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Abstract

Mental health conditions are strongly associated with lower participation in the
labor market. Yet, little is known about the channels through which such conditions
impact labor supply and income. To shed light on this process, we decompose it
and investigate the relationship between mental health conditions and (i) job take-
up, (ii) labor supply, output, and income conditional on being willing to work, and
(iii) quit rates. We do so by randomly offering high-paying jobs when little other
work is available in a population living in poverty, with high levels of depression
and anxiety. We find that people suffering from depression and anxiety are twice
as likely to decline a work offer outside of the home, but equally likely to be willing
to work from home. However, among the job-takers working from home, depression
and anxiety do not predict the actual amount of work completed, labor income, or
quit rates. These findings suggest that a key channel through which mental health
impacts labor market outcomes may be one’s desire or willingness to work rather
than performance on the job conditional on taking up work. Further, they suggest
an important way to increase engagement with the labor market for those in poor
mental health could be the provision of jobs that can be completed from home.
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1 Introduction

Poor mental health is prevalent in low-income populations around the world and has

been associated with low labor supply and earnings, creating the potential for negative

feedback loops which may perpetuate poverty (Barker et al., 2022; Biasi et al., 2021;

de Quidt and Haushofer, 2016; Fuhr et al., 2019; Hakulinen et al., 2019; Lund et al.,

2024; Mojtabai et al., 2015; Patel et al., 2011; Ridley et al., 2020; Weobong et al., 2017;

World Health Organization, 2022). While treating mental illness can have significant

positive impacts on labor supply, these effects are not universal, with more muted or

null results among some populations (Angelucci and Bennett, 2024; Baranov et al., 2020;

Barker et al., 2022; Bhat et al., 2022; Lund et al., 2024; Patel and Kleinman, 2003; Patel

et al., 2017).

These mixed results may have many potential drivers and little is known about the

channels through which poor mental health reduces labor supply and income. In order

to better understand how mental health conditions affect these important outcomes and

begin to develop policy solutions, we decompose the process and study three of its key

components: job take-up, labor supply, output, and earnings conditional on willingness

to work, and exit (quit rates).

To accomplish this goal, we begin by measuring mental health in a low-income popula-

tion of women in rural Ghana. We focus on women in a low-income setting as they suffer

disproportionately from mental health conditions and have lower and more variable labor

force participation (World Health Organization, 2022). Consistent with global patterns,

mental health in this population is poor, with 39.7% of individuals suffering from depres-

sion and 45.0% of individuals experiencing anxiety, relying on the “moderate” cutoffs for

the corresponding mental health scales — the Patient Health Questionnaire (PHQ) and

the General Anxiety Disorder scale (GAD) (Kroenke et al., 2001, 2003; Spitzer et al.,

2006).

Next, to avoid selection due to search or endogenous job offers and isolate later por-

tions of the causal chain, we make attractive job offers to these individuals. The work

offered is similar to work opportunities often provided by governments with the aim of

supporting the poor during the lean season in that it is part-time and low-skill. Further,

the decision to work is high-stakes, with the income provided by the job accounting for

about 48% of median total household income. To further decompose channels that may
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drive the relationship between mental health and labor, we elicit the participants’ will-

ingness to do the same work in two different locations: when the work can be done from

home, and when it requires participants to go to a nearby worksite.1

Our first key finding is that poor mental health (both anxiety and depression) are

strongly associated with a reduced willingness to take up this attractive work opportunity

outside of the home. As can be seen in Figure 4, participants who are anxious and

depressed are roughly 54% more likely to decline the job at the worksite than those who

are neither anxious nor depressed (11.87% vs. 7.71%). These differences are not due

to existing work obligations, with more depressed individuals being less likely to cite

existing work as a reason to decline and more likely to cite inability or unwillingness to

take up the work as the reason for refusal. However, this strong association between

depression and anxiety and the willingness to work is only present in work offered outside

of the home; correlations between either aspect of mental health and willingness to work

from home are quite small in magnitude and statistically insignificant (Table 3). This

stark difference in take-up rates across work location for those in poor mental health

is consistent with many of the symptoms of depression and anxiety, such as low energy

levels or nervousness, which could make individuals less willing to leave the home.

While these results suggest the motivation to take up work is central to the relationship

between poor mental health and low earnings in many contexts where work is primarily

found outside of the home, it may not be the only driver. Poor mental health also has

the potential to lower labor supply and output, conditional on working, or to increase

quit rates. To explore these mechanisms, we enroll a random sample of women who are

willing to work from home —34.87% of them suffering from depression and 32.82% from

anxiety— and randomly divide this sample into two groups: those who are offered to

work from home (treated) and those who are not offered any work (control).2

Unsurprisingly given that little work is available in the lean season, this random

job offer greatly increases the likelihood of work among those offered the job, nearly

quadrupling engagement with wage labor from 17% to 60% percent over the three months

of work offered. Importantly to the questions at hand, the randomization also allows us

to examine whether, conditional on being willing to take up a job, this random job offer
1The location of the worksite was either in the participant’s village or a nearby village and participants

were responsible for their own transportation, which is often by foot.
2We did not offer jobs outside of the home both for logistical reasons and because those taking up

the jobs are likely to be highly selected given the prior results.
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is equally valuable to depressed and anxious individuals. In other words, among those

willing to take up the work, do those with poor mental health have similar labor supply,

output, earnings, and quit rates?3

To study these channels, we examine the labor supply, output, and earnings of partic-

ipants who were randomly provided with jobs, including heterogeneity by baseline mental

health. Participants report bi-weekly on days worked and earnings in surveys. This data

is combined with administrative data on work completed as a part of the study. We find

that, although we cannot rule out small effects, in this group depressed and/or anxious

individuals are just as likely to supply labor and produce as much as those in better men-

tal health, and correspondingly earn similar amounts (Table 5). Further, poor mental

health is associated with a small delay (improvement) in the time to quitting but does

not predict quit rates overall. In short, we conclude that depression and anxiety are likely

to impede labor market success primarily because those with mental health conditions

are much less likely to take up new labor opportunities — which are primarily available

outside of the home in the current context. However, conditional on taking up work

that can be done from the home — which is uncorrelated with baseline mental health —

mental health does not impede labor supply, output, or earnings or increase quit rates

once on the job.

Beyond individual effects, we find that poor mental health can create barriers to eco-

nomic opportunity that extend to other household members. Participants with depression

and anxiety were not only less likely to take up work opportunities themselves but also

significantly less likely to indicate that other adult household members are available for

work, both for work-from-home and for work-from-site opportunities. When asked about

their decisions regarding female co-household members specifically, those with poor men-

tal health were more likely to cite the domestic responsibilities of the other adult as a

barrier to their work participation, despite having similar numbers of children as other

participants. These findings suggest that mental health challenges have the potential to

create household-level constraints on labor market participation, potentially amplifying

the economic consequences of poor mental health beyond the individual affected.

This paper contributes to three broad literatures. First, we contribute to research
3The choice to take up the work is endogenous and could lead to selection. However, in our context,

willingness to work from home appears to be uncorrelated with mental health. Further, as individuals
cannot and should not be compelled to work, examining outcomes conditional on willingness to work is
the more policy-relevant and ethical approach.
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examining the relationship between mental health and labor market outcomes (Biasi et

al., 2021; Hakulinen et al., 2019; Ridley et al., 2020). While prior work has documented

associations between poor mental health and reduced labor supply and earnings, we ad-

vance this literature by decomposing the channels through which mental health affects

labor outcomes, which is important both to understanding the contexts in which this

relationship will be stronger or weaker and to begin to consider appropriate policy re-

sponses. Our research highlights the central role that reduced job take-up, rather than

lower labor supply, reduced output, or higher quit rates on the job, may play in the

relationship between poor mental health and reduced earnings.

