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Executive Summary

This report delves into the realm of early childhood development (ECD) parenting programs in
low- and middle-income countries (LMICs), focusing on initiatives that have scaled up or are
transitioning to scale. Through a detailed analysis of 13 selected programs, the study identifies
key characteristics, implementation pathways, and challenges faced in scaling ECD parenting
programs. The report aims to distill key insights and strategies for effectively scaling ECD
parenting programs.

The research methodology involved a literature review, program selection, data extraction,
expert interviews, case studies, and comparative analysis to draw insights about scaling ECD
programs. By synthesizing insights from these diverse sources, the report offers an
understanding of the challenges, facilitators, and best practices associated with scaling ECD
parenting programs in LMICs.

The report emphasizes the significance of advocacy, adaptation to local contexts, and
community engagement for maximizing the impact and sustainability of interventions. The
review underscores the importance of strong leadership, organizational capacity, partnership
strategies, financial planning, and intersectoral collaboration in scaling ECD programs
effectively. Additionally, enablers and barriers to scale, including workforce issues, quality
maintenance, stakeholder engagement, policies, and funding are highlighted. The report
describes how challenges were addressed by specific programs to enhance the quality and
sustainability of the program.

The resulting guidelines present a menu of options and enabling parameters derived from the
analysis, aimed at informing stakeholders, including governments and resource teams, in
designing and implementing scalable ECD parenting programs. Ultimately, the goal is to foster
sustainable and effective parenting programs in all countries along with optimal parenting
practices and child development.




1. Introduction

Early childhood is a critical period for brain development and the establishment of lifelong
learning, behavior, and health patterns. The World Bank has emphasized the significance of
early investments in human capital, highlighting that early childhood development (ECD)
interventions can yield substantial returns in terms of improved cognitive abilities, educational
achievement, and adult productivity.' As the importance of investing in the early years becomes
increasingly evident, there is a growing interest in scaling up effective parenting programs to
reach a wider audience and engage governments.

ECD programs targeting parents of children under 36 months of age have overall been effective
in benefitting children’s cognitive and language development.? These parenting programs vary
in their mode of delivery (group sessions, home visits, or clinic visits), delivery agents
(professional, paraprofessional, or volunteer), and dosage, among other features. Some are
more effective in changing parenting practices and child development than others. Since the
World Health Assembly’s ministers of health agreed to adopt the Nurturing Care Framework and
Guidelines on ECD, there has been a concerted effort to scale up effective programs.

While there is a wealth of evidence supporting the effectiveness of certain ECD parenting
programs, less is known about the implementation and outcomes of scaled programs. Scaling
up is defined as “deliberate efforts to increase the impact of successfully tested health
innovations, so as to benefit more people and to foster policy and programme development on
a lasting basis”.? Understanding the nature of scaled ECD parenting programs and the success
or failure of their deliberate efforts is crucial for the field of ECD to support governments and
organizations as they plan and implement scaled parenting programs.

A consideration of the literature on early childhood parenting programs raises important
questions as to the relevance of program features aiming to scale. Many programs are
considered “scalable” because they include some features that lend themselves to scale, such
as the use of an existing government workforce. However, unless the program is on a pathway
to scale (transitioning to scale) or actually scaled, its value as a model for scale is limited.
Consequently, we focus on parenting programs that are either in transition or scaled.

The primary objective of this curated review is to analyze and synthesize existing literature on
scaled and transitioning-to-scale ECD parenting programs. By describing their features, we hope
to identify ones that facilitate success or raise challenges. Thus, the review aims to inform the
development of practical and experience-based guidelines for scaling ECD parenting programs.

The findings of this review will contribute to the growing body of knowledge on scaling ECD
interventions, providing policymakers, practitioners, and researchers with insights into
effective strategies and potential pitfalls. Ultimately, the goal is to foster the widespread
adoption of evidence-based ECD parenting programs to promote the optimal development of
children worldwide.




2. Background

Approximately 250 million children under the age of 5, representing 43 percent of children
worldwide, face the risk of not reaching their full developmental potential.* Developmental
potential refers to the inherent capacity of an individual child for learning and acquiring age-
related skills in mental domains—such as cognitive, language, emotional, social, and motor
development—given a supportive environment. Mental development in the early years has
lifelong benefits for children, including an increased ability to learn, a readiness to benefit
from schooling, greater achievement in school and later life, involvement in community
activities, and overall quality of life.’ Initiatives like the Sustainable Development Goals (SDGs),
particularly SDG 4.2, underscore the commitment to ensuring that all children have access to
quality ECD, care, and preprimary education by 2030.°

Inadequate stimulation and malnutrition are identified as primary risks that hinder millions of
young children from reaching their developmental potential.* According to meta-analyses,
parenting interventions providing nutrition and/or stimulation have demonstrated effectiveness
in enhancing children's cognitive and language development outcomes, though stimulation has
a stronger impact.” As a result, there has been growing recognition of the need for effective
ECD programs, particularly those focusing on parenting in the early years, to support optimal
child development.’

Parenting programs delivered to parents of children under 3 years of age have been the subject
of systematic reviews and meta-analyses. A comprehensive meta-analysis found that parenting
interventions aimed at children during their initial 3 years of life proved effective in enhancing
child development outcomes and improving parenting outcomes across low- and middle-income
countries (LMICs).? The effect sizes revealed moderate outcomes of parenting interventions
across various domains: child cognitive development (effect size d = 0.41), language
development (d = 0.35), motor development (d = 0.26), and socioemotional development (d =
0.24). Additionally, positive effects were observed in parenting knowledge (d = 0.56), parenting
practices (d = 0.33), and parent-child interactions (d = 0.39).2

Subsequently, the ministers of health attending the World Health Assembly meeting in May 2018
agreed to implement parenting programs to support caregivers and others in providing early
learning opportunities and responsive care to young children. Their goal is to scale up parenting
programs in their countries and integrate them into the health care system. Currently, there is
insufficient knowledge of how to implement parenting programs at scale. Consequently, the
objective of this report is to provide a curated review of parenting programs in LMICs that have
scaled or are transitioning to scale with the goal of drafting guidelines. First, we review existing
knowledge on the implementation of programs attempting to reach scale. Some reports are
case studies of scaled programs, and others highlight what researchers and practitioners have
experienced as they examine the process of scaling.

