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Summary
Background In 2016, Brazil scaled up the Criança Feliz Program (PCF, from the acronym in Portuguese), making it
one of the largest Early Childhood Development (ECD) programs worldwide. However, the PCF has not been able to
achieve its intended impact. We aimed to identify barriers and facilitators to achieving the PCF implementation
outcomes across the RE-AIM dimensions (Reach, Effectiveness or Efficacy, Adoption, Implementation and
Maintenance) during the COVID-19 pandemic.

Methods This comparative case study analysis selected five contrasting municipalities based on population size,
region of the country, implementation model, and length of time implementing the PCF. We conducted 244 in-
terviews with PCF municipal team (municipal managers, supervisors, home visitors), families, and cross-sectoral
professionals. A rapid qualitative analysis was used to identify themes across RE-AIM dimensions.

Findings Families’ limited knowledge and trust in PCF goals were a barrier to its reach. While the perceived benefit of
PCF on parenting skills and ECD enabled reach, the lack of referral protocols to address social needs, such as
connecting food-insecure families to food resources, undermined effectiveness. Questions about whether the social
assistance sector should be in charge of PCF challenged its adoption. Implementation barriers exacerbated by the
COVID-19 pandemic included low salaries, temporary contracts, high turnover, infrequent supervision, lack of an
effective monitoring system, and nonexistence or non-functioning multisectoral committees. The absence of
institutionalized funding was a challenge for sustainability.

Interpretation Complex intertwined system-level barriers may explain the unsuccessful implementation of PCF.
These barriers must be addressed for Brazil to benefit from the enormous reach of the PCF and the evidence-
based nurturing care principles it is based upon.
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Introduction
Enabling nurturing care for early childhood develop-
ment (ECD) requires stimulating and safe environ-
ments that are sensitive to children’s health and
nutrition needs, and provide them with timely and
developmentally appropriate learning experiences,
*Corresponding author. Department of Social and Behavioral Health, Unive
Pkwy, 89119, Las Vegas, NV, United States.

E-mail address: gabriela.buccini@unlv.edu (G. Buccini).
gFull professor.

www.thelancet.com Vol 29 January, 2024
together with responsive and emotionally stimulating
interactions.1 Based on this premise, the World Health
Organization (WHO), UNICEF, and the World Bank
launched the Nurturing Care Framework that outlines a
roadmap of five components—good health, adequate
nutrition, safety and security, opportunities for early
rsity of Nevada, Las Vegas, School of Public Health, 4700 S Maryland
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Research in context

Evidence before this study
We searched PubMed, Web of Science, CINAHL, Ovid Global
Health, and LILACS and grey literature sources in English,
Spanish, and Portuguese from inception through July 2022
for synonymous of “Care for Child Development”, “Reach Up”,
“implementation”, and “multisectoral”. Studies were
restricted to those conducted in low- and middle-income
countries (LMICs). These searches resulted in 75 records that
yielded implementation details for 33 programs across 23
LMICs. Evidence from this systematic search indicated that
successful implementation of evidence-based early childhood
development (ECD) programs such as Care for Child and
Reach Up requires attention to the local context and the
intentional use of evidence-based adaptations to ensure the
quality of implementation and sustained long-term impacts.
Poor quality and lack of fidelity represented a critical
implementation barrier undermining program effectiveness
and sustainability. However, there is currently limited
knowledge of the implementation strategies required to
sustain the high quality and fidelity of ECD programs at a
large scale in LMIC.
In this context, Brazil is an important case study to
understand why the largest ECD program globally (i.e., the
Criança Feliz Program PCF—Happy Child Program in English)
did not achieve an impact on parenting and ECD outcomes
when implemented under real-world conditions during the
timeframe that included the COVID-19 pandemic. The lack of
PCF impact on ECD outcomes during a public health
emergency should not be regarded as conclusive; instead, it
calls for investing in understanding how implementation
bottlenecks led to a lack of effectiveness. Evidence from in-
depth interviews with PCF national and state managers
identified challenges in the design of the PCF implementation
that needed to be thoroughly evaluated at the municipal level
—where the program is operated and delivered. To our
knowledge, no research has specifically investigated PCF
implementation outcomes across contrasting Brazilian
municipal contexts, especially in large urban municipalities,
where implementation has been more challenging.

Added value of this study
The findings of this qualitative comparative case studies
analysis (total of 244 in-depth interviews) guided by the
robust RE-AIM implementation framework add to the

growing implementation science literature, specifically the
evaluation of large-scale programs in LMIC. Our findings
identified the home visit strategy as a strength, providing the
municipalities and the social assistance sector the opportunity
to develop the technical capacity and infrastructure to work
on strengthening parenting skills, ECD outcomes, and
enhancing family ties. On the other hand, complex
intertwined system-level barriers concentrated in the
adoption, reach, and implementation dimensions of PCF
negatively affected the quality of home visits,
implementation fidelity, and the multisectoral nurturing care
approach to address the social needs of participating families
(e.g., connecting food-insecure families to food resources)
required for effective delivery of the PCF. Fidelity-inconsistent
modifications exacerbated by the COVID-19 pandemic
negatively affected the PCF dosage, content, and
relationships, creating a strong loss of program “voltage,”
which may explain why the largest ECD program in the world
has failed to achieve its intended impact on parenting and
ECD outcomes among vulnerable families in Brazil.

Implications of all the available evidence
Our findings can support implementers and policymakers to
define evidence-informed strategies for optimizing the large-
scale implementation and sustainability of home-visiting ECD
programs. The use of implementation science frameworks
such as the RE-AIM supported the integration of existing
evidence into pragmatic implementation strategies to achieve
quality, fidelity, and sustainability of large-scale ECD
programs. These implementation strategies may include an
outreach plan to promote equitable access (reach); fidelity-
consistent protocols to adapt dosage, content, and
relationships during home visits to increase the fit, relevance,
and appropriateness of a nurturing care approach to the local
contexts (effectiveness); integrate ECD services into existing
health, social, education systems (adoption); innovative
funding streams to increase fidelity of quality training,
supervision, and monitoring to allow greater return of
investments (implementation); establish a strategic plan for
evidence-informed advocacy to promote ECD demand within
and across systems (maintenance). Future mixed methods
implementation research should investigate the mechanisms
through which implementation strategies may improve
quality, fidelity, and sustainability.
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learning, and responsive caregiving, which are neces-
sary for every child to survive and thrive. Therefore,
investing in programs that support families in providing
nurturing care has become a global priority to tackle
inequities in ECD.1,2

Brazil is the largest country in Latin America and the
Caribbean, with over 215 million people living across
5570 municipalities in 26 states and the Federal District.
Approximately 11% of the population of Brazil are
children under 6 years old. Almost a quarter of the
population is poor, and strong racial and ethnic in-
equalities persist, disproportionately affecting access to
the provision of nurturing care among the most disad-
vantaged families and preventing millions of children
from achieving their optimal development.3 Nurturing
care for ECD is a citizen’s right established by the
Brazilian Federal Constitution of 1988 and the Statute of
the Child and Adolescent of 1990 and reaffirmed in the
www.thelancet.com Vol 29 January, 2024
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2016 Early Childhood Legal Framework.4,5 As a result,
the Programa Criança Feliz (PCF, Happy Child Program
in English) was launched in 2016 by the national gov-
ernment to implement an evidence-informed large-scale
home-visiting program along with complementary
multisectoral actions aimed at strengthening parenting
skills, providing early stimulation, and reducing vul-
nerabilities of families with pregnant women and chil-
dren under three years old living in poverty.6

The PCF has been scaled up to 3028 out of the 5570
Brazilian municipalities. Program scale-up is based on
expanding the coverage of a quality program to broader
geographic areas, to maximize reach, effectiveness, and
long-term positive impact.7 During these seven years of
scaling up, the Brazilian government commissioned
mixed methods studies to assess the PCF process and
impact outcomes.8–11 The results of the process evalua-
tion led to changes and adjustments to the imple-
mentation protocols; for example, in 2018, the PCF
target population was expanded to any families living in
poverty conditions who are registered with the National
Database of Vulnerable Populations (CADÚNICO),
replacing the original criterion that restricted PCF
enrollment to beneficiaries of the conditional cash
transfer program.6,8,9 By 2021, the PCF exceeded 57
million home visits, becoming one of the largest ECD
programs globally.

