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Introduction: High quality investments during early childhood allow children to achieve their full potential by setting developmental foundations. However, challenges in the scale-up of evidence-based interventions make across-the-board implementation a non-trivial matter. Moreover, extreme contextual conditions -such as community violence, forced displacement, and poverty- impose a double threat. First, by directly affecting early childhood development (ECD), forced displacement and exposure to violence during early childhood, coupled with deficits in nurturing relationships, can trigger toxic stress, affecting children’s mental health and social and emotional learning. Second, contexts of extreme adversity exacerbate common implementation pitfalls in the scale-up of interventions. Recognizing and documenting “what it takes” to successfully implement “what works” can contribute to the expansion and effectiveness of evidence-based programs that promote ECD in these settings. Semillas de Apego (SA, onward), a community-based psychosocial support model for caregivers, materialized as a strategy to promote ECD in communities affected by violence and forced displacement.

Methods: This article presents the results of the process evaluation of SA during the 2018–2019 implementation in Tumaco, a violence ridden municipality in the south-west border of Colombia, South America. In this phase, the program reached 714 families, 82% direct victims of violence and 57% were internally displaced. The process evaluation combined qualitative and quantitative methodological approaches to produce evidence of factors that promoted implementation quality.

Results: Findings identified salient components of the program that promoted the program’s acceptability, adoption, appropriateness, fidelity and sustainability: a rigorous cultural adaptation; well-structured team selection and training methodologies; and a team support and supervision protocol to provide continuous capacity building and prevent burn-out and other occupational hazards common among professionals in mental health and psychosocial support interventions. The statistical analysis using monitoring data identified key predictors of the dosage delivered (a measure of fidelity). Evidence suggests that initial attendance to the program and observable characteristics -such as educational attainment, violence victimization and employment status-predict a successful compliance (in terms of dosage to benefit from the program).

Discussion: This study provides evidence for the development of structural, organizational, and procedural processes for the adoption, appropriate adaptation, and high-fidelity delivery of psychosocial support models delivered in territories affected by extreme adversity.
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1. Introduction

Public policy efforts focused on early childhood are one of the most cost-effective mechanisms to end transmission of poverty across generations and successfully reduce socioeconomic inequalities globally (Noble, 2021). High quality investments during this critical period -from birth to age 5- allow children to achieve their full potential by setting developmental foundations that determine a successful life trajectory in terms of educational, health and labor outcomes (Bowles et al., 2001; Cawley et al., 2001; Heckman, 2006; Borghans et al., 2008; Black et al., 2017). However, challenges in the scale-up of evidence-based interventions make across-the-board implementation a non-trivial matter (Aboud et al., 2018). Moreover, extreme contextual conditions -such as community violence, forceful displacement and poverty- impose a double threat. First, by directly affecting early childhood development (ECD), forced displacement and exposure to violence during early childhood, coupled with deficits in nurturing relationships, can trigger toxic stress, affect children’s mental health and social and emotional learning (Shonkoff and Phillips, 2000; Felitti, 2002; Walker et al., 2007; Evans and Schamberg, 2009; Blair, 2010; Molano et al., 2018). Second, contexts of extreme adversity, with low resources, exacerbate common implementation pitfalls in the scale-up of interventions (Al-Ubaydli et al., 2021). Recognizing and documenting “what it takes” to successfully implement “what works” can contribute to the expansion and effectiveness of evidence-based programs that promote ECD in these settings (Gupta et al., 2021).

It is estimated that, by 2021, a total of 36.6 million children in the world have been afflicted by forceful displacement caused by conflict, violence and other crises (UNHCR, 2022), and 449 million children –i.e., one in six children in the world– were living in a conflict zone (Strømme et al., 2022). In Colombia, more than two hundred thousand children between 0 and 5 years of age have been officially registered as victims of the internal armed conflict, and approximately three hundred thousand children have fled with their families from the Venezuelan social and economic crisis and arrived to the country (R4V, 2022; RUV, 2022). This constitutes a latent mechanism for the transmission of poverty and inequality across generations and should set as a priority the design and implementation of evidence-based programs that effectively promote ECD in conflict-affected, low-resourced settings (Ibáñez and Moya, 2010).

In 2014, Semillas de Apego (SA, onward), a community-based psychosocial support model for caregivers, materialized as an intervention to promote ECD in communities affected by violence and forced displacement in Colombia. SA promotes maternal mental health through the improvement of healthy and nurturing child–parent relationships, which ultimately foster ECD and overall well-being. This article presents the results of the process evaluation of SA during the 2018–2019 implementation in Tumaco, a violence ridden municipality in the south-west border of Colombia. This work adds to the scarce literature identifying implementation barriers and enablers of ECD interventions in low-resourced settings such as Brazil (Gonçalves et al., 2019; Buccini et al., 2021) and Turkey (Erdemir, 2022a; Erdemir, 2022b), and contributes evidence from a context characterized by community violence, armed conflict and forced displacement.

This study is conceptually framed by the final stage of the “translational pipeline” model, which collects research that focuses on understanding how to guarantee that an intervention with previously proven effectiveness will work at a larger scale, at similar settings (scale-up) or at somehow different settings (scale-out) (WHO and ExpandNet, 2010). This study focuses on identifying key determinants of “implementation effectiveness” (or implementation success) of an innovative psychosocial support intervention that has a proven “treatment effectiveness” (or intervention success) in a community exposed to recurring violence and forced displacement. Specifically, qualitative and quantitative methods were used in the study to answer the following questions: (1) which practices promoted implementation success of SA in Tumaco during 2018 and 2019?; (2) what factors should be considered essential during future scale-up phases to guarantee implementation quality?; and (3) are there any improvement opportunities in the implementation protocol to further promote implementation quality? Qualitative approaches were used to better understand specific dimensions of implementation quality – acceptability, adoption, appropriateness, feasibility, fidelity, penetration and sustainability-. Quantitative methods were used to describe mechanisms behind the level of take-up, adherence and “dosage” received by participants, as measures of fidelity in Proctor et al. (2011).

By providing evidence on factors that promoted five of the abovementioned dimensions of implementation quality, this study informs the construction of structural, organizational, and procedural processes for future adaptation and high-fidelity delivery of psychosocial support models in territories affected by community violence and forced displacement. Promoting ECD and overall wellbeing of children living in similar contexts of extreme adversity should be one of the global key priorities, where the number of forcibly displaced families has more than doubled in the last decades and now includes over 30 million.