The review of scalable parenting programs by Buccini et al. (2023)® draws conclusions about
the process of transitioning to scale by reviewing scalable programs using the Care for Child
Development and Reach Up programs. Consequently, it is limited by its focus on scalable
programs in specific settings, most of which have not transitioned to scale either horizontally
within the country or vertically within the health care system. It is also limited by its focus on




only two programs. From this review, they present a comprehensive framework that identifies
six implementation building blocks to be considered, such as program emergence,
intersectionality, intervention characteristics, workforce development, training, and
monitoring systems (see Figure 1). For example, under intervention characteristics, they
address delivery, dosage, materials, caregiver engagement, and responsive teaching, among
others. Under workforce, they consider recruitment, training, compensation, caseload, and
community integration. Facilitators and barriers among the six building blocks are itemized for
each program. Many of these facilitators and barriers would be common among all programs.
Consequently, it is useful to consider the six blocks of variables when scaling a program. The
authors also emphasize the significance of ensuring replicability and adaptation to local
contexts for maximizing the impact and sustainability of interventions.

Figure 1. Building blocks for scaling.

Intersectoriality

Key
Implementation
Pathways for ECD
programs

Intervention
Characteristics

Source: Adapted from: Buccini G, Kofke L, Case H, Katague M, Pacheco MF, Pérez-Escamilla R.
Pathways to scale up early childhood programs: a scoping review of Reach Up and Care for Child
Development. PLOS Global Public Health. 2023;3(8):€0001542. doi:10.1371/journal.pgph.0001542

Other researchers have addressed scaling-up issues by interviewing resource teams who are in
the process of scaling their programs. Similar issues have arisen in these interviews: selecting
the appropriate intervention for the setting, recruiting and training an available workforce,
maintaining community and stakeholder support, and monitoring to maintain quality.®'° Others
emphasized the need for strong leadership, organizational capacity, and partnership strategies.
Using a systematic approach, such as a program cycle and problem-solving context, enables
effective scaling and accountability.” Generating demand among community members, as well
as government ministries, is a common activity when scaling.

Finally, the analysis of Brazil's Crianca Feliz (Happy Child) ECD program highlights the
importance of financial planning, co-funding from states, and infrastructure investment for
sustained program delivery. Operational efficiency, clear structures, and intersectoral
collaboration were found to be crucial for effective implementation. Community engagement,




transparent communication, and adaptation to local contexts were often insufficient to address
challenges at the grassroots level. These insights, derived from the analysis, offer valuable
guidance for countries seeking to implement and scale up similar ECD programs.

This review of enablers and barriers to scale indicates that despite the proven effectiveness of
many interventions, scaling up presents unique challenges. Issues such as workforce,
maintaining quality of delivery, engagement of various sectors, ensuring sustainability through
policies and funding, and integration into existing systems require careful consideration.
Despite the usefulness of these guidelines, they provide insufficient information on exactly how
to address these problems. For example, healthcare systems need to follow a process of
developing a monitoring tool, training supervisors, and developing a protocol for providing
supportive supervision. Guidance on how to solve these challenges is heeded. Evidence-based
research and scientific rigor are fundamental to quality program design.

This project builds upon the foundation laid by these seminal studies and aims to contribute to
the field by providing a curated review of scaled and transitioning-to-scale ECD parenting
programs. In addition, an in-depth analysis of how challenges were addressed by specific
programs will provide options for scaling. The resulting guidelines will serve as a valuable
resource for policymakers, practitioners, and researchers involved in the design and
implementation of scalable ECD interventions, fostering a strengthening of programs and
services as well as the improvement of parent and child outcomes on a global scale.

3. Methodology

3.1 Literature review

The first phase of this project involved a targeted review of existing literature on ECD
parenting programs. This included a search of journal articles, review articles, known
unpublished reports, reports from relevant organizations, and recommendations from experts
in the field. The goal was to find programs that were scaled or in transitioning to scale.

3.2 Program selection and data extraction

From the list of parenting programs, we identified scaled and transitioning-to-scale ECD
parenting programs in LMICs. The criteria were as follows: a program was expanded to reach a
larger audience in a broader geographic area, adopted by the government, and well integrated
into the existing system and policy framework (scaled), or a program was in the strategic and
intentional process of expanding its reach, along with activities aimed at transferring the
program to an institutional entity (transitioning). Scalable programs that had not yet shown
evidence of transitioning to scale were excluded.® That is, if they had not been expanding into
new geographies within the country and had not started transferring to the government, they
were excluded. Thus, the criteria for selection of the program meant they were (1) a parenting
program for parents of children from birth to 36 months of age, (2) based in an LMIC, and (3)
scaled or transitioning to scale. Information critical for further analysis was extracted, including
but not limited to geographic locations, workforce, beneficiaries, the vertical approach used,
funding, partners, and integration into a system.




The data extraction process included first identifying useful parameters of programs, defining
these parameters, and preparing a spreadsheet for extracted information. Each report or
publication was carefully read and information was entered in the spreadsheet. Two people
extracted the data for 50 percent of the reports to ensure reliability. Two programs were
selected to serve as case studies for in-depth analysis.

