions at both 
phases (prenatal and postpartum). Second, the evaluation team will 
conduct an etic (i.e., outsider’s perspective) analysis of data (58), 
wherein we will code the photos, Cellphilms, SHOWED narratives, 
and transcripts of recorded group discussions for salient themes relat-
ing to the prompts/research questions. Third, upon completion of 
both emic/participant and etic/academic researcher analysis, the 
evaluation team will conduct a triangulation of themes that emerged 
in the coding of Photovoice and Cellphilm data itself, and the coding 
of participants’ analysis and discussion of their Photovoice/Cellphilm 
data. Participants will contribute to analysis during etic processing 
and debriefing, including Photovoice/Cellphilm activities during the 
sessions. Iterative etic data analysis will occur after sessions by the 
evaluation team. The combination of group discussion and 
Photovoice data integrates a critical approach to participatory analy-
sis with traditional qualitative research practice (53).

Discussion

PJB is a GI program in which pregnant individuals residing in 
three low-income, predominantly Black neighborhoods will receive 
unconditional cash payments during pregnancy and the first 12 months 
postpartum. The overarching goal of this community-led mixed-meth-
ods evaluation study is to determine the effects of PJB on birthing par-
ents’ mental health and their infants’ health during pregnancy and 
through the first year postpartum. This is a critical and under-exam-
ined issue, considering that Black birthing people and their children 
experience high levels of economic insecurity and significant health 
disparities during this formative period in the life course.

GI programs continue to increase in the U.S., and there are sev-
eral indications that providing GI in the perinatal period may be 
replicable and scalable. For example, the Bridge Project, which started 
in New York City, has been replicated in 8 other states. In addition, 2 
other GI programs have been scaled up after successful pilots. 
Specifically, Rx Kids first started in Flint, Michigan, and is now 
offered in dozens of new communities across the state (59), and the 
Abundant Birth Project (60) first started in San Francisco, California, 
and is now offered in 5 additional counties. In addition, the existence 
of several other national and/or state cash transfers (e.g., expanded 
child tax credit in 2021, Alaska Permanent Dividend Fund, Baby 
Bonds) that are not conditioned on earnings also highlight both fea-
sibility and political will for these types of programs across political 
contexts.

Despite increased interest in unconditional cash transfers (like 
GI) in the U.S., evidence regarding the impacts of these programs 
on infant and parent health in the U.S. is limited. A recent study 
of RxKids, which gives pregnant women $1,500 during pregnancy 
and $500 a month for a year postpartum, indicated that the cash 
transfer had a positive impact on maternal mental health (61). On 
the other hand, a study of Baby’s First Years, which takes place in 
NYC, New Orleans, Omaha, and the Twin Cities, and provides 
families with $333 per month for the first 76 months of a child’s 
life, found no differences in psychological distress between recipi-
ents and non-recipients of the GI (62). A different empirical study 
not specific to the perinatal period found that recurring uncondi-
tional cash transfers in the U. S. during the COVID-19 pandemic 
to families living in poverty improved parental mental health, 
particularly for Black Americans (63). And finally, simulated 
models examining multiple safety net programs in the U. S. sug-
gest that a more generous safety net is protective of maternal 
mental health. For example, a $1,000 increase in cash and food 
benefits reduces severe psychological distress among single moth-
ers by nearly 10 percent (64).

The evidence regarding the impacts of GI on birth outcomes 
and infant health in North America is favorable, but sparse. 
Specifically, in Manitoba, Canada, a GI program which provided 
$81/month to low-income First Nations women during pregnancy 
positively influenced birth outcomes (65). A GI pilot in 
Massachusetts with mothers who had infants in the neonatal inten-
sive care unit (NICU) found that mothers randomized to receive 
$200 per week were more likely to visit their infants in the NICU, 
provide skin-to-skin care, and provide breastmilk than mothers 
who did not receive the GI (66). Finally, BFY has reported limited 
impact on infant health (i.e., no differences between groups in 
mother’s reports of ER/urgent care visits, well-child visits) (67) and 
largely null findings on children’s language or socioemotional devel-
opment (68, 69). However, given the limited evaluation of U.S. pro-
grams, as well as the variability in existing GI program components 
(e.g., the timing of when GI is provided, the amount and duration 
of GI that is provided, and eligibility criteria for recipients), further 
research on impacts on maternal health, infant health and child 
development is warranted.

