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Nurturing care interventions postulated on strengthening caregiver-child relationships have proven to be effective for improving early childhood development outcomes in low- and middle-income countries. Hence, a scale-up of the interventions has been recommended with an emphasis on the health sector given the contact with families in the critical first 3 years of life. However, an effective scale-up of an integrated intervention through healthcare requires a theory of change approach elucidating pathways of sustainable change. From this viewpoint, I reflect on my experience of scaling the intervention in a private pediatric care setting. I realized that buy-in from the health sector required realization of benefits to include health outcomes framed as the potential to improve the quality of life and the process of recovery; sustainable behavior change required a culture that promoted nurturing care highlighting the role of leadership; subsequently improving the experience of frontline staff and at an individual level, this could be achieved through the provision of supportive supervision-rooted in a framework of compassion. The lessons learned are shared to be considered for future integration efforts.
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Nurturing care (NC) is defined as a “stable environment created by parents and other caregivers that ensures children's good health and nutrition, protects them from threats, and gives young children opportunities for early learning, through interactions that are emotionally supportive and responsive” (1). It has been recommended as a crucial strategy to mitigate the effect of over 250 million children (43%) younger than 5 years in low- and middle-income countries (LMICs) estimated to be at increased risk of not achieving their maximum human potential, with long-lasting impact on adult productivity (2). Health programs can be leveraged as an entry point to scale NC intervention given the extensive reach to these families during the critical early years. Moreover, there is documented evidence of feasibility and effectiveness of integrating additional components of responsive caregiving and stimulation at the point of delivery. However, case studies detailing the implementation process of institutionalizing the integrated intervention remain scarce. In this perspective, I start with a brief description of the assumptions which need to be realized for the desired outcomes of integration to be achieved. Then taking an empathetic approach, I list the challenges of the health sector from their perspective and suggest a way forward that takes their genuine concerns into account (being sensitive). The core strategy was adopting the principles of NC to create an enabling system that allows the frontline staff to experience being nurtured (being responsive). I build this narrative from my experiences of integrating the NC intervention [Care for Child Development (3) module] in a private tertiary-care hospital in Pakistan.


THEORY OF CHANGE

A ToC (4) model of integrating NC in a health system for the goal of improved early childhood development (ECD) outcomes has four broad areas of focus for behavior change: the mother, the frontline worker, her supervisor, and the health system (Figure 1). The assumptions for the changes in mothers' behaviors are that they are motivated to improve their children's development once they receive new knowledge and learn new ways to strengthen their parenting skills and, importantly, have the autonomy to do so. The motivation for the frontline worker to change her behavior assumes that the health system can engage the worker for delivery of the intervention through a robust supervision system. The supervisory support would ensure the required dosage was delivered (professional accountability), with adequate quality (enhancing competence), while also treating her as an individual with respect (emotional experience with the work). While there is sufficient evidence around interventions to realize the assumptions related to supervisory support (5), further studies are required to operationalize the interventions for the supervisor and the overall system (at-risk assumptions). The at-risk assumption related to the supervision system is that support strategies for the supervisor/manager are in place along the same principles. These strategies need not just training for the new skill set but are also modeled and encouraged by the higher leadership. The final at-risk assumption with respect to the health system is that supervision pertaining to NC sustains because a culture that values NC is promoted.
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FIGURE 1. A recommended theory of change for integrating nurturing care intervention in health systems.




THE CHALLENGES

There were multiple challenges when scaling up an NC intervention model which is a behavior change intervention through the health sector. Securing buy-in of healthcare leaders when framing the argument as a case of long-term benefits for adult productivity was not met with enthusiasm and rightly so. Educational attainment does not fall into the realm of the health sector and adult productivity is a long-term outcome. The health sector is appraised against health outcomes just like the education sector is responsible for academic ones. Hence, when the disease burden is high and resources are limited, the natural course of action is to prioritize interventions that will improve health indicators.