3.3 Expert interviews

To gain more insight into the process of scaling, four technical experts were interviewed in
depth: one had published case studies of scaled programs, a second was in the initial stages of
supporting governments to adopt and scale parenting programs, and two others were directly
involved in the implementation and scaling of a parenting program. From the person who had
conducted an analysis of a case, important parameters and their definitions were sought. From
the person who was supporting governments, the initial process of working with governments
was of interest. From the two who were directly engaged in scaling on the ground, detailed
information on each parameter and its challenges was of interest. They provided informed
consent before being interviewed. Interview guides are appended. The interviews were
conducted on Zoom, recorded, and transcribed.

3.4 Comparative analysis

The data in the spreadsheet was analyzed using descriptive statistics, especially frequency
analysis, to look at the characteristics of the 13 selected programs. Then these programs were
sorted into two categories: the top-down and bottom-up. This approach, which was an early
decision of program designers, might be critical in how the scaling unfolded. It was decided,
therefore, to use this approach as a feature to compare programs. A frequency table was
prepared to compare the two approaches according to the number and percentage of programs
that met each feature (Table 1).

Key informant interviews were analyzed using a content analysis. Emphasis was placed on

identifying factors that contributed to the successful scaling of programs, challenges that were
solved, and barriers that hindered scalability.

3.5 Drafting recommendations

Based on the analysis, a menu of options and enabling parameters for scaling ECD programs are
drafted. These parameters encompass various factors to focus on, implementation strategies,
and best practices for designing and implementing scalable ECD parenting programs. By
considering these parameters, stakeholders such as governments and resource teams can
enhance their chances to scale, sustain, and have a positive impact on beneficiaries. Figure 2
below gives an overview of the methodology process.




Figure 2. Process and steps taken.
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4., Results

4.1 Quantitative analysis

The programs were divided based on their implementation approaches, and other program
characteristics were compared between the two approaches. See Table 1 below.

Table 1. Frequency distribution of program characteristics by implementation approach.

Characteristic Bottom-up approach Top-down approach
(n =6) n=7)

1. Saving Bangladeshi Babies 1. Primeira Infancia Melhor (Better
Brains, Bangladesh Early Childhood), Brazil
e Es FEaE e Prescription to Play, Bhutan | 2. Pr(?gama Crianca Feli.z (Happy
country Family, Women, and Infancy Child Program), Brazil
Program, Colombia 3. Chile Crece Contigo (Chile Grows
4, Aarambh Initiative, India With You), Chile
5. KidSTART Program, 4. Nadie es Perfecto (Nobody Is
Singapore Perfect), Chile
6. Early Journey of Life Backpack Teachers, Paraguay
(Learning Clubs), Vietnam Cuna Mas (Crib More) National
Program, Peru
7. Playful Parenting, Serbia
1 Scaled 2 (33%) 5 (71%)
Transitioning to scale 4 (67%) 2 (29%)
2 Region
- Latin America 1 (17%) 6 (86%)
- Africa - -
- Asia 5 (83%)
- Europe - 1 (14%)
3 Mode of delivery
- Home visits 4 (67%) 5 (71%)
- Group sessions 6 (100%) 4 (57%)
- Clinic visits 1(17%) -
[ N L ® ®
00 ¢ 00°%% 0 04°%° 0 04" «** o o:. ..'.‘°o.°0.. .o:...
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Characteristic Bottom-up approach Top-down approach
(n = 6) (n=7)

4 Workforce
- Volunteer 2 (33%) 1 (14%)
- Paraprofessional 1 (17%) 3 (42%)
- Professional 5 (83%) 4 (57%)
5 Horizontal reach
- Greater than 6 (100%) 7 (100%)
10,000
- Targeted 2 (33%) 2 (29%)
- Universal 4 (67%) 5 (71%)
6 Existing policy 6 (100%) 6 (86%)
7 Source of funding
- External to 2 (33%) 3 (43%)
country
- Internal 4 (67%) 4 (57%)
(government)
8 Supply 6 (100%) 7 (100%)
Demand 0 0
Proof of concept 5 (83%) 6 (86%)
10 Evaluation of scaled
program
- No or missing 2 (33%) 1 (14%)
- Ongoing 2 (33%) 1 (14%)
- Completed 2 (33%) 5 (71%)
11 Integrated into system
- Partially (e.g., 2 (33%) 0 (0%)
using workforce)
- Fully 4 (67%) 7 (100%)

Findings from the quantitative analysis

The top-down approach demonstrates a higher prevalence of scaled programs, rather than
those currently in transition to scale, compared to the bottom-up approach. This indicates that
top-down initiatives may have greater institutional support or resources for scaling compared
to bottom-up initiatives, which may take longer to scale.

Top-down approaches are more prevalent in Latin America, while bottom-up approaches are
more common in Asia. This could reflect regional variations in governance structures, funding
availability, and cultural factors influencing program implementation.

Programs with both approaches tend to use home visits and group sessions with only a slightly
higher prevalence of one over the other. Overall, 38 percent of the programs used both (home
visits and group sessions) as their platform for disseminating the program content.

The bottom-up approach seems to have a higher percentage of volunteers (33 percent) and
professionals (83 percent), while the top-down approach has a higher percentage of
paraprofessionals (42 percent). The bottom-up approach appears to rely more on volunteers
and professionals, indicating a grassroots or community-driven approach. The top-down
approach seems to involve more paraprofessionals, indicating a hierarchical or centrally
organized structure with significant involvement of semi-skilled workers.




Programs were selected if they had high horizontal reach, with more than 10,000 beneficiaries.
Two-thirds were universal, aimed at all children, while one-third of each type was targeted at
a particular rural or disadvantaged population. Programs with both approaches support policy
development in their national or regional government.

A small majority of both types of programs were funded by internal sources, for example,
governments or institutions within the country; nonetheless, one-third or more were funded
externally. Dependence on external funding creates problems for sustainability.