Second, we contribute to the literature examining low labor force participation in

low- and middle-income countries. While much of this work has focused on demand-

side constraints such as job availability and search frictions, or supply-side factors like

skills and transportation costs, we highlight how poor mental health may create additional

barriers to labor force entry (Carranza and McKenzie, 2024; Collier et al., 2016; Goldberg

and Reed, 2020; Rossi, 2022). Our evidence demonstrates that even when attractive

job opportunities are directly offered, poor mental health —which is highly prevalent

in this context— substantially reduces take-up, suggesting an important but previously

overlooked constraint on engagement with the labor force. Further, the impact of poor

mental health may extend beyond the impacted individual to reduced labor supply for

others in the household who step in to help with household responsibilities.

Finally, we inform the literature on workfare programs, which are widely used as anti-

poverty tools in low-income countries (Bertrand et al., 2021; Besley and Coate, 1992;

Imbert and Papp, 2015; Murgai et al., 2016). These programs typically operate through

standing job offers outside of the home, assuming that those most in need will self-select

into the work. Our findings suggest that poor mental health —which is disproportion-

ately prevalent among the poor— may limit engagement with these programs precisely

among those they are intended to help. This has important implications for program de-

sign: screening for mental health conditions and providing complementary mental health

interventions, or innovating to provide other targeted intervention designs such as work

from home arrangements, may be necessary to achieve the full potential of workfare as

an anti-poverty tool.

The remainder of the paper begins with background on the context and study design
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in Section 2. The empirical approach is described in Section 3. Section 4 provides results

while Section 5 concludes.

2 Context and study design

Our study is conducted in northern Ghana, in rural areas outside of the city of Tamale.

The poverty rate in this area is high, with over 70 percent of people defined as multi-

dimensionally poor in the study districts (Ghana Statistical Service, 2023). Similar to

many other areas with high poverty rates, mental health conditions are relatively high

in the region: Ae-Ngibise et al. (2023) observe a large prevalence of mental, neurological

and substance use among outpatients of primary healthcare facilities (with a prevalence

of probable depression of 15.6%), and Barker et al. (2022) find that about 58% of the

general population suffers from symptoms associated with some degree of psychological

distress (compared to about 13 percent in the United States according to Dhingra et al.,

2011).

Timing – The study is conducted in the lean season, after planting and before har-

vest of the major staple grain, maize. The lean season offers limited work opportunities,

especially opportunities for wage labor. Because many households are running low on

grain and have limited income, this time is typically a period of relatively high stress. The

study occurred in two phases over a period of four months. Phase 1, which occurred in

the first month, examined the participants’ willingness to take up new work opportunities

both at worksites and from home. Phase 2, which spanned three months following Phase

1, offered randomly selected individuals from the group willing to work from home the

opportunity to work from home stitching bags as described below. Phase 2 was divided

into six 2-week periods with data collection on mental health, labor supply and earnings

collected in face-to-face interviews at baseline and endline, and via phone surveys at the

end of each period.

Work opportunity – We offer to randomly selected participants the opportunity

to stitch bags —allowing us to observe output each period— at their home. Prior to

beginning their work, participants are trained over 3 days by professionals to ensure they
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are able to meet the minimum quality standards. Materials for the bags are dropped off

at the beginning of each two-week period and the finished bags are picked up three times

throughout the period. Payment is piece-rate (GHS 12 per completed bag) and made

immediately upon the pickup of the finished product.

The jobs offered are an important potential source of income in this context. Partici-

pants are offered an average of GHS 108 (around 7.56 US dollars) each two-week period.

The median household income is GHS 450 (USD 31.5) per month, equivalent to GHS

225 per 2-weeks period. The job offers therefore have the potential to increase household

income by 48% on average.

Phase 1 – This first phase starts with the recruitment of participants in 30 rural

communities with limited work opportunities during the lean season. The communities

are distinct villages with 115 households on average. In each community, we target

households using a random walk procedure. To be eligible, households must have five

or fewer adults and a total household size of less than 16 members.4 When a household

is selected, the enumerator speaks to the head of household (or any adult member aged

18 or older) to identify eligible household members. If both the household head and his

spouse are present, one of them is randomly selected to be the main respondent. If either

the head or his spouse are absent, the enumerator randomly selects one of the present

adult household members to respond. The selected respondent is then asked to provide

basic socio-demographic information about the household. Each respondent is then read

a description of the work opportunity and asked if they would be willing to do such

work, both for work from home and work outside of the home.5 They are aware that

not all individuals would be offered the work, but that it would only be offered to those

interested in taking it up. Next, respondents are asked to report whether other adults

in their household would be interested in the job or not, again responding both for work

from home and for work outside of the home. Finally, participants also respond to the
4This criteria was set to ensure that we could survey the complete households in a reasonable time,

and because in the second phase, we aimed to offer jobs that would substantially improve the economic
situation of the participating households.

5The job offer is described as: “Some of the study participants will be offered work for a period of 12
weeks; others will not be offered any work. Study participants who are offered work will work stitching
bags. Each bag will be paid GHS 12. No previous experience is required. We will provide training. If
your household is selected, only one member from your household will be selected to participate in the
study.”
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PHQ-2 screening tool, assessing depression, and the GAD-2 module, assessing anxiety.

The sampling process is summarized in Figure 1. The random sampling in the tar-

geted communities results in 838 eligible households. The respondent is a female in 514

households and a male in the other 324 households. Twenty-three female respondents

are then excluded due to age (<18 or >65). The 491 eligible female respondents then

report their own willingness to work as well as the willingness to work of 500 other female

household members. All 491 female respondents to this survey in Phase 1 are considered

in our “willing-to-work sample”, used to assess the relationship between mental health

and the willingness to take-up new job offers.6

Figure 1: Phase 1 Sample

838 Eligible Households

514 female
respondents

324 male
respondents

After age-based screening, 491 eligible female respondents report their own
willingness to work, the willingness to work of 500 female household

members, and respond to the PHQ-2 and GAD-2

Phase 2 – The sampling and randomization in this phase are summarized in Figure

2. Study participants in this phase are first sampled through the process described for

Phase 1 participants. To be eligible, individuals must be non-pregnant women aged 18-65

years who are willing to work: in Phase 1, they either indicated their willingness to work

directly (N=491), or they are indicated as willing to work by their household’s respondent

(N=1,076).7 In total, out of these 1,567 women, 1,447 are willing to work from home.

Among these 1,447 women, we randomly select 390 women to constitute the final study

sample for Phase 2. Following the random selection, we return to the households including

those Phase 2 participants to conduct a baseline survey. The baseline survey includes

measures of labor supply, income, consumption, and mental health (PHQ-8, GAD-7,

Cohen‘s Perceived Stress Scale, and the Penn State Worry Questionnaire). Additionally,
6We consider only women in this sample given that we offer jobs exclusively to women in Phase 2.
7Among the 1,076 women indicated as willing to work by others, 500 were indicated by the female

Phase 1 respondent and an additional 576 were indicated by a male respondent.
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the participants are asked to confirm again their willingness to work, which all did. The

390 individuals completing this baseline survey are considered our “interested sample”.8

Then, of the 390 “interested” participants, we randomly make job offers to work from

home to 320 of these participants (our treated group) and not to the other 70 participants

(our control group). Inflating the size of the treated group is essential, since we aim to

compare people with different mental health conditions within the treated group.9

Both treated and control participants in Phase 2 are interviewed by phone every two

weeks during the study. Both groups also have a final in-person interview (endline survey)

once the work is completed. During the bi-weekly phone interviews we elicit labor supply,

income, and consumption measures as well as the participant’s mental health (GAD-2

and PHQ-2). Additionally, treated participants have administrative data collected on

their completion of bags each period, noting both the number and quality as well as the

payment made for the work. The endline interview includes the same measures of labor

supply, income and consumption, and the mental health measures used in the baseline.