Further, there is limited understanding of the durability of GI pro-
grams on health outcomes in general (i.e., do the protective effects of 
GI occur during or after GI, and are they sustained after the cash trans-
fers have ended?). Relatedly, no studies examine whether GI’s protec-
tive effects are strengthened for subgroups facing heightened financial 
insecurity (e.g., those facing costly infant hospitalization in a NICU, 
single parents, parents with the lowest SES, or parents with more than 
one child). Finally, understanding how GI impacts health for the most 
marginalized groups requires centering their voices. Participatory 
qualitative methods are ideal methods for illuminating the complex 
structural and institutional contexts (70) that shape whether and how 
Black birthing people can benefit from GI. This study will address 
these gaps.

Limitations

There are several potential limitations to the PJB evaluation study. 
First, there may be challenges retaining the cohort over time (particularly 
participants in the care only arm). To mitigate this risk, CRs will engage 
in ongoing contact with participants throughout the study to maximize 
retention over time. Moreover, the sample is powered to detect a 
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difference in depression outcomes even after accounting for potential 
attrition of up to 25%. Second, some of the parent–child relationship 
measures are self-report. Observational measures (i.e., the Strange 
Situation task, the Attachment Q-Set) are typically considered the “gold 
standard” for the assessment of attachment. However, self-report mea-
sures were intentionally selected because observational measures are 
time- and resource- intensive (71), are considered unethical by some, and 
do not consider the subjective experience of the parent (72). In addition, 
measures were selected to assess a range of parenting domains to gain a 
holistic perspective on the parent–child relationship.

Strengths

Despite these potential limitations, the PJB evaluation study has 
several strengths. First, the focus on low-income and predominantly 
Black families during and after pregnancy is unique. Many GI pilots 
during the perinatal period provide cash in the postpartum period 
only and focus predominantly on the health impacts of GI for low-
income children (65, 73). Research that centers parents’ lived experi-
ences is vital to understanding how GI may impact parent and child 
health over time. Conducting this research in Philadelphia, where 
Black birthing people face especially high poverty rates, offers unique 
opportunities to strengthen insight into GI’s implications for health 
equity and inform local interventions. Second, the use of participa-
tory arts-based narrative approaches will facilitate understanding of 
the pathways through which GI impacts health from the perspective 
of GI recipients (45, 46). The participatory methodology will identify 
potential mechanisms and important outcomes from the perspectives 
of those that receive GI, clarifying the understanding of why and how 
GI works and providing insights for future program 
implementation.

Finally, the study leverages an established, long-standing com-
munity partnership to address financial insecurity surrounding preg-
nancy and advance health equity in Philadelphia. PJB was generated 
through a community-driven strategic planning process, and all pro-
gram details are decided by the PJB Steering Committee, half of 
whom are community members with lived experience as Black birth-
ing people. It is one of the first of its kind to be conceptualized, 
designed, and implemented by the community, using an evaluation 
approach that is co-designed by the community and responsive to the 
lived experience of Black birthing people. Evaluating impacts of 
PJB – and co-disseminating the results alongside community part-
ners – may inform future social policy, by highlighting the potential 
of programs (like GI) that support parents’ dignity and agency to 
raise thriving children. Such efforts are critical, given that traditional 
social policies do not always reach low-income families and com-
munities of color.

Conclusion

The proposed community-led mixed methods study will occur 
in a city where more than 25% of Black families live in poverty, where 
nearly 20% of Black parents report symptoms of depression after 
childbirth, and where over a quarter of infants have been hospitalized 
before their first birthday. Findings will contribute to a comprehen-
sive understanding of how GI affects parent and infant health in three 
low-income and predominantly Black neighborhoods in Philadelphia, 
where historical and systematic restriction of access to vital resources 

has produced persistent health inequities. These contributions help 
inform emerging evidence that GI is a promising upstream approach 
to addressing persistent health inequities in the U.S.
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