All the programs from both approaches reported being initiated by supply-related forces. This
means that they have to conduct continuous advocacy to ensure that demand for the program
exists among communities and parents.

Only a few programs were scaling without evidence that their program was effective at a
smaller scale. The rest reported proof of concept, showing the effectiveness of the program in
the piloting phase.

Top-down programs were more likely to have completed an evaluation of their scaled program,
all in Latin America, and not necessarily with positive outcomes. One was ongoing and one was
never conducted. Bottom-up approach programs were equally divided among those with
completed, ongoing, or missing evaluations.

Programs from both approaches reported integration into the system. Bottom-up approach
programs were sometimes still only partially integrated, for example, by using government
workers and meeting with local officials. Yet, 67 percent of bottom-up programs showed full
integration, while all top-down programs showed full integration, suggesting a strong
commitment to institutionalizing ECD programs within existing systems.

Overall, the comparative analysis reveals several similarities and a few differences between
the bottom-up and top-down approaches to scaling ECD programs. Both approaches emphasize
securing funding, addressing supply-side considerations, establishing proof of concept, and
integrating programs into existing systems. Predominant delivery is conducted through home
visits in bottom-up initiatives and group sessions in top-down initiatives, but some use both
delivery platforms. There is a greater reliance on the professional workforce in bottom-up
programs compared to paraprofessionals in top-down programs. However, many programs are
implemented via partnerships with other external agencies. Additionally, while both
approaches prioritize evaluations of scaled programs, many are in the process of scaling and
therefore have not yet completed an evaluation.

4.2 Qualitative findings

These findings were derived from key informant interviews regarding critical features of scaled
programs and their challenges.

The informant was asked to comment on critical features of parenting programs once scaled
and also what was required in the earlier process of transitioning to scale. Scaled programs
were said to operate at a larger scale both horizontally and vertically, necessitating a focus on




delivery processes, fidelity, quality assurance, and
supervision to ensure effective implementation.
Government support and funding are vital for their
sustained expansion. Programs in transition to scale are
moving from smaller to larger scales, requiring

Features of scaled and transitioning-to-scale
programs
e Scaled programs:

Quality assurance

. . . - . Supervision
considerations such as political will, funding, and Effectiveness
integration with existing community services. Strategic Funding
decisions regarding multi-sectoral  approaches, «  Transitioning-to-scale programs:
intervention characteristics, workforce training, and Political will
monitoring systems are crucial for a successful Government support
transition to scale. Contextual factors, including local E

needs, cultural diversity, and community adaptation
need to be considered when making these decisions
from the pilot phase onwards. Challenges occur when
political will, government policy, funding, and multi-
sectoral engagement are inconsistent or lacking.

Sectoral approach
Monitoring system
Adoption

The key informant was asked to comment on the pros and cons of these two approaches. She
felt there were a number of problems that arose from a top-down approach, specifically being
out-of-touch with the acceptance of the program at lower levels of the system. She gave an
example of Brazil's Crianca Feliz program where the top-down approach was employed in the
program's implementation but lacked sufficient consultation with the social assistance sector,
resulting in feelings of violation among participants. While top-down approaches can be
effective in solidifying government policy and funding, the key informant underscored the
necessity of incorporating some level of discussion and engagement from the bottom to ensure
successful adoption and implementation.

Conversely, a bottom-up approach—exemplified

Features of bottom-up and top-down by starting at a smaller scale, demonstrating

approaches effectiveness, and then gaining support for scaling

e Bottom-up: up, based on evidence and community
- Community engagement involvement—may be more desirable in the long
- Effectiveness run. This approach fosters engagement with the
- Acceptance community and stakeholders, leading to better
- Government adoption may be slow acceptance and support for the program.

e Top-down: However, it may be noted that programs taking a
- Government support bottom-up approach to scaling often encounter
- Policy and budget in place challenges getting the government to adopt and
- Integrated into the system fund the program.

- Lack of consultation from caregivers
and providers

The bottom-up approach would be the most desirable approach and the
most successful in terms of sustainability.

—Key informant 1




The insights drawn from key informants highlight
several critical facilitators essential for the successful  Ffacilitators to scale programs
scaling of a program. Firstly, the enthusiastic o Government officials are very cooperative

cooperation of government officials emerges as a and understanding.
foundational element, characterized by their « Health care workers and other people
understanding and support. There is a strong champion want to join the program.

of the program within the government to maintain e Staff or workforce are well-trained.
policy support and continuous funding. Secondly, the « There is good reach (penetration) within
commitment among health care workers and communities.

community caregivers to participate in the initiative e It is adopted by the government.
underscores a grassroots enthusiasm that lays the « |t is evidence-based.

foundation for program expansion. Thirdly, the

presence of well-trained staff and frontline workforce,

both competent and compensated, maintains the continuity of the program. Moreover, the
evident acceptance of the program by the people signifies its relevance and acceptance within
the community, crucial for sustained impact. Finally, the emphasis on monitoring and
evaluation underscores a commitment to accountability by providers and effective
improvement within families, ensuring that interventions are rooted in proven methodologies.
Together, these factors form a robust framework poised to facilitate the smooth and efficient
scaling of the program, promising benefits for the targeted population.