Despite the enormous reach, the impact study
conducted in 30 municipalities with 3242 children did
not find any effects of the PCF on childhood develop-
ment, responsive parental interactions, or psychologi-
cal attributes of children, including psycho-emotional
problems, conduct problems, hyperactivity-inattention,
peer relationship problems, and prosocial behaviours.11

The lack of impact of PCF found in the randomized
evaluation study was attributed to challenges such as
disruptions in the delivery of home visits due to
COVID-19 pandemic and violation of the integrity of
randomization procedures in some municipalities.
Due to these challenges, several sensitivity analyses
confirmed that the dosage of home visits received was
not sufficient to impact ECD outcomes.11 These find-
ings underscore that relying on the dosage of home
visits, which in the case of PCF was low on average,
without paying attention to quality is not a good use of
resources. Therefore, contextual-sensitive and struc-
tural barriers to implementation quality were the focus
of our study.

Quality implementation of ECD programs results
from well-coordinated and delivered structural attri-
butes, including dosage and content, and high-quality
process attributes, which refer to how the interven-
tion is delivered and the nature of the interactions
between the home visitors, caregivers, and children.12

In addition, successful implementation of large-scale
ECD programs requires attention to the local context
www.thelancet.com Vol 29 January, 2024
and the intentional use of evidence-based program
adaptations to ensure quality of implementation and
sustained long-term impacts.13 Therefore, in 2019, we
began a two-phase qualitative evaluation of the imple-
mentation at scale of the PCF.14,15 In the first phase, in-
depth interviews with national and state key in-
formants indicated challenges in the design and top-
down approach of PCF implementation that needed
to be thoroughly evaluated at the municipal level—the
“frontline” where the program is operated and deliv-
ered,6 especially in large urban municipalities, where
implementation was reported to be even more chal-
lenging. Thus, the objective of the second phase of our
evaluation was to conduct an in-depth comparative case
study analysis of five contrasting municipalities to
identify barriers and facilitators to achieving imple-
mentation outcomes in the scaling up of the PCF
during the acute and subsequent phases of the COVID-
19 pandemic from the point of view of key informants,
including families.
Methods
This comparative qualitative case study16 received ethical
approval from the Research Ethics Committee of the
Health Institute of the São Paulo State Health Depart-
ment (n. 3.320.733) and by the Institutional Review
Board of the University of Nevada, Las Vegas (n.
1702327-2). Additional approvals were granted by the
research committees of the participating municipalities
and departments. All participants provided verbal
informed consent following a description of the study’s
purpose and design. We followed the Consolidated
Advice for Reporting Early Childhood Development
implementation research (C.A.R.E.)17 and the Consoli-
dated Criteria for Reporting Qualitative Studies
(COREQ)18 to report this study (Supplementary
Table S1).

Study setting
An overview of the PCF implementation design is
provided in Box 1, and the comparative implementa-
tion design across municipalities following the Tem-
plate for Intervention Description and Replication
(TIDieR)23 is summarized in Supplementary Table S2.
The guidance provided by the national PCF coordi-
nation unit across different phases of the COVID-19
pandemic, i.e., early in the pandemic (March 2020–
June 2020), halfway through the pandemic (July 2020–
May 2021), when this study was conducted
(June 2021–May 2022, progressive reduction of
physical distancing measures) is summarized in
Supplementary Table S3. During data collection, we
were able to assess barriers that persisted from before
the pandemic as well as adaptations that occurred
across different phases of the pandemic.
3
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Box 1.
Description of Criança Feliz Program following the Template for Intervention
Description and Replication (TIDieR).19

The Criança Feliz Program (PCF, Happy Child Program in English), which aims to increase
early learning opportunities by helping parents develop their responsive parenting skills,
was launched on a large scale by the Brazilian federal government under the Unified Social
Assistance System (SUAS)—which is a government-run universal social assistance system
based on a participatory and decentralized management model that organizes and funds
social assistance centers such as the Social Assistance Reference Centers (CRAS/SUAS) and
the Social Assistance Specialized Reference Centers (CREAS/SUAS).20 Historically, the most
vulnerable families have had access to benefits and social services, depending on the needs
prioritized by CRAS teams, including services provided by non-profit organizations net-
works.20 Therefore, the integration of home visits and coordinated complementary mul-
tisectoral actions to support nurturing care services for families with pregnant individuals
and young children into the SUAS was an innovation from the social sector perspective.
Interestingly home visiting services for families with young children have been widely
implemented in the health sector for decades in Brazil.21 The PCF is offered to families
living under poverty conditions who are registered with the National Database of
Vulnerable Populations (CADÚNICO). The implementation activities and strategies used to
implement the PCF were operationalized at the municipal level, with technical support
provided at the federal and state levels. PCF key implementation processes include (a)
hiring the municipal workforce, (b) training, (c) supervision and monitoring, (d) home visits
(e) complementary multisectoral actions, (f) funding and resources. In brief, the imple-
mentation is coordinated by the Multisectoral Management Committee (MMC) at the
three government levels (national, state, and municipal). The MMC is formed by PCF su-
pervisor and managers representing the social assistance, education, health, culture, and
human rights sectors. The MMC coordinates social assistance services and public policies to
operationalize the complementary nurturing care multisectoral actions of the PCF. At the
national level, the PCF is coordinated by the Ministry of Development and Social Assis-
tance, Family, and Fight against Hunger. At the state level, a technical team is formed by
coordinator and technical assistance personnel known as facilitator who are responsible for
providing technical support to municipalities for the implementation of the PCF. Facili-
tators are trained through a training cascade strategy and are responsible for delivering the
80-h initial training to municipal supervisors and home visitors, based on the Care for Child
Development (CCD) curriculum22 and the PCF Home Visiting Guide. At the municipal level,
municipal technical teams coordinate PCF implementation. The PCF municipal team is
formed by at least one municipal coordinator (optional), supervisors (one for up to 15
home visitors), and home visitors (one for every 34 families). Higher education is required
for the municipal coordinator and the supervisors, while the home visitors must have at
least completed high school. The supervisors oversee the home visitors, which is essential
for maintaining PCF home visiting implementation fidelity and the operationalization of
the necessary complementary multisectoral actions. The home visits must be planned and
carried out by the home visitors, and monitored by the supervisors. The PCF recommends
monthly visits for pregnant individuals, weekly for young children under 36 months, and
biweekly or monthly for children between 36 and 72 months who lost one of their
caregivers during the COVID-19 pandemic, or children with disabilities enrolled in the
Continuous Cash Benefit program. The perceived social needs of the families during the
home visit must be reported to the supervisors who work together with the MMC to
develop complementary multisectoral actions to provide a comprehensive nurturing care
safety net for families. The municipal coordinator and supervisor monitor the reach and
quality of visits through the electronic monitoring system (called e-PCF), which is critical
for accounting for the monthly home visits targets that are needed to generate the PCF
transfer of federal funding to municipalities. Box 2 The national guidance provided to
municipalities to maintain PCF implementation during COVID-19 pandemic is summarized
in Supplemental Table S3.
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Participant selection
Selection of municipalities
We used purposive sampling to select information-rich
cases for the most effective use of limited evaluation
resources.19 The municipalities engaged in the PCF
impact study11 were excluded due to the potential for
“research fatigue.”24 The criteria for selecting the mu-
nicipalities were co-developed25,26 between the research
team and the national PCF coordination team based on
the identified challenges in the adoption and imple-
mentation of the PCF in large urban contexts.6,8 Five
agreed-upon criteria were used to select the municipal-
ities: (a) Large municipalities and capital cities were
selected because they were not included in previous
research11 and challenges with scale-up were identified
in the first phase of the PCF evaluation.6,8 (b) Munici-
palities implementing PCF for at least 6 months; (c)
Representing a unique implementation model, e.g., the
integration of home-visiting programs in the health
sector or with existing social assistance programs, to
learn different lessons for national, state, and municipal
administrations; (d) Represent a Brazilian region,
including the North/Northeast, Central-West, and
South/Southeast, to have geographical representation;
(e) Availability and willingness of the municipality to
participate.19 Based on these concepts, the national PCF
coordination team connected the research team with
municipalities eligible to participate in the in-depth
qualitative case study. Five municipalities were
selected: three capital cities that are large metropolitan
areas with more than 100,000 inhabitants—Brasília,
Fortaleza, and São Paulo—and one capital city that is a
large municipality (Campo Grande). In addition, we
included a small municipality with less than 50 thou-
sand inhabitants (Cuité) to enrich the comparative case
study (Fig. 1).

