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ABSTRACT
Background A large- scale parenting programme with 
weekly home visits (Primeira Infância Melhor (PIM)) has been 
implemented in the south of Brazil for nearly two decades, but 
lacks evaluation of its effects on early childhood development 
(ECD). This quasi- experimental study aimed to assess the 
effects of PIM in real- life settings within a population- based 
birth cohort study.
Methods Data from the 2015 Pelotas Birth Cohort Study 
and the state programme information system were linked to 
identify study children who received PIM. Propensity score 
matching was used to create a comparable control group 
(using one- to- one matching) to estimate the effect of PIM 
on ECD measured at age 4 years. First, the impact of any 
enrolment in PIM was evaluated; then the intervention group 
was stratified according to whether enrolment occurred during 
pregnancy or after birth. Double adjustment was applied in 
linear regression to analyse child development scores, and 
Poisson regression for delayed development (below the 10th 
percentile of whole cohort). Effect modification due to family 
income was explored.
Results There was no evidence that any enrolment in 
PIM (601 pairs) by age 4 years was associated with child 
development. However, PIM starting during pregnancy 
(estimated for 121 pairs) predicted 60% lower prevalence 
of delayed development (prevalence ratio=0.40; 95% CI 
0.18 to 0.89), compared with the control group. There was 
strong statistical evidence (p=0.02, test of interaction) that 
the effect of PIM starting in pregnancy was larger than when 
starting after birth (480 pairs). The effect of PIM starting during 
pregnancy was not modified by family income at birth.
Conclusions In a real- life setting, PIM was effective only 
when starting during pregnancy. A higher- quality programme 
might be more effective with a broader population.

INTRODUCTION
Adequate early childhood development 
(ECD) is essential to realise full human poten-
tial over the life course.1 It acts as a strong 
predictor of school performance, produc-
tivity, income and physical and mental health 

in adulthood.2–6 Given greater brain plasticity 
and sensitivity to environmental stimuli in 
the first 1000 days of life, supporting ECD 
in this period is a foundation of sustainable 
and thriving societies.7 However, it has been 
estimated that 43% of children under 5 years 
of age in low- income and middle- income 
countries (LMICs) are at risk of not reaching 
their developmental potential,8 and in many 
countries, there has been little or no progress 
in supporting improved development over 
recent years.9

WHAT IS ALREADY KNOWN?
 ⇒ Adequate early childhood development (ECD) is a 
strong predictor of school performance, adult in-
come and physical and mental health.

 ⇒ Vast numbers of children in low- income and middle- 
income countries (LMICs) do not reach their devel-
opmental potential.

 ⇒ Researcher- implemented home- visiting pro-
grammes appear to have moderate to large effects 
on ECD in LMICs, but the effects of implementation 
at scale in real- life settings remain unclear.

WHAT ARE THE NEW FINDINGS?
 ⇒ Based on a large Brazilian birth cohort, no overall 
effects on ECD were found of a large- scale home- 
visiting programme (Primeira Infância Melhor) start-
ing anytime up to age 4 years in real- life settings.

 ⇒ There was evidence for differential effects according 
to the timing of enrolment. Initiation during pregnan-
cy was associated with improved ECD, but not initi-
ation after birth.

WHAT DO THE NEW FINDINGS IMPLY?
 ⇒ This study highlights the need for improved imple-
mentation and better targeting mechanisms to ac-
tively search for and include pregnant women most 
at need of support.
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There are marked socioeconomic differences in ECD 
both within and between countries,10 which is one key 
mechanism through which poverty and health inequities 
transmit across generations. Such development inequal-
ities are already detectable in the first year of life, and 
then widen over the course of childhood.11 12 Reducing 
these gaps is, therefore, a primary aim of early interven-
tions geared to support vulnerable families in providing 
nurturing care. Given the scale of the challenge in 
many LMICs, and lack of resources, there is a need for 
affordable interventions that can be delivered by non- 
professionals to support nurturing care and ECD at scale.

Evidence, mostly from researcher- implemented inter-
ventions in smaller- scale randomised clinical trials 
(RCTs), suggests that parenting programmes with home 
visits have a moderate to large effect on ECD in LMICs 
when rigorously implemented with an appropriate 
curriculum.13–17 On a larger scale, an RCT that evaluated 
the impact of an early childhood stimulation programme 
conducted in Bangladesh (N=2425) reported implemen-
tation challenges and showed an effect of 0.08 SD for 
cognitive development and 0.14 SD for language devel-
opment, which were smaller than those found in other 
smaller- scale and higher- fidelity assessments.18 Some 
studies have suggested that the effects may be particu-
larly pronounced when interventions are initiated in 
pregnancy, thereby increasing family engagement in 
the programme and supporting preparatory learning 
of parenting skills and parent–child attachment.19–21 
However, the strength of evidence on the differential 
impact of initiation during pregnancy is low, as studies 
have not been designed primarily to answer that ques-
tion. Moreover, rapid brain development for different 
sensory and cognitive systems extends well into the post-
natal period.

The effects of real- world implementation of parenting 
programmes at scale have rarely been evaluated. Results 
from researcher- led interventions in RCTs are difficult to 
generalise, given the challenges of implementation with 
the same intensity and fidelity to content in real- world 
settings. Moreover, even when researchers have minimal 
involvement in intervention delivery and implementa-
tion, the presence of a research team tends to affect the 
rigour of assessment of eligibility criteria, training for 
service delivery and behaviour of programme managers,22 
which means that the results may not precisely translate 
to real- world settings. Other factors, such as the ‘dose’ 
of intervention received by the target population, and its 
characteristics and environment, are also likely to differ 
in RCTs, compared with real- world conditions. Hence, 
high- quality quasi- experimental studies that allow evalua-
tion of intervention effects under routine conditions are 
essential for considering the effectiveness of large- scale 
application of interventions. Their findings need to be 
combined with evidence from efficacy trials, for public 
health decision making.

A large- scale parenting home- visiting programme, the 
Primeira Infância Melhor (PIM), was implemented as 

public policy in the state of Rio Grande do Sul (southern 
Brazil) in 2003. In total, this programme has now supported 
over 240 000 children and 58 000 pregnant women, and is 
a model for the Criança Feliz home- visiting programme, 
now implemented throughout Brazil, which is one of 
the largest ECD programmes worldwide. However, there 
are still no published evaluations of the effect of PIM or 
Criança Feliz on ECD in quasi- experimental longitudinal 
studies or RCTs. Previous ecological studies suggested the 
existence of associations between PIM and reduced child 
mortality from external causes23 and reductions in school 
violence.24 One cross- sectional study with a sample of 571 
children found no differences in ECD between PIM inter-
vention and control groups.25 To support further plan-
ning of PIM and inform policies on similar interventions 
in LMICs, the current longitudinal, quasi- experimental 
study based on preintervention characteristics affecting 
selection into the intervention, and postintervention 
tests of ECD, aimed to assess the effects of PIM on ECD in 
real- life settings within a population- based birth cohort.

METHODS
Design and participants
A quasi- experiment was conducted, nested in the 2015 
Pelotas (Brazil) Birth Cohort Study. Pelotas is a city in 
southern Brazil, with around 340 000 inhabitants. All 
hospital- delivered children live- born in Pelotas between 1 
January 2015 and 31 December 2015, whose mother lived 
in the urban area of the city, were eligible for inclusion in 
the study. Out of the 4333 eligible live births, 4275 were 
assessed at birth (response rate 98.7%). All these chil-
dren and their mothers were invited to follow- up assess-
ments at 3, 12, 24 and 48 months; the 4- year follow- up 
was conducted in a university research centre, while the 
earlier postnatal visits were conducted in the children’s 
homes. Further information about the 2015 Pelotas Birth 
Cohort is available elsewhere.26 At 4 years, when the main 
outcome data for the current analyses were collected, 
4010 participants were assessed (mean age=3.8 ± 0.2 
years), and 67 participants were identified as having died 
(giving a total follow- up rate of 95.3% of the original 
cohort).

Primary data from the cohort and secondary data from 
the state PIM information system were linked based 
on municipality (Pelotas), child’s date of birth, child’s 
name and mother’s name. The data collected from the 
PIM information system were age at admission, length 
of stay in the programme, reason for withdrawal from 
PIM, number of different visitors who accompanied the 
child (carried out home visits) throughout their partici-
pation in the programme, and involvement of any older 
sibling in the programme. PIM funding depends on the 
number of children registered by the municipality, so it 
is unlikely that children receiving the intervention were 
not registered.

The mothers and interviewers were blind to the hypoth-
eses of this study. The assessors of child development 
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were not aware of the child’s participation in PIM, or of 
the aim of the current study to evaluate the impact of 
PIM. The linkage of databases was carried out without 
any involvement of the assessors who collected informa-
tion about the outcome and the potential confounders at 
cohort follow- ups.