For sustainability, | look at four areas; the technical, financial,
administrative, and the demand from the families.
—Key informant 2

Key informants were asked to raise common challenges to scale parenting programs. Foremost
among these hurdles is the allocation of adequate and consistent budgetary resources to sustain
and expand the program. Recruiting, training, and retaining a workforce is a related human
resource that is often insufficient. Additionally, the integration of the program into existing
systems, along with an information system that tracks beneficiaries, poses a formidable
challenge. Moreover, the frequent transfers of higher government officials introduce instability
and potential disruptions to program continuity, requiring constant advocacy among key
government stakeholders. The migration and
retirement of trainers further compound these
challenges, depleting institutional knowledge and  Challenges to scale programs
expertise critical for program implementation. *  Budget allocation to the program.

e Integration into the existing system.
Compounding these issues is the absence of e Frequent transfer of higher government
regular supervision and monitoring, which can lead officials.
to reduced quality and inadequate accountability. ~* Migration and retirement of key staff.
Finally, resistance to participation from certain e No regular supervision and monitoring.
segments of the population requires greater o Resistant to participation from some people
advocacy at the community level and agreement and trainers.
to adapt the program to their needs. Addressing




these multifaceted challenges demands a comprehensive approach that prioritizes strategic
resource allocation, institutional alignment, and stakeholder engagement to bolster the
program’s resilience and maximize its impact.

4.3 Case studies

Maharashtra, India: Aarambh Initiative

Aarambh (the beginning) is an aspirational model aimed at empowering parents and primary
caregivers to provide nurturing care. The Aarambh pilot program was implemented in ten
Integrated Child Development Services (ICDS) projects in two districts of Maharashtra, India,
from 2018 to 2020.

Based on the experience of the pilot and evidence for benefits in child growth and development,
the Aarambh model (Figure 3) was scaled by the Department of Women and Child Development
to all the 553 ICDS projects in 36 districts of the state with government resources.' This scaling
exemplified a blend of approaches, combining bottom-up (generating evidence through
piloting) with a top-down approach (integration into the government system and delivering
through them).

In India, the ICDS is a flagship government program that focuses on enhancing the health,
nutrition, and development of children under 6 years and their mothers. At the heart of this
program are Anganwadi workers (AWWs) who deliver essential services, such as offering
supplementary nutrition, providing preschool education, monitoring growth and development
milestones, and facilitating community participation. Additionally, Accredited Social Health
Activists (ASHAs) are a critical component of India's healthcare system and serve as vital
community health workers, delivering maternal and child health care, immunizations, and
health education. AWWs and ASHAs play crucial roles in implementing government policies and
programs, promoting community health, improving child development, and addressing
malnutrition.

o Figure 3. The Aarambh model
Aarambh used existing  government ————

D <&

structures and personnel, such as AWWs and
ASHAs—and their contact points with
parents, other caregivers, and communities—
to promote responsive caregiving and early
stimulation activities, which helped to
enhance program adoption at both levels. As
the program was delivered by the AWWs and
ASHAs, it was well accepted by the
community, and as the program was built on
existing structures and resources, it was well
integrated into the system.

The Aarambh model consists of three training
cycles, each five days long, for supervisors at
the division and district levels. Afterward,
there are monthly one-day trainings for
frontline functionaries at the sector level
over a period of 15 months. The core strength




of Aarambh lies in its training element, which incorporates appreciative inquiry as a central
component. The training sessions are interactive and enjoyable, involving field demonstrations,
role plays, activities, group discussions, energizers, and action songs.

Aarambh adopted a cascade model of training, coupled with an incremental learning approach,
to capacitate supervisors and frontline functionaries. This innovative training structure allowed
supervisors and frontline workers to be trained to deliver the curriculum to parents and
caregivers at home visits and parent meetings. Palak Melawa (Parents’ Fair) in Marathi is a
village-level community-based event that helps in community norm building.

Program supervision and monitoring were the main challenges in ensuring quality
implementation and effectiveness. It was overcome by integrating Aarambh’s process indicators
into the government’s monthly reporting system and regular review and follow-up meetings
held by state and district officials. Supportive supervision was strengthened by introducing a
supervision checklist for home visits and parent meetings to help supervisors monitor and ensure
the quality of the visits.

Several obstacles impeded the consistent delivery of the program, including vacant positions of
field-level workers and mid-level managers, concurrent training programs, and the diversion of
staff to other government tasks.

Since its successful implementation in Maharashtra state, the Aarambh model has been adopted
in several districts of four other states of India: Telangana, Andhra Pradesh, Bihar, and
Meghalaya. Evaluations of the implementation and outcomes of the program are ongoing.

Bhutan: Prescription to Play

The Prescription to Play ECD parenting program from Bhutan is a good example of scaling
parenting programs. This case study delves into the program’s inception, its scaling strategies
from 2020 to 2023, integration within the government system, challenges faced, and the
innovative solutions devised to overcome them.

The Prescription to Play parenting program in Bhutan was based on the Save the Children's
Building Brains approach and was initiated as a pilot in Bhutan in 2017. Over time, it expanded
its reach to all districts in the country, using bottom-up and top-down strategies to enhance
community engagement and to integrate within the government system.

The program comprised 12 group sessions for parents of children under 36 months of age,
focusing on child development; of these, 9 sessions were dedicated to play and communication,
emphasizing their crucial role in fostering cognitive, language, social, and emotional
development. Additionally, 1 session was dedicated to caregiver well-being, while the
remaining 2 covered health, nutrition, and hygiene, thereby encompassing all domains of the
nurturing care framework.

The program's implementation strategy emphasized a bottom-up approach, starting with
district leader orientation to foster awareness. Community mobilization events engaged
stakeholders and raised awareness, generating demand for services. The addition of services,
such as screening for children with developmental delays, organically spurred demand from
communities. In addition, Save the Children worked to train the frontline workforce of health
care assistants at the community level. Another strong feature of the bottom-up approach was




Save the Children’s evaluation of improvements among beneficiaries and revisions of the
curriculum to make it more acceptable and effective.

Top-down collaboration with the Ministry of Health (MOH) was initiated from the start to ensure
that the government was willing to adopt the program. This took the form of regular meetings
with MOH officials on the progress of implementation, adoption of the MOH’s screening test to
diagnose developmental delay, and capacity-building within the university to train the
workforce. However, challenges persisted as MOH personnel changed, and workforce workloads
and costs exceeded the MOH’s plans.