Sampling
In-depth interviews were conducted with a purposive
sample of (a) municipal PCF teams, including munic-
ipal coordinators, supervisors, and home visitors
(N = 132); (b) municipal managers from other sectors
working on the implementation of the PCF, such as
health, education, and social assistance (N = 17); and (c)
families participating in the PCF (N = 95) (participant
characteristics across the municipalities are detailed in
Supplementary Table S4a and b). The inclusion crite-
rion for all informants was involvement in implement-
ing or participating in the PCF for at least six months. In
each municipality, eligible informants from the
municipal PCF teams and families were randomly
identified by the research team through a list of PCF
professionals working in the municipal teams and
through a list of families enrolled in the PCF for at least
six months. The random selection of families consid-
ered all categories of eligible PCF participants (i.e.,
pregnant individuals, children up to three years old, and
children up to six years old, whose families were bene-
ficiaries of the Continuous Cash Benefit program) to
capture the diversity of experiences that families have
had with the PCF. Municipal managers from other
www.thelancet.com Vol 29 January, 2024
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Fig. 1: Characteristics of the municipalities included in the comparative case study of the Criança Feliz Program.
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sectors working on the implementation of the PCF were
selected through a convenience sampling process.

Method of approach
The research team hosted a virtual meeting with each
municipality to introduce the study and establish the
protocols for scheduling virtual or telephone interviews.
For selected families, the supervisor and home visitor
assigned to each family were contacted and granted
authorization from the family to share their contact in-
formation with the research team. A research assistant
contacted the families by phone to explain the study’s
purpose and interview procedures, as well as share a
virtual copy of the consent form. If the participant
agreed to be interviewed, the research assistant sched-
uled a convenient time for the interview. A similar
approach was followed with PCF teams and municipal
managers from other sectors working with PCF.

Setting of data collection and sample participation
The 244 interviews were conducted virtually between
June 2021 and May 2022 (participant characteristics are
detailed in Supplementary Table S4a and b). No partic-
ipants refused to participate; however, 11 out of 95
families were unable to participate due to challenges in
scheduling the telephone interviews.

Data collection
Interview scripts
The interview scripts were guided by the RE-AIM di-
mensions14,15 (definitions in Fig. 2) and included the
www.thelancet.com Vol 29 January, 2024
following topics: strategies used to implement PCF in
the local context, operationalization of home visits and
multisectoral actions, process of monitoring and
training, workforce characteristics, families’ nurturing
care needs, and adaptations/changes in response to the
COVID-19 pandemic. Questions within each topic were
tailored to the different program audiences, i.e., PCF
municipal teams, families, and municipal managers
from other sectors, generating three tailored interview
scripts. Because the data collection happened in the
context of the COVID-19 pandemic, the script had
specific questions to distinguish the different phases of
the pandemic. The scripts were developed in Portuguese
and reviewed by researchers with expertise in child
development and public health in Brazil and the United
States. Interview scripts were pre-tested with a member
of the PCF municipal team and one family member that
indicated adjustments to the scripts, including literacy
and improvements in the flow of the questions.

Research team’s positionality
The interviews were conducted in Portuguese by four
female co-authors (GB, LG, PAP, LDAS), who are
native Portuguese speakers. GB is a university faculty
member in the US, PAP is a university faculty member
in Brazil, and LG and LDAS are doctoral students in
Brazil and interested in maternal-child health. They all
had prior experience conducting qualitative interviews
and had no prior relationship with the participants.
Participants were told the goals of the study prior to the
interview.
5
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Fig. 2: Adaptation of the RE-AIM dimensions to the evaluation of the Criança Feliz Program.
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Data management
The data were collected in São Paulo from June to
August 2021, in Campo Grande from September to
October 2021, in Fortaleza from November to December
2021, in Cuité from January to March 2022, and in
Brasília from March to May 2022. After each day of
interviews, the research team held debriefing meetings
where field notes were expanded, and preliminary data
coding and analysis were conducted. Through this
approach, when thematic saturation was achieved in
each municipality, the sample size was deemed suffi-
cient for that municipality.27 The interviews lasted
40–70 min each, were audio recorded with permission,
and transcribed verbatim by a professional Portuguese-
speaking service. The original audio recordings were
compared to the transcripts by three co-authors (LG,
PAP, LDAS) to ensure accuracy.

Analysis of the interviews
We used rapid qualitative methods defined as research
designed to be responsive and adaptable to changes in
context while the study was ongoing.28–30 Considering
these advantages, our rapid qualitative analysis28 was
developed in two phases, as summarized in Fig. 3.

Phase 1 of the thematic data analyses was oper-
ationalized in four steps adapted from prior rigorous
rapid analysis techniques:28–30 Step 1: Ensure the data
Fig. 3: Operationalization of the rapid qualitative analysis appro
transcript is formatted similarly into a spreadsheet
template. All transcripts were summarized into a data
table following the RE-AIM dimensions: reach, effec-
tiveness, adoption, implementation, and mainte-
nance.14,15 Researchers experienced in qualitative
analysis listened to the audio and deductively recorded
the transcripts in the spreadsheet template. A senior
researcher compared and validated the recorded tran-
scripts summaries. Any questions were discussed and
confirmed using the original audio. Step 2: Open code
transcript summaries by assigning labels representing
barriers and facilitators. The same researchers used an
open-coding process31 to inductively label barriers and
facilitators. Step 3: Develop a codebook classifying
themes by RE-AIM dimensions. The frequency,
complementarity, expansion, and divergence of the
labelled ideas were used to identify the central themes
within each RE-AIM dimension.31,32 Step 4: Iterative
refinement of the codebook based on continuous
consensus on code usage and structure. The themes
were organized into a codebook guided by the RE-AIM
dimensions, and the codebook was revised through an
interactive process validated at all stages by the four
researchers involved in the data analysis (LG, MBG,
PAP, GB). The four analytical steps were repeated for
each municipality, generating five codebooks. The initial
findings were shared with each municipality for
ach applied to the evaluation of the Criança Feliz Program.

www.thelancet.com Vol 29 January, 2024

www.thelancet.com/digital-health


Articles
feedback between February and March 2023 that pro-
moted research team reflexivity informing the data
integration presented in this manuscript.33

Phase 2 of the data analysis involved a deductive use
of RE-AIM for data integration, identifying common and
distinct themes of implementation barriers and facilita-
tors across municipalities (Fig. 3). Two researchers (GE,
GB) reviewed the five codebooks using a local and in-
clusive approach to consolidate the themes into one
comprehensive codebook informed by all municipalities.
Weiss34 describes “local integration” as assigning signif-
icance to transcript excerpts and “inclusive integration”
as connecting transcript excerpts via a coherent story.
Quotes from interviews that best represented each cen-
tral theme were selected to illustrate the results. The best
implementation practices from each municipality were
selected and reported following the recommendations
for specifying and reporting implementation strategies.35

All the authors participated and reached a consensus on
the integration of findings into a cohesive and pragmatic
set of recommendations guided by RE-AIM.

Role of the funding source
We acknowledge that the funder had no role in the
design of the study and collection, analysis, interpreta-
tion of data, and writing of this manuscript. The content
is solely the responsibility of the authors and does not
necessarily represent the official views of the National
Institutes of Health.
Results
A total of 244 in-depth interviews were conducted: 132
members of the municipal PCF team, 17 managers
involved in the multisectoral implementation of the
PCF, and 95 families (Supplementary Table S4a and b).
Table 1 summarizes the 47 themes classified into bar-
riers and facilitators according to the implementation
dimensions proposed by RE-AIM: reach (3 themes),
effectiveness (5 themes), adoption (5 themes), imple-
mentation (23 themes), and maintenance (5 themes).
The five themes related to challenges early in and
halfway through the COVID-19 pandemic are summa-
rized in Supplementary Table S5.

Municipality-specific best practices included multi-
sectoral design at local levels (Brasília), a bundle of
strategies to achieve and sustain PCF reach (Campo
Grande), formal cross-sectoral collaborations to meet
families where they are (Cuité), integration of health
and social assistance systems to deliver PCF (Fortaleza),
and integration of PCF as a complementary service
within an existing program in the social assistance
sector (São Paulo) (Table 2).