2. Materials and methods


2.1. Semillas de Apego: Theory of change and implementation teams

Semillas de Apego (SA) promotes mental health and healthy child-caregiver attachment as a pathway for a proper development among children exposed to community violence and forced displacement. By providing psychosocial support to primary caregivers’, the program aims to help children reach their full potential amid toxic stress. SA’s theory of change is characterized by three premises and seven objectives that lead to three short-term outcomes and one long-term outcome (see Figure 1). The three premises are: (i) Adverse Childhood Experiences (ACEs or potentially traumatic events experienced during infancy), such as violence victimization and forced displacement have devastating effects on ECD (Shonkoff and Phillips, 2000; Felitti, 2002; Walker et al., 2007); (ii) a healthy child–parent emotional bond can promote resilience and a proper ECD, even in contexts of extreme adversity (Lieberman et al., 2006; Ippen et al., 2011); and (iii) Exposure to traumatic experiences affects caregiver’s mental health and hinders their capacity to provide a secure and healthy attachment (Lieberman and Van Horn, 2011).
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FIGURE 1
 Theory of change for Semillas de Apego.


Given these premises, the program’s curriculum is structured to achieve the following objectives: (1) generate capacity for self-reflection and a non-judgmental curiosity about own and children’s internal emotional universe; (2) promote sensory integration and adopt self-regulation and stress management tools; (3) raise awareness on the capability of resilience that caregivers and their children have; (4) give new meaning to past traumatic experiences and restore trust; (5) give a new meaning to childrearing support networks and build nurturing teams; (6) strengthen the relationship between caregivers and children; and (7) Increase the repertoire of context-relevant and culturally appropriate parenting strategies. As proposed by the theory of change, if these objectives are achieved, in the short-term SA should: (I) improve caregiver’s mental health, (II) build trust and strengthen childrearing support network and nurturing team, and (III) promote a strong and healthy emotional bond between the child and their caregivers. In turn, these transformations are expected to support the socioemotional and cognitive development of the child in the long run.

Semillas de Apego builds upon the framework and structure of the Child–Parent Psychotherapy (CPP) (Lieberman and Van Horn, 2011) and Building Bridges programs (Reyes and Lieberman, 2010). The CPP is a clinical intervention with a multi-theory framework -including attachment, cognitive behavioral, developmental, psychodynamic, and trauma informed theories, among others- that has proven to be effective in improving the mental health and behavior of children, and strengthening child–parent relationships in households exposed to traumatizing events such as: domestic violence (Lieberman et al., 2006; Ippen et al., 2011), child maltreatment (Cicchetti et al., 1999; Toth et al., 2002, 2015), and caregivers struggling with depression (Cicchetti et al., 1999; Guild et al., 2017). Building Bridges is a non-clinical group-based intervention, also inspired by CPP, that has suggestive evidence on its relevance and scalability, but its impact has not been yet evaluated.

Semillas de Apego consists of 15 multi-caregiver group sessions, delivered once per week. Each session lasts approximately two and a half hours. Each group includes between 12 and 16 participants, all primary caregivers of at least one child 0–5 years old. Maintaining the same structure in all sessions and the same group composition makes the weekly meetings a predictable space for the participants, which generates a sense of safety and promotes trust and closeness among the group members. All the sessions have the following sequence of activities: a welcoming moment (to socialize, share important life events and talk about exercises left to practice at home during the week), a warm-up activity (to connect to emotional and physical state through mindfulness and body practices), a core activity (usually involving self-reflection and arts and crafts) and a closing moment (to share experiences and collect learnings from the session). The main objective of the core activities for each session is broadly described in Appendix A. SA uses a task shifting approach, which is a human resource management strategy originally developed to address public health crises in contexts where highly qualified professionals are scarce (Orkin et al., 2021). Specifically, task shifting aims at re-distributing tasks from highly qualified workers to workers with fewer qualifications to make more efficient use of the available human recourses (WHO, 2008). In the case of SA, all group sessions are led by two “facilitators,” who are community members, are caregivers themselves, and have participated in a six-week experiential training. Although the facilitators are not required to have prior experience nor formal training in psychosocial interventions, the selection process of SA does favor local community members who have some experience leading group activities. Facilitators have the responsibility of recruiting participants, delivering the program sessions, reporting monitoring data, engaging in reflective supervision, and handling the necessary logistics to successfully conduct the group sessions.

Semillas de Apego adapted the reflective supervision model from the one implemented in the CPP. The reflective supervision protocol in SA includes weekly face-to-face group meetings led by a “technical supervisor,” and individual meetings or calls between the same supervisor and each facilitator. These meetings are mandatory for all the facilitators. The reflective supervision protocol is an essential component of the program for two reasons. First, the meetings seek to deepen core elements of the intervention by discussing the progress of participants, following-up on at-risk cases, and revising technical and logistical issues. In addition to the monitoring system delivered through a digital platform (described in section 3.3.2), the reflective supervision protocol is a fundamental mechanism to monitor the quality of the sessions. Second, this protocol creates safe spaces to address personal matters that can potentially affect the facilitators and could thus have a negative impact on implementation quality. In addition to providing continuing technical support, the supervision protocol aims to mitigate occupational hazards that are common among professionals working in the mental health field (e.g., vicarious trauma, compassion fatigue, psychosocial distress, and burnout syndrome) (Susman-Stillman et al., 2020; Wilson et al., 2021; Barron et al., 2022).

The final role in the implementation team is the “general technical director,” who ensures there is a successful adaptation and implementation of SA to the context where it will be delivered, oversees all technical issues (throughout implementation processes), leads the reflective supervision for the team of supervisors, and intermittently accompanies reflective supervision sessions for the facilitators. Additionally, the director oversees strengthening and managing the network of local institutional allies that support the implementation of SA, and reports to the program’s management team about the progress and challenges in the program implementation.

During the 2018–2019 implementation phase, the program had the following support materials: the curriculum, a written document that presented the detailed the objectives each session, scripted all the activities in the session, described the needed arts, crafts and other materials; a training manual, which included the detailed workplan for the training of the facilitators and a summary of the theory supporting the design of the intervention; a technical guide, a written document summarizing theoretical and technical concepts related to the science supporting the program; and a simple guide for basic breath technics and mindfulness practices.



2.2. Context: Tumaco

Tumaco is a 200,000-inhabitant municipality that lies in the Pacific coast of Colombia, in the border with Ecuador. Historically, it has been a setting extremely affected by violence and poverty. In 2017, 243 homicides were reported in Tumaco, representing a rate per 100,000 inhabitants of 116.6. These violence figures exceed those recorded in the most violent cities in the world -such as Los Cabos (111.3), Caracas (111.2), and Acapulco (106.6) (Ortega, 2018)-, and is more than 10 times higher than those observed in many countries amid active civil conflict, −such as Afghanistan (6.5), Iraq (8.0), Somalia (8.0), and South Sudan (13.9) (UNODC, 2019). The fact that this municipality has the largest number of illicit crops in the country (23,148 hectares), half of its population lives with unsatisfied basic needs, 23% of the working-age population are unemployed and 92% of the employed population work in the informal sector, reveals several of the structural determinants of violence in Tumaco (UNODC, 2019; DANE, 2011; UNICEF, 2017).