Attrition over the course of Phase 2 was minimal: only six participants did not complete

the endline survey (3 in each arm).

Figure 2: Phase 2 sample and randomization

1,447 Eligible Women

390 Randomly Selected

320 Offered work (Treated) 70 Not offered work (Control)

Measurement – Mental health is proxied by depression, assessed using the Patient

Health Questionnaire (PHQ), and anxiety, assessed using the General Anxiety Disorder

Questionnaire (GAD) (Kroenke et al., 2001, 2003). Both the PHQ and the GAD are
8In a given household, the participant from Phase 1 is not necessarily the same person as the “inter-

ested” participant from Phase 2. They overlap in 156 cases. This is because the Phase 2 participant was
randomly selected among all eligible women from Phase 1 who signaled interest in the job, whether they
were the Phase 1 respondent herself or not.

9We made three different job offers in the treated group. In all three versions the participants had
the same expected workload and income over the course of the entire study, but one group had the same
income in every period, the second group had variable income across time that was known in advance,
and the last group had both variable and uncertain income. As these differences are not relevant to the
questions of interest in this paper, we aggregate these groups together in our analyses.
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among the most frequently used scales to screen for depression and anxiety globally. We

use the 8-item version of the PHQ and the 7-item version of the GAD in the baseline

and endline of Phase 2, and the 2-item version of the PHQ and GAD in Phase 1 and

in the phone surveys of Phase 2. To ensure consistent administration of the items, each

question in the survey was translated to the local language, back translated to ensure

fidelity, and then recorded. The enumerator explained the scale, played the recording of

each item one by one, and recorded the participant’s responses.

The main outcomes of interest are: the women’s willingness to work (Phase 1), and

their labor supply, output, earnings, and quit rates (Phase 2). Willingness to work, both

for the respondent and other household members, is captured in Phase 1 as explained

above.

Participants in the “interested sample” in Phase 2 report their labor supply and earn-

ings over the past ten days in all surveys. They are also asked to report the labor supply

and earnings of other household members over the age of 12 for the same period. Not all

participants includ their study earnings in their reported earnings. In the main tables,

we correct the reported earnings to always include the study earnings. The study work is

organized in periods of two weeks and the survey corresponding to each period is admin-

istered in the last four days of the two week period. The ten-day recall therefore allows

us to capture labor and income during that period only and does not cover previous

periods.10

Partnerships – The study is implemented in partnership with Innovations for Poverty

Action (IPA) Ghana, who collect the data, and Presbyterian Agricultural Services (PAS),

who manage the hiring and work-related tasks (in a fashion similar to Banerjee et al.,

2020).

Safety procedures – Given that we assess participants’ mental health status, we

implemented safeguards for participants showing severe mental distress. We establish a

referral system in partnership with the Mind ’N’ Health Foundation that provides phone

counseling services in the local languages. The support services are available free of charge

to the participants. The services are presented sensitively as “a person to talk with about
10While the 10-day recall omits 4 days of the period, the timing of the survey is random across treated

and control participants, such that “missing” days are balanced.
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any concerns that are on your mind” to address potential stigma around mental health.

Mind ’N’ Health’s providers include psychologists, psychology therapists, certified coun-

selors, and counseling experts. Additional referral procedures to physical facilities are in

place in case of concerns around self-harm, though these were not needed during the study.

Summary statistics.

Phase 1. As noted earlier, mental health is relatively poor in this population: Figure 3

plots the distribution of depression and anxiety scores among women in Phase 1. 40% of

the women are above the standard cutoff for further screening for depression, and 45%

are above the standard cutoff for further screening for anxiety.

Figure 3: Distribution of Mental Health Scores Among Female Participants

Note: The figure shows the distribution of depression scores (PHQ-2, left) and anxiety
scores (GAD-2, right) of the Phase 1 sample. The vertical dashed lines indicate clinical
cutoffs (≥3), above which scores are considered to indicate elevated symptoms of
depression or anxiety.

Table 1 reports basic summary statistics describing the Phase 1 sample. Column 1

provides the mean (standard deviation) and Columns 2 and 3 provide the coefficient of

a simple ordinary least squares estimation between each variable shown in the Table and
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the participant’s PHQ-2 (depression) and GAD-2 (anxiety), respectively, as well as the

associated standard errors.

Households in this area are large, with an average of eight people. The average

household earns GHS 527 (roughly 35 USD) per month at the time of the interview, with

earnings winsorized at the 95th percentile. 74% of the adult members report some paid

or unpaid work (excluding domestic labor) in the past 12 months, the majority being

self-employed or working for the family business. The average age is 37 years old.

The PHQ-2 does not correlate with these baseline variables, except for the type of

work: a higher PHQ-2 score (worse mental health) is associated with a greater likelihood

of agricultural labor and a lower likelihood of self-employment. The GAD-2 shows similar

correlations with the types of jobs. In addition, women who are heads of household

experience more anxiety.

Phase 2. In Table 2, we report summary statistics describing our Phase 2 sample at

baseline, separately for the treated and control groups. Column 3 provides a p-value for

a test of equality of means between the two groups. Treatment and Control are similar

on the all baseline covariates tested, suggesting the randomization was successful.
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Table 1: Summary Statistics – Phase 1

(1) (2) (3)
Mean Corr. with PHQ-2 Corr. with GAD-2

Household characteristics

Number of adults 3.95 0.03 0.04*
(1.371) (0.016) (0.016)

Number of members 9.14 -0.06*** -0.01
(2.995) (0.016) (0.016)

Income 575.83 -0.03 0.04*
(591.713) (0.016) (0.016)

Observations 3939 3939 3939

Respondent characteristics

Age 36.66 0.00 -0.03
(10.881) (0.045) (0.045)

Married 0.89 -0.07 -0.11*
(0.316) (0.045) (0.045)

Head of household 0.04 0.08 0.17***
(0.193) (0.045) (0.045)

Spouse of head 0.79 -0.08 -0.17***
(0.410) (0.045) (0.045)

Other relation to head 0.18 0.04 0.09*
(0.380) (0.045) (0.045)

Employed - 12 months 0.74 -0.05 -0.07
(0.442) (0.045) (0.045)

Works in own / HH firm 0.55 -0.13** -0.17***
(0.498) (0.045) (0.045)

Works in agriculture 0.21 0.13** 0.12**
(0.409) (0.045) (0.045)

Employed for wages 0.04 0.04 0.13**
(0.203) (0.045) (0.045)

Observations 491 491 491

Note: This table presents summary statistics for Phase 1 of the study and
their correlations with mental health measures (PHQ-2 and GAD-2). Stan-
dard deviations (SD) are reported in parentheses in Column (1), and standard
errors (SE) are reported in parentheses in Columns (2) and (3). Income is
measured in GHS and is winsorized at the 95th percentile. PHQ-2 and GAD-2
refer to the Patient Health Questionnaire-2 and Generalized Anxiety Disorder-
2 screening tools. “Employed - 12 months” indicates employment status in the
past 12 months. “Works in own/HH firm” indicates self-employment or em-
ployment in a household enterprise. “Works in Agriculture” indicates primary
employment in agricultural activities. “Employed for Wages” indicates formal
wage employment. “Head of household”, “spouse of head”, and “other rela-
tion to head” are mutually exclusive categories indicating the respondent’s
relationship to the household head. Correlations in Columns (2) and (3) are
calculated using standardized mental health variables. Statistical significance
at the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.
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Table 2: Summary Statistics – Phase 2