Adoption
Participants in all municipalities reported resistance to
adopting the PCF. At the time of PCF launching, the
www.thelancet.com Vol 29 January, 2024
social assistance sector experienced funding cuts, a
shortage of professionals, and discontinuities of strate-
gies. In this scenario, the creation of an unprecedented
program requiring large financial contributions at the
expense of investments in existing social policies
became an overarching barrier, as noted by a
participant:

“The moment the national government started dismantling
the funding transfers for the social assistance sector, they
[national government] created the PCF. So, everyone was
kind of surprised: “What happened?” They stopped investing
in existing social policies and created this new program. At
first, it was very challenging to measure the importance of
the PCF. Why? Because the social assistance sector was
suffering a lot of funding losses, then, all of a sudden, they
created a program with a completely different characteristic”.

(Social assistance municipal manager from Cuité)

Interestingly, some participants reported shifting
their thoughts about PCF over time as they realized that
PCF may bring attention to the long-neglected and
underfunded social assistance sector, and as a result,
this need would be more politically and financially
appreciated. Participants reported the support from the
PCF state technical team as a facilitator to promote
adoption among social assistance workers. Cuité, the
only small municipality in this study, reported that the
support from the PCF state technical team in educating
municipal social assistance decision-makers and social
assistance workers, as well as training supervisors,
benefited the delivery of social services in general.
However, this support was not perceived as effective in
the large municipalities studied.

Across municipalities, the majority of participants
felt that PCF should be delivered by the health sector
instead of the chosen social assistance sector platform,
to overcome the major barrier for PCF adoption. From
the participant’s perspective, the scope of the program
content, with a priority focus on ECD, and the program
format to be delivered via home visits aligned with the
current primary care home-visiting strategy in the
health sector. Many of these participants were unfa-
miliar with the terminology used in initial training to
sensitize social assistance workers, such as cognitive
development, early stimulation, neurons, synapses, and
assessment of developmental delays. Several in-
terviewees reported that asking questions about the
health and development of a child or pregnant person
was not the role of social assistance workers, most of
whom did not have the background or training in
nurturing care and ECD. Similarly, many were reluctant
to adopt a program that required the delivery of home
visits weekly, as in their current workflow, this strategy
was restricted to only severely vulnerable cases.

Due to persisting adoption barriers, the expected
integration of the early childhood home visits into the
7
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Themes Barriers (B) and facilitators (F) by municipality

Brasília Campo Grande Cuité Fortaleza São Paulo

RE-AIM domain

Adoption

National and state technical support during scale up - B F - -

Integration with social assistance services B B B B B

Questions about PCF scope of work - B B B B

Integration with existing services - - - F B

Reach

Identification and enrollment of the target population B B B B B

Development of strategies to identify the target population F F F F F

Dissemination of awareness materials to the target population B B B B B

Implementation

HIRING MUNICIPAL WORKFORCE

Profile of home visitors F B B B B

Turnover of the PCF team B B - B B

PCF staff work contracts B B - B B

Workload of the PCF team B B B B B

TRAINING

Initial Training F F F F B

Continuing education by external facilitators - F - - F

Training in partnership with the multisectoral network - F B - B

SUPERVISION AND MONITORING

Supervision focused on reaching visits B B F B B

Supervisors’ workload B B - B -

Field supervision B F F F B

Forms for recording data from visits and supervision B B B B B

HOME VISITS

Use of the CCD methodology for home visits F F F B B

Length time for planning home visits B B B B B

Curriculum to follow up pregnant individuals B B B B B

COMPLEMENTARY MULTISECTORAL ACTIONS

Multisectoral approach during home visits B B B B B

Collaboration within the social assistance network B B F B B

Operation of the MMC F F B B B

Visibility of the PCF among sectors F F F F B

FUNDING AND RESOURCES

Target-based national funding B B - B B

Funding for materials, transportation, and other costs B F - - B

Optimizing funding by integrating into existing structures or services - - - F -

Effectiveness

Limited understanding of PCF goals by families B B B B B

Perceived improvement on child’s development by families and PCF teams F F F F F

Perceived changes in parenting skills by families and PCF teams F F F F -

Trust and bond between home visitors and families F F F F F

Unaddressed social determinants of health B B B B B

Maintenance

Continuity of the PCF as a policy B B F F B

Co-dependence of national funding B B B B B

Technical assistance to adapt to municipal contexts B B B B B

Design of an effective multisectoral approach B B B B B

COVID-19 pandemic (See Supplementary Table S5)

Adaptations to the home visit curriculum and delivery - F F F B

Adaptations of training - - - - B

Suspension of municipal MMC activities - B - - -

(Table 1 continues on next page)
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Themes Barriers (B) and facilitators (F) by municipality

Brasília Campo Grande Cuité Fortaleza São Paulo

(Continued from previous page)

Increased social vulnerability of families B B B B B

Continuity of the national funding - F - - -

- indicates not applicable.

Table 1: Matrix of barriers and facilitators to scaling up the Criança Feliz Program across the five municipalities.

Municipality Brasília Campo grande Cuité Fortaleza São Paulo

Strategy Local-level multisectoral
centers for early childhood

Bundle of strategies to
achieve target-based
monthly goals

Cross collaborations with the social
assistance and education sectors

Integration with an existing home
visit strategy in primary care
setting

Integration with an existing home
visit strategy in the community-
based social assistance setting

Actor (s) PCF supervisors and
professionals from health,
education, and social
services at the local levels
(i.e., district/
neighborhood)

PCF supervisor PCF supervisors and home visitors Community Health Workers
(CHW), primary health care nurses

PCF supervisors and home visitors

Action(s) Operationalize
complementary
multisectoral actions at
local levels to address the
complex social needs
identified during PCF
home visits

Identify the target
population timely to achieve
target-based monthly goals
by:
I. Monitoring participant’s
age (if a participant ages
out, the spot is replaced for
a new participant on the
waitlist)
II. Monitoring whether
participants are up-to-date
on CADÚNICO
III. Disseminating
information about PCF to
other services and
communities

Build cross-collaborations to deliver
the home visit intervention at a
place and time responsive to the
family availability (“meeting the
families where they are”- e.g.,
conducting visits in the school
setting or the primary healthcare
unit)

Integrate the early stimulation and
parenting training methodology
into home visits performed by
CHW and supervised by primary
health care nurses

Integrate the early stimulation and
parenting training methodology
into an existing social assistance
home visiting strategy that did not
previously target pregnant/children

Target(s) of
the action

Promote cross
collaborations among
professionals from health,
education, and social
services offered at local
levels

Achieve the reach of the
target-based monthly home
visits goals, which is
required to receive national
funds

Promote cross collaborations to
deliver home visits at social
assistance or childcare facilities to
achieve the frequency of home
visits

Integrate PCF home visits through
both health and social assistance
sectors

Offer PCF as a complementary
service takes advantage of the
existing structure and diffusion

Temporality The first meeting was
initiated after four
months of PCF initial
training of Phase 2
implementation (i.e.,
December 2021)

Since the beginning of the
PCF implementation

Since the beginning of the PCF
implementationa

The existing home visit strategy in
Primary Care settings (named,
“Grow with Your Child”) was
implemented in 2014. In 2017, the
“Grow with Your Child” was
integrated with PCF

The existing home visit strategy
(named, Family Social Assistance
and Basic Social Protection at Home
Services) was implemented in 2010.
In 2017, the PCF started to be
offered as an additional service to
this existing strategy.

Dose Meetings should happen
regularly (at least once per
month) plus continuing
contact among actors if
any urgent matters arise

Daily monitoring and
monthly dissemination

Follow the PCF national guidelines
regarding the number of monthly
visits for each participant

CHW must follow the PCF national
guidelines regarding the number of
monthly visits for each participant

Follow the PCF national guidelines
regarding the number of monthly
visits for each participant

RE-AIM
outcome(s)
affected

Implementation,
Effectiveness, and
Maintenance

Reach, Implementation, and
Maintenance

Reach and Implementation Reach and Implementation Implementation

Justification Promoting a multisectoral
approach at local levels
has been identified as a
major barrier across
municipalities
implementing PCF

Meeting the target monthly
home visits has been
identified as a challenge and
it is the criterion for
receiving the national
funding reimbursement

Maintaining the frequency of
weekly home visits is a barrier
across municipalities implementing
PCF

Integrating health and social
assistance systems is proven to
expand reach, strengthen care, and
reduce disparities in early
childhood development

Integrating PCF as an additional
service within an existing home
visiting structure decreased
implementation costs with hiring
workforce and infrastructure to
accommodate them

aThis implementation strategy was interrupted due to the COVID-19 pandemic.