The program's integration into the university’s pre-service training for healthcare assistants
streamlined recruitment and training, which ensured a skilled workforce. Leveraging the
existing health care infrastructure, such as primary health care centers and outreach clinics,
optimized accessibility and improved program reach. The main challenge was to streamline the
workload of health care assistants by finding another cadre of volunteer workers to assist them
in delivering the program to caregivers.

A key challenge was supervising and monitoring the service delivery of providers within the
government system. Neither the government nor the university had the capacity to do this.
Consequently, Save the Children hired a local organization to monitor delivery temporarily, in
the hopes that the government would soon adopt this capacity. Generating demand from
families proved another hurdle, compounded by varying levels of awareness and interest.
Community leaders were encouraged to mobilize interest and attendance at the local level.

The Prescription to Play parenting program offers a unique example of program scaling through
a blend of approaches: bottom-up (community engagement and effectiveness) and top-down
(government integration). The program has a sound curriculum to promote caregiver practices
and child development, a method to evaluate its benefits, and strong links with the
government, which is eager to adopt the program. While challenges remain, innovative
solutions have paved the way for a horizontal reach to cover the country and provide sustainable
integration within the government system.

5. Discussion

The main findings from a review of 13 scaled and transitioning-to-scale parenting programs
indicated that more scaled programs used a top-down approach whereas more in-transition
programs used a bottom-up approach. Despite a number of similarities in the workforces used
and sources of funding, those using a top-down approach were more likely to have completed
an evaluation of their outcomes.

Insights from the key informant expert on parenting programs helped to define critical features
of scaled programs and those in transition, as opposed to those that are simply “scalable”, as
well as facilitators and barriers to scaling.® Despite top-down programs looking more positive
in our analysis, the key informant pointed to some negative features, notably the lack of
acceptance of the program at the community level.




The two case studies—Bhutan and India—exemplified programs that simultaneously used top-
down and bottom-up approaches. Thus, they took steps to ensure that communities accepted
the curriculum, the providers, and the mode of delivery. By simultaneously working with
national or state governments, they ensured that the program would seamlessly be delivered
by government workers and be integrated into government work plans.

5.1 A comparative analysis of scaled and in-transition programs

The analysis of the frequency distribution of program characteristics provided valuable insights
into some commonalities and differences of scaling programs. We divided programs into those
that were top-down (n = 7) versus bottom-up (n = 6). The reason for using this approach was
that most meta-analyses of randomized controlled trials include bottom-up interventions, and
the push to scale is starting to include top-down approaches. Analysis reveals several
noteworthy findings. Firstly, while both approaches exhibit a mix of scaled and transitioning-
to-scale programs, the top-down approach demonstrates a higher proportion of programs
already at scale (71 percent), indicating a potentially stronger institutional backing or
infrastructure for widespread implementation. Secondly, regarding the mode of delivery,
bottom-up programs used both group and home visits, suggesting a community-centric
approach, whereas top-down programs used both but mostly home visits. Furthermore, while
both initiatives relied most often on a professional workforce, bottom-up programs also used
volunteers from the community, whereas top-down used paraprofessionals, such as community
health workers. Thirdly, top-down programs were more likely to be integrated into the health
care system and have completed an evaluation, highlighting the benefits of working directly
from the top within the government.

The findings suggest that while both approaches share commonalities in terms of regional focus,
horizontal reach, existing policy integration, and funding diversity, they diverge in terms of
implementation strategies, workforce composition, and stage of program development. The
bottom-up approach appears to prioritize a more gradual scaling process, with a stronger
emphasis on professional and volunteer staff and group sessions, whereas the top-down
approach tends to favor a more rapid scaling trajectory, relying more on professionals and
paraprofessionals and completing a scaled evaluation. These differences reflect distinct
organizational philosophies and resource allocations, highlighting options for top-down
approaches in Latin America, where the governments may be more willing and able, but less so
in Asia and Africa.

5.2 Highlights from a key informant on scaling

Scaled programs were defined as “deliberate efforts to increase the impact of successfully
tested health innovations, so as to benefit more people and to foster policy and programme
development on a lasting basis”,* consistent with the ExpandNet definition. Being in transition
was defined as the strategic and intentional process of expanding the program's reach and
impact to a broader population and geographic area, along with activities aimed at transferring
the program into the government system. This differs from “scalable” programs, which are
those capable of scaling, yet—other than including government workers—show no other signs of
directly engaging the government.

The successful scaling of the intervention depends upon a confluence of key factors.
Enthusiastic government backing provides crucial momentum, enhancing initiatives with
resources and policy frameworks. Committed health workers form the backbone, their




dedication driving implementation forward. Well-trained staff ensure quality service delivery,
underpinning effectiveness and sustainability. Community acceptance fosters trust and
engagement, vital for widespread adoption. Finally, robust monitoring and evaluation systems
offer critical insights, enabling adaptive strategies and continuous improvement. Together,
these elements form a synergistic foundation for scaling interventions, facilitating their reach
and impact across diverse contexts.

Scaling parenting programs faces a multitude of challenges, ranging from resource constraints
and workforce shortages to governmental instability and resistance from specific population
segments. However, innovative solutions have emerged to address these hurdles. Strategic
resource allocation ensures that limited resources are used efficiently, maximizing their
impact. Engaging stakeholders at various levels fosters collaboration, essential for navigating
integration issues and overcoming resistance. Furthermore, adapting programs to suit local
contexts enhances their effectiveness and sustainability. By implementing these solutions,
parenting interventions can overcome challenges and realize their full potential in expanding
access and improving early childhood outcomes.