(1) (2) (3)
Treatment Control p-value: (1)==(2)

Household characteristics

Number of Adults 3.63 3.63 0.998
(1.33) (1.21)

Number of Members 8.27 8.30 0.943
(3.07) (2.53)

Income 150.07 194.63 0.247
(286.29) (313.18)

Respondent characteristics

Age 37.27 38.27 0.502
(11.37) (10.99)

Married 0.89 0.83 0.175
(0.32) (0.38)

Years of Education 1.15 1.19 0.931
(2.84) (2.95)

Employed - 10 days 0.17 0.17 0.993
(0.38) (0.38)

Works in agriculture 0.14 0.10 0.335
(0.35) (0.30)

Employed for wages 0.01 0.01 0.713
(0.10) (0.12)

Other Employment 0.14 0.13 0.844
(0.34) (0.34)

High PHQ-2 0.36 0.29 0.223
(0.48) (0.46)

High GAD-2 0.34 0.27 0.265
(0.47) (0.45)

Observations 320 70 390

Note: This table presents summary statistics for Phase 2 of the
study, comparing treatment and control groups across house-
hold and respondent characteristics. The sample consists of 390
observations (320 treatment, 70 control). For each variable, col-
umn (1) shows the mean and standard deviation (in parenthe-
ses) for the treatment group, while column (2) shows the same
statistics for the control group. Column (3) presents p-values
from tests of equality between treatment and control means.
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3 Empirical approach

3.1 Phase 1 – Mental health and willingness to work

As the first step in the chain of employment, we begin by examining women’s willingness

to work when facing new opportunities. We start by investigating whether anxiety and

depression predict one’s willingness to work, keeping in mind that all the participants are

offered the exact same simple jobs with a relatively high pay, and that they are asked for

their willingness to work in two scenarios: either at a nearby workplace or from home.

We estimate the following equation:

Yi = α0 + α1Mental healthi + α2Xi + ϵi (1)

Where Yi is a binary variable equal to one if individual i is willing to work and to zero

otherwise. We estimate Equation (1) separately for the willingness to work from home

and for the willingness to work from a worksite. “Mental Health” is one of the two mental

health variables measured in Phase 1 – PHQ-2 or GAD-2 – standardized for ease of

interpretation, or an average of the two standardized variables. Xt, is a vector of controls

including the order of the willingness to work questions (which was randomized), whether

the household head or his spouse were both present or not (which influenced the selection

of the respondent, as explained in Section 2), the household size and number of adults, age

of the respondent, and marital status. We select these controls because they are unlikely

to be influenced heavily by the participant’s mental health status. Uncontrolled versions

of the regressions omitting all demographics are included in the appendix. We report the

values of α1 for different measures of mental health in Table 3. Panel A presents results

about work from home decisions and Panel B presents results about working from a local

worksite. All regressions use robust standard errors.

To calculate the correlations between mental health and the reported willingness to

work of other household members, we adjust Equation (1) and estimate:

Yi,j = β0 + β1Mental healthi + β2Xi + ζi (2)

Where Yi,j is a binary variable equal to one if respondent i says that individual j is willing

to work and to zero otherwise. The other variables remain as described previously and
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results are once again disaggregated by work location in two panels. In this specification,

standard errors are clustered at the respondent level, given that each respondent can

report the willingness to work of several household members.

3.2 Phase 2 – Mental health and the effects of job offers

In the second phase, we randomize job offers among the participants who are willing

to work from home. We estimate the effects of the job offers on labor supply, output,

earnings, and quit rates as well as whether mental health mediates the effects of these

job offers. Specifically, we estimate:

Yi,t = γ0 + γ1Job offeri,0 + γ2Mental healthi,0 + γ3Mental healthi,0 ∗ Job offeri,0

+ Tt + γ4Xi + ζi, t
(3)

Where Yi,t is outcome Y for individual i in period t, “Job offer” is equal to one if

i was randomly offered a job, “Mental Health” is one of the mental health variables

measured in period 0 (the baseline), and Tt are period fixed effects. X controls for the

same demographics as in Eq. 1, but omits the controls for order effects and presence

of another household member as they are not relevant in Phase 2. When we estimate

Equation (3), we cluster standard errors at the household level given the multiple periods.

4 Results

Both anxiety and depression are strong predictors of the willingness to work, with marked

differences in refusal rates among those with greater anxiety, greater depression, or both,

compared with individuals in good mental health (Figure 4). Specifically, high anxiety

(depression), increases refusal rates by 1.3 (2.9) percentage points or 17.4 (29.7)%. Expe-

riencing both high depression and high anxiety increases refusal rates by 4.16 percentage

points or 54.0%. In Table 3, we test the statistical significance of these correlations. We

find that the PHQ-2 and the GAD-2 strongly correlate with the decision to accept a job

offer if the work must be done at a worksite, but not if it can be done from home. On

average, an increase of one standard deviation on the PHQ-2 scale (1.68 points) is associ-

ated with a reduction of 3.0 percentage points in the likelihood of accepting the offer at a

worksite. The association with the GAD-2 (SD = 1.64 points) is of a similar magnitude.

16



The association between the index of mental health and willingness to take up work is

slightly larger in magnitude, 3.7 percentage points, but not significantly different than

the individual measures of mental health. In Appendix Table A.1, we show that these

estimates are robust to using binary indicators corresponding to the thresholds for high

depression and anxiety (as in Figure 4) and that the coefficients are of similar but slightly

larger magnitude if demographic controls are omitted (Table A.2).

These results are in strong contrast to the associations between mental health and

willingness to take up work from home. The point estimates when considering work

from home are both small in magnitude —none larger than 0.4 percentage points— and

variable in sign. These correlations suggest that the impact of mental health on work

outcomes may vary substantially with the context in which the work is provided, and

may exacerbate effects in low income settings where remote work is relatively rare.

11.87

7.71

9.05

10.00

Neither High Anxiety High depression High depression
and anxiety

Figure 4: Mental health and work offer refusal rates

Note: The bar heights show the percentage of participants who refuse the work offer (N = 982).
The spikes correspond to the standard errors of the means. High anxiety corresponds to a
GAD-2 score of three or more. High depression corresponds to a PHQ-2 score of three or more.