Intervention
PIM was first implemented in Pelotas in 2003, and is 
managed by the Municipal Health Department with 
direct support from the State Health Department, which 
developed the programme. It aims to enhance sensi-
tive and responsive caregiver- child interactions through 
engagement in age- appropriate play activities, along with 
provision of information for nurturing care and facili-
tating access to health and social services. Weekly home 
visits (45–60 min) are made by trained health, educa-
tion and social science undergraduate students, selected 
by the health authority to work with children and their 
caregivers in this role; additional group activities are used 
with 3–5 years. Visitors are selected via a process including 
an initial 60- hour training period (selection takes place 
partly during this training period), and then selected visi-
tors receive ongoing weekly training. Each visitor serves 
a maximum of 17 families with a maximum weekly work-
load of 30 hours. They receive scholarship support in this 
role from the Municipal Health Department (not from 
their university), for a maximum duration of 2 years. 
They are directly supervised by a monitor responsible for 
up to eight visitors, with whom they discuss the families’ 
care plan based on programme materials and conduct 
joint home visits using an observation guide to assess the 
quality of the visit and provide feedback. The monitors are 
visitors who, after a period of fieldwork with families, are 
identified by the municipal management group as having 
a profile for team leadership, and are hired with the 
same type of contract as the visitors. Home visits involve 
listening to the family, reviewing the activities of the last 
week, conducting a playful activity aimed at stimulating 
child development and planning activities for the next 
week. Information on child health and nutrition is also 
provided, and referrals to healthcare services or social 
assistance are made as necessary. Routine assessments of 
the child’s development are made every 3 months.27

PIM focuses on families with greater social vulnerability, 
although no objective eligibility tool was used. The fami-
lies included were those identified by visitors and munic-
ipal staff as vulnerable during day- to- day work, or those 
indicated by healthcare services or even by previously 
assisted families. Inclusion also depended on resources 
available and the family’s agreement to participate. 
The families of children enrolled in PIM were mostly of 
low socioeconomic status: 34% and 29%, respectively, 
belonged to the poorest and second poorest quintiles of 
family income at birth. Additionally, 54% of PIM mothers 
had eight or less years of education, compared with 27% 
of the mothers of children who did not receive the inter-
vention (online supplemental table 2). Nonetheless, 

from a population perspective, PIM was not applied to 
all those who would be considered to be priorities for 
programme eligibility: 67% of all the children in the 
cohort in the lowest quintile of family income at birth 
were not included in PIM. The relatively low coverage of 
the programme among those in need made it possible to 
apply the quasi- experimental method used in this study.

We examined the intervention defined in two different 
ways according to timing of enrolment. First, we exam-
ined the impact of any enrolment in PIM: all children 
enrolled in the programme from any age up to 4 years 
were considered as having participated in PIM. Second, 
we examined the impact of participating in PIM according 
to whether families were enrolled during the mother’s 
pregnancy (with the focal study child) or after birth.

Outcome
Child development was measured at age 4 years using the 
screening version of Battelle’s Developmental Inventory 
(BDI). This instrument consists of 96 items divided in five 
domains of neurodevelopment (personal- social, adap-
tive, motor, communication and cognitive) for children 
ranging in age from birth to 8 years.28 This had previ-
ously been translated to Brazilian Portuguese and was 
adapted to form a reduced 66- item instrument (using all 
items for each age level from birth to 4–5 years of age, 
but excluding items for older ages).29 BDI was applied 
by trained interviewers who were supervised by child 
development psychologists. The instrument was divided 
into 13 questions for the mothers (applied first) and 53 
items or fewer that were directly applied to or observed 
among the children (without the mother’s presence in 
the room). After applying the items assessing milestones 
for children aged 4–5 years and 3–4 years, which are 
unconditionally applied to all children, the evaluation 
continued with application of items relevant to younger 
ages (first ages 2–3 years, then younger). The evaluation 
(each domain) terminated when the child achieved the 
maximum score (2) for two consecutive items. At that 
point, items referring to lower- difficulty (younger age) 
skills were automatically scored as two points.

A total development score ranging from 0 to 132 and 
scores for each subdomain were standardised based on 
their distribution in the study sample. Children with a 
development score <50 were excluded because they were 
considered to have a severe mental deficit. The total 
score (after exclusion of children scoring <50) was also 
dichotomised to define a group with low developmental 
score, using the cut- off point for the 10th percentile; this 
identified children whose developmental score did not 
surpass that expected of children aged 30 months.

For age 4 years, the BDI instrument presents good 
validity for predicting later development.30 Quality control 
was performed in the current study for 200 randomly 
selected children, through use of videos recording the 
application of the instrument to the child. The total score 
calculated, based on the coding by trained interviewers, 
showed strong agreement with the total score calculated 
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from coding by senior psychologists who observed the 
videos, taking into account the application environment, 
the interviewers' approach and the children’s responses 
(kappa statistics indicated strong or excellent agreement 
for all the domains analysed).

Statistical analysis
After linking databases and identifying children in the 
cohort who received the PIM programme, propensity 
scores (PS) were calculated31 for the probability of partic-
ipation in PIM. Subsequently, we matched each child 
who received PIM to one participant from the pool of 
potential controls based on their PS, to subsequently esti-
mate the effect of PIM on child development. Altogether, 
27 covariates (details of measurements are presented in 
online supplemental box 1) were used in order to esti-
mate the PS using logistic regression, in which participa-
tion in PIM was the dependent variable. First, covariates 
weakly associated (p<0.20) with both the intervention 
and the outcome were used to estimate a preliminary PS 
and balance was examined. Any additional covariates that 
were imbalanced after this initial matching were then 
included in a new logistic regression model (along with 
the originally included covariates) to improve balance. 
Individuals with missing data for any covariate used in 
this logistic model were excluded from the analytical 
sample, given imputation methods would be difficult to 
operationalise in paired analysis with double adjustment 
(further adjustment of covariates in final estimates of the 
effects of PIM on study outcomes). The covariate with the 
highest percentage of missing data (couple’s relationship 
quality: 17.5%) was not included in the PS calculation, in 
order to reduce losses.

All potential confounders were measured from 
maternal reports during the perinatal assessment, except 
for the following: main caregiver until the child reached 
3 months of age; depressive maternal symptoms and 
the couple’s relationship quality, which were measured 
at the 3- month assessment; childcare attendance, which 
was measured at the 2- year assessment; and neighbour-
hood violence, which was measured at the 4- year assess-
ment. Having an older sibling who had received PIM was 
included as a covariate to reduce residual confounding, 
since families previously involved in the programme, 
but whose study child (from the 2015 birth cohort) did 
not receive the intervention, were considered to provide 
robust controls against self- selection bias.

PS distribution curves were compared for groups that 
received and did not receive PIM, for an initial assessment 
of the plausibility of adequate matching. PS matching was 
performed without replacement, starting with individuals 
in the intervention group with the highest PS value. After 
matching, covariate balance was assessed for all 27 covari-
ates, considering a standardised mean difference of 0.1 
as a maximally acceptable difference between groups.32

Analyses of the BDI score were based on linear regres-
sion. Analyses of the dichotomous indicator of ‘belonging 
to the group below the 10th percentile’ used Poisson 

regression for direct estimation of prevalence ratios.33 In 
both analyses, the matched pairs were treated as clusters, 
through the ‘survey’ command. This allowed straightfor-
ward additional adjustment for covariates in the outcome 
regression, thus enabling ‘double adjustment’ for covari-
ates included as predictors in estimating the PS, which 
were all prognostically important factors. In view of the 
matching process, the results can be interpreted as the 
mean causal effect of the PIM in the intervention group 
(ie, the causal effect in the treated group).

We initially analysed any enrolment in PIM, to evaluate 
the whole programme as implemented in the population 
(including families enrolled at any time between preg-
nancy and child age 4 years). Afterwards, the interven-
tion group was stratified according to whether families 
enrolled in PIM during or after pregnancy, and separate 
effects were estimated for these different enrolment 
times. For these stratified analysis, children who did not 
received PIM were randomly divided proportionally to 
the number of individuals in each intervention subgroup 
(PIM starting during or after pregnancy). Covariate 
balance between the two randomly generated non- PIM 
groups was examined to assess their interchangeability. 
For each stratum of the intervention group (enrolled 
during pregnancy or after birth), the steps described 
above for matching and analysis were conducted sepa-
rately. For the stratum with initiation of PIM after birth, 
the same set of 27 covariates was used in the analysis. 
For the stratum starting during pregnancy, 15 covari-
ates were selected for analyses. These were all potential 
confounders that were not on the causal pathway of the 
effect of PIM starting during pregnancy on ECD (online 
supplemental box 1). Cochran’s Q heterogeneity χ2 test 
was used to examine modification of the effect of PIM 
according to the timing of intervention initiation.