Table 2: Municipality-specific best practices reported following the recommendations for specifying and reporting implementation strategies.36
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Social Assistance Reference Centers from the Unified
Social Assistance System (CRAS/SUAS),36,37 responsible
for identifying needs and providing access to welfare
benefits and social services, did not happen.

Reach
PCF teams reported initial difficulties in identifying and
enrolling the target families, which hindered the
achievement of the pre-established monthly number of
required home visits. In some municipalities, the
CRAS/SUAS provided lists of eligible families. How-
ever, due to outdated information on these lists, the PCF
municipal teams found it challenging to locate the
families. The strategies to overcome the initial failure in
locating families included: (a) referral, publicity, and
active screening in social assistance service spaces, (b)
supplementary lists of eligible families provided by the
health and education sectors, (c) active outreach by the
home visitors, in visits to neighbourhoods and com-
munity, and thorough message apps (i.e., WhatsApp
groups). When families were identified, the teams also
faced difficulties convincing them to participate. Many
families were unaware of the PCF goals and expected to
receive a cash benefit for participating in the program.
These reasons prevented families from enrolling in PCF
and became reach or coverage barriers, as illustrated by
the following quote:

“You have many families who refused [to enrol in the PCF]
(...). I myself have knocked on many doors where families
refused (...) Because many [families] asked right away if they
are going to get any [financial] benefits, whether [a new
benefit] or the conditional cash transfer was going to be
increased a little bit more (…) We explain immediately:
“Look, the PCF will not increase your cash transfer benefit.
You’ll not gain an extra income.” Because that is what they
ask the most; but do we gain anything from it? We explain,
“You’ll gain better development for your child. You’ll work
on bonding with your child. You’ll have more guidance
about something that is happening in your family.” So, the
PCF offers that to the family. Many accepted and love the
PCF wholeheartedly, but there are many who refused for not
having the financial [benefits] in return.”

(PCF coordinator from Cuité)

Strategies for making families aware of the benefits
of the PCF included informational leaflets given to
families and disseminated in public services and at
community events, meetings, and word-of-mouth re-
ferrals to the PCF by neighbours and family members.
Table 2 outlines the strategies developed by Campo
Grande municipality to successfully achieve and sustain
PCF reach. These strategies helped PCF to overcome
some of the reach barriers, and all but one municipality
(São Paulo) eventually reached the planned coverage of
monthly home visits at the time of data collection.
Implementation
Hiring the municipal workforce
The high staff turnover and work overload were barriers
in all municipalities during the entire period of imple-
mentation. Given the nature of national funding and the
political uncertainties about the continuity of the PCF,
most municipalities offered low salaries and temporary
contracts with limited access to labour benefits, such as
sick leave and vacation, which are guaranteed by Bra-
zilian laws for employees with permanent contracts, as
illustrated below:

“I don’t know, I keep thinking [about the reasons behind the
high turnover of home visitors], maybe a [higher] salary that
would be a little more attractive (...) better working condi-
tions. We’ve already heard this. I remember a home visitor
who said they couldn’t work with the structure we provided”.

(PCF coordinator from Campo Grande)

In addition, contributing factors to work overload
reported by participants were the lack of resources for
travel to conduct the home visits and the extension of
home visitation time schedules to evenings and week-
ends to meet the monthly number of home visits
required, which became a negative feedback loop lead-
ing to high staff turnover. The high turnover especially
of home visitors was perceived as a barrier not only for
the proper management and delivery of the program but
also for the lack of continuity in the relationship of
home visitors with families, as highlighted in the quote:

“To be a home visitor high school education is required.
However, (...) practically all of our home visitors are grad-
uated social workers or educators or psychologists, who are in
the job market [seeking a better job opportunity] or waiting to
be employed [elsewhere] (...) So, families have already
complained [about the high turnover of home visitors]: “Oh
dear, just this year about 4–5 home visitors have already
been assigned to our family, I can’t stand it anymore.”

(PCF supervisor from Campo Grande)
Training the municipal workforce
The initial training component, i.e., the Care for Child
Development (CCD) curriculum and the Home-Visiting
Guide for PCF supervisors and home visitors, was
perceived as a facilitator. However, local facilitators were
sceptical about their qualification to replicate the PCF
training cascade and to train about standard operation
procedures, which became a barrier to fidelity. For
example, in São Paulo, the CCD curriculum was not
provided as part of the initial training; instead, only the
Home-Visiting Guide was delivered. On the other hand,
in Fortaleza, the local facilitators were confident to
reproduce the training due to their extensive previous
experience with ECD programs.
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Another training barrier was the high staff turnover
of PCF teams, leading to several professionals working
for PCF without proper training. To proactively address
this potential barrier, Brasília provided the initial
training as one of the steps in the hiring process,
allowing for quick replacement by an already-trained
professional workforce. The following quote illustrates
the tailoring of the training to the local context:

“The training required by the Ministry of Citizenship is just
the online basic course available on their portal (…) We
tailored what the mandatory training would be here in
Brasília. It included the online basic course and an in-depth
version conducted by us as follows: candidates for the home
visitor and supervisor position have to take the online course
and at the end of each day we meet them for two hours when
we highlight the most important topics and tailor it to the
reality of Brasília. The conclusion of the online training
follows a mandatory face-to-face meeting that is part of the
hiring process, where we can observe communication skills
and personality, which are important because they’ll
communicate with families(...) We’ve already done two face-
to-face trainings. In the first one, it was right at the height of
the COVID-19 pandemic (2019), so we trained around 200
people in small groups (...), about 106 were hired and
around 80 remained on the reserve, which was exhausted at
the end of the year (2021). In November 2021, we requested
a new training, where this in-person supplemental training
was offered to 300 people. If I’m not mistaken, 10 were hired
immediately and 290 are in the reserve”.

(PCF coordinator from Brasília)

Supervision and monitoring
PCF municipal teams acknowledged the need for sound
supervision to ensure the quality of home visits and
operationalize complementary multisectoral actions.
The ratio of 15 home visitors per supervisor was fol-
lowed in all municipalities. However, the excessive
administrative workload of the supervisors, including
too many administrative meetings, forms to fill out, and
reports, emerged as a supervision barrier. Several home
visitors expressed their frustration with the lack of
supportive supervision, as illustrated below:

“There’s one thing that I think [needs to be improved] in the
overall program; the supervisors would have to be more
committed to do field supervision of home visits, understand?
The supervisors need to see if what we [home visitors] are
doing has had an effect (...) or could be better worked on (...)
Many times we [home visitors] get frustrated, if the super-
visor comes here and gives us some strength, maybe we’d get
more things for these families”.

(Home visitor from Campo Grande)

Supervisors in Campo Grande and Cuité reported
providing field supervision for newly hired visitors, and
none reported using standardized protocols to monitor
www.thelancet.com Vol 29 January, 2024
PCF implementation quality. Even though several paper
or digital forms must be filled out daily by home visitors
and supervisors, it was unclear to the PCF teams how
these forms related to program evaluation and moni-
toring. Likewise, the electronic monitoring system
(called e-PCF) was described by PCF teams as too
complex. Barriers included technological difficulties and
expecting the supervisor or municipal coordinator to
enter the information into the system, exacerbating
administrative burden.

Home visits
The home visitors appreciated the CCD curriculum20,38

for delivering home visits. While the recommended
ratio of home visitors to number of families served (one
for every 34 families), was followed in all municipalities,
it was considered excessive, contributing to the work
overload and poor quality of home visits. Specifically,
home visitors reported the required home visit plan to
promote quality delivery of home visits, and CCD fi-
delity was not consistently followed due to a lack of time
to write the plan by the home visitors or for the super-
visors to review it. The time spent planning activities
suitable for different ages and home contexts was re-
ported as a barrier in all municipalities. A successful
experience in Fortaleza was the creation of a manual
with predefined activities for different age groups.
Another common challenge was the low quality of in-
formation provided during home visits for pregnant
individuals. There were several reports of heteroge-
neous and sometimes non-evidence-based content in
the information provided, as illustrated in the quote of a
home visitor:

“Well, I notice that there is a lack of training when it comes
to working with pregnant women. There is a significant lack
of training because, you see, the PCF national guidelines are
for us [home visitors] to provide [early stimulation] activities,
right? Finding activities for children is relatively easy. You
can find a lot of things, a lot of content, on the internet. But
when it comes to pregnant women, it’s not easy to find
suitable activities, you know? It’s an area where you need a
lot of information because when you open up the dialogue
with pregnant women, they have a lot of questions, you
know? So, in a way, you find yourself in a situation where
you are having a conversation, but you also don’t have much
to contribute”.