To further understand these correlations, we asked participants who were not willing

to work why they did not want to take up the job. In Table 4, we correlate a high PHQ-
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Table 3: Correlation between mental health and willingness to work

(1) (2) (3)

Willingness to work from home

PHQ-2 (std) 0.004
(0.012)

GAD-2 (std) 0.011
(0.012)

Ave. of PHQ-2 (std) and GAD-2 (std) 0.010
(0.014)

Dep. Var. Mean 0.95 0.95 0.95

Willingness to work outside

PHQ-2 (std) -0.030*
(0.017)

GAD-2 (std) -0.029*
(0.015)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.037**
(0.019)

Dep. Var. Mean 0.89 0.89 0.89
p-value: W.f. Home == W. outside 0.0092 0.0013 0.00091
Observations 491 491 491

Note: PHQ-2 (std) and GAD-2 (std) refer to standardized scores from
the Patient Health Questionnaire-2 and Generalized Anxiety Disorder-2
screening tools. The average of PHQ-2 and GAD-2 is the mean of both
standardized scores. “Willingness to work from home” and “Willingness to
work outside” are binary indicators for whether the respondent accepted
the respective work offers. All specifications include controls for whether
the work from site question was asked first (the order was randomized),
whether both the household head and spouse were present, the age of the
respondent, their marital status and the number of adults and number
of household members in the household at the time of the survey. The p-
value in the last row tests the equality of coefficients between Work from
Home and Work from Site specifications within each column. Robust
standard errors are in parentheses. Statistical significance at the 0.10,
0.05, and 0.01 levels is indicated by *, **, and ***.
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Table 4: Association between depression and reasons for work refusal

(1) (2) (3) (4) (5)
Have work Household work Unable or unwilling Student Transportation

PHQ-2 (std) -0.087** 0.008 0.089* -0.023 0.023
(0.033) (0.044) (0.048) (0.020) (0.040)

GAD-2 (std) -0.094** 0.090 0.051 -0.013 -0.008
(0.039) (0.055) (0.061) (0.016) (0.036)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.102** 0.050 0.082 -0.021 0.012
(0.039) (0.053) (0.058) (0.020) (0.043)

Reason share 0.114 0.380 0.367 0.0253 0.115
Observations 79 79 79 79 52

Note: This table examines how a respondent’s mental health relates to their stated reasons for why they would not
accept either work-from-home or work-from-site opportunities. PHQ-2 (std) and GAD-2 (std) refer to standardized
scores from the Patient Health Questionnaire-2 and Generalized Anxiety Disorder-2 screening tools. The average of
PHQ-2 and GAD-2 is the mean of both standardized scores. The sample is restricted to respondents who declined work
opportunities. Each column represents a different reason for refusing work: (1) already having paid work, (2) household
work responsibilities including taking care of children, (3) being unable or unwilling to work including sickness, old age,
and unwilling to work, (4) being a student, and (5) transportation difficulties (only relevant to work outside). Reason
Share indicates the proportion of respondents who cited each reason for refusing work. All specifications include controls
described in Table 3. Standard errors, clustered at the household level, are in parentheses. Statistical significance at
the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.

2 score and GAD-2 score with the reasons given for refusing the work offer. Notably,

people with higher depression and anxiety scores are significantly less likely to say that

they already have paid work as a reason for refusing job offers. Much of this difference

appears to be accounted for by a positive association between poor mental health and

being unable or unwilling to work, though these associations are less precise and the

relationship is only statistically significant at the 10% level for depression. The correlation

with the other reasons such as a lack of transportation or student status are generally

weaker and not statistically significant.

The evidence that the lack of take-up is not driven by better work opportunities is

also bolstered by the evolution of income over time in the various groups. As can be

seen in Figure 5, those offered a job in the study immediately earn roughly 100 GHS per

period, while both those who were interested and not offered the job and those who were

not interested in taking up the work have average incomes of approximately 10 GHS per

period and are statistically indistinguishable. These differences remain relatively constant

over time. If refusals were driven by other better labor opportunities we would expect the

“not interested” group to have both a higher level of income and, likely, a stronger upward

trend in income. As neither of these conditions is met, it suggests that those who opted

not to take up the offered work did not do so due to other better labor opportunities.

In short, we find that both depression and anxiety are strongly predictive of turning

down a lucrative job opportunity when that opportunity is outside of the home, but
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are not associated with any differences in the desire to take-up work in the home. The

differences in engagement with work outside of the home are large, roughly doubling

refusal rates among those who are both anxious and depressed. Further, the lack of

engagement with work outside of the home does not appear to be driven by the availability

of better opportunities for work elsewhere. Taken together, these results suggest that a

lack of willingness to engage with work that is typically available in low-income contexts

may be an important driver of the gap in labor market outcomes between those in good

and poor mental health.

-5
0

0
50

10
0

15
0

Baseline PS1 PS2 PS3 PS4 PS5 Endline

Not willing to work Willing to work - no job offer Willing to work  - job offer

Figure 5: Willingness to work and total earnings during the study

Note: The figure shows the means (and 95 percent confidence intervals around the
means) of earnings (GHS, on the vertical axis) over time by period, for three groups of
participants: 1) those who are not willing to work, 2) those who are willing to work but
do not receive a job offer, and 3) those who are willing to work and receive an offer.

4.1 Mental health and behavior on the job

Next, we examine the relationship between mental health and performance on the job

among those willing to work. To accomplish this goal, we randomly allocate individuals

(in both poor and good mental health) to receive jobs or not, while surveying both groups

every two weeks. We estimate the effect of the job offers on labor market outcomes
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(intention-to-treat), and whether depression and anxiety mediate these effects. Notably,

the work offered is work from home, suggesting that selection into the job based on mental

health is less likely to be a concern given the lack of association between mental health

and job take-up noted in Phase 1.

Table 5 presents the results of estimating Equation 3. Panel A examines work status

using a binary variable for whether the individual reports working that period, either as a

part of the study or outside of it. Panel B examines self-reported days worked, imputing a

zero for individuals who did not work that period. Panel C studies output (the number of

bags produced, which is mechanically zero among control participants). Panel D studies

labor income, again imputing a zero for individuals who reported no work during the

period either as a part of the study or outside of it.

We begin by examining the impact of a job offer on each of these variables in Column

1. We then expand to include heterogeneity in the impact of a job offer by mental

health status. The mental health status measures are standardized baseline measures of

depression (Col. 2), anxiety (Col. 3), and an average of the two standardized measures

(Col. 4). These interactions allow us to test whether the participants’ baseline mental

health mediates the effect of the job offers.

The interaction terms are moderate in magnitude and never statistically significant.

For example, in the upper panel, the point estimate on the interaction term of the mental

health index and having a job offer (-0.019) is roughly 4.4% of the main effect of being

offered a job among those in good mental health (0.429). Similarly, for earnings, the co-

efficient on the interaction term for the index is -3.9 GHS compared to a mean increase of

102 GHS when offered a job. Focusing on bags produced, those in poor mental health the

point estimates are in the opposite direction, with those in poor mental health producing

2% more bags. In short, with the consistently small point estimates of variable sign, we

cannot reject the hypothesis that baseline mental health does not affect the benefits from

being offered a job. However, the limited sample size also means it is not possible to rule

out modest effects on these outcomes. Findings are similar if we instead use binary mea-

sures for mental health (Table A.3), the long-form measures of mental health – PHQ-8

and GAD-7 (Table A.4), or omit demographic controls (Table A.5).

Finally, to examine how mental health relates to work retention, Table 6 presents

correlations between mental health indicators and quit rates among those offered a job

21



Table 5: Work offers, labor supply, income and mental health
:

(1) (2) (3) (4)

- PHQ-2 (std) GAD-2 (std)
Ave. of PHQ-2 (std)

and GAD-2 (std)

Working

Job offer 0.434*** 0.432*** 0.431*** 0.429***
(0.032) (0.032) (0.033) (0.033)

Mental health measure 0.054** 0.017 0.048
(0.028) (0.029) (0.034)

Mental health measure x job offer -0.037 0.009 -0.019
(0.032) (0.033) (0.039)

Control Mean 0.172 0.172 0.172 0.172
Observations 2188 2188 2188 2188

Days worked

Job offer 1.691*** 1.678*** 1.667*** 1.663***
(0.202) (0.202) (0.208) (0.206)

Mental health measure 0.251 0.145 0.263
(0.184) (0.202) (0.233)

Mental health measure x job offer -0.133 -0.030 -0.103
(0.207) (0.223) (0.258)

Control Mean 1.052 1.052 1.052 1.052
Observations 2188 2188 2188 2188

Bags produced

Job offer 9.036*** 9.026*** 9.014*** 9.012***
(0.172) (0.175) (0.181) (0.180)

