
Giving children enough nutrition and stimulation in their first 
years is critical for their physical and mental development, 
laying the foundation for future learning, work, and the abil-
ity to navigate life’s challenges. Research has demonstrated 
lasting effects for young children who receive regular stimu-
lation through language and play: they will perform better 
in school, earn more, have fewer children, and even provide 
more for their own children when they receive adequate 
stimulation, compared to those who don’t. In contrast, those 
without this supportive environment may struggle to reach 
their developmental potential, and they are more likely to 
provide inadequate health care, nutrition, and stimulation to 
their own children, contributing to intergenerational trans-
mission of poverty.

On the bright side, we know from three decades of research 
that quality early childhood interventions, such as home-
based parenting programs that emphasize nurturing care, 
play, and stimulation, offset these risks, advancing children’s 
brain development in ways that last throughout their lives.

The challenge now lies in scaling up what has worked at a 
small scale. Key questions include who should deliver the    

programs? What supporting infrastructure is needed – par-
ticularly to ensure both quality and affordability?

To help address the scalability challenge, the Strategic Im-
pact Evaluation Fund provided funding to support two ran-
domized trials in India and Pakistan. Researchers designed 
and tested the impact of monthly home visits by community-
based workers to promote and support caregivers with 
responsive care, early learning, and nutrition practices. The 
program, known as the Sustainable Programme Incorporat-
ing Nutrition and Games, or SPRING, tested two different 
delivery models at scale. In Pakistan, SPRING was embedded 
into existing monthly home visits of Lady Health Workers, 
a pre-existing and well-regarded program. In India, it was 
delivered by a new cadre of workers hired and employed by 
a non-governmental organization.

While the programs may have led to some improvement in 
children’s diets, there was no discernable impact on physi-
cal or developmental outcomes when the children reached 
18 months of age. Researchers attributed the lack of impact 
to implementation challenges. 
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Context
The SPRING intervention was evaluated in the districts of 
Rawalpindi in Pakistan and Rewari in the south of Haryana 
in India. In Pakistan, the program was called Roshan Kal 
(“Brighter Tomorrow”) and was delivered through the gov-
ernment Lady Health Workers Program. The health worker 

program provides maternal and child health services to 
families through home-based visits, including health educa-
tion on breastfeeding and complementary feeding, child 
growth monitoring, immunizations, family planning, and 
basic curative care. The health workers are from the  
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communities they serve, receive 15 months of training, and 
have a minimum of eight years of education. Each health 
worker serves 150–200 households and conducts approxi-
mately seven home visits per day. The SPRING content was 
integrated into these home visits.

A previous study called the Pakistan Early Child Development 
study demonstrated, as a proof of concept, that early child-
hood development approaches can be effectively delivered 
through the Lady Health Worker program. That study found 
significant impacts for a range of development outcomes, but 
not for children’s physical growth. 

In India, the program was called Kilkaari (“gurgling of a young 
child”) and was delivered by SANGATH, a non-governmental 
organization that recruited a new cadre of community-based 
workers, called Kilkaari workers specifically to deliver the 
SPRING intervention. Like the Lady Health Workers, they were 
from the communities they served and were not required to 

have advanced education (only a minimum of 8th-grade edu-
cation was required). Each served a maximum of 100 eligible 
households. 
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Evaluation 

Researchers conducted two cluster randomized controlled tri-
als, one in India and one in Pakistan, to measure the impact of 
the two implementation models of the SPRING intervention. 

In Pakistan, the clusters randomized into different experimental 
arms were union councils, each covering a population of about 
22,000 and serving as the supervisory zones for Lady Health 
Workers. Twenty union councils were randomly allocated to 
either a control or treatment group. Lady Health Workers in the 
10 union councils assigned to the treatment group received 
training and  were responsible for delivering the SPRING pro-
gram in addition to their regular duties.

In India, the clusters randomized into the different experimen-
tal arms were catchment areas of health sub-centers, each ca-
tering to a population of at least 8,000. Twenty-four catchment 
areas were randomly assigned to treatment or control. In the 12 
catchment areas in the treatment group, Kilhaari workers were 
recruited and trained by the implementing NGO to deliver the 
SPRING program.

In both locations, SPRING supervisors, who were typically 
female social science graduates overseen by senior project 
staff, conducted the training. Training lasted for 8 days but was 

divided into two phases of five and three days, respectively, 
to ensure the quantity of material covered was manageable 
for the community-based workers and to maximize hands-on 
learning. 