2.3. Study design

In 2015, the team led a pilot study of SA in Bogotá with 64 participants (divided into three groups), all of them victims of forced displacement. The pilot, funded by the Ministry of Health and Social Protection (MoH) and the Interamerican Development Bank (IADB), was the first implementation of the SA curriculum and included a process evaluation and a results evaluation. This implementation phase was the result of a collaboration with the Mayor’s Office of Bogotá that aimed at integrating SA to the service portfolio offered to internally displaced families in the city. The pilot provided evidence that suggested the validity and appropriateness of the SA curriculum (see Harker Roa et al., 2017).

To further strengthen the program in the face of a future scale-up phase by identifying the program’s impact and implementation enablers and barriers, between 2018 and 2019 a process evaluation and an impact evaluation (Moya et al., 2022) were carried out simultaneously. The process evaluation, which is the focus of this article, concentrated on seven measures to assess implementation quality: (i) fidelity, (ii) acceptability, (iii) adoption, (iv) appropriateness, (v) feasibility, (vi) penetration, and (vii) sustainability (Proctor et al., 2011; Smith et al., 2018). These constructs are widely used to define implementation outcomes for mental health and behavioral interventions (Proctor et al., 2009; Lewis et al., 2015a,b). To gather information on the process evaluation, qualitative and quantitative data were gathered from different sources (Table 1). All the procedures were approved by the Institutional Review Board of Universidad de los Andes (record #1303, February 2021).



TABLE 1 Measures of “implementation quality” and information source.
[image: Table1]


2.3.1. Qualitative approach

Qualitative data was collected through Key Informant Interviews (KIIs) to explore the proposed research questions (see section 1). KIIs were guided by the Phenomenological Interviewing framework, aiming at understanding the factors associated with implementation success (i.e., the phenomenon of interest), through the testimonies of actors who had first-hand experiences in the program (Englander, 2012). Semi-structured interview guides were designed for each of the three groups of key informants included in the field work. The first group was the technical team of SA, which included three professionals: the Technical Consultant (affiliated to the University of California San Francisco), the General Technical Director (affiliated to SA) and Technical Supervisors (affiliated to SA, N = 2). The second group of key informants were the team of program facilitators (N = 6), which was made up by community agents who were affiliated to Genesis Foundation, the NGO implementing the program. Interviews with members of these two groups aimed at collecting information on general implementation challenges, and focused on the appropriateness, feasibility, and potential penetration of SA. Finally, the third group included a sample of primary caregivers (N = 9; 8 females, 1 male) that participated in the program. The interviews were designed to collect information about the implementation quality of the program. The interviews also explored the appropriateness, acceptability and adoption of the psychosocial and caregiving strategies discussed throughout the sessions. Each one of the interview guides explored the constructs described in Table 1. Examples of the questions used are presented in Table 2.



TABLE 2 Example questions to explore each construct of implementation quality.
[image: Table2]

All interviews were conducted between December 2020 and February 2021. The interviews were recorded, transcribed by research assistants, organized and systematized using Nvivo Software®. The process of data analysis was done in two phases. Initially, the interviews were grouped together based on the key actor represented in each interview and were analyzed accordingly. Each question asked during the interviews was classified based on the constructs from the interview guide (Table 1). In the second phase, the information that was previously sorted into the different constructs was coded. Three coders were trained to code the data. Before they started coding, a training session on open coding was led by one of the co-authors (NC). Open coding activities were then used to break down the data into emergent categories, which were then used to classify the information within each construct (see Table 3) (Strauss, 1990; Strauss and Corbin, 2002; Nathaniel, 2021).



TABLE 3 Emergent categories.
[image: Table3]



2.3.2. Quantitative approach

The quantitative research design focuses on leveraging evidence on the fidelity of the implementation, defined as the extent to which SA was executed in Tumaco as it was prescribed in the original protocol (Dusenbury et al., 2003). As explained by Proctor et al. (2011), fidelity is measured “typically by comparing the original evidence based intervention and the disseminated/implemented intervention in terms of (1) adherence to the program protocol, (2) dose or amount of program delivered, and (3) quality of program delivery” (p. 70). Specifically, in this study the quantitative approach provides measures of dosage, but not of adherence -defined as the degree to which the sessions occurred as intended (Hogue et al., 1996)- or the quality of the delivery.

The quantitative information used in this study was collected through a monitoring system designed for SA, which is structured and delivered through the digital platform KoboToolbox®. The system is comprised of custom-made digital forms that collect information provided by the program facilitators, after the execution of each of the 15 sessions in the program’s curriculum. Each form includes 4 to 5 open- and close-ended items that inquire about: achievement of goals or milestones in each weekly session and logistics (i.e., availability and quality of spaces, materials, among others). All program facilitators were trained and initially received weekly support to use the digital platform.

At this stage, the monitoring system was able only to consistently collect information on participant attendance. Recurrent structural changes made to the monitoring system during the 2018–2019 implementation phase made it impossible to create indicators of adherence and quality of program delivery, across time and cohorts. Therefore, the quantitative analysis in this process evaluation study focuses on the degree to which SA was implemented as it was prescribed in the original protocol (i.e., fidelity) in terms of the number of sessions delivered to each participant.

In addition to descriptive analyses of the proposed dosage measures, a survival analysis (see Allison, 1984) was conducted using participant attendance data to identify the factors associated with the probability of participating in a “sufficient” number sessions - or, alternatively, the probability of not dropping out. To do this, a time of survival measure (“t”) was created based on the information on the last session attended by each participant before either dropping out or successfully graduating from the program. A participant who continued in SA until session 15 was assigned a value of 15 (t = 15), while a participant who did not return to the program after session 6, was assigned a value of 6 (t = 6). Afterwards, two different dropout indicators were created using this time of survival measure. The first indicator, denominated “observed dropout,” is solely based on being present until the end of the program: all individuals who did not attend the 15th session are considered to have dropped out of the program. The second dropout indicator, the “normative dropout” measure, is based on a “minimum dose” that a person should receive in order to expect SA to have a significant impact. Thus, all individuals who did not attend at least 12 sessions are considered to have dropped out of the program. In the design phase, this threshold was defined by the technical team and is formally considered an “expulsion rule” in the set of norms of SA. Moreover, before program initiation, all potential participants are forewarned that if they miss three or more sessions, they will be asked to leave the program. Also, to capitalize the trust-building activities that are at the core of the initial weeks of SA, participants are cautioned that they would also be asked to leave if they miss more than one of the first 3 sessions of the program.

The objective of the survival analysis is to estimate the hazard ratios (HR) across different “participant profiles” using a Cox Proportional Hazards Model (Allison, 2014). To create participant profiles, the data from the monitoring system was merged with data collected in the baseline survey of the impact evaluation study of SA (see Moya et al., 2022), which includes characteristics of the caregiver (i.e., the program participant), her household (family and dwelling) and her child (details in Section 3). The initial raw sample for this analysis included a total of 712 participants, all who were enrolled to the program and participated in the baseline survey. After excluding observations with missing values and outliers, our analytical sample includes 647 observations (90.9% of the total participants enrolled).