Mental health measure 0.176 0.128 0.208
(0.136) (0.129) (0.155)

Observations 2188 2188 2188 2188

Work income

Job offer 102.485*** 102.183*** 102.008*** 101.854***
(3.572) (3.557) (3.797) (3.711)

Mental health measure 6.587 3.166 6.526
(4.098) (4.491) (5.318)

Mental health measure x job offer -4.315 -1.641 -3.904
(4.530) (4.858) (5.744)

Control Mean 14.97 14.97 14.97 14.97
Observations 2188 2188 2188 2188

Note: This table examines the relationship between mental health and labor market outcomes.
PHQ-2 (std) and GAD-2 (std) refer to standardized scores from the Patient Health Questionnaire-
2 and Generalized Anxiety Disorder-2 screening tools. The average of PHQ-2 and GAD-2 is the
mean of both standardized scores. The table presents four panels: Working (binary indicator),
Days Worked (count of days), Bags produced (count of bags in each period), and Work Income
(combines study and non-study income, in local currency units, winsorized at the 95th percentile).
“Job offer” is a binary indicator for whether the respondent is randomly selected to be offered a
job. All regressions include period fixed effects as well as basic demographic controls as outlined
in Section 3. The standard errors, clustered at the household level, are in parentheses. Statistical
significance at the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.
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stitching bags. We use two measures of quitting: non-submission of bags in the final

period and a variable indicating which period was the last period in which the participant

submitted any bags, providing a measure of the timing of quitting. Roughly 8% of

individuals quit on or before the final period. Consistent with our previous findings on

mental health and job performance, we find no significant relationship between mental

health measures and quit rates in the final period. Notably, there is a small positive

association between the final period in which an individual turns in any work and poor

mental health: those who have 1 standard deviation worse mental health actually persist

0.15 periods longer. However, this association is only marginally significant for anxiety

and the mental health index and is insigificant for depression alone.

23



Table 6: Association between baseline mental health and quit rate

(1) (2) (3)

Didn’t turn in bags at endline

PHQ-2 (std) -0.019
(0.015)

GAD-2 (std) -0.014
(0.015)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.023
(0.016)

Observations 320 320 320
Dep. Var. Mean 0.0813 0.0813 0.0813

Last period in which participant submits bags

PHQ-2 (std) 0.095
(0.084)

GAD-2 (std) 0.118*
(0.067)

Ave. of PHQ-2 (std) and GAD-2 (std) 0.146*
(0.086)

Observations 320 320 320
Dep. Var. Mean 5.600 5.600 5.600

Note: This table examines the relationship between baseline men-
tal health measures and job retention/quitting behavior among
participants that are offered the work. PHQ-2 (std) and GAD-
2 (std) refer to standardized scores from the Patient Health
Questionnaire-2 and Generalized Anxiety Disorder-2 screening
tools. The average of PHQ-2 and GAD-2 is the mean of both
standardized scores. In the top panel, the outcome is a binary
variable indicating if a participant quit before the endline. The
outcome in the bottom panel is the number of periods a partici-
pant worked before quitting. The standard errors, clustered at the
individual worker level, are in parentheses. Statistical significance
at the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.

4.2 Spillovers of mental health conditions to other household

members.

In each household, the phase 1 participant is also asked to report which of the other adult

household members would be interested in the job offer. We next investigate whether the

mental health of the respondent has the potential to impact other household member’s

labor supply through this decision.

Table 7 presents the results of regressions of the reported willingness to work of in-

dividuals other than the respondent as reported by the respondent on the mental health
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of the respondent, using the same standardized mental health measures as in previous

analyses. More depressed respondents are significantly less likely to report that other’s in

their household would be willing to take up the work offered, whether that work occurs

in the household or outside of it. These effects are large, the refusal rates of participants

who are above the thresholds for depression and anxiety are almost twice as high as the

refusal rates of participants who are neither anxious nor depressed (a 8 percentage points

increase from a base of 9.3%). For work outside the home, more anxious participants also

report reduced willingness for others to take up work, with a similar magnitude to those

who are more depressed. However, the magnitude of the association falls and becomes

insignificant for work from home for others. Finally, the average of the two mental health

measures is also a significant predictor of refusal rates, with a 2.8 to 4.2 percentage point

reduction in the willingness for others to take up work. These effects are robust to using

binary measures of mental health (Table A.6).

Table 8 provides a suggestive explanation for this pattern: When the participant

chose not to sign-up a female co-household member, they were also asked to tell us why.

Despite having a similar number of children in the houses of those in good or poor mental

health, participants with poor mental health are significantly more likely to state that

their female co-household member must stay home and care for the children. Further,

as shown in the lower panel of Table 8, the correlations between mental health and the

reason for declining work for others are not significantly impacted when we control for

the number of young children. One plausible interpretation of these findings, is that

participants suffering from mental health conditions are less willing to let other women

work because they would not want to take on the domestic duties of these female co-

household members or are worried they will need the other household member to care for

them. In contrast with the findings reported in Table 4, the participant’s mental health

does not correlate with stating “unwilling or unable” as a reason to decline the job offer

on the behalf of other members, suggesting that they are not declining because their

co-members are also suffering from mental health conditions.

These additional findings about spillovers to work for other individuals in the house-

hold are important given the high stakes of these job offers. In a context of extreme

poverty, people suffering from depression and anxiety do not only refuse income oppor-

tunities for themselves, but also for other women in their households, de facto preventing
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them from receiving the work and corresponding income. Our findings thus demonstrate

how mental health challenges can create barriers to economic opportunity that extend

beyond individual decision-making to entire households. These findings do not seem to be

specific only to the context at hand, rather they are very consistent with the observations

made by Lund et al. (2019) in six different countries.

Table 7: Association between mental health and work offer acceptance for others

(1) (2) (3)

Willingness to work from home

PHQ-2 (std) -0.036**
(0.014)

GAD-2 (std) -0.008
(0.013)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.028*
(0.015)

Dep. Var. Mean 0.91 0.91 0.91

Willingness to work outside

PHQ-2 (std) -0.035**
(0.015)

GAD-2 (std) -0.031**
(0.015)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.042**
(0.017)

Dep. Var. Mean 0.87 0.87 0.87
p-value: W.f. Home == W. outside 0.91 0.033 0.18
Observations 500 500 500

Note: This table examines how a respondent’s mental health influ-
ences their assessment of other household members’ availability for
work, showing that respondents with higher depression and anxiety
symptoms are less likely to indicate work availability for other adult
household members. PHQ-2 (std) and GAD-2 (std) refer to standard-
ized scores from the respondent’s own Patient Health Questionnaire-2
and Generalized Anxiety Disorder-2 screening tools. The average of
PHQ-2 and GAD-2 is the mean of both standardized scores. The
top panel shows how respondent’s mental health correlates with their
assessment of other household members’ availability for work-from-
home opportunities, while the bottom panel shows the same for work-
from-site opportunities. The p-value in the last row tests the equality
of coefficients between Work from Home and Work from Site within
each column. Standard errors, clustered at the household level, are in
parentheses. Statistical significance at the 0.10, 0.05, and 0.01 levels
is indicated by *, **, and ***.
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Table 8: Association between depression and reasons for work refusal for others

(1) (2) (3) (4) (5) (6)
Have work Household work Unable or unwilling Student Transportation Not sure if person is interested

PHQ-2 (std) 0.035 0.067 -0.007 0.014 -0.022 -0.052*
(0.027) (0.041) (0.033) (0.028) (0.021) (0.026)