The community workers were tasked with visiting expectant 
mothers at their homes once a month and continuing the visits 
through the first two years of a child’s life. For pregnant women, 
the content for the home visits emphasized maternal health 
and breastfeeding awareness. Postnatal visit content focused 
on promoting responsive caregiver-child interactions, engag-
ing in play activities, breastfeeding, and introducing comple-
mentary and responsive feeding. The specific messages varied 
each month based on the child’s age. These messages were 
conveyed using a counseling approach grounded in cognitive 
behavioral therapy techniques, which included family sup-
port, guided discovery using visual aids, behavioral activation, 
empathetic listening, problem-solving, and praise. Community 
workers were trained to use counselling cards, which included 
culturally appropriate illustrations for the family to look at and 
instructions and key messages for the community worker to 
deliver. In both locations, health workers received ongoing 
supervision and support. 
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The sample used to assess impacts were mother-baby pairs. 
When children were one year old, researchers evaluated the 
quality of the home environment for child development and 
the quality of infant feeding practices, collecting informa-
tion on communication and affection among parents and 
children, discipline and behavior management, the presence 
of learning and play materials, and social interactions with 
individuals who were not the child’s caregivers. Child growth 
and development were measured when children reached 18 
months of age. A total of 1,443 children were assessed in India 
and 1,016 in Pakistan. With the informed consent of parents, 

trained enumerators used a range of standardized tests and 
questionnaires to measure gross motor, fine motor, cognitive 
ability, receptive language, and expressive language. Mea-
surements were also taken of children’s weight and height 
to assess their physical growth and to identify stunting and 
wasting. 

In addition, researchers conducted a process evalution, col-
lecting data through surveys and program records on train-
ing, supervision coverage, visit coverage, and visit quality. 

Findings

The SPRING program had no impact on child develop-
ment or growth in Pakistan or India by the time children 
were 18 months old.

The study did not find any detectable differences between 
the children in treatment and control groups in terms of their 
motor skills, cognitive ability, or language skills, or physical 
growth. Nor did the program have an impact on the qual-
ity of the home environment for child development at 12 
months of age. 

Health Organization’s minimum acceptable criteria was 35 per-
cented higher in India and 45 percent higher in Pakistan, com-
pared to control group children. 

While this result may seem encouraging, the majority of chil-
dren in the treatment group still continued to receive inade-
quate diets: 68.5 percent in India and 57.7 percent in Pakistan, 
and late weaning remained a major problem in India.

Researchers attributed the lack of impact to implementa-
tion issues.  Supervision activities varied across sites.

The programs in both countries had supervision in the field 
(in which the individual worker’s activities would be moni-
tored) and through monthly group sessions (in which work-
ers could share experiences and problem-solve together). 
In India, monthly group supervision meetings occurred 100 
percent of the time, and average attendance was 100 percent. 
In Pakistan, these group supervision meetings occurred 75 
percent of the time, and average attendance was 89 percent. 
Monthly supervision in the field occurred 91 percent of the 
time on average in India but only 23 percent of the time in 
Pakistan.  This means that each Lady Health Worker had field 
supervision an average of 5.5 times over the two years of 
implementation. Field supervision was difficult in Pakistan as 
the number of days workers were available for supervision 
was limited due to other competing obligations, such as polio 
activities, official meetings, training, maternal and child health 
week activities, measles campaigns, as well as strikes and 
public holidays.
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While the program didn’t reach its main objectives, it 
did improve reported feeding practices. 

The percentage of children in the treatment group who 
were receiving diets at age 12 months that met the World  
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Poor quality of the home visits was a key issue in Paki-
stan. 

In a survey, conducted after the program ended in Pakistan, 
36 percent of mothers said that their last visit was under 
10 minutes long and only 29 percent said that counsel-
ing cards were used, suggesting that coverage of SPRING 
content was most likely suboptimal. The SPRING protocol 
was more closely followed in India with women reporting 
longer visit lengths and 78 percent reporting that counsel-
ing cards were used in every visit.

In India, visit quality improved over time, but workers 
didn’t visit families as often as they were supposed to.

In India, field supervision records suggested improvements 
in workers’ child development-related skills over time. For 
example, guiding the mother to be responsive increased 

over the course of the intervention from 24 percent in the 
first supervision round to 75 percent in the final round. 
Guiding parents to follow the child’s lead increased from 
19 to 47 percent and modeling behaviors increased from 
35 to 79 percent. In Pakistan, some behaviors increased 
over time, but skills related to family involvement, showing 
counseling cards, and problem-solving decreased over time 
in Pakistan.

In India, however, visits did not occur monthly: only 30 per-
cent of caregivers reported a visit in the last month. In con-
trast, in Pakistan, the mean monthly visit coverage was 92 
percent, although since Lady Health Workers visited homes 
for many reasons, including polio visits, it is not possible to 
infer that the high visit coverage in Pakistan translated into 
high coverage of early stimulation and nutrition messages. 

The lack of impact on early child development from the SPRING intervention in both settings contrasts with the positive ef-
fects seen in  smaller-scale evaluations. The study’s data from an accompanying process evaluation highlights implementa-
tion challenges in ensuring high coverage with high quality. 

These findings demonstrate the importance of evaluating “proven” programs at scale.  Even when programs are supported 
by strong “proof of concept” evidence, impact at scale is not guaranteed. Second, the results suggest that programs need 
feasible strategies to maximize quality, coverage, and supervision and that monitoring and feedback loops may be needed 
to both identify and address problems when they occur. Future research that generates evidence on scaling early childhood 
development programs would ideally build this type of iteration into its design. 
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