3. Results

The results of the process evaluation study aimed to identify information around seven spheres, namely: acceptability, adoption, appropriateness, feasibility, fidelity, penetration, and sustainability (Proctor et al., 2011; Smith et al., 2018). However, the evidence produced by the qualitative and quantitative analyses was not robust enough to support conclusions related to the “feasibility” and “penetration” dimensions. The themes that arose from the qualitative data analysis were particularly related to the spheres of acceptability, adoption, appropriateness, fidelity and sustainability. The results from the quantitative analysis focused only on measures related to the fidelity dimension. This section presents qualitative and quantitative evidence of factors that enabled the implementation of SA, which could eventually inform the development and expansion of psychosocial support interventions with primary caregivers to promote ECD in contexts impacted by violence and forced displacement.


3.1. Fidelity

Evidence on the fidelity in this phase of implementation (2018–2019) of SA comes from both the quantitative and qualitative analyses. On the one hand, the quantitative approach provides evidence on the dosage (i.e., the number of sessions delivered) and the factors associated with a higher probability of compliance (i.e., participating in enough sessions to perceive the benefits of the intervention). On the other hand, results from the qualitative approach relate to the level of adherence to the protocol and the quality of the delivery. There were two mechanisms to monitor adherence and quality of delivery in the implementation phase this study evaluates. The first one was the monitoring system. The second mechanism was the reflective supervision protocol. The qualitative information collected provides evidence on the successful implementation of processes that play a key role to guarantee adherence and quality in the delivery (as explained in section 2): (i) recruitment, selection, and training of program facilitators; and (ii) the continuous support of facilitators.


3.1.1. Dosage measures and trends

Table 4 presents, separately for each of the four cohorts implemented in Tumaco during 2018–2019, the count of persons invited to participate in the program, the count of persons that enrolled, and the count of persons that attended to at least one session – which we define as an “initial take-up.” Using information collected in the monitoring system, we constructed three measures of dosage. The first measure is the enrollment rate, which shows the proportion of caregivers that, after receiving a general description of the program and a formal invitation to participate, confirmed their interest to join the 4-month program and participated in a baseline survey. On average, 63% of the persons invited made an initial commitment to participate. This proportion was relatively homogenous across cohorts and oscillated between 60% (cohort 4) and 65% (cohort 3).



TABLE 4 Take-up and adherence measures, across cohorts.
[image: Table4]

The second measure, the take-up rate, is the proportion of the initially committed caregivers that attended to at least one session. For the total 2018–2019 implementation phase in Tumaco, 77% of the persons that enrolled, had an initial take-up of the program. An important result is that this proportion increased significantly, suggesting that important implementation barriers were surpassed from the second cohort onwards. This result is confirmed by the trajectory of the third dosage measure, the average number of sessions attended (after take-up): for the first cohort the average number of sessions was 7.6, while for the second, third and fourth it was 11.9, 11.0, 11.6, and 10.8, respectively. At an ideal level of fidelity (in terms of dosage) -that is, when SA is implemented as it was prescribed in the original protocol-, take-up rates would be 100% and the average number of sessions attended would be 15.

Figure 2 presents the average attendance rate (the third dosage measure), by session and cohort, for the caregivers that had an initial take-up. At least three messages come up from the graph. First, there is a negative time gradient: attendance rates drop as the sessions advance, in all cohorts. Second, while the attendance rate for the first cohort is above 60% for only two sessions, for the subsequent cohorts most of the sessions had attendance rates are above 70%. Third, there is a high volatility in attendance rates, within and across cohorts: maximum attendance rate levels are observed in sessions 2, 3, and 4 (above 90% for cohort 4), and minimum levels are observed in sessions 14 and 15 (around 45%, for cohort 1). To better understand the determinants behind this variation on the level of fidelity in terms of dosage, a survival analysis is presented in the next section.

[image: Figure 2]

FIGURE 2
 Attendance rates after initial take-up, by session and cohort.




3.1.2. Determinants of non-compliance

As mentioned before, attendance registries were used to construct two proxy measures of non-compliance: “observed dropouts” and “normative dropouts.” The distribution of these two indicators is used to capture the average level and variation of fidelity -i.e., how close was the implementation to the original protocol’s prescription in terms of the amount of program delivered or dosage-, overall and across participant profiles (described by the set of observable characteristics described in Table 5). Participants in the study (98% woman) are extremely vulnerable: only 11% have formal employment, 50% report no monthly labor income, 75% have at most secondary education, 59% report having been forcefully displaced and 84% being direct victims of violence (see Table 5). In addition, 40% of the households do not have access to public water supply or sewage service, 43% are beneficiaries of a conditional cash transfer program, and 28% are mono-parental. It is important to highlight that there is still an important heterogeneity in the severity of all sources of vulnerability, at the participant and the household level. We observe that most of the abovementioned variables have a relatively large coefficient of variation (defined as the relative magnitude of the standard deviation relative to the mean). This is an important result given that it provides an opportunity to explore potential determinants of the amount of program delivered to a participant, which is a proxy of fidelity.



TABLE 5 Descriptive statistics for the variables included in the survival analysis.
[image: Table5]

According to the time of survival indicator, of the 647 participants in the analytical sample 25% attended to only the 1st session, 50% reached the 12th session, and 75% reached the 14th session. This pattern is replicated by the two non-compliance indicators: 49% did not reach the program’s 15th session (thus classified as “observed dropouts”), and 54% did not attend at least 12 of the 15 sessions (“normative dropouts”).

Table 6 presents the estimated hazard ratios (HRs) for the two proposed Cox Proportional Hazards models. Column 1 presents estimates for the model that predicts “observed dropout” events and Column 2 for the model that predicts “normative dropout” events. In its rows, the table presents the estimated HR across two groups (or profiles) defined by the dichotomous explanatory variable in the row and the standard error for this HR below (in parenthesis). The results show that, after controlling for the full set of covariates included in the models, the following characteristics reduce the probability of not reaching the 15th session (and thus improve the level of fidelity): attending to at least 2 of the first 3 sessions (93.2% lower for this group), female participants (72.4% lower), and having secondary or tertiary education (45.5 and 44.5% lower, respectively). On the contrary, “observed dropout” probability increases if the caregiver is employed in the formal sector (195% higher) and if she is a direct victim of violence (66.1% higher). Similar results -in terms of the sign and at the same level of statistical significance of the HRs- are obtained when the predicted event is the “normative dropout” (see column 2, Table 6).