GAD-2 (std) -0.045* 0.077** 0.020 -0.002 0.045 -0.048
(0.026) (0.037) (0.043) (0.025) (0.035) (0.041)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.004 0.096** 0.008 0.008 0.016 -0.067
(0.023) (0.047) (0.045) (0.032) (0.030) (0.041)

Controlling for number of children

PHQ-2 (std) 0.033 0.066 -0.006 0.015 -0.023 -0.051*
(0.026) (0.042) (0.033) (0.029) (0.022) (0.027)

Number of young kids (12yrs and younger) 0.064** 0.012 -0.029 -0.041 0.033 -0.036
(0.031) (0.048) (0.061) (0.030) (0.022) (0.030)

GAD-2 (std) -0.050* 0.077* 0.023 0.001 0.043 -0.046
(0.026) (0.038) (0.041) (0.026) (0.035) (0.041)

Number of young kids (12yrs and younger) 0.070** 0.007 -0.031 -0.040 0.028 -0.033
(0.032) (0.050) (0.060) (0.030) (0.020) (0.029)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.008 0.096* 0.010 0.011 0.014 -0.065
(0.024) (0.048) (0.043) (0.032) (0.030) (0.041)

Number of young kids (12yrs and younger) 0.066** 0.008 -0.030 -0.041 0.031 -0.033
(0.031) (0.049) (0.061) (0.030) (0.021) (0.029)

Reason share 0.116 0.125 0.429 0.196 0.0462 0.0804
Observations 112 112 112 112 65 112

Note: This table examines how a respondent’s mental health relates to their stated reasons for why other household members would not accept either
work-from-home or work-from-site opportunities. PHQ-2 (std) and GAD-2 (std) refer to standardized scores from the respondent’s own Patient Health
Questionnaire-2 and Generalized Anxiety Disorder-2 screening tools. The average of PHQ-2 and GAD-2 is the mean of both standardized scores. “#
children” is the number of household members who are 12 years old or younger. Each column represents a different reason for refusing either type of work
opportunity: (1) already having work, (2) household work responsibilities, (3) being unable or unwilling to work, (4) being a student, (5) transportation
difficulties (only relevant to the work outside), and (6) uncertainty about the person’s interest. Reason Share indicates the proportion of respondents who
cited each reason for other household members’ work refusal. Standard errors, clustered at the household level, are in parentheses. Statistical significance at
the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.

5 Conclusions

This study decomposes the relationship between mental health and labor market out-

comes into distinct components: willingness to engage in work, output and labor supply

on the job, and retention. Our findings reveal that depression and anxiety are significant

predictors of labor supply through reduced willingness to accept work opportunities both

for individuals themselves and for other household members, especially when the work

requires to leave home. In contrast, although we can’t rule out small effects, we find no

evidence that mental health influences productivity or retention among those who choose

to work and can do so from their home.

These results have important implications for both theory and policy. First, they

suggest that a potential mechanism through which poor mental health reduces labor

market engagement may be through psychological barriers to participation rather than

through reduced capability at work, conditional on being willing to work. This finding

may help to explain mixed results in the literature regarding the impact of mental health

treatments on labor outcomes —while studies typically measure labor outcomes through

productivity, earnings, or days worked— our results suggest focusing on willingness to
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work may better capture the direct effects of mental health improvements.

Second, our findings have significant implications for the design of anti-poverty pro-

grams, particularly workfare initiatives that are commonly used in low-income settings.

The fact that mental health significantly correlates with job take-up rather than job

performance suggests that adding mental health support services to existing workfare

programs could increase their effectiveness. Further, the fact that mental health is asso-

ciated with job take-up when the job must be done outside, but not when one can work

from home, suggests that more flexible work arrangements can be a promising way of

including people with poor mental health —which is often a large fraction of the popu-

lation in low income settings— in the labor market. Moreover, given that poor mental

health appears to create barriers to accepting work opportunities even when little other

work is available, policymakers may need to reconsider the assumption that those most

in need will automatically self-select into these programs.

Finally, our results point to important directions for future research. While we doc-

ument that mental health is strongly associated with willingness to work, understanding

the specific psychological mechanisms behind this reluctance —whether related to self-

efficacy, misperception, or other factors— remains an important area for investigation.

Additionally, examining whether similar patterns hold in other contexts and for other

types of work would help establish the generalizability of these findings.
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Appendix A Appendix

A.1 Phase 1

Table A.1: Association between alternate mental health measures and work offer accep-
tance

(1) (2) (3)

Willingness to work from home

High PHQ-2 -0.011
(0.022)

High GAD-2 0.018
(0.021)

High PHQ-2 and GAD-2 -0.014
(0.025)

Dep. Var. Mean 0.95 0.95 0.95

Willingness to work outside

High PHQ-2 -0.055*
(0.029)

High GAD-2 -0.054*
(0.029)

High PHQ-2 and GAD-2 -0.095***
(0.036)

Dep. Var. Mean 0.89 0.89 0.89
p-value: W.f. Home == W. outside 0.094 0.0043 0.0092
Observations 491 491 491

Note: High PHQ-2 and High GAD-2 are binary indicators equal to
one if the respondent’s score on the Patient Health Questionnaire-
2 and Generalized Anxiety Disorder-2 screening tools exceeds the
clinical threshold. High PHQ-2 and GAD-2 indicates respon-
dents who score above the threshold on both measures. The table
presents two panels: acceptance of work from home offers and ac-
ceptance of work from site offers. The p-value in the last row tests
the equality of coefficients between Work from Home and Work
from Site specifications within each column. The robust standard
errors are in parentheses. Statistical significance at the 0.10, 0.05,
and 0.01 levels is indicated by *, **, and ***.
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Table A.2: Correlation between mental health and willingness to work (without additional
controls)

(1) (2) (3)

Willingness to work from home

PHQ-2 (std) -0.000
(0.013)

GAD-2 (std) 0.004
(0.012)

Ave. of PHQ-2 (std) and GAD-2 (std) 0.003
(0.015)

Dep. Var. Mean 0.95 0.95 0.95

Willingness to work outside

PHQ-2 (std) -0.034**
(0.017)

GAD-2 (std) -0.034**
(0.016)

Ave. of PHQ-2 (std) and GAD-2 (std) -0.043**
(0.019)

Dep. Var. Mean 0.89 0.89 0.89
p-value: W.f. Home == W. outside 0.010 0.0025 0.0014
Observations 491 491 491

Note: This table examines the correlation between standardized men-
tal health measures and willingness to work, distinguishing between
work-from-home and work-from-site offers. The mental health mea-
sures (PHQ-2 and GAD-2) are standardized. We control for the order
of work from site and work from home questions, whether both head
and spouse were present. Statistical significance at the 0.10, 0.05, and
0.01 levels is indicated by *, **, and ***.
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A.2 Phase 2

Table A.3: Work offers, labor supply, income and alternate mental health measures

(1) (2) (3) (4)

- High PHQ-2 High GAD-2
High

PHQ-2 and GAD-2

Working

Job offer 0.434*** 0.466*** 0.426*** 0.435***
(0.032) (0.035) (0.039) (0.035)

Mental health measure 0.151** 0.000 0.083
(0.066) (0.061) (0.084)

Mental health measure x job offer -0.120 0.023 -0.035
(0.073) (0.069) (0.091)

Control Mean 0.172 0.172 0.172 0.172
Observations 2188 2188 2188 2188

Days worked

Job offer 1.691*** 1.825*** 1.672*** 1.695***
(0.202) (0.225) (0.242) (0.217)

Mental health measure 0.663 0.080 0.588
(0.428) (0.396) (0.521)