To investigate the programme’s potential to reduce 
inequalities in child development, effect modification 
according to family income quintile at birth was explored 
in double- adjusted analysis with low BDI (below the 10th 
percentile) as an outcome—in situations where signifi-
cant main effects were found in the primary analyses. All 
analyses were conducted using Stata V.15.1.

Patient and public involvement
The public was not involved in the design or conduct of 
our research. The municipal and state management of 
the PIM was involved in the planning of this evaluation. 
The results are being disseminated and discussed with 
those responsible for implementing the programme, to 
improve its impact.

RESULTS
Out of 4275 children in the cohort, 797 were enrolled 
in PIM at any point up to their fourth birthdays. Of the 
whole cohort, 3190 children (74.6%) were included in the 
analytic sample, of whom 601 were enrolled in PIM. The 
one- to- one matching process based on PS was performed 
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using that sample. Figure 1 presents a flow chart of the 
study analyses, which shows that most exclusions from the 
analytic sample were due to lack of outcome or covariate 
data. The excluded sample had somewhat lower socio-
economic status, but exclusions were not associated with 
receiving PIM (online supplemental table 1). Pregnan-
cies were not planned by the family in 49% of the cases 
and 13% of mothers were under 20 years of age at birth 
(online supplemental table 1). Among children enrolled 
in PIM, 53% were enrolled up to age 12 months, and the 
duration of receiving the programme ranged from 3 to 42 
months with a median of 12 months. The main reasons 
registered for withdrawal from the programme were lack 
of an available visitor (34%) and the family choosing to 

leave (25%) (online supplemental table 9). A high turn-
over of visitors for each child was recorded: among the 
354 children enrolled in PIM at any time up to age 4 
years and remaining in the programme for 12 months or 
more, 66% received the intervention from two or more 
visitors, and 65% of those 91 children who remained in 
the programme for 24 or more months received it from 
three or more visitors (see also online supplemental table 
10). The total BDI score ranged from 56 to 131 points 
(mean=113.4; SD=8.8). Children with scores below the 
10th percentile had scores less than or equal to 103 
points, which is equivalent to a developmental age of 30 
months, although the children were aged, on average, 46 
months at assessment.

Figure 1 Flow chart showing numbers of children for whom propensity scores were calculated, numbers of children in 
matched analyses and reasons for exclusion, separately for estimation of both the effect of any enrolment in Primeira Infância 
Melhor (PIM) (A), and the effect of PIM stratified according to whether enrolment occurred during or after pregnancy (B). BDI, 
Battelle’s Developmental Inventory.
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Estimation of effects of any enrolment in PIM
Figure 2 compares standardised mean differences of 
27 confounders between PIM children (enrolled at any 
time) and the pool of potential controls (before PS 
matching, red dots in Figure) and matched controls 
(after PS matching, blue dots in Figure). The distribu-
tion of the PS for the PIM and potential control group 
(online supplemental figure 1) enabled matching of 
almost all PIM children to a control with a very similar 
PS, although for a few PIM children with very high PS, 
only controls with slightly lower PS were available. After 
matching, standardised mean differences between the 
PIM and the comparison group were less than 0.1 for all 
27 covariates (see also online supplemental table 3).

Comparing PIM children (enrolled at any time) with 
matched controls, there was not strong statistical evidence 
that PIM affected child development measured at age 4 
years (table 1). For example, with double adjustment, 
the effect of PIM on the total BDI score was estimated as 
almost exactly zero (β=0.02; 95% CI −0.09 to 0.13).

Effect modification of PIM according to enrolment during or 
after pregnancy
Next we compared the effects of PIM between families 
who were enrolled during pregnancy and those enrolled 
afterwards, in tests of interaction. This necessitated 
matching separately for each group to estimate the effects 
in each of them separately. Considering the 480 children 
who were enrolled in PIM after birth, matching yielded a 
good balance for all 27 covariates (online supplemental 

figure 4 and table 5)). For the 121 children whose fami-
lies were enrolled in PIM during pregnancy, matching 
yielded good balance for most but not all covariates 
(online supplemental figure 6 and table 6), thus empha-
sising the need for double adjustment when analysing 
the effect of PIM starting during pregnancy.

In double- adjusted analysis, the test of interaction effect 
based on intervention timing (enrolment during or after 
pregnancy) was p = 0.08 for the overall child development 
score and p = 0.02 for low child development score, that 
is, below the 10th percentile. PIM starting during preg-
nancy was associated with 0.19 SD (95% CI -0.02 to 0.40) 
higher development scores at age 4, and with 60% lower 
prevalence (prevalence ratio=0.40; 95% CI 0.18 to 0.89) 
of having a low development score, that is, below the 10th 
percentile. In contrast, for PIM starting after birth, there 
was no strong statistical evidence of association with child 
outcomes (table 2). Exploratory analysis on the five sepa-
rate domains of child development is presented in the 
online supplemental material, showing consistently larger 
effects across all domains, except the adaptive domain, 
when children were enrolled during pregnancy, with the 
cognitive domain presenting the strongest evidence for 
effect modification (online supplemental table 7).

Effects of PIM starting during pregnancy, according to family 
income at birth
Considering the effects of PIM starting during pregnancy 
on child development, and the well- documented social 
inequalities in child development, we explored possible 

Figure 2 Standardised mean differences for potential confounders before and after propensity score matching in the analysis 
on any enrolment in Primeira Infância Melhor (PIM).
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effect modification due to family income. Such analysis 
should be interpreted with caution, given the small size 
of the sample of children who were enrolled during preg-
nancy. Exploratory analysis did not find evidence that 
family income at birth modified effects of PIM starting 
during pregnancy on the prevalence of low child devel-
opment score (p = 0.44 considering income divided in 
quintiles, p = 0.60 considering income divided at the 
median).

DISCUSSION
In a large, population- based birth cohort study in 
southern Brazil, no effect of the PIM home- visiting 
programme on ECD was observed, considering all fami-
lies who received the programme as one group. However, 
for families who were enrolled during pregnancy, there 
was a large decrease in the prevalence of having a low 
development score (below the 10th percentile). Given 
that the programme targeted more vulnerable families of 
low socioeconomic status, such benefits indicate poten-
tial for the programme, when starting in pregnancy, to 
reduce inequalities in ECD.

The lack of strong evidence for an effect of PIM in 
general (no effects observed for families enrolled at any 
time up to child age 4 years), contrasts with results from 
meta- analyses13–17 and single RCTs. These showed that 
home- visiting programmes had moderate overall effects 
on ECD in LMICs (of around 0.3 SD).34–36 However, as 
more programmes are scaled up, programmes with large 
coverage such as PIM may show null effects, given the 
challenges of high- quality implementation, requiring 
building bonds with the families involved, standardised 

high- quality content needing to be delivered, and 
achieving appropriate intensity of intervention.1 37 38

The challenges in implementing PIM include diffi-
culties in establishing visitor- family bonds, as indicated 
by the relatively high visitor turnover recorded, and 
the fact that the main reasons for withdrawal from 
the programme were nonavailability of a visitor and 
the family choosing to leave. Also, half of the children 
were enrolled only after 1 year of age, even though the 
programme aims to promote ECD from the time of preg-
nancy onwards. This showed that the programme had 
relative low capacity to search for and engage families 
at the time of gestation and early infancy. Other studies 
have shown that staff with better knowledge of child 
development after initial training tend to deliver higher 
quality and more engaging content, which is associated 
with better results for parenting and ECD.39 Although 
PIM involves intensive initial and continuous weekly 
training,27 potentially reducing turnover40 and increasing 
the proficiency and confidence of the visitors with regard 
to delivery of the intervention,39 the fact that PIM visitors 
in Pelotas are undergraduate students with high turn-
over may have affected the level of social competence 
and ability to engage families in the programme curric-
ulum. Compared with community health workers, under-
graduates may have more theoretical knowledge, but less 
experience in parenting. Further evaluation of the effec-
tiveness of different supervision strategies of the visitor 
is also important41; in PIM it is carried out by a monitor 
with previous experience as a visitor in PIM.