(Home visitor from Brasília)

The frequency and number of home visits per month
emerged as a theme. On the one hand, some families
perceived the weekly frequency of home visits as
excessive and sometimes felt that the government was
“monitoring” them. On the other hand, many families
reported that the weekly visits helped them bond with
home visitors. Therefore, achieving the expected num-
ber of home visits per month was generally a challenge
11
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across municipalities. Some home visitors reported
confirming the schedule a day prior and families
“choosing” to not be at the household at the agreed-
upon time. In Cuité, cross-sector collaboration strate-
gies were developed to meet families where they were
(e.g., conducting visits in the school setting or the pri-
mary healthcare unit) to facilitate achieving the recom-
mended frequency of home visits (Table 2).

Complementary multisectoral actions
PCF teams acknowledged the importance of a func-
tioning municipal Multisectoral Management Committee
(MMC) to support the operationalization of comple-
mentary multisectoral actions. Campo Grande reported a
successful experience pre-pandemic where the cross-
sectoral professionals engaged in the MMC were able
to enable multisectoral actions focusing on families as
well as continuing education targeting PCF teams.
However, home visitors and supervisors reported that the
MMC disbanded due to the cross-sector overload result-
ing from the COVID-19 pandemic across the health and
education sectors (Supplementary Table S5). Notably,
none of the municipalities had a functioning MMC when
the data was collected. The quote from a home visitor
illustrates the persisting operational challenges for local-
level MMC before and during the pandemic.

“I can’t get this family’s entitlement by myself [as a home
visitor]. I need the multisectoral collaborators to work
together, which still hasn’t been able to get off paper. The
MMC has been proposed, but it needs to get off the ground”.

(Home visitor from São Paulo)

The multisectoral approach reported by home visi-
tors included informal recommendations or formal re-
ferrals to social, health, and education services. Barriers
reported by the home visitors and supervisors were the
limited knowledge that they had about services provided
by other sectors and the absence of formal mechanisms
for referral and coordination. Thus, the multisectoral
approach depended on personal relationships between
the PCF team, professionals from other sectors, and
local partners such as non-profits, churches, and
neighbourhood associations. To facilitate cross-sector
collaborations at local levels, Brasília successfully
developed an innovative multisectoral strategy to sys-
tematically operationalize and promote complementary
multisectoral actions at local levels (Table 2).

Funding and resources
The funding of the PCF is based on the achievement of
the required monthly home visits target, which led PCF
teams to feel discouraged and “punished” when the
monthly targets were not met. Not meeting the home-
visiting targets affected the transfer of national fund-
ing, which could lead to delays in payment or be
considered a breach of contract, preventing the salary
payment of PCF staff.

Regarding the monthly amount of national funding
supporting the implementation at local levels, Cuité, the
small municipality included, was the only municipality
that reported that national funding was sufficient. Stra-
tegies to integrate the PCF with existing municipal
services were identified as ways to optimize funding and
resources. In São Paulo and Fortaleza, the PCF was
delivered using existing human resources and infra-
structure (Table 2).

To offset costs, municipal funding was required or
expected for the PCF to support both infrastructure and
resources for implementation, as illustrated in the quote
below:

“There is an offset from the municipality, which is [the
provision of a car and] a driver (…) The national funds pay
the PCF staff, human resources, but these human resources
need a [infrastructure such as] a chair to sit, a table, a
computer, internet. Everything else is paid [with the national
funds provided monthly]. So, there is a tightening of the
funding (...)”.

(PCF coordinator from Campo Grande)

However, all the municipalities lacked the financial
resources to purchase materials, and only one munic-
ipality (Campo Grande) provided transportation for the
home visitors between the PCF hub and the house-
holds. In Brasília and São Paulo, the lack of trans-
portation led to unequal access to PCF services as a
function of household distance from the hub. Due to
the long distances in these metropolitan areas, some
municipalities prioritized the selection of families
living in areas closer to the home visitors’ hub or
provided in-person visits only once a month, with
additional virtual visits through message apps (i.e.,
WhatsApp).

Effectiveness
Many families were unaware of the objectives of the
PCF visits. In São Paulo, not all families knew that they
were receiving PCF home visits, despite being enrolled
in the program for at least six months. In spite of this
lack of awareness about PCF, families generally
perceived positive changes in the children’s develop-
ment and expressed interest in continuing to receive
home visits. The appreciation and ways families valued
early learning activities and the positive effects on their
child’s development are illustrated below:

“The PCF was a very good thing for me [as a mother]. By
doing the activities together with her, [I noticed that] my
daughter developed more because of the program. I liked the
PCF a lot (...) [For example], the colours activity when she
was doing this, now she already knows what the colour is
www.thelancet.com Vol 29 January, 2024
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(...) She says the colour of the tree; she says the yellow colour
of the sun”.

(Participating family from Campo Grande)

Notwithstanding variations in the engagement of
the families during home visits, the home visitors
perceived qualitative changes in parenting skills. Spe-
cifically, increased caregivers’ knowledge about child
development and the importance of playing, which
they saw reflected in an enhanced bond with their
children. Home visitors proudly reported that they
were agents of change by transforming the future of
these families. The trust and bond between the home
visitors and the family were built through sensitive and
empathetic communication approaches, as well as
timely referrals, which were reported to increase PCF
effectiveness. The qualitative improvement in
parenting skills was shared as follows by a mother
participating in PCF:

“The PCF is good for me [as a mother] because they teach me
how to better deal with my child. There are times when the
child is a little stressed. There are times when he is calmer.
There are times when he wants to play with his friends.
There are times when he wants to play alone. These are the
things that they taught [me]”.

(Participating family from Campo Grande)

On the other hand, the participants collectively
indicated that effective PCF implementation requires
more training and support for home visitors, along with
greater multisectoral collaborations for effective much-
needed referrals. The inability of the PCF teams to
meet the social service needs identified during the visits
was identified as a barrier to effectiveness, as illustrated
by the following quote:

“There are so many social needs involved that we cannot
reach the final goal of PCF. This is not due to the lack of
competence of the professionals or because the PCF is not
good, but it’s the structure of society and of the public policies
(...) There are various [complex social] vulnerabilities to
confront”.

(Social assistance municipal manager from São Paulo)
Maintenance
PCF municipal teams reported concerns about the
continuity of the program due to changes in govern-
ments with different social development commitments.
Most participants considered that institutionalizing the
PCF as a national policy approved by Congress would
guarantee funding and stability to the program. For-
taleza, Cuité, and Brasília have incorporated the PCF
into their municipal ECD policy. However, even in these
municipalities, the program still strongly relies on na-
tional funding.
www.thelancet.com Vol 29 January, 2024
The lack of fit of the implementation guidelines
provided by PCF manuals, along with the low technical
support offered by the PCF national and state teams to
intentionally adapt and tailor the implementation pro-
cesses across contrasting municipal contexts, was listed
as a persisting barrier to maintenance. The challenges in
incorporating an effective nurturing care multisectoral
approach were partially explained by the lack of knowl-
edge about the PCF by the population and among pro-
fessionals across sectors. The missing nurturing care
multisectoral approach was mentioned as an over-
arching barrier to maintenance and poor program
effectiveness of PCF, as illustrated below:

“It’s a program that cannot and will not sustain itself only in
the social assistance sector. PCF won’t be sustained due to
the lack of integration with the other sectors, especially with
the health sector (...) Otherwise, it’s a program doomed to
failure, because the social assistance sector will not handle it
alone”.