TABLE 6 Descriptive statistics for the variables included in the survival analysis.
[image: Table6]



3.1.3. Strong process of recruitment, selection, and training of facilitators

In the interviews with the technical team, they indicated that the recruitment and selection of facilitators was one of the main steps to ensure an effective training and the successful implementation of SA. The technical team agreed on three key factors to achieve a solid team: (i) doing face-to-face interviews with applicants, (ii) prioritizing the willingness of the candidates to deal with emotional and therapeutic processes and (iii) selecting persons that demonstrate honesty and transparency. One of the members of the technical team mentioned:


“We decided to have a selection process. We held a group session where we provided them with a first experience of what the selection process would be like. This taught us a great deal! We received resumes that, given their academic training, made them seem as though they were the right fit. But we ended up choosing more intuitively and not according to the resumes, in favor of people whom we truly felt would be able to deal with the process”. BN Technical Team
 

According to the facilitators interviewed, the training for the program went beyond the initial training sessions and it implied constant learning. In fact, the training sessions and program reviews were recurrent; they took place once a week and included on-site visits by the team of supervisors, every 15 days. The team’s perception of the training is one of constant support and availability from the supervision team. Regarding training, the facilitators mentioned:



“I feel that throughout all these years we have been constantly training because we never stop learning, there’s always something new. The people who have been in charge have always been very much focused on us as facilitators making use of all the tools so that we leave nothing behind.” Facilitator O



“It’s wonderful, that we are not alone. We are always accompanied by them, by our supervisor, our coordinator. If something happens all of a sudden, they are around 24-7 and will always give us the support we need. I think we haven’t been left there, abandoned, they always give us their support”. Facilitator V

 

The facilitators also mentioned that one of the most effective learning experiences was participating in the program itself, as women and as mothers, before facilitating the sessions. In other words, the facilitators agreed that it was important to understand the program based on their own processes of childrearing and life experiences (frequently marked by violence, abuse, and trauma). This led the facilitators and participants in the program to establish relationships of empathy and trust, and to use the experience of the facilitators as real-life examples that can be achieved thanks to the processes proposed in SA. The facilitators referred only to the experiential processes as the most appropriate for achieving good implementation.



“For example, in the activities that we carry out during the training, we include abuse, which is what I personally worked on with my son. I can now let go, speak, and recognize what I did with my son, which helps me to help mothers who will be entering the process, so that I can say: ‘Look, you can overcome this, you can transform this maltreatment into something positive for your child, in strengthening these relationships.’ Why? Because I went through this myself, I did it”. Facilitator


“So, during the training, this could allow me to acknowledge my mistakes and where I am failing as a mother; this is a very specific tool; that helps mothers be open to this relationship, and they begin to believe in the facilitator. That is one of the marvelous touches of Semillas, the fact that they can see the facilitator as an average person who this also happens to and who has also gone through what they are experiencing. We do not judge them, nor do we look at them as if to say: ‘you are the worst mother’.” Facilitator

“Our script is rigorous, but there are parts where you must provide an example from your personal life. We tell them: ‘I also beat them, I also did such and such, I was also violent, I did this..’. So, the mother feels that the person who is speaking is human, that we are connected.” Facilitator V
 



3.1.4. Continuous support of facilitators

As mentioned before, SA adopted the reflective supervision model which provides a structure for the continuous training process of the facilitating team. Through individual and group supervision activities, facilitators received feedback from the technical team regarding the fidelity of the implementation of the curriculum, in terms of the adherence to the protocol and the quality of the delivery. According to the technical team, this reflective supervision takes place regularly and it considers the relationships between supervisors and professionals, between professionals and caregivers, and finally between caregivers and their children. A member of the technical team summarized the continuous support in the following way:


“In their first trip, the primary team began with the pilot project in Bogotá. It then continued its support for the team in this context, which we call reflexive supervision, in which they deal with clinical dilemmas regarding how to apply the model for different circumstances or groups and they are worked on collaboratively.” VR Technical Team


“We think that this type of reflection and supervision, which is reflective, creates emotional support spaces that become part of a parallel process. And I think that they are critical in this type of work, because it evokes a lot in a person. One sees a lot of traumas, poverty, injustice. [..] We think that you need someone a bit more distanced from the system who can help you think about what you can come and say, ‘Oh, I feel this way!’. And you can receive this type of support”. VR Technical Team

 

As stated by the technical team, reflective supervision is conceived to provide technical support, but also as a strategy of psycho-emotional well-being for professionals who work with families and children in highly adverse contexts. According to the interviews, this type of supervision enables the team to manage strong emotions and carry out reflexive actions to tailor the implementation practices. The facilitators discussed at great length the benefits of reflective supervision by stating:



“Reflective group supervision is about how to understand or ask how the group is doing. And when a particular circumstance, situation or weakness is generated, it must be strengthened through exercises, breathing, workshops, or homework that they assign to us. So, it’s wonderful to see how we are growing little by little and strengthen things that we were perhaps not so strong in, even theoretical things.” Facilitator M



“Well, at the individual level, we talk about more personal and deeper matters that sometimes affect both the work and the person. So, it is more a matter of getting deeper into personal matters, asking: ‘how do we feel? Did it help the session run smoothly? Did it prevent us from carrying out the session […]? What is happening in our lives at that moment?’ That kind of things.” Facilitator O

 

The interviews with the facilitators further revealed that reflective supervision is a model that favors professional well-being and allows the team to feel recognized from the emotional perspective, which helps them not only to deliver the sessions with the expected quality but also to improve their responses to conflict in their family and daily lives.



“I have never had this kind of attention towards myself. Do you understand? It was also a matter of picking up the form, going out there, applying and taking it and getting things done. They are concerned about us here, how we are doing, our relationships with our colleagues, bosses, children, family; it’s comprehensive. To me this is a beautiful aspect of the program and hopefully it will never change, the end goal, of not just dealing with the community or the mothers, or the people that we’ll be working with, the children, early childhood, but also with the facilitator who can also recharge and be nourished by the experiences projected by the community.” Facilitator O



“One of the training sessions was very intense. It focused on [past] trauma. The things I carried with me from childhood, and they made me see that the world can be different. And they made me start to change patterns that I had formed in my childhood, negative things, things that are not good for me. And the therapy that they performed on us during the training sessions helped me a great deal. I had fallen into a very similar pattern to my mother’s. It was not a positive thing, it was negative. And I really understood that we can change those child-rearing patterns and be different. I do not want to be like my mother, I want to be a different person. And that was one of the things for which I am most grateful to the supervisor and to the program, because I really cut out that pattern and now, I am another person, with different qualities. This left a mark on me and helps me when I am in the field, and I am working with my group. To speak to them based on my own example, the experiences I had and went through to transmit it to them.” Facilitator G

 




3.2. Appropriateness

Appropriateness refers to the relevance the intervention has among providers and/or participants (Proctor et al., 2011). In this particular study, appropriateness was brought up several times by the facilitators and the technical team and it focused specifically on the flexibility of the curriculum and the subtle, yet meaningful changes that needed to be made to adapt it to the specific conditions of Tumaco.