Secondly, the routine training of health workers (especially nursing) involved giving didactic messages emerging from a traditional medical model though compassionate care is highly encouraged in medicine. Reframing training of nursing staff to deliver a relationship-based intervention embedded in human empathy required a significant shift of responsibility toward families, to empower them to become partners in the healthcare journey of their child.

A third challenge was that no provision of continued professional education of managers as supervisors existed in both systems–a gap expressed by the participants themselves to ensure the quality of the intervention delivery. An effective supervision characterized by intellectual competence as well as the empathetic approach in relationships is pivotal to an engaged workforce. The skills needed to be built through supervision entailed modeling similar principles of shared decision-making, encouraging dialogue, and mutual respect, creating an experience to flow because of a virtuous cycle.

Leadership practices in healthcare settings in LMIC are generally hierarchical with managers exercising power in a narrow space of decision-making (6). A greater challenge was there was no formal (or informal) training for leadership around skills to engage employees and the positions are usually held based on clinical experience. Such practices affect staff motivation and disengage them. Delivering an intervention that was essentially postulated in human vulnerability would not have been possible for a worker who had never been on the receiving end herself. To ensure quality, the supervision system had to be strengthened and a culture shaped should be valued for promoting relationships and connections, which allowed being sensitive and responsive to nurture the subordinates especially the frontline staff.



THE STRATEGY

At the macro-level, NC was framed as part of the vision of the health system for provision of quality care (7). Literature from high-income countries has indicated that such interventions can reduce morbidities and improve the process of recovery and the quality of life in children (8). Additionally, the intervention can shift the focus to the development and behavior of every child in the system and a greater multidisciplinary approach to healing. These are important indicators of the quality of healthcare systems (9). Another strategy for framing was to reduce anxieties related to the new task. NC considerably overlaps with the notion of “compassionate” and “empathetic” care which is widely used in healthcare services. When NC was presented along those lines, it was perceived as a familiar concept thereby making people feel like doing something which is supposed to be part of their job.

Framing was followed by a shift toward human-centered practices modeled by those in leadership positions using an innovative social media strategy (10) as an opportunity to mentor the next layer of managers (11). Staff were provided space to express their challenges. Just like with the intervention activities (play) serving as an entry point to enhance the quality of mother/child interaction promoting early attachment and bonding, specific activities were envisioned to promote connections between supervisors and the staff.

At the micro-level, building the capacity of supervisors of the frontline workers through mentorship to ensure optimal delivery of health messages, including NC, formed promising inception. A mentorship program was developed embedded in a framework of compassion, enabling supervisors to connect with the frontline staff for a stronger relationship (12). While this meant extra efforts for training for NC, it also served as an opportunity to bring a new approach to counseling that could positively impact all areas of healthcare counseling. The approach of working with the supervisor and allowing her to mentor the frontline worker was found to gain quick buy-in for efficient implementation.

An important non-monetary incentive for health workers is their relationship with the patients and families they serve. Through this training and a focus on counseling skills, this served as an added incentive for uptake of NC intervention. Strengthened relationships can also be a source of strength for families especially for women in settings who may otherwise have no social support at home.



LESSONS LEARNED

The experience with the implementation of the projects has yielded lessons that can be of value to others who wish to support the integration of NC intervention.

• The quality of implementation of NC intervention is inherently dependent on the health system from which it operates. Hence, any strategy for scaling up needs to contain an element of system strengthening. Health system experts who can provide insights about health structures and organizational psychologists who understand the processes of human interaction at workplaces as part of the core team should be included.

• Approach the support as a partnership model with internal stakeholders. Recognize their strengths and provide them with an opportunity to co-design and co-lead where possible, e.g., the nursing mentorship package was led by the nursing team. This leads to greater engagement and ownership of the stakeholders important for sustainability.

• Instead of the traditional approach which creates parallel structures through research staff, the focus should be on strengthening and engaging the existing structure of training, supervision and monitoring, and evaluation.

• A theory of change model should be created to design the external support mechanism explicitly laying out the causal pathways to effective and sustainable integration. The approach requires a realistic evaluation of the capacity of the health system and their staff to implement nurture care and then design accordingly since it is not just a new skill but also a new behavior.
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