(Social assistance municipal manager from São Paulo).
Discussion
Brazil’s decision to scale up the PCF brought the
country global recognition as it exemplified the full
commitment of a government to fight early childhood
inequities through the evidence-based nurturing care
approach. By using the RE-AIM framework to document
municipal scale-up pathways of the PCF during the
acute and subsequent phases of the COVID-19
pandemic, our study helped elucidate how this
commitment has unfortunately not translated into the
expected results. Barriers and negative feedback loops
exacerbated by the pandemic, concentrated in the
Adoption, Reach, and Implementation dimensions of
PCF implementation, which negatively affected the
quality of home visits. Furthermore, these barriers
undermined the multisectoral approach to nurturing
care that must take place for effective PCF delivery and,
ultimately, to improve ECD outcomes. Moreover, the
lessons learned through this in-depth implementation
science analysis in Brazil were integrated into pragmatic
recommendations for improving structural and process
attributes necessary to achieve sustainable evidence-
based care in large-scale ECD home-visiting programs
globally (Box 2).

Our findings indicated great acceptability of the
evidence-based home visits by the participating families,
which translated into a perceived improvement in their
parenting skills, especially before the pandemic. How-
ever, while these perceived benefits favoured reach, they
did not translate into ECD impact.11 Unfortunately, the
lack of PCF’s impact was not a surprise, given that there
were major pre-pandemic structural challenges in the
operationalization of the home visits, such as the lack of
13
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institutional infrastructure to achieve the required
number of and length of home visits (i.e., dosage of the
intervention), and the lack of a multisectoral approach to
tackle the social determinants of health.6 Our findings
revealed that the COVID-19 pandemic severely wors-
ened existing pre-pandemic challenges, impacting the
three dimensions of the quality of home visitings12:
reduced dosage of home visits, modifications in the
content (not consistent with the CCD curriculum), and
weakened relationships between (i) families-home visi-
tors and (ii) PCF-other sectors. Evidence on the effec-
tiveness of home visits in under-resourced contexts
shows that the interplay between those three di-
mensions is just as important as each unique dimen-
sion; for example, dosage and content may have little
impact on children’s outcomes if the quality of the re-
lationships fostered during the visits is low.12 Indeed,
during the acute phase of the pandemic, the dosage of
home visits was very low or inexistent, the content
delivered did not follow the CCD curriculum, and the
relationship between families and their home visitors
weakened over time. In addition, the coordination of
PCF across sectors, which our interviewees agreed is
crucial for the operationalization of the multisectoral
nurturing care approach, was severely and negatively
impacted by the COVID-19 pandemic. The fidelity-
inconsistent modifications implemented to sustain the
program during the pandemic negatively affected the
PCF dosage, content, and relationships, creating a
strong loss of program “voltage”,22,39 which may explain
the reported lack of PCF impact on ECD outcomes.11

Considering the devastating impact of the COVID-19
pandemic on the regular operations of the PCF
(Supplementary Table S5), the lack of effectiveness of
the program during a public health emergency should
not be regarded as conclusive. Instead, it calls for
investing in understanding the critical implementation
bottleneck that led to its lack of effectiveness. Our
analysis is an important step in this direction as it
provides in-depth documentation of key implementa-
tion barriers that happened during the acute phase of
the pandemic and beyond. Below, we discuss how the
PCF teams can address each implementation dimen-
sion of the RE-AIM framework to improve sustainability
and impact in their settings moving forward.

None of the five municipalities had fully adopted or
integrated PCF into the social assistance sector or early
childhood systems. Our findings indicate that funding
cuts, workforce shortages, and discontinuation of social
services generated initial resistance to adopting the PCF.
The dismantling of government initiatives in the social
assistance sector has been described as a cause of
mistrust among sectors40,41 and may explain the resis-
tance to adopting a newly funded initiative such as the
PCF. The identified uncertainty about the fit of the PCF
scope of work in the CRAS/SUAS has persisted since
2018 as a barrier.6 Nonetheless, in our study, we
observed changes in the narrative of some professionals
in the social assistance sector who reported PCF as an
opportunity to add social value and funding to the
sector. This change in the narrative may be due to na-
tional and state outreach efforts to promote its adoption
by sensitizing social assistance municipal workers about
the appropriateness of PCF, as previously reported.6

Although national and state technical support was
essential in the adoption of the PCF, their role in sup-
porting quality scale-up was found to be limited, espe-
cially in large municipalities. Because adoption can be a
function of appropriateness (i.e., perceived fit) and
feasibility (i.e., actual fit),42 we hypothesise that large
municipalities have a complex structure, which requires
adaptations to the PCF protocols to improve its actual fit;
however, the national and state technical teams were not
equipped to provide support for this adaptation.
Implementation science principles highlight the need to
continuously adapt interventions to fit local populations,
settings, and contexts for effective implementation.43

Therefore, Brazil needs to invest in qualified technical
support to ensure the quality and fidelity of PCF
implementation,44 while also supporting consistent ad-
aptations across different municipal contexts. Moving
forward, it will be important to systematically record and
explain the rationale behind adaptations done to
improve feasibility as well as integrate PCF within the
Unified Social Assistance System (SUAS) policies to
promote sustainability across municipalities.45

The extensive reach of home visiting was considered
a success by the PCF municipal teams. Expanding the
target audience to all families registered in the National
Database of Vulnerable Populations (CADÚNICO)
facilitated reach. Despite the larger number of Brazilian
families that became eligible for the PCF, families were
systematically left out or did not receive the expected
number of home visits due to long distances from the
PCF hub to the homes, combined with a lack of trans-
portation. The literature has consistently shown that
extending the reach of behavioural health programs
without focusing on eliminating systemic barriers can
increase inequities.46 Therefore, to promote equitable
access,42 PCF must improve access in hard-to-reach
geographical areas and enhance fidelity and sustain
delivery of high-quality care to all target populations
across settings. Our results indicated the specific need
to enhance the PCF evidence-based content for pregnant
individuals. Nurturing care interventions during preg-
nancy are known to facilitate the development of bonds
between caregiver and infant, with a favourable impact
on postpartum care and infant development.47,48 Thus,
improving the quality of PCF for pregnant individuals is
necessary for the recommended integration of a life
course approach to nurturing care.1,48

Operationalizing the nurturing care approach within
PCF was identified as a major weakness, resulting in a
low reach of complementary multisectoral actions.
www.thelancet.com Vol 29 January, 2024
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Box 2.
RE-AIM framework recommendations for improving implementation quality of Brazil’s Crianca Feliz Program and lessons learned for scaling up and sus-
taining ECD programs globally.

Recommendations for Brazil’s Crianca Feliz program Lessons learned for ECD programs globally

Adoption

• Integrate the PCF within the social assistance SUAS policy could promote sectoral responsibility and wider
adoption.

• Integrate ECD services within existing institutional structures to
facilitate adoption.

Reach

• Tailor outreach enrollment strategies for hard-to-reach geographical areas and develop retention protocols
with other sectors such as health and education to attain and sustain expected reach.

• Use proactive outreach and retention strategies to eliminate
systemic barriers to promote equitable access

Effectiveness

Home visits • Establish protocols for field supervision to strongly monitor the fidelity of the CCD
curriculum, including dosage and content delivery through home visits

• Train home visitors on trust-building relationships and reward them based on quality
and retention measures

• Increasing the quality of home visit services depends on intentional
investments in dosage, content, and relationships.

Complementary
multisectoral
actions

• Create innovative governance mechanisms that support effective multisectoral
collaborations targeting the social determinants of health

• Establish screening, referral, coordination, monitoring, and evaluation protocols to
promote cross-sectoral collaborations

• Provide financial incentives to reward multisectoral complementary actions delivered

• Establish incentives to develop well-structured multisectoral coor-
dination protocols to increase the fit, relevance, and appropriate-
ness of a nurturing care life course to the local contexts

Implementation

Hiring municipal
workforce

• Develop strategies to hire, train, and retain qualified professionals by paying adequate
salaries and stable work contracts with labor benefits

• Expand financial resources to pay for qualified human resources to
promote implementation quality and sustainability

Training • Include cross-cutting social needs such as food insecurity and intimate partner violence
into the PCF training/continuing education content

• Train the workforce to deliver a nurturing care service to tackle
social determinants of health

Supervision and
monitoring

• Decentralize the coordination and leadership of PCF to the states and municipalities
• Revise training, supportive supervision, and monitoring protocols focusing on

continuous quality improvement

• Standardize instruments and checklists for supportive supervision
and high program delivery fidelity can increase local capacity to
achieve implementation quality and sustainability

• Provide consultation with researchers and implementation
scientists as well as training in implementation science for
implementers to facilitate fidelity-consistent adaptations needed to
improve effectiveness and sustainability

Funding • Review financing rules and make long-term commitment of resources mandatory from
the three levels of government

• Increment municipal funds for resources such as access to communication equipment
(e.g., computers and cell phones) and to cover travel costs to far away households

• Create financial stability and adequate return on investments
through flexible financing flows and innovative funding streams
such as rewards for high program delivery fidelity and quality

Maintenance

• Strengthen mechanisms of social control at the three national levels, although this does not guarantee, it
may favor the continuity of the PCF

• Decentralize coordination and leadership of PCF dissemination to states could be an effective strategy to
promote sustainability

• Establish a strategic plan for evidence-based advocacy to promote
ECD program demand within and across systems, and among
communities to strengthen program maintenance

ECD, Early Childhood Development; PCF, Criança Feliz Program; SUAS, Unified Social Assistance System; CCD, Care for Child Development (CCD).