Despite the null results for the overall programme, we 
identified a positive effect of PIM home visiting on ECD 

Table 1 Effects of any enrolment in PIM up to age 4 years (601 pairs) on child development at age 4 years

Outcome

Unadjusted* Matched† Matched with double adjustment‡

N=3190 N=1202 N=1202

β 95% CI β 95% CI β 95% CI

Linear regression for mean BDI score

Total BDI score (SD) −0.19 −0.28 to −0.11 −0.00 −0.11 to 0.11 0.02 −0.09 to 0.13

Personal- social (SD) −0.17 −0.25 to −0.08 −0.03 −0.13 to 0.07 −0.02 −0.12 to 0.08

Adaptive (SD) 0.07 −0.01 to 0.16 0.05 −0.05 to 0.15 0.06 −0.04 to 0.16

Motor (SD) −0.07 −0.16 to 0.02 0.02 −0.09 to 0.13 0.03 −0.08 to 0.14

Communication (SD) −0.19 −0.28 to −0.11 0.03 −0.08 to 0.13 0.03 −0.07 to 0.14

Cognitive (SD) −0.28 −0.37 to −0.20 −0.04 −0.15 to 0.08 −0.03 −0.14 to 0.09

Poisson regression for belonging to the group below the 10th percentile of BDI

  PR 95% CI PR 95% CI PR 95% CI

Low development score 1.35 1.06 to 1.73 0.97 0.72 to 1.32 0.98 0.73 to 1.31

*Comparison between intervention group (n=601) and possible controls group (n=2589) without adjustment.
†Paired analysis comparing the intervention group (n=601) with the matched control group (n=601).
‡Paired analysis comparing the intervention group (n=601) with the matched control group (n=601) with double adjustment for the following 
confounders included in the propensity score prediction: neighbourhood violence, mother’s skin colour (others/white), maternal age at birth (>19 
years), maternal schooling level (years), paternal schooling level, income at birth (quintiles), asset index at birth (quintiles), people per bedroom in 
the house, number of prenatal visits (>5), number of children with the mother, mother living with partner, mother worked during pregnancy, father’s 
support during pregnancy, planned pregnancy, depressive maternal symptoms (3 months), birth weight (grams), smoking during pregnancy, main 
caregiver until age 3 months, childcare attendance up to age 2 years and older sibling received PIM.
BDI, Battelle’s Developmental Inventory; PIM, Primeira Infância Melhor; PR, prevalence ratio.
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when families were enrolled during pregnancy. Although 
the literature is sparse regarding differential effects 
according to whether visits start during pregnancy, our 
results corroborate those of several other studies.20 21 We 
can postulate three main possible explanations for this 
specificity of effect. First, pregnancy is an optimal time 
for establishing good relations between an expectant 
mother and a service provider. This is a critical period 
for fostering understanding of parenting issues,42 and 
promoting responsive caregiving and parent–child 
attachment, and this can be consolidated through conti-
nuity of the intervention after birth.7 14 43 44 Second, the 
strong emphasis of PIM on linking families with primary 
healthcare services, so as to promote prenatal care, may 
also have contributed, for example, via effects on birth 
weight. The explicit focus of the programme content on 
breastfeeding, which has been correlated with cognitive 
outcomes,45 46 may be another mechanism. Attachment 
developed from pregnancy onwards is a very consistent 
effect of parenting programmes15 and could have a syner-
gistic relationship with breastfeeding promotion. A third 
possible explanation why starting PIM during pregnancy 
was associated with an effect that was not observed when 
PIM started after birth is that it simply led to longer 
overall participation in the programme. Among the chil-
dren enrolled during pregnancy, about half received the 
programme for 18 months or more, while this was true for 
only about one quarter of the children who were enrolled 
after birth (online supplemental table 9). However, there 
was no clear pattern of association between duration of 
participation in the intervention and ECD outcomes, and 
there was no evidence of any interaction between partic-
ipating in PIM (either starting during pregnancy or after 
birth) and the length of time receiving the programme, 
in predicting ECD (online supplemental tables 12 and 
13). This is possibly because of the higher turnover of 
visitors for children with longer periods enrolled in the 
programme.

The apparently homogeneous effects of PIM starting 
during pregnancy across different family income strata 
contrasts with evidence from the same population 
showing that child stimulation influences child devel-
opment with stronger effects among families with lower 
levels of education,29 and other intervention studies 
which have found stronger effects among less advantaged 
children.15 20 47–49 However, the literature is not entirely 
consistent, in that some studies have identified larger 
benefits for less vulnerable children.34 50

The potential of PIM and other similar interventions 
starting during pregnancy to improve ECD and reduce 
inequalities indicate: (1) the need for better targeting 
mechanisms to actively search for and include pregnant 
women in such programmes and (2) further research 
on whether post- natal home visiting can be made more 
effective through improved implementation, or content 
modification. To improve the focus of an interven-
tion such as PIM, it is crucial that the managers of the 
programme should work with existing platforms such as 

primary healthcare and use prioritisation tools with high 
predictive validity to identify the families most at need of 
support.

One important limitation of this study was its lack 
of randomisation to treatment and control condi-
tions. Despite extensive covariable adjustment, residual 
confounding may still have been present, and it is unclear 
whether this would be more likely to result in overestima-
tion or underestimation of intervention effects. There 
was also a lack of detailed information on the quality of 
the PIM implementation, such as the number of visits 
received. Additionally, estimates of inequality reduc-
tions following enrolment in PIM during pregnancy 
were based on a relatively small subsample of the study. 
However, the study also had singular strengths in terms of 
evaluating the effectiveness of a large- scale home- visiting 
programme in an unconditioned real- life setting, without 
any interference from the study team regarding eligibility 
criteria or other aspects of the intervention implemen-
tation. Longitudinal measurements of a robust set of 
confounders were made, with a high level of accuracy, 
and any measurement error is likely to have been non- 
differential, given the blinding of assessors and partici-
pants to the study hypotheses.

CONCLUSION
This study suggests that a large- scale home- visiting 
programme starting in pregnancy could improve ECD 
under real- world conditions in an LMIC setting. Given 
that the programme targets vulnerable poorer fami-
lies, any effects have the capacity to reduce inequalities 
in ECD. However, the study also highlights an urgent 
need to improve the implementation process of the PIM 
programme. This is because no effect was observed for 
families who enrolled after pregnancy. The results from 
this study are directly relevant to the Brazilian context, 
but also speak to an urgent need for evaluation of large- 
scale implementations of home- visiting programmes 
delivered by paraprofessionals in LMICs, which are key 
to progress on target 4.2 of the sustainable development 
goals, that is, that all girls and boys should have access to 
quality ECD and care.51
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Correction

Correction: Effectiveness of a large- scale home visiting 
programme (PIM) on early child development in Brazil: 
quasi- experimental study nested in a birth cohort

Viegas da Silva E, Hartwig FP, Barros F, et al. Effectiveness of a large- scale home 
visiting programme (PIM) on early child development in Brazil: quasi- experimental 
study nested in a birth cohort. BMJ Global Health 2022;7:e007116. doi:10.1136/
bmjgh- 2021- 007116
 
This article has been corrected since it was published online because of errors in the 
syntax of the STATA command that had been used in the matched models of the 
effects of the PIM intervention, which applied to many tables of results in the orig-
inal publication. The syntax error related to the survey command in the regression 
analyses. We should have used the command “svyset pair_variable” and we previously 
wrongly applied “svyset [pw=pair_variable]”. Unfortunately, this had weighted the 
pair- identifier variable, rather than appropriately treating the pairs as clusters - the 
intended method. This and all other aspects of the statistical analyses and commands 
used to run them have been carefully reviewed in duplicate for the corrected version.

Unfortunately, the mistake in the syntax had consequences for the results as orig-
inally published, and specific aspects of the discussion. Having re- run the analyses 
with the correct STATA suffix, to appropriately adjust for clustered data, the two 
main conclusions of the paper persisted and remain in the corrected version of the 
article: (1) there are no effects of the PIM home- visiting programme on Early Child-
hood Development (ECD) considering all families who received the programme as 
one group; and (2) a positive effect on ECD is identified among families who were 
enrolled in PIM during pregnancy. However, previous results from exploratory anal-
ysis of moderation of the effects of PIM starting during pregnancy by family income 
at birth (originally published as significant based on the incorrect command) are not 
supported in the corrected results. Given the latter change in findings, a figure that 
was included in the original publication, displaying the interaction, has been removed 
from the corrected version now published online.

The current online version of the paper now presents corrected results, as well as 
revised interpretations of their findings where appropriate.
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(CC BY 4.0) license, which permits others to copy, redistribute, remix, transform and build upon this work for any purpose, 
provided the original work is properly cited, a link to the licence is given, and indication of whether changes were made. See: 
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© Author(s) (or their employer(s)) 2022. Re- use permitted under CC BY. Published by BMJ.

BMJ Global Health 2022;7:e007116corr1. doi:10.1136/bmjgh-2021-007116corr1

http://gh.bmj.com/
https://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjgh-2021-007116corr1&domain=pdf&date_stamp=2022-05-04


1 

 

Supplementary file 

 

Supplemental Figure 1. Distribution of propensity score for intervention and control groups for 

analysis of effects of Primeira Infância Melhor (PIM) enrollment any time up to age 4 years. 

 

Supplemental Figure 2. Balancing of confounders between two randomly generated control groups 

used to test interaction with starting Primeira Infância Melhor (PIM) during pregnancy or after birth. 
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Supplemental Figure 3. Distribution of propensity score for intervention and control groups for 

analysis of effect of the Primeira Infância Melhor (PIM) starting after birth. 