The key informant’s evaluation of the pros and cons of top-down and bottom-up approaches
were as follows: top-down approaches can solidify policy and funding but risk being out of touch
with community needs, whereas bottom-up approaches foster community engagement but may
struggle with government adoption and funding.

5.3 Two case studies

The Aarambh Initiative in Maharashtra, India, and the Prescription to Play program in Bhutan
provided successful models for scaling ECD programs within existing government systems.
Through a combination of bottom-up evidence generation and top-down integration, the
programs expanded geographically while integrating into the governments’ human resource
systems and policy frameworks. Both developed unique and context-specific ways to build and
retain a trained workforce. Yet both experienced challenges with the frontline workforce and
in providing supportive supervision. Despite obstacles, the Aarambh model has been
successfully adopted in other states of India, demonstrating its scalability.

In both case studies, scaling parenting programs within existing government systems posed
challenges and innovative solutions. Supervision and monitoring posed significant challenges for
both cases. In Maharashtra, integrating Aarambh’s process indicators into the government’s
monthly reporting system, coupled with regular review meetings by state and district officials,
helped strengthen supportive supervision. Introducing a supervision checklist for home visits
and parent meetings aided in monitoring and ensuring the quality of visits. Similarly, in Bhutan,
monitoring service delivery within the government system was challenging due to limited
capacity. Save the Children addressed this by temporarily hiring a local organization to monitor
delivery, bridging the capacity gap while awaiting government adoption of monitoring
mechanisms. Additionally, community leaders were encouraged to mobilize interest and
attendance at the local level, enhancing community engagement and support for the program.

Vacant positions of field-level workers and mid-level managers, concurrent training programs,
and staff diversion to other government tasks were obstacles to consistent program delivery in
India. Streamlining the workload of health care assistants was identified as a key challenge in




Bhutan. To overcome this, the program planned to find a cadre of volunteer workers to assist
health care assistants. This approach aimed to optimize the delivery of services while ensuring
the sustainability of the program within existing government structures.

In both cases, innovative strategies such as integrating program indicators into existing
reporting systems, leveraging community engagement, and temporarily outsourcing monitoring
tasks were employed to address challenges and facilitate the scaling of parenting programs
within government systems. These solutions demonstrate a blend of bottom-up community
engagement and top-down government integration approaches, essential for sustainable
program scaling and impact.

5.4 Menu of options

U N W N =

Develop strong partnerships with relevant government departments to facilitate integration
and collaboration.

Leverage existing government structures and resources for program implementation and
expansion.

Collect initial evidence of local parenting needs, both among the workforce and among
caregivers.

Use government-led initiatives to reach a larger audience and ensure sustainability.

Engage with higher-level government officials to secure policy support and budgetary
allocation.

Collect feedback from the existing workforce on their challenges to delivering the program
at the community level.

Conduct evaluations of scaled programs to assess implementation quality and outcome
effectiveness.

Start at a smaller scale to demonstrate program effectiveness and gain community support.
Engage with local communities and stakeholders to understand their needs and preferences.
Use the existing workforce and modalities for delivering the program.

Use evidence from pilot projects to advocate for scaling up to higher levels of government.

Foster ownership and participation among community members to ensure program
sustainability.

Conduct advocacy among government focal persons to identify a champion and assess the
ability and willingness to adopt a parenting program.

Raise management and technical competencies.

Emphasize evaluation and integration into existing systems while fostering community
ownership.




Combine elements of top-down and bottom-up approaches to capitalize on the strengths of
both.

Initiate pilot projects at the community level while simultaneously engaging with
government officials for policy support and funding.

Use community-based feedback to inform program design and implementation at higher
levels of government.

Build partnerships with both governmental and nongovernmental organizations to maximize
resources and expertise.

Coordinate and collaborate with multiple sectors, such as health, education, and social
services, to address the holistic needs of families and children.

Coordinate efforts with other departments/stakeholders working in related fields to
leverage resources and expertise and enhance delivery.

Conduct rigorous evaluations and research to generate evidence of program effectiveness
and successful implementation.

Collect timely feedback from beneficiaries, frontline workers, and stakeholders to inform
program adaptations.

Use evidence to inform strategic decisions regarding program design, implementation, and
scaling; share with stakeholders.

Invest in capacity-building and institutional strengthening to support long-term program
sustainability.

Develop strategies for financial sustainability beyond the initial funding phases.

Empower communities to take ownership of the program through active participation and
engagement.

Build the capacity of local leaders, volunteers, and caregivers to effectively deliver program
interventions for sustainability and long-term impact.

Advocate for policy changes and investments to support the scaling of parenting programs
at national, regional, and local levels.

Engage in policy dialogue and dissemination of evidence to demonstrate the importance of
investing in ECD and parenting support.




6. Conclusion

This report serves as a valuable resource for stakeholders by shedding light on the complexities
and nuances involved in scaling ECD parenting programs in LMICs. By examining a diverse range
of programs that have successfully scaled or are transitioning to scale, valuable insights have
been gleaned regarding the critical factors that contribute to effective scaling efforts.

Through an analysis of existing programs, expert insights, and case studies, the report
underscores a set of recommendations and enabling parameters aimed at guiding policymakers,
practitioners, and researchers in their efforts to design and implement scalable ECD parenting
programs.

The analysis underscores the importance of strong leadership, organizational capacity,
partnership strategies, financial planning, and intersectoral collaboration in driving the
scalability and sustainability of ECD programs. The identified implementation building blocks
provide a structured framework for policymakers, practitioners, and researchers to consider
when designing and implementing scalable interventions.

Furthermore, the report highlights the need for replicability, adaptation to local contexts,
community engagement, and transparent communication to maximize the impact and long-
term success of scaling initiatives. Addressing challenges related to workforce issues, quality
maintenance, stakeholder engagement, and sustainable funding mechanisms is essential for
ensuring the continued success of scaled ECD programs.