Articles
Qualitative interviews with families in Brasília found
that PCF missed opportunities to enhance the nurturing
care environment by addressing unmet social needs,
including food insecurity and domestic violence.49 The
mechanisms to promote nurturing care multisectoral
collaborations within the PCF have been disorganized,
and referrals to address household social needs were
perceived by families as slow and ineffective. Evidence
from low- and middle-income countries indicates the
need for well-structured multisectoral actions to
strengthen the impact of ECD programs considering the
social determinants of health.50–52 Facilitation strategies
to promote multisectoral collaborations may include
institutionalizing shared discussion spaces,
www.thelancet.com Vol 29 January, 2024
coordination between the Unified Health System
(SUS)53 and the Unified Social Assistance System
(SUAS),36,37 identifying and tracking indicators to
monitor multisectoral actions, and continuing education
training on social determinants of health and equity
targeting the multisectoral network. In addition, the
experience of Brasília, described in our study, in
creating multi-sectoral centres in neighbourhoods can
be a model to scale up to other municipalities, especially
metropolitan areas and large municipalities.

Implementation barriers, such as the lack of robust
training, supportive supervision, and a “smart” moni-
toring system, were found to be the source of negative
feedback loops, negatively affecting the fidelity and
15
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quality of the PCF and ultimately reducing program
impact. The training, supervision, and monitoring
components of the PCF were characterized by a lack of
systematization in relation to fidelity to the CCD cur-
riculum. A global literature review found many prob-
lems with the implementation fidelity and quality of
CCD due to the difficulties in training the workforce
and monitoring.21 These findings collectively call for a
better understanding of how to improve the imple-
mentation fidelity and quality of CCD. In response to
this need, a scoping review on CCD and Reach Up
mapped the best practices for large-scale implementa-
tion of ECD programs in low- and middle-income
countries, including strategies for workforce training,
supportive supervision, and program monitoring.13 The
proactive use of evidence-based implementation stra-
tegies and careful consideration of the municipal con-
texts are needed to enable high-quality PCF
implementation. The massive administrative workload
of PCF supervisors has hampered supportive supervi-
sion. This is concerning because supportive supervi-
sion and standardized instruments for supervision,
such as the home visit plan and checklists, are posi-
tively associated with the quality of ECD programs.13

The lack of supportive supervision and the high turn-
over of home visitors due to precarious labour contracts
generated another negative feedback loop affecting the
quality of the PCF. Consistent with these findings,
other studies in low- and middle-income countries have
confirmed the importance of valuing and retaining
trained human resources, as well as regular supervision
for quality implementation.50,54 The lack of appropri-
ateness of the PCF monitoring system, including no
identification of smart indicators, was found to be a
barrier to quality assurance. Therefore, PCF lacks
empirical evidence to inform quality improvements,
critical for effective scaling and sustainability.13 In this
sense, our study makes an important contribution by
identifying seven critical implementation activities
within PCF—hiring the municipal workforce, training
the staff, conducting home visits, multisectoral actions,
technical assistance, supervision and monitoring, and
funding—which must be monitored for quality
improvement. The use of implementation science
methods,43 including program impact pathways anal-
ysis,55 can be useful to map PCF core functions and
implementation mechanisms,56 to guide revision of
PCF protocols and enhance adaptations across con-
trasting municipal contexts.

While the extensive reach of the home visiting was
found to be a strength for maintenance, insufficient
funding and the lack of sustainable funding were
identified barriers. Specifically, Brazil has a history of
underfunding or discontinuing successful large-scale
programs based on the political context (e.g., the
discontinuation of the Bolsa Família Program during
Bolsonaro’s administration).40,41 Therefore, the
continuity and long-term sustainability of PCF was
perceived as subjected to the political climate. Evidence
from low- and middle-income countries indicates the
need for at least five years of funding and commitment
of resources for continuing large-scale, long-term
workforce retention for ECD programs to provide a
greater impact on the return of investments.50 Currently,
the national guidelines only consider it “desirable” for
municipalities to have funding for PCF implementation.
Innovative funding streams, for example, matching
funds from the three levels of government, extra re-
imbursements for high performance in multisectoral
actions and fidelity monitoring, and incentives to focus
on the population living in hard-to-reach geographical
areas, could facilitate high coverage, quality operations,
and maintenance. In addition, decentralizing the coor-
dination and leadership of ECD programs to the states
and municipalities could be a successful strategy, which
has been reported in middle-income countries with
similar governance structures as Brazil.2,57,58 Our find-
ings across RE-AIM dimensions can inform critical
components of a sustainability plan, including the
technical support needed for quality improvement and
adaptation to fit different municipal contexts,59 and
codesigning strategies for well-structured multisectoral
approaches to promote equity.60

Our study is limited because it included only five
municipalities in a very large country characterized by
sharp inequalities. However, the comparison between
municipalities from different geographic regions
allowed us to identify similarities and differences in
barriers and facilitators as well as understand the
complexity of the implementation processes in the scale-
up of the PCF, especially in complex contexts such as
municipalities located in metropolitan or large popula-
tion areas. The selection of four capital cities (three
metropolises and one large municipality) and one small
municipality left medium municipalities without rep-
resentation in our study. Because capital cities usually
have highly contrasting inequities as well as more
implementation capacity to scale up policies in Brazil,
they have been used to “test” the potential for imple-
mentation, scalability, and sustainability of national
maternal-child health and nutrition programs61,62; hence,
their inclusion is a strength of our study. Additionally,
the implementation challenges affecting the quality of
PCF were similar in the large and the small munici-
palities included, which suggests that our findings may
have captured structural and process barriers that are
likely to be encountered across municipalities indepen-
dent of population size. Our efforts to represent con-
trasting municipal scenarios during the acute phase of
the COVID-19 pandemic and beyond is another
strength, but it may have led to recall bias, emphasizing
the dramatic challenges during the public health
emergency. The evidence-based rapid qualitative anal-
ysis methodology28,29 used in our study represents a
www.thelancet.com Vol 29 January, 2024
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methodological innovation in knowledge translation in
the ECD field. The deductive use of the RE-AIM di-
mensions—a widely known evidence-based program
implementation evaluation framework–14,63 for thematic
analysis helped us to identify pragmatic recommenda-
tions for optimizing PCF scale-up. Furthermore, exten-
sive interviews with PCF teams and families allowed us
to reach thematic saturation.27

Our findings indicate that the PCF municipal-level
implementation strategies are not working well and
need to be rethought. Following the RE-AIM frame-
work, we strongly recommend the PCF to (1) invest in
promoting equitable access (reach); (2) support fidelity-
consistent home visiting and improve nurturing care
multisectoral collaborations to deliver well-coordinated
complementary multisector actions targeting social
needs (e.g., food insecurity, lack of access to health care,
poor housing, intimate partner violence, community
insecurity) (effectiveness); (3) integrate PCF into exist-
ing ECD systems (adoption); (4) improve sustainable
quality of training, supervision, and monitoring to
support effective adaptation of PCF implementation
protocols across different municipal contexts (imple-
mentation); (5) create flexible financing flows and
innovative funding streams to allow greater return of
investments (maintenance) (Box 2). The lessons learned
through this in-depth analysis of PCF scale-up can
provide critical insights to improve implementation
pathways for optimizing the large-scale delivery and
sustainability of ECD programs globally following a
complex adaptive systems approach.64
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