 

 

Supplemental Figure 4. Balancing of potential confounders before and after the propensity score 

matching that was used in the analysis on the effect of Primeira Infância Melhor (PIM) starting after 

birth (480 pairs). 
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Supplemental Figure 5. Distribution of propensity score for intervention and control groups for 

analysis of effect of the Primeira Infância Melhor (PIM) starting during pregnancy. 

 

 

Supplemental Figure 6. Balancing of potential confounders before and after the propensity score 

matching that was used in the analysis on the effect of Primeira Infância Melhor (PIM) starting during 

pregnancy (121 pairs). 
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Supplemental Table 1. Comparison of characteristics between total Pelotas 2015 Birth Cohort 

sample, analytical sample and individuals excluded from the analyses. 

    
Whole 

cohort 

Analytic 

Sample 

Excluded 

sample 

    (N = 4275) (N = 3190) (N = 1085) 

  n(%) n(%) n(%) 

Sex           

  Female 2111(49.4) 1565(49.1) 546(50.3) 

  Male 2164(50.6) 1625(50.9) 539(49.7) 

  Missing data (n) 0 0 0 

Mother's skin color         

  White 3024(70.9) 2297(72.0) 727(67.1) 

  Black 667(15.6) 489(15.3) 178(16.4) 

  Brown 551(12.9) 385(12.1) 166(15.3) 

  Asian 16(0.4) 12(0.4) 4(0.4) 

  Indigenous 10(0.2) 8(0.3) 2(0.2) 

  Missing data (n) 7 0 7 

Income at birth (quintiles)         

  Poorest 846(19.8) 573(18.0) 273(25.2) 

  2nd  859(20.1) 638(20.0) 221(20.4) 

  3rd  853(20.0) 653(20.5) 200(18.5) 

  4th  856(20.0) 678(21.3) 178(16.5) 

  Richest 859(20.1) 649(20.3) 210(19.4) 

  Missing data (n) 2 0 2 

Asset index at birth (quintiles)         

  Poorest 826(20.0) 597(18.7) 229(24.5) 

  2nd  825(20.0) 632(19.8) 193(20.6) 

  3rd  826(20.0) 654(20.5) 172(18.4) 

  4th  825(20.0) 665(20.8) 160(17.1) 

  Richest 825(20.0) 643(20.2) 182(19.4) 

  Missing data (n) 148 0 148 

Maternal schooling level at birth (years)            

  0-4 391(9.2) 238(7.5) 153(14.1) 

  5-8 1095(25.6) 773(24.2) 322(29.7) 

  9-11 1458(34.1) 1140(35.7) 318(29.4) 

  12+ 1330(31.1) 1040(32.6) 290(26.8) 

  Missing data (n) 1 0 1 

Paternal schooling level at birth (years)            

  0-4 537(13.4) 400(12.5) 137(16.5) 

  5-8 1164(28.9) 941(29.5) 223(26.8) 

  9-11 1279(31.8) 1041(32.6) 238(28.6) 

  12+ 1043(25.9) 809(25.4) 234(28.1) 

  Missing data (n) 252 0 252 

People per bedroom in the house at birth         

  2 1680(40.9) 1299(40.7) 381(41.7) 

  > 2 to 3 1757(42.8) 1398(43.8) 359(39.3) 

  > 3 to 4 482(11.7) 363(11.4) 119(13.0) 

  > 4 186(4.5) 131(4.1) 55(6.0) 

  Missing data (n) 170 0 170 
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Number of children living with the mother at birth       

  0 2174(50.9) 1622(50.8) 552(51.0) 

  1 1341(31.4) 1042(32.7) 299(27.6) 

  2 453(10.6) 335(10.5) 118(10.9) 

  3 169(4.0) 115(3.60) 54(5.0) 

  4 or more 137(3.2) 77(2.4) 60(5.5) 

  Missing data (n) 1 0 1 

Number of prenatal visits         

  0-5 586(14.0) 389(12.2) 197(19.8) 

  ≥6 3600(86.0) 2802(87.8) 798(80.2) 

  Missing data (n) 89 0 89 

Maternal age at birth (years)          

  <20 623(14.6) 424(13.3) 199(18.4) 

  20+ 3651(85.4) 2767(86.7) 884(81.6) 

  Missing data (n) 1 0 1 

Mother living with husband or partner at birth       

  No 607(14.2) 337(10.6) 270(24.9) 

  Yes 3667(85.8) 2854(89.4) 813(75.1) 

  Missing data (n) 1 0 1 

Mother worked during pregnancy         

  No 1895(44.3) 1332(41.7) 563(52.0) 

  Yes 2379(55.7) 1859(58.3) 520(48.0) 

  Missing data (n) 1 0 1 

Father's support level during pregnancy         

  Little support 462(11.0) 294(9.2) 168(16.7) 

  Much support 3736(89.0) 2897(90.8) 839(83.3) 

  Missing data (n) 77 0 77 

Planned pregnancy         

  Yes 2058(48.2) 1625(50.9) 433(40.0) 

  No 2216(51.9) 1566(49.1) 650(60.0) 

  Missing data (n) 1 0 1 

Smoking during pregnancy         

  No 3640(85.2) 2777(87.0) 863(79.9) 

  Yes 631(14.8) 414(13.0) 217(20.1) 

  Missing data (n) 4 0 4 

Alcohol use during pregnancy         

  No 3957(92.6) 2973(93.2) 984(91.0) 

  Yes 315(7.4) 218(6.8) 97(9.0) 

  Missing data (n) 3 0 3 

Maternal arterial hypertension during pregnancy       

  No 3183(74.5) 2371(74.3) 812(75.1) 

  Yes 1089(25.5) 819(25.7) 270(25.0) 

  Missing data (n) 3 0 3 

Maternal diabetes mellitus during pregnancy         

  No 3906(91.4) 2908(91.1) 998(92.3) 

  Yes 366(8.6) 283(8.9) 83(7.7) 

  Missing data (n) 3 0 3 

Gestational age at birth (weeks)         

  ≤ 36 663(15.5) 428(13.4) 235(21.7) 
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  ≥ 37 3612(84.5) 2763(86.6) 849(78.3) 

  Missing data (n) 0 0 0 

Birth weight (grams)         

  ≥ 2500 3826(89.9) 2913(91.3) 913(85.6) 

  < 2500  432(10.2) 278(8.7) 154(14.4) 

  Missing data (n) 17 0 17 

Apgar 5th minute           

  ≥ 7 4221(98.7) 3164(99.2) 1057(97.5) 

  < 7 54(1.3) 27(0.9) 27(2.5) 

  Missing data (n) 0 0 0 

Couple's relationship quality         

  Little criticism 2231(64.8) 1827(65.5) 404(62.0) 

  Medium criticism 711(20.7) 568(20.4) 143(21.9) 

  Lots of criticism 501(14.6) 396(14.2) 105(16.1) 

  Missing data (n) 832 400 432 

Depressive maternal symptoms (3 months)       

  No 3264(79.7) 2562(80.3) 702(77.7) 

  Yes 831(20.3) 629(19.7) 202(22.4) 

  Missing data (n) 180 0 180 

Main caregiver until 3 months of age         

  Another person 168(4.1) 97(3.0) 71(7.7) 

  Mother 3941(95.9) 3094(97.0) 847(92.3) 

  Missing data (n) 166 0 166 

Childcare attendance up to age 2 years         

  Never 2781(67.5) 2109(66.1) 672(72.1) 

  Sometimes 937(22.7) 732(22.9) 205(22.0) 

  Always 405(9.8) 350(11.0) 55(5.9) 

  Missing data (n) 152 0 152 

Neighborhood violence         

  Low 2320(58.3) 1858(58.2) 462(58.3) 

  Medium  1343(33.7) 1078(33.8) 265(33.5) 

  High 320(8.0) 255(8.0) 65(8.2) 

  Missing data (n) 292 0 292 

Any enrollment in PIM up to age 4             

  No 3454(81.3) 2589(81.2) 865(81.5) 

  Yes 797(18.6) 601(18.8) 196(18.5) 

  Missing data (n)  24 0 24 

PIM starting during pregnancy           

  Not received PIM 3454(81.3) 2589(81.2) 865(81.5) 

  Started after birth 640(15.1) 480(15.0) 160(15.1) 

  Started during pregnancy 157(3.7) 121(3.8) 36(3.4) 

  Missing data (n) 24 0 24 

Age of entry into PIM (months)           

  Not received PIM 3454(81.3) 2589(81.2) 865(81.5) 

  Before 6  325(7.7) 253(7.9) 72(6.8) 

  6 to 12 87(2.1) 65(2.0) 22(2.1) 

  13 to 24 258(6.1) 196(6.1) 62(5.9) 