Mental health measure x job offer -0.514 0.035 -0.226
(0.463) (0.439) (0.565)

Control Mean 1.052 1.052 1.052 1.052
Observations 2188 2188 2188 2188

Bags produced

Job offer 9.036*** 9.007*** 9.027*** 9.031***
(0.172) (0.179) (0.181) (0.180)

Mental health measure 0.353 0.115 0.060
(0.270) (0.268) (0.311)

Observations 2188 2188 2188 2188

Work income

Job offer 102.485*** 104.472*** 104.327*** 105.312***
(3.572) (3.914) (3.863) (3.432)

Mental health measure 13.243* 7.786 22.046*
(7.719) (8.497) (13.379)

Mental health measure x job offer -8.372 -7.005 -20.597
(8.556) (9.271) (13.949)

Control Mean 14.97 14.97 14.97 14.97
Observations 2188 2188 2188 2188

Note: This table reports regression coefficients examining the relationship between job offers,
labor market outcomes, and binary mental health measures. “High PHQ-2” (Patient Health
Questionnaire-2 for depression) and “High GAD-2” (Generalized Anxiety Disorder-2 for anxiety)
indicate scores above the clinical screening thresholds. The analysis covers three key outcome
variables: Working or Not (employment status), Days Worked, and Work Income. The standard
errors, clustered at the household level, are in parentheses. Statistical significance at the 0.10,
0.05, and 0.01 levels is indicated by *, **, and ***.

35



Table A.4: Work offers, labor supply, income and full length mental health measures

(1) (2) (3) (4)

- PHQ-8 (std) GAD-7 (std)
Ave. of PHQ-8 (std)

and GAD-7 (std)

Working

Job offer 0.434*** 0.432*** 0.429*** 0.430***
(0.032) (0.032) (0.032) (0.032)

Mental health measure 0.040 0.033 0.042
(0.025) (0.025) (0.027)

Mental health measure x job offer -0.039 -0.015 -0.030
(0.030) (0.030) (0.032)

Control Mean 0.172 0.172 0.172 0.172
Observations 2188 2188 2188 2188

Days worked

Job offer 1.691*** 1.680*** 1.663*** 1.668***
(0.202) (0.204) (0.205) (0.204)

Mental health measure 0.174 0.195 0.210
(0.192) (0.177) (0.199)

Mental health measure x job offer -0.161 -0.119 -0.157
(0.212) (0.197) (0.220)

Control Mean 1.052 1.052 1.052 1.052
Observations 2188 2188 2188 2188

Bags produced

Job offer 9.036*** 9.044*** 9.015*** 9.029***
(0.172) (0.176) (0.181) (0.179)

Mental health measure -0.046 0.104 0.035
(0.142) (0.133) (0.152)

Observations 2188 2188 2188 2188

Work income

Job offer 102.485*** 102.369*** 101.869*** 102.052***
(3.572) (3.613) (3.721) (3.674)

Mental health measure 4.757 4.832 5.465
(4.027) (4.148) (4.446)

Mental health measure x job offer -5.950 -3.681 -5.486
(4.499) (4.567) (4.947)

Control Mean 14.97 14.97 14.97 14.97
Observations 2188 2188 2188 2188

Note: This table reports regression coefficients examining the relationship between job offers, labor
market outcomes, and standardized continuous mental health measures. The analysis uses the full-
length mental health questionnaires - PHQ-8 (Patient Health Questionnaire-8 for depression) and
GAD-7 (Generalized Anxiety Disorder-7 for anxiety) - with scores standardized (std). The analysis
covers three key outcome variables: Working or Not (employment status), Days Worked, and Work
Income. The standard errors, clustered at the household level, are in parentheses. Statistical
significance at the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.
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Table A.5: Work offers, labor supply, income and mental health measures (without ad-
ditional controls)

(1) (2) (3) (4)

- PHQ-2 (std) GAD-2 (std)
Ave. of PHQ-2 (std)

and GAD-2 (std)

Working

Job offer 0.435*** 0.433*** 0.433*** 0.431***
(0.032) (0.031) (0.033) (0.032)

Mental health measure 0.053* 0.016 0.047
(0.027) (0.028) (0.033)

Mental health measure x job offer -0.038 0.009 -0.019
(0.032) (0.032) (0.038)

Control Mean 0.172 0.172 0.172 0.172
Observations 2188 2188 2188 2188

Days worked

Job offer 1.694*** 1.685*** 1.673*** 1.671***
(0.201) (0.200) (0.205) (0.203)

Mental health measure 0.252 0.149 0.265
(0.182) (0.197) (0.229)

Mental health measure x job offer -0.141 -0.043 -0.117
(0.206) (0.218) (0.255)

Control Mean 1.052 1.052 1.052 1.052
Observations 2188 2188 2188 2188

Bags produced

Job offer 9.046*** 9.039*** 9.028*** 9.027***
(0.165) (0.167) (0.171) (0.170)

Mental health measure 0.172 0.117 0.197
(0.139) (0.130) (0.156)

Observations 2188 2188 2188 2188

Work income

Job offer 102.488*** 102.248*** 102.003*** 101.909***
(3.578) (3.536) (3.782) (3.683)

Mental health measure 6.695* 3.624 6.847
(4.041) (4.379) (5.201)

Mental health measure x job offer -4.453 -2.268 -4.382
(4.508) (4.755) (5.668)

Control Mean 14.97 14.97 14.97 14.97
Observations 2188 2188 2188 2188

Note: This table examines the relationship between mental health and labor market outcomes.
PHQ-2 (std) and GAD-2 (std) refer to standardized scores from the Patient Health Questionnaire-
2 and Generalized Anxiety Disorder-2 screening tools. The average of PHQ-2 and GAD-2 is the
standardized mean of both scores. The table presents four panels: Working (binary indicator), Days
Worked (count of days), Bags produced (count of bags in each period), and Work Income (combines
study and non-study income, in local currency units). “Job offer” is a binary indicator for whether
the respondent is randomly selected to be offered a job. All regressions include period fixed effects.
The standard errors, clustered at the household level, are in parentheses. Statistical significance at
the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.
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A.3 Other household members

Table A.6: Association between alternate mental health measures and work offer accep-
tance for others

(1) (2) (3)

Willingness to work from home

High PHQ-2 -0.063**
(0.029)

High GAD-2 -0.036
(0.027)

High PHQ-2 and GAD-2 -0.086**
(0.034)

Dep. Var. Mean 0.91 0.91 0.91

Willingness to work outside

High PHQ-2 -0.045
(0.032)

High GAD-2 -0.066**
(0.031)

High PHQ-2 and GAD-2 -0.086**
(0.038)

Dep. Var. Mean 0.87 0.87 0.87
p-value: W.f. Home == W. outside 0.36 0.14 0.98
Observations 500 500 500

Note: High PHQ-2 and High GAD-2 are binary indicators equal to
one if the respondent’s score on the Patient Health Questionnaire-
2 and Generalized Anxiety Disorder-2 screening tools exceeds the
clinical threshold. High PHQ-2 and GAD-2 indicates respondents
who score above the threshold on both measures. The table presents
two panels: the top panel shows how respondent’s mental health
correlates with their assessment of other household members’ avail-
ability for work-from-home opportunities, while the bottom panel
shows the same for work-from-site opportunities. The p-value in the
last row tests the equality of coefficients between Work from Home
and Work from Site specifications within each column. N=500 ob-
servations across all specifications. The standard errors, clustered
at the household level, are in parentheses. Statistical significance
at the 0.10, 0.05, and 0.01 levels is indicated by *, **, and ***.
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