3.2.1. Flexibility for adaptation to context and culture

Through the interviews with facilitators, it became evident that the SA curriculum allows for flexibility to recognize and integrate the contextual and cultural factors of the community within which the program is being implemented. Although the program’s curriculum has core components that should not be modified, the implementation protocol of SA explicitly recognizes that certain components must be adapted to the local context. This adaptation processes involves collaborating with community agents and recognizing their knowledge and understanding the social, economic, cultural, and political realities of the context. It was also necessary to consider different pedagogical strategies in order to teach the content of the manual to the facilitators. In the case of Tumaco, the technical team mentioned that an “experiential learning” methodology was necessary to effectively train the local team of program facilitators. The team arrived at this approach after an initial -and mostly unsuccessful- attempt to do the training based on autonomous reading of the program’s manual and additional supporting lectures. Members of the technical team mentioned:



“The team (in Tumaco), for example, had not read the curriculum. This was a challenge that we faced in the beginning because there was a cultural difference in the context of Tumaco. […] We decided in our consultation that instead of forcing our way of working, which mostly comes from Bogotá, why don’t we learn to work as they do? Maybe it’s more organic and maybe it’s not a matter of reading. Since they are not going to read what is assigned to them, what if change our methodology to match theirs? What if we go at their pace instead of imposing our own? We should not claim that they are not paying attention or that they don’t care, when in reality, something else is happening there.” VR Technical Team



“The arrival of Semillas de Apego in Tumaco involved various trial and error exercises through which the technical team reached the conclusion that the team should be trained in an experiential manner. The importance of living the program, of incorporating the tools in the day-to-day lives of the facilitators, was consolidated as one of the criteria for training the local teams on the theoretical contents and group management and including it as a factor to consider in training for adults” BN Technical Team

 

Facilitators also agreed that acknowledging cultural differences was crucial for the delivery of SA in Tumaco. Most cultural changes had to do with the integration of colloquial language that people could easily understand. But also, the cultural adaptation implied a consideration on how the traditions of the Colombian Pacific could be integrated to the curriculum to relate its content and objectives to the culture of the participants. For instance, oral traditions of Afro-Colombians were integrated through children’s songs and lullabies that are very present in local child-rearing practices (Meneses Copete, 2022). One of the facilitators summarized this by saying:



“The first part was the most difficult. It involved dealing with this new type of work. So, it was about the approach and how to reach this community. Because sometimes it is not just a matter of looking at how the script [in the curriculum] is structured. No, you must speak as they do there, using colloquialisms, words that are spoken in my community and that we are familiar with. Because if you use very technical words in the mother’s group, they will not understand you. So, it is better to follow the script but to change that ‘particular word.’ The way we communicate among ourselves here in our territory and bring it down to that level so that they can understand. Because there are questions in some parts of the script where, if you ask the mothers the way it is written in the script, they will not understand. But we know how to change it, so that it will end up being the same question, but using words spoken here in this environment.” Facilitator G

 

Also, adaptations to the context included changes in the music and materials used during arts and crafts workshops. The implementation team incorporated traditional instruments and music from Tumaco, which generated engagement and familiarity in the participants. Moreover, in an effort to reduce costs and environmental impacts, the implementation team incorporated materials endemic to the region to substitute the ones that had to be imported from other places.



“We have done many things to adapt the program to the context, above all regarding the music that is played during the sessions, which we have been improving. We have been including things that are originally from the Pacific in the topics of the sessions. Things such as materials, or things like that, that can be obtained here, that we have been including, and this has also been helpful”. Facilitator O

 




3.3. Acceptability

Interviews with participants provided important evidence on the acceptability of SA, in terms of how satisfied the caregivers were in the program, and if they perceived that the curriculum addressed their needs. For instance, caregivers highlighted how the program helped them to increase their capacity to regulate their emotions, understand the developmental needs of their children and increase the ability to interact positively with them. Participants mentioned:



"It was a very good program, one that helps moms -not only new moms- to try to control their anger. Because all of us can suddenly become desperate. One has to be honest; it happens to everybody. But to control your breathing and say ‘well, just breathe’”. Participant A.



“It’s not that I'm the most explosive person. But [the program] taught you to control yourself, to calm down when the children are getting frantic, and to correct them with patience and to be a little more tolerant”. Participant I.

 


3.3.1. Relative importance of cash subsidies

Through our data collected from mothers, fathers, and caregivers, it became clear that although the incentives to attend the sessions were motivating - as participants could buy food and necessary items for their children - their main motivation were the benefits obtained from the program. We believe this is evidence that also supports the acceptability of the program. Program participants frequently mentioned this:



“Yes, there was an incentive. They gave me 20,000 pesos [$4 USD] for each session. It [the money] was for the girl or whatever I wanted. […] But for me, the most important thing was not the money, but the learning received from this type of training, right? The most important thing for me was the training." Participant B



“I went mostly to receive the talks, which taught us useful things. But the money was also useful because I went to the supermarket and bought something for the kid or whatever I needed. As a single mother, everything helps me.” Participant F

 




3.4. Adoption

Through the interviews, participants also shared how they integrated into their lives tools and strategies provided by SA. The adoption of self-care practices and parenting practices strongly suggests not only that the program is relevant for the context, but also that it can be successfully implemented.


3.4.1. Parenting strategies and practices

In particular, frequently caregivers explained how their intention to change their way of interacting with their children is a consequence of them understanding the potential positive impact this has on the behavior, wellbeing, and development of their children.



“It is also important to place ourselves in the child’s perspective and see how we can educate them in a way that does not affect their development. They are in that stage of development, and they are discovering everything. But we also must instill in them what is good and what is bad. Because why are we going to lie and say ‘this is good’, when it is bad […]. My girl, she likes the phone a lot, so I told my husband not to lend her the phone so much because every day she asks ‘mommy the phone’. She wants to be stuck watching videos of dolls all the time. So, I had to control those things more and try to teach them other types of games”. Participant E



“Sitting down to talk and then use the techniques they gave us there [in the program]. We are adults, obviously we are tall.. but sitting or squatting down to’he child's height so that the child looks at us in the same position […] at that moment, we can talk in front of’he child's eyes and tell the child what is wrong and why should correct it. Then she will understand […]”. Participant O

 

Participating in SA also helped to expand the caregivers’ comprehension regarding child development and to prioritize their needs as individuals. A participant mother mentioned:



“There were many things that I ‘skipped’ or did my own way, because I thought that was the way to do it. In the program, they taught us how things should be in raising children. Because they are a reflection of bad parenting. [Before SA] my son, when he ate, would induce vomiting. And they explained to me that this happened if I forced him to eat and suddenly yelled at him, attacked him: 'eat, eat, eat' - it was something that the child did because I attacked him. All of that helped me with my kid. I was suffocating him too much at mealtime.” Participant C

 



3.4.2. Support networks

Additionally, program participants highlighted, thanks to the program, they were willing to share and create new spaces to support peers, thus creating new networks. Essentially, the participants expressed that they were open to build new relationships in their communities as a consequence of their participation in SA.



Well, uh, sharing! Sharing with others, talking to others. Being more of a neighbor to my neighbor, being more attentive to my neighbor, who may be living in a worse situation than I am, and putting into practice what Semillas de Apego taught me” Participant A



"We shared a lot among all those who went to the meetings. But more than anything, we got to know each other." Participant G.