  After 24 127(3.0) 87(2.7) 40(3.8) 

  Missing data (n) 24 0 24 
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Time receiving PIM (months)           

  Not received PIM 3454(81.3) 2589(81.2) 865(81.5) 

  < 6 54(1.3) 37(1.2) 17(1.6) 

  6 to 11 293(6.9) 210(6.6) 83(7.8) 

  12 to 17 198(4.7) 154(4.8) 44(4.1) 

  18 to 23 136(3.2) 109(3.4) 27(2.5) 

  24+ 116(2.7) 91(2.9) 25(2.4) 

  Missing data (n) 24 0 24 

Reason for withdrawal from PIM         

  Not received PIM 3454(81.3) 2589(81.2) 865(81.5) 

  Lack of visitor 270(6.4) 206(6.5) 64(6.0) 

  Family chose to leave  197(4.6) 149(4.7) 48(4.5) 

  Daycare admission 113(2.7) 90(2.8) 23(2.2) 

  Change of neighborhood or municipality 90(2.1) 63(2.0) 27(2.5) 

  Age limit 23(0.5) 15(0.5) 8(0.8) 

  Unknown 104(2.5) 78(2.4) 26(2.5) 

  Missing data (n) 24 0 24 

Number of PIM visitors who accompanied the child           

  Not received PIM 3454(81.3) 2589(81.2) 865(81.5) 

  1 463(10.9) 339(10.6) 124(11.7) 

  2 202(4.8) 155(4.9) 47(4.4) 

  3 92(2.2) 76(2.4) 16(1.5) 

  4+ 40(0.9) 31(1.0) 9(0.8) 

  Missing data (n) 24 0 24 

Older sibling received PIM         

  No 3962(92.7) 2953(92.6) 1009(93.0) 

  Yes 313(7.3) 237(7.4) 76(7.0) 

  Missing data (n) 0 0 0 

Below the 10th percentile on Battelle score at age 4 years         

  No 3234(89.7) 2881(90.3) 353(85.5) 

  Yes 370(10.3) 310(9.7) 60(14.5) 

  Missing data (n) 671 0 671 

        Mean(SD)   

Battelle total score at age 4 years  113.4(8.8) 113.7(8.6) 111.2(9.7) 

  Missing data (n) 671 0 671 
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Supplemental Table 2. Prevalence of analytical sample characteristics according to whether or not 

children received Primeira Infância Melhor (PIM). 

    Any enrollment in PIM   PIM starting during pregnancy 

    No (N=2589) Yes (N=601)   No (N=2589) Yes (N=121) 

  N (%) N (%)   N (%) N (%) 

Neighborhood violence p<0,001     p=0,045 

  Low 1575 (60.8) 282 (46.9)   1575 (60.8) 66 (54.6) 

  Medium  841 (32.5) 237 (39.4)   841 (32.5) 40 (33.1) 

  High 173 (6.7) 82 (13.6)   173 (6.7) 15 (12.4) 

Mother's skin color p<0,001     p<0,001 

  White 1965 (75.9) 331 (55.1)   1965 (75.9) 66 (54.6) 

  Black 334 (12.9) 155 (25.8)   334 (12.9) 29 (24.0) 

  Brown 275 (10.6) 110 (18.3)   275 (10.6) 25 (20.7) 

  Asian 11 (0.4) 1 (0.2)   11 (0.4) 0 (0.0) 

  Indigenous 4 (0.2) 4 (0.7)   4 (0.2) 1 (0.8) 

Maternal schooling level at birth 

(years)  
  p<0,001     p<0,001 

  0-4 136 (5.3) 102 (17.0)   136 (5.3) 27 (22.3) 

  5-8 552 (21.3) 220 (36.6)   552 (21.3) 46 (38.0) 

  9-11 915 (35.3) 225 (37.4)   915 (35.3) 38 (31.4) 

  12+ 968 (38.1) 54 (9.0)   968 (38.1) 10 (8.3) 

Paternal schooling level at birth 

(years)  
  p<0,001     p<0,001 

  0-4 258 (10.0) 142 (23.6)   258 (10.0) 25 (20.7) 

  5-8 686 (26.5) 255 (42.4)   686 (26.5) 50 (41.3) 

  9-11 871 (33.6) 170 (28.3)   871 (33.6) 40 (33.1) 

  12+ 774 (29.9) 34 (5.7)   774 (29.9) 6 (5.0) 

Income at birth (quintiles) p<0,001     p<0,001 

  Poorest 371 (14.3) 202 (33.6)   371 (14.3) 44 (36.4) 

  2nd  467 (18.0) 171 (28.5)   467 (18.0) 38 (31.4) 

  3rd  521 (20.1) 132 (22.0)   521 (20.1) 20 (16.5) 

  4th  606 (23.4) 71 (11.8)   606 (23.4) 16 (13.2) 

  Richest 624 (24.1) 25 (4.2)   624 (24.1) 3 (2.5) 

Asset index at birth (quintiles)   p<0,001     p=0,001 

  Poorest 383 (14.8) 214 (35.6)   383 (14.8) 45 (37.2) 

  2nd  459 (17.7) 173 (28.8)   459 (17.7) 40 (33.1) 

  3rd  528 (20.4) 126 (21.0)   528 (20.4) 22 (18.2) 

  4th  595 (23.0) 69 (11.5)   595 (23.0) 9 (7.4) 

  Richest 624 (24.1) 19 (3.2)   624 (24.1) 5 (4.1) 

People per bedroom in the house at birth p<0,001     p<0,001 

  2 1133 (43.8) 165 (27.5)   1133 (43.8) 29 (24.0) 

  > 2 to 3 1126 (43.5) 272 (45.3)   1126 (43.5) 54 (44.6) 

  > 3 to 4 254 (9.8) 109 (18.1)   254 (9.8) 25 (20.7) 

  > 4 76 (2.9) 55 (9.2)   76 (2.9) 13 (10.7) 

Number of prenatal visits p<0,001     p=0,815 

  0-5 282 (10.9) 106 (17.6)   282 (10.9) 14 (11.6) 

  ≥ 6 2307 (89.1) 495 (82.4)   2307 (89.1) 107 (88.4) 

Maternal age at birth (years)    p<0,001     p=0,003 

  < 20 302 (11.7) 122 (20.3)   302 (11.7) 25 (20.7) 
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  20+ 2287 (88.3) 479 (79.7)   2287 (88.3) 96 (79.3) 

Number of children living with the mother at birth p<0,001     p=0,003 

  0 1372 (53.0) 249 (41.4)   1372 (53.0) 45 (37.2) 

  1 843 (32.6) 199 (31.1)   843 (32.6) 48 (39.7) 

  2 247 (9.5) 88 (14.6)   247 (9.5) 17 (14.1) 

  3 82 (3.2) 33 (5.5)   82 (3.2) 5 (4.1) 

  4 or more 45 (1.7) 32 (5.3)   45 (1.7) 6 (5.0) 

Mother living with husband or partner at birth p=0,001     p=0,03 

  No 250 (9.7) 87 (14.5)   250 (9.7) 19 (15.7) 

  Yes 2339 (90.3) 514 (85.5)   2339 (90.3) 102 (84.3) 

Mother worked during pregnancy p<0,001     p<0,001 

  No 967 (37.4) 364 (60.6)   967 (37.4) 89 (73.6) 

  Yes 1622 (62.7) 237 (39.4)   1622 (62.7) 32 (26.5) 

Father's support during pregnancy p=0.133     p=0.826 

  Little support 229 (8.9) 65 (10.8)   229 (8.9) 10 (8.3) 

  Much support 2360 (91.2) 536 (89.2)   2360 (91.2) 111 (91.7) 

Couple's relationship quality p<0,001     p=0.392 

  Little criticism 1541 (67.1) 285 (57.7)   1541 (67.1) 62 (63.3) 

  Medium criticism 436 (19.0) 132 (26.7)   436 (19.0) 24 (24.5) 

  Lots of criticism 319 (13.9) 77 (15.6)   319 (13.9) 12 (12.2) 

Planned pregnancy p=0,001     p=0.028 

  Yes 1355 (52.3) 270 (44.9)   1355 (52.3) 51 (42.2) 

  No 1234 (47.7) 331 (55.1)   1234 (47.7) 70 (57.9) 

Smoking during pregnancy p<0,001     p=0,002 

  No 2293 (88.6) 483 (80.4)   2293 (88.6) 96 (79.3) 

  Yes 296 (11.4) 118 (19.6)   296 (11.4) 25 (20.7) 

Alcohol use during pregnancy p=0.848     p=0.642 

  No 2411 (93.1) 561 (93.3)   2411 (93.1) 114 (94.2) 

  Yes 178 (6.9) 40 (6.7)   178 (6.9) 7 (5.8) 