By synthesizing key learnings from successful scaling experiences and expert insights, this
report aims to inform the development of evidence-based guidelines for scaling ECD parenting
programs globally. Ultimately, the goal is to foster the widespread adoption of effective and
sustainable ECD interventions to promote the optimal development of children worldwide.

As countries continue to prioritize ECD as a cornerstone of sustainable development, the lessons
learned from this study can serve as a valuable resource for guiding future scaling efforts and
advancing the well-being of children and families in LMICs and beyond.




Appendixes

Appendix A: Definitions of ECD parenting program characteristics

The definitions given below are based on my understanding of the information gathered through
reading various articles and reports. The respective citations are included.

Scaled program: A scaled parenting program typically refers to a program that has been
expanded to reach a larger audience in a broader geographic area and has also been adopted
by the government and well-integrated into the existing system and policy framework. The
three types of scaling are illustrated in Figures A1, A2, and A3 below.

Figure A1. Bottom-up scaling. Figure A2. Top-down scaling. Figure A3. Step-wise scaling.
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Transitioning to scale: The transitioning-to-scale parenting program refers to the strategic and
intentional process of expanding the program’'s reach and impact to a broader population and
geographic area, along with activities aimed at transferring the program to an institutional
entity, such as the government system, in order to make it sustainable. This contrasts with
“scalable” parenting programs that may intend to transfer management of the program to a
level of government beyond its workforce and may intend to expand reach beyond 10,000
beneficiaries, but they have not yet started on this process.

Top-down approach: A top-down approach to scaling refers to a method whereby activities are
initiated with government and national institutions so that decisions, policies, and strategies
are formulated at higher levels of authority or administration, and then are cascaded down to
be implemented at lower levels within communities. See Figure A4.




Figure A4. Top-down approach.
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Bottom-up approach: A bottom-up approach to scaling refers to a strategy whereby activities
are initiated at the grassroots level, involving local communities and service providers in the
planning and implementation of the program before conducting advocacy and capacity-building
at the higher level of authority. See Figure A5.

Figure A5. Bottom-up approach.
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Current geographic reach: This refers to the geographical coverage and number of
beneficiaries of a particular program in its latest iteration. It indicates the specific areas where
the program is currently implemented and families who have received (or are receiving) it.

Intended geographic reach: This refers to the specific geographic areas where the program is
designed to operate and have an impact, i.e., the geographic scope within which the program
aims to reach and benefit a target audience.

The mode of delivery of the program refers to the main method used to convey the program's
content, activities, and interventions to the target audience, such as parents and caregivers.
Examples of modes of delivery are group sessions, home visits, and clinic visits; complementary
contacts that are opportunistic may include community events and online platforms.




The beneficiaries of the program are individuals, families, or groups to whom the program is
directed and who are intended to gain from the program'’s initiatives, services, and support.
The main beneficiaries of parenting programs reported here are parents and children in the
early childhood years.

The existing policy refers to a plan of action, adopted by a government, that could be in the
form of a framework or laws enacted by the government regarding the implementation and
support of specific programs.

The source of funding for a program refers to the provider of financial resources that currently
support the program's implementation and operations. The source of funding for evaluative
research on the program may also be included.

Supply: Supply refers to the initiation and provision of the program by higher authorities. It
includes the availability and provision of the necessary resources, services, guidelines, and
support systems from the government or implementing organization required for the
implementation of the program.

Demand: Demand refers to the initiation of the program by those who would benefit from and
use program resources. It refers to the level of interest, desire, and willingness of the target
audience (parents, caregivers, or families) to participate in and benefit from the program.

Essential partners in program implementation refer to the ministries, organizations, and
agencies that contribute resources, expertise, and support to facilitate successful planning and
execution, which enhance the program’s effectiveness, impact, and ability to achieve its
objectives. Essential partners may include government agencies, nongovernmental
organizations, educational institutions, philanthropic institutions, and community-based
organizations.

The workforce in program implementation refers to the individuals or groups of people involved
in carrying out the activities, tasks, and responsibilities necessary for the successful execution
of a program and the dissemination of the program content to the beneficiaries. The workforce
may include frontline volunteers, community health workers, professionals, teachers,
supervisors, and trainers.

The proof of concept of a program refers to the evidence that supports the positive impact of
the program on beneficiaries as well as the feasibility and viability of the program’s core ideas,
objectives, and methodologies. The proof of concept is established through pilot studies or
small-scale implementations of the program. A successful proof of concept provides confidence




to implementors and funders that the program has the potential for success and can proceed
with scale-up.

The evaluation of a scaled program refers to the systematic and objective assessment of the
program's effectiveness, impact, and sustainability after it has been expanded to a larger
audience or geographic area. The purpose is to gather evidence on its outcomes, strengths,
weaknesses, and overall performance in the context of broader implementation.

Integrated: The integration of a program into a system refers to the process of embedding and
aligning the program with existing structures, policies, and practices within a governmental
organization, educational institution, health care system, or community network, such as using
a system workforce and information systems. Integration enhances the program'’s sustainability,
scalability, and impact. The program may be integrated to various degrees.

Stand-alone: A stand-alone program refers to a self-contained initiative or project that
operates independently and is not integrated into a larger existing organizational structure such
as a health care system.




Appendix B: Detailed table of the selected programs

All of the programs below were initiated by supply-related forces (versus demand-related forces, which refers to those who would benefit from
and use program resources), and all but one have an existing policy (Playful Parenting in Serbia has a policy in progress).
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Abbreviations: ASHA, Accredited Social Health Activist; AWW, Anganwadi worker; EPSDT, Early and Periodic Screening, Diagnosis and Treatment; ICDS, Integrated Child Development
Services; SIEF, Strategic Impact Evaluation Fund.
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