 



3.4.3. Mindful breathing

According to the interviews with participants, the activities related to mindfulness were the most memorable aspect of the program. Participants mentioned that mindful breathing exercises were particularly effective for managing stress and promoting relaxation. The participants highly valued practicing mindful breathing and recognized that this skill helped them improve their parenting skills and the communication with their children.



“Well, the truth is, one of the things is learning to breathe, right? When you feel, you are going to explode! So, you go - think about it before doing it. You think and breathe, and it calms you down!” Participant G



“The breathing part. Learning to breathe. Not only to breathe when you have problems with the children but also when you have many problems in your head. So, learning to breathe well, to breathe deeply! Participant E



“The way of breathing at the moment when the children drive you crazy. This therapy of how to breathe to calm down.” Participant O

 




3.5. Sustainability

The process evaluation found that the sustainability (and potential scale-up) of SA faces at least 3 important challenges: (1) guaranteeing the safety of the team, (2) procuring local support and commitment, and (3) ensuring funding to expand and maintain operations.


3.5.1. Security

Tumaco is a highly complex territory where there is an amalgamation of social issues, including the presence of illegal armed groups, illegal drug trafficking, and forced recruitment and displacement. Confrontations between the existing legal and illegal armed groups generate invisible barriers at the territorial level. Therefore, entry into the neighborhoods posed the question if it was really possible to guarantee the safety of the implementation team. A facilitator mentioned:



“Another challenge, that is also important, was the fear that I suppose many of us feel when entering certain places where violence is present. Where you didn’t know whether it was better to go in or not to go in. But love for the program, as well as our professionalism, helped us to keep moving forward”. Facilitator O

 

Additionally, the interviewees mentioned that the necessity of developing strong partnerships and communication mechanisms with the communities where the program was going to be implemented to have their buy-in and support, prior to start any work. The facilitators highlighted the importance to engage key community stakeholders such as teachers, educators, government employees or other agents recognized and respected by the community. Facilitators underlined how constant interaction and communication with the community leaders helps to mitigate security risks.



“We were going to the children’s kindergarten. ‘They’ [illegal armed-group members] knew that. We went in with our [program-labelled] vests; we brought our ID. They knew that we were there to help, contributing to the community, to the children. In other words, ‘They’ don’t interfere with aspects involving children. ‘They’ might get involved in other people’s affairs, but not the children’s: they also take care of the children. ‘They’ knew that we were not doing anything wrong, we weren’t spies of any kind or infiltrators; we were there to help the families, the children.” Facilitator H

 



3.5.2. Local support and commitment

The evidence gathered in the conversations with the team of facilitators revealed a few key challenges when scaling-out SA in other municipalities or territories. First, the facilitators mentioned establishing partnerships at the institutional level to ensure visibility and a better coordination of the program. A facilitator mentioned:



“I think that the most important thing would be to foster connections with the main entity or institution in the municipality. Because we can’t arrive at a municipality with a program that no one knows about and simply go in and say: ‘okay, I’m going to work here and that’s that’. The idea is to foster those connections or partnerships once we arrive, similarly to when we arrive in the neighborhoods through the community action board. So, there we would connect with the Mayor and the [government] entities that exist in the territory. How can we discuss [with these partners about] the program? Obviously by […] asking for their perspectives about the municipality […]; what they think, whether they approve of the project taking place in the municipality.” Facilitator O

 



3.5.3. Funding

According to the technical team, the future donors of SA must take on a long-term commitment, of at least 3 years. That is the approximate time to reach the territories, adapt the curriculum to the context, and achieve the minimum quality level of training and implementation.



“Well, the funding has always been… It’s a challenge for any program, right? And that determines many things, because once you are allied with the person that provides funding, well, after that we become responsible for what they want and how they want to measure progress and all of that, so having the flexibility to have funding that includes the level of support that we know works and reflective supervision is essential. These resources are necessary but worthwhile! We know that it has been a challenge to find partners that believe in this work and who want to develop high quality. And that it would be, a kind of commitment. We know that it takes time and that it would be a three-year commitment. At least three years, because normally the first year involves great efforts to connect with key people to start the training. It took pretty much that much time for them to truly internalize this, experience it, make it their own.” VR Technical Team

 





4. Discussion

SA aims to fill a salient void in the portfolio of ECD services in Colombia, Latin America and other regions with ongoing armed conflicts or persistently high levels of community violence. Given the devastating effects of early exposure to violence, there is an urgency to expand the reach of evidence-based programs that can effectively promote resilience among families rearing children in contexts extreme adversity (Shonkoff, 2010; UNICEF, 2017). Building upon the successful experience of the CPP (Lieberman and Van Horn, 2011) and a thorough tailoring to the local culture, resources, and characteristics of victims of violence in Colombia (Molano et al., 2019), SA constitutes a scalable and sustainable effort to foster early-childhood development and protection in the context of community violence and forced displacement.

The process evaluation of the 2018–2019 phase of SA in Tumaco contributes to future efforts to expand ECD programs by advancing in the understanding of “threats to scalability” and enablers of “implementation success.” The evidence provided by this study suggests that the program’s curriculum is perceived as relevant and fit to the reality of participants, that caregivers have the intention to adopt the provided self-care and parenting tools, and that the overall level of fidelity is acceptable. Moreover, this study identifies two key implementation enablers that will be extrapolated to future scale-up and scale-out phases of SA, and that can be valuable to other ECD programs that aim at thriving in similar contexts.

The first implementation enabler was the intentional flexibility of the program for its adaptation to the context and culture. It is important to highlight that this adaptability is intentional, and follows a structured process that defines the contents in the curriculum that: (a) are core elements and “should never be adjusted” to the context; (b) “must be contextualized” every time the program lands into a new community, to promote appropriateness, adherence and effectiveness; and (c) “could be adapted,” if the implementation team perceives that the adjustment will improve the level of implementation success. This evaluation shows that a thorough and structured cultural adaptation is a strategic practice that promotes implementation success, and probably is also at the core of the program’s intervention success.

The second implementation enabler is the integration of a task shifting approach. Previous studies have demonstrated that task-shifting is particularly important and valuable in settings with few professionals available (Galvin and Byansi, 2020). Also, recent studies suggest that constraints on the locally available professionals is an important threat to scalability and partly explains differences in the observed impact of similar ECD programs across similar contexts, such as Jamaica, Colombia and Perú (Araujo et al., 2021). In the case of SA, having community agents as program facilitators was initially viewed as compulsory, given the unavailability of qualified professionals. However, the task-shifting approach has proven to be a fundamental enabler and a pilar for the program’s implementation success. The findings suggest that training community agents to deliver an evidence-based intervention is effective only when using innovative and appropriate teaching approaches such as experiential learning. Also, that the task-shifting strategy is only viable if there is a well-structured protocol that guarantees the continuous support by trained professionals to facilitators, all throughout the implementation of the program.