Maternal arterial hypertension during pregnancy p=0.860     p=0.841 

  No 1926 (74.4) 445 (74.0)   1926 (74.4) 91 (75.2) 

  Yes 663 (25.6) 156 (26.0)   663 (25.6) 30 (24.8) 

Maternal diabetes mellitus during pregnancy p=0.669     p=0.455 

  No 2362 (91.2) 545 (90.7)   2362 (91.2) 108 (89.3) 

  Yes 227 (8.8) 56 (9.3)   227 (8.8) 13 (10.7) 

Depressive maternal symptoms (3 months) p<0,001     p<0,314 

  No 2126 (82.1) 436 (72.6)   2126 (82.1) 95 (78.5) 

  Yes 463 (17.9) 165 (27.5)   463 (17.9) 26 (21.5) 

Gestational age at birth (weeks) p=0.476     p=0.188 

  ≥ 37 2247 (86.8) 515 (85.7)   2247 (86.8) 110 (90.9) 

  ≤ 36 342 (13.2) 86 (14.3)   342 (13.2) 11 (9.1) 

Birth weight (grams) p=0.458     p=0.457 

  ≥ 2500 2368 (91.5) 544 (90.5)   2368 (91.5) 113 (93.4) 

  < 2500  221 (8.5) 57 (9.5)   221 (8.5) 8 (6.6) 

Apgar 5th minute   p=0.652     p=0.985 

  ≥ 7 2568 (99.2) 595 (99.0)   2568 (99.2) 120 (99.2) 

  < 7 21 (0.8) 6 (1.0)   21 (0.8) 1 (0.8) 

Sex   p=0.506     p=0.725 

  Female 1262 (48.7) 302 (50.3)   1262 (48.7) 57 (47.1) 
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  Male 1327 (51.3) 299 (49.8)   1327 (51.3) 64 (52.9) 

Main caregiver until 3 months of age p=0,002     p=0,302 

  Another person 67 (2.6) 30 (5.0)   67 (2.6) 5 (4.1) 

  Mother 2522 (97.4) 571 (95.0)   2522 (97.4) 116 (95.9) 

Childcare attendance up to age 2 years p<0,001     p=0,004 

  Never 1631 (63.0) 477 (79.4)   1631 (63.0) 93 (76.86) 

  Sometimes 628 (24.3) 104 (17.3)   628 (24.3) 22 (18.2) 

  Always 330 (12.8) 20 (3.3)   330 (12.8) 6 (5.0) 

Below the 10th percentile on Battelle score at age 4 

years 
p=0,017     p=0,529 

  No 2353 (90.9) 527 (87.7)   2353 (90.9) 112 (92.6) 

  Yes 236 (9.1) 74 (12.3)   236 (9.1) 9 (7.4) 
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Supplemental Table 3. Balancing of potential confounders before and after the propensity score matching that was 

used in the analysis on the effect of any enrollment in Primeira Infância Melhor (PIM) (601 pairs). 

Confounder Mean in treated Mean in untreated 
Standardized difference 

After matching Before matching 

Neighborhood violence 0.67 0.65 0.023 0.327 

Mother's skin color (others/white) 0.42 0.44 -0.034 0.436 

Maternal schooling level (years) 7.98 8.06 -0.023 -0.857 

Paternal schooling level  1.13 1.18 -0.047 -0.802 

Income at birth (quintiles) 2.28 2.35 -0.054 -0.830 

Asset index at birth (quintiles) 2.20 2.21 -0.011 -0.872 

People per bedroom in the house 1.14 1.10 0.054 0.486 

Number of prenatal visits (> 5) 0.84 0.84 0.002 -0.199 

Maternal age at birth (> 19 years) 0.83 0.81 0.072 -0.208 

Number of children living with the mother 1.03 0.94 0.092 0.356 

Mother living with partner at birth 0.97 0.96 0.073 -0.045 

Mother worked during pregnancy 0.39 0.42 -0.054 -0.505 

Father's support during pregnancy 0.95 0.94 0.022 -0.006 

Couple's relationship quality 0.58 0.54 0.053 0.151 

Planned pregnancy 0.51 0.50 0.012 0.132 

Smoking during pregnancy 0.19 0.20 -0.023 0.241 

Alcohol use during pregnancy 0.06 0.06 -0.029 -0.015 

Maternal hypertension during pregnancy 0.27 0.29 -0.042 0.029 

Maternal diabetes during pregnancy 0.11 0.09 0.054 0.049 

Depressive maternal symptoms (3 months) 0.25 0.27 -0.056 0.209 

Gestational age (< 37 weeks) 0.15 0.13 0.032 0.057 

Birth weight (grams) 3161.36 3151.46 0.018 -0.090 

Apgar 5th minute 0.01 0.01 0.002 0.043 

Sex 1.51 1.50 0.024 0.050 

Main caregiver until 3 months  0.96 0.98 -0.089 -0.131 

Childcare attendance up to age 2 years 0.22 0.24 -0.019 -0.442 

Older sibling received PIM 0.19 0.17 0.043 0.435 
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Supplemental Table 4. Balancing of confounders between two randomly generated control groups used 

to test interaction with starting Primeira Infância Melhor (PIM) during pregnancy or after birth. N group 

1 = 542; N group 2 = 2054. 

Potential confounder Mean in group 1 Mean in group 2 Standardized difference 

 

Neighborhood violence 0.44 0.47 -0.044 
 

Mother's skin color (others/white) 0.22 0.24 -0.046 
 

Maternal schooling level (years) 11.01 11.11 -0.026 
 

Paternal schooling level  1.86 1.87 -0.011 
 

Income at birth (quintiles) 3.31 3.35 -0.031 
 

Asset index at birth (quintiles) 3.27 3.39 -0.084 
 

People per bedroom in the house 0.75 0.71 0.055 
 

Number of prenatal visits (> 5) 0.90 0.92 -0.041 
 

Maternal age at birth (> 19 years) 0.13 0.12 0.071 
 

Number of children living with the mother 0.68 0.68 -0.005 
 

Mother living with partner at birth 0.98 0.99 -0.081 
 

Mother worked during pregnancy 0.63 0.64 -0.006 
 

Father's support during pregnancy 0.95 0.96 -0.053 
 

Couple's relationship quality 0.46 0.49 -0.045 
 

Planned pregnancy 0.43 0.47 -0.071 
 

Smoking during pregnancy 0.11 0.10 0.015 
 

Alcohol use during pregnancy 0.06 0.05 0.050 
 

Maternal hypertension during pregnancy 0.26 0.27 -0.031 
 

Maternal diabetes during pregnancy 0.09 0.10 -0.048 
 

Depressive maternal symptoms (3 months) 0.17 0.17 0.004 
 

Gestational age (< 37 weeks) 0.13 0.12 0.038 
 

Birth weight (grams) 3203.09 3.238.65 -0.067 
 

Apgar 5th minute 0.01 0.01 0.022 
 

Sex 1.49 1.48 0.026 
 

Main caregiver until 3 months  0.98 0.99 -0.021 
 

Childcare attendance up to age 2 years 0.49 0.51 -0.023 
 

Older sibling received PIM 0.05 0.03 0.095 
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Supplemental Table 5. Balancing of confounders before and after propensity score matching used in the 

analysis of effect of the Primeira Infância Melhor (PIM) starting after birth (480 pairs). 
 

Potential confounder Mean in treated Mean in untreated 

Standardized difference  

After matching 
Before 

matching 
 

Neighborhood violence 0.69 0.69 0.004 0.380  

Mother's skin color (others/white) 0.43 0.42 0.014 0.453  

Maternal schooling level (years) 8.22 8.35 -0.037 -0.786  

Paternal schooling level  1.13 1.16 -0.036 -0.803  

Income at birth (quintiles) 2.30 2.36 -0.053 -0.807  

Asset index at birth (quintiles) 2.23 2.25 -0.012 -0.829  

People per bedroom in the house 1.12 1.10 0.022 0.444  

Number of prenatal visits (> 5) 0.83 0.83 -0.016 -0.229  

Maternal age at birth (> 19 years) 0.83 0.83 -0.001 -0.214  

Number of children living with the mother 1.03 1.00 0.030 0.349  

Mother living with partner at birth 0.97 0.96 0.090 -0.011  

Mother worked during pregnancy 0.43 0.43 0.003 -0.421  

Father's support during pregnancy 0.94 0.93 0.057 -0.008  

Couple's relationship quality 0.60 0.53 0.098 0.189  

Planned pregnancy 0.51 0.51 -0.017 0.144  

Smoking during pregnancy 0.18 0.20 -0.047 0.209  

Alcohol use during pregnancy 0.06 0.06 -0.013 -0.019  

Maternal hypertension during pregnancy 0.27 0.31 -0.080 0.034  

Maternal diabetes during pregnancy 0.10 0.07 0.095 0.045  

Depressive maternal symptoms (3 months) 0.26 0.27 -0.010 0.235  

Gestational age (< 37 weeks) 0.16 0.15 0.028 0.093  

Birth weight (grams) 3129.40 3147.90 -0.034 -0.135  

Apgar 5th minute 0.01 0.01 0.004 0.043  

Sex 1.53 1.52 0.019 0.071  

Main caregiver until 3 months  0.96 0.98 -0.097 -0.124  

Childcare attendance up to age 2 years 0.21 0.20 0.019 -0.457  

Older sibling received PIM 0.17 0.18 -0.038 0.382  
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Supplemental Table 6. Balancing of confounders before and after propensity score matching used in the analysis of 

effect of the Primeira Infância Melhor (PIM) starting during pregnancy (121 pairs). 
 