The results similarly suggest that task-shifting is not only valuable, but it is also a possibility in a low-resourced setting in Colombia, where there is a huge shortage of mental health professionals. By successfully training and supporting community health workers, the SA aims at building local capacity to develop a sustainable path to scale in places where: psychosocial support services are scarce (or inexistent) and, given the widespread of diverse expressions of violence, there is relatively large population of victimized families and children. Given that they already are part of the community, training lay health workers is particularly important because the intervention fosters an already existing trust and rapport with the participants, which is a highly important factor in conflict-affected areas where it is difficult to trust outsiders. Yet, it is important to highlight that the collected evidence suggests that the task-shifting model requires a robust process of recruitment, selection, and training of facilitators, and a structured mechanism that provides continuous support of program facilitators, such as the reflective supervision protocol.

Despite the encouraging findings, the study found that SA still has at least four areas of improvement. First, the safety of the work teams remains a concern in the implementation and scaling-up of the intervention. Previous studies have indicated that in contexts of violence, safety has consistently come up as a central topic in the ethics committees and has been subject to much supervision by universities and organizations (Sluka, 2020). While Tumaco could be cataloged as a difficult zone for implementation in terms of safety, the results of the implementation assessment suggest that a safety protocol that includes possible risks and solutions, must be developed before teams engage in field work.

Second, in terms of fidelity there is an important “learning curve” between the first time the program is implemented in a territory and the subsequent iterations. Evidence from the 2018–2019 implementation shows the dosage delivered to participants (measured with attendance rates and average total sessions attended) was much lower for the first cohort. This probably is the result of a combination of implementation threats, such as: lack of engagement and trust from the community and key allies (e.g., ECD Centers), inadequate training of the team, insufficiently deep adaptations to the context and culture, among other factors.

Third, the program needs to integrate differentiated strategies to prevent the low-dosage and higher drop-out rates of particularly vulnerable participants. For instance, the results from the statistical analysis show that participants that are less educated and have been direct victims of violence systematically have higher odds of dropping out of the program and not participating in enough sessions to benefit from the program. Improving the compliance of participants and attaining the minimum planned dosage for most (if not all) the participants that have an initial take-up is a direct way of improving the cost-effectiveness of the program.

The fourth area of improvement is related to the strengthening of the program’s monitoring system. In the evaluated phase of implementation (2018–2019), SA did not have any direct feedback channels with caregivers (i.e., the participants) to monitor program engagement and perception of the outcome. This is a key issue that should be addressed as a future improvement. An additional, and probably more challenging improvement opportunity for the monitoring system would be to develop an analytical tool to systematize the information exchanged in the reflective supervision sessions.

A recommended strategy to integrate the lessons learned in the first implementation efforts in Tumaco and prepare to expand the program to other communities, is to explicitly develop protocols around the four implementation stages proposed in the “EPIS conceptual model” (Aarons et al., 2011): (E)xploration stage, which includes all strategies for key stakeholder identification and engagement; (P)reparation stage, which includes a collaborative curriculum adaptation process and the procurement of strategic alliances and key input suppliers; (I)mplementation stage, that includes team selection and training processes, curriculum implementation, continuous team support and supervision and program monitoring; and (S)ustainment stage, which focuses on evidence production efforts (e.g., process evaluation), program adjustment and implementing a communication strategy to or extending the support of all key stakeholders.

Future implementation science studies could contribute by advancing designing and testing strategies to minimize the “learning curve” when deploying an evidence-based intervention in a new context. Future studies could also provide evidence on how to increase the cost-effectiveness of the program, which is a non-trivial determinant of scale-up efforts. Finally, subsequent research could integrate more the voices of participants to better understand their experience with the intervention and even have a participatory action approach by including caregivers in the study design.
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Appendix

APPENDIX A Main objectives of the modules and sessions in the Semillas de Apego curriculum.
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_— In your opinion, what allows Semillas de Apego to be successfully implemented in Tumaco?
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' ‘What does the program have that makes it possible to be implemented in Tumaco?
In your own words, what does Semillas de Apego aim to achieve?
‘What did the trainings consist of?
Fidelity How often were they [the trainings] carried out?

How do you think these trainings help you in your role as facilitator?

What trainings help you the most?
How does the economic incentive help your participation in the program?
Penetration
How can Semillas the Apego integrate to local or government institutional service settings?
‘What would you say are the biggest challenges that Semillas de Apego faces today?
Sustainability What would help you do your job beter?
‘What are your recommendations for the future expansion of the program?

Questions translated to English from the KII guides.
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particular issue or problem” (Idem, p. 69)

“The extent to which a new treatment, or an innovation, can Yes
be successfully used or carried out within a given agency or

setting” (idem, p. 69)

“The degree to which an intervention was implemented as it was Yes
prescribed in the original protocol or a it was intended by the

program developers? (Idem, p. 69)

“The integration of a practice within a service setting and its Yes
subsystems” (Idem, p. 70)

“The extent to which a newly implemented treatment is Yes.
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Source: Excerpts taken from Proctor et al. (2011).
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Internally displaced person [=1] 1139
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Victim of direct violence [=1] Lo61+*
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Number of children under 5 years 0841
(0.109)
Two parent household [=1] 0999
(0.186)
Household asset index 1122
(0.093)
Access to public water supply or sewage [=1] 0805
Observed
Predicted variable dropout
(1)
(0.163)
CCT beneficiary [=1] 1230
(0.209)

Childs age 1046
(0.109)
Observations 501

Exponentiated coefficients. Robust standard errors in parenthesis. Specification estimated through Cox Proportional- Hazards Model. A formal statistical test for the “propor
assumption was conducted using Schoenfeld residuals. Given that the evidence that some covariates were time-varying and thus the original model violated the assumpti
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Session Main objective of core activity

Module 1 Promoting maternal health

Session 1 Recognizing the importance of non-judgmental and accepting relationships, as the base of constructive processes.
Session 2 Recognizing personal strengths and skills to promote self-esteem and group integration.

Session 3 Increasing reflexive capacity to identify the roles assumed in life and better understand how they have impacted family dynamics and parenting.
Session 4 Increasing awareness of how parenting choices and practices impact who their children will be in the future.

Session 5 Reflecting on the possibility of adopting an alternative childrearing pattern, different from the way they were raised.
Session 6 Recognizing the impact of experiences of violence, and reflecting on the present needs and future actions.

Session 7 Recognizing the each person's journey so far and the impact on the upbringing of their sons and daughters.

Module 2 Promoting early childhood development

Session § Recognizing the responsibility and capacity to ensure a nurturing environment, protection and safety to their children.
Session 9 Identifying assertive ways of relating with their children, given the stages of child development.

Session 10 Understanding basic principles of child development and how children communicate their needs through behavior.
Session 11 Learning strategies to respond appropriately to children's needs.

Session 12 Increasing skills and confidence when talking to children about adverse life experiences (potentially traumatic).
Module 3 Strengthening social support networks

Session 13 Increasing confidence to engage other adults to create a childrearing team and a support network.

Session 14 Increasing reflective capacity on the impact of changes and transitions on their own life and on their childrens’ lives.

Session 15 Increasing reflective capacity on closure and farewells, for themselves and their children.
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