Potential confounder Mean in treated Mean in untreated 
Standardized difference  

After matching Before matching  

Neighborhood violence 0.58 0.64 -0.085 0.143 
 

Mother's skin color (others/white) 0.45 0.47 -0.035 0.392 
 

Maternal schooling level (years) 7.33 7.40 -0.019 -1.015 
 

Paternal schooling level  1.22 1.14 0.090 -0.632 
 

Income at birth (quintiles) 2.14 2.18 -0.032 -0.871 
 

Asset index at birth (quintiles) 2.08 2.05 0.026 -0.964 
 

People per bedroom in the house 1.18 1.12 0.069 0.587 
 

Maternal age at birth (> 19 years) 0.79 0.74 0.132 -0.192 
 

Number of children living with the mother 1.00 0.86 0.144 0.317 
 

Mother living with partner at birth 0.84 0.87 -0.075 -0.184 
 

Mother worked during pregnancy 0.26 0.28 -0.036 -0.782 
 

Father's support during pregnancy 0.92 0.93 -0.060 0.001 
 

Planned pregnancy 0.58 0.56 -0.033 0.146 
 

Sex 1.47 1.48 -0.017 -0.036 
 

Older sibling received PIM 0.25 0.14 0.323 0.639 
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Supplemental Table 7. Effect modification of the Primeira Infância Melhor (PIM) according to starting during pregnancy (121 pairs) or after birth (480 pairs), in relation to standardized development 

scores and prevalence of belonging to the group below the 10th percentile of whole cohort.     

Outcome 

  Unadjusteda   Matchedb   Matched with double adjustmentc 
 

  
Started during 

pregnancy 
Started after Birth   

Started during 

pregnancy 
Started after Birth   

Started during 

pregnancy 
Started after Birth Heterogeneity 

p-valued 

 

  N = 663  N = 2534    N = 242  N = 960    N = 242  N = 960   

  β 95% CI β 95% CI   β 95% CI β 95% CI   β 95% CI β 95% CI 
  

Linear regression for mean BDI score   

Total BDI score (SD)   -0.07 -0.27 to 0.14 -0.22 -0.32 to -0.13   0.18 -0.10 to 0.47 -0.15 -0.33 to 0.03   0.27 0.02 to 0.52 -0.10 -0.27 to 0.07 0.015 
 

Personal-social (SD)   -0.05 -0.25 to 0.14 -0.19 -0.28 to -0.10   0.11 -0.20 to 0.41 -0.05 -0.22 to 0.11   0.15 -0.11 to 0.41 -0.03 -0.18 to 0.12 0.237 
 

Adaptive (SD)   0.05 -0.15 to 0.24 0.08 -0.01 to 0.17   0.15 -0.15 to 0.45 0.03 -0.13 to 0.20   0.23 -0.01 to 0.46 0.06 -0.10 to 0.22 0.247 
 

Motor (SD)   -0.01 -0.19 to 0.21 -0.09 -0.19 to 0.01   0.08 -0.21 to 0.36 -0.07 -0.23 to 0.09   0.10 -0.15 to 0.34 -0.03 -0.18 to 0.13 0.398 
 

Communication (SD)   -0.10 -0.30 to 0.11 -0.21 -0.31 to -0.12   0.10 -0.18 to 0.38 -0.12 -0.29 to 0.05   0.18 -0.08 to 0.43 -0.09 -0.25 to 0.07 0.081 
 

Cognitive (SD)   -0.12 -0.31 to 0.08 -0.32 -0.42 to -0.23   0.23 -0.03 to 0.50 -0.28 -0.44 to -0.12   0.32 0.07 to 0.57 -0.23 -0.39 to -0.08 <0.001 
 

Poisson regression for belonging to the group below the 10th percentile                          

    PR 95% CI PR 95% CI   PR 95% CI PR 95% CI   PR 95% CI PR 95% CI   
 

Low development score   0.76 0.39 to 1.50 1.50 1.15 to 1.96   0.48 0.15 to 1.54 1.27 0.79 to 2.03   0.29 0.13 to 0.69 1.23 0.80 to 1.89 0.003 
 

PR = prevalence ratio; CI = confidence interval   

aComparison between intervention group and possible controls group without adjustment.                 
 

bPaired analysis comparing the intervention group with the matched control group.                  

cPaired analysis comparing the intervention group with the matched control group with double adjustment for confounders included in the propensity score prediction for starting during pregnancy 

(neighborhood violence, mother’s skin color (others/white), maternal age at birth (> 19 years), sex, maternal schooling level (years), paternal schooling level, income at birth (quintiles), asset index at 

birth (quintiles), people per bedroom in house, number of children with the mother, mother living with partner, mother worked during pregnancy, father's support during pregnancy, planned pregnancy, 

older sibling received the PIM) and for starting after birth (neighborhood violence, mother’s skin color (others/white), maternal age at birth (> 19 years), sex, maternal schooling level (years), paternal 

schooling level, income at birth (quintiles), asset index at birth (quintiles), number of prenatal visits (> 5), people per bedroom in house, number of children with the mother, mother living with partner, 

mother worked during pregnancy, father's support during pregnancy, planned pregnancy, depressive maternal symptoms (3 months), birth weight (grams), smoking during pregnancy, alcohol use during 

pregnancy, maternal hypertension during pregnancy, maternal diabetes during pregnancy, gestational age (< 37 weeks), main caregiver until 3 months, childcare attendance up to age 2 years, older 

sibling received the PIM). 

 

 

 

 

 

 

 
dCochran’s Q heterogeneity chi-square test  
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Supplemental Table 8. Association between early childhood development at age 4 years 

and analytical sample characteristics (N=3190).  

    
Standardized 

BDI  

Below the 10th 

percentile on BDI  

  Total score No  Yes 

    β p-valor N (%) N (%) 

Neighborhood violence     p=0.027 

  Low 0   1698 (91.4) 159 (8.6) 

  Medium  -0.12 0.001 953 (88.4) 125 (11.6) 

  High -0.04 0.576 229 (89.8) 26 (10.2) 

Mother's skin color        p=0.007 

  White 0   2099 (91.4) 197 (8.6) 

  Black -0.22 <0.001 430 (87.9) 59 (12.1) 

  Brown -0.20 <0.001 334 (86.8) 51 (13.3) 

  Asian -0.27 0.345 11 (91.7) 1 (8.3) 

  Indigenous -0.71 0.039 6 (75.0) 2 (25.0) 

Maternal schooling level at birth (years)      p<0.001 

  0-4 0   203 (85.3) 35 (14.7) 

  5-8 0.14 0.05 663 (85.9) 109 (14.1) 

  9-11 0.34 <0.001 1043 (91.5) 97 (8.5) 

  12+ 0.55 <0.001 971 (93.4) 69 (6.6) 

Paternal schooling level at birth (years)      p<0.001 

  0-4 0   341 (85.3) 59 (14.8) 

  5-8 0.22 <0.001 832 (88.4) 109 (11.6) 

  9-11 0.33 <0.001 946 (90.9) 95 (9.1) 

  12+ 0.58 <0.001 761 (94.2) 47 (5.8) 

Income at birth (quintiles)     p<0.001 

  Poorest 0   490 (85.5) 83 (14.5) 

  2nd  0.09 0.125 558 (87.5) 80 (12.5) 

  3rd  0.26 <0.001 596 (91.3) 57 (8.7) 

  4th  0.31 <0.001 619 (91.4) 58 (8.6) 

  Richest 0.54 <0.001 617 (95.1) 32 (4.9) 

Asset index at birth (quintiles)     p<0.001 

  Poorest 0   519 (86.9) 78 (13.1) 

  2nd  0.11 0.041 557 (88.1) 75 (11.9) 

  3rd  0.21 <0.001 584 (89.3) 70 (10.7) 

  4th  0.30 <0.001 612 (92.2) 52 (7.8) 

  Richest 0.50 <0.001 608 (94.6) 35 (5.4) 

People per bedroom in the house at birth     p=0.132 

  2 0   1180 (90.9) 118 (9.1) 

  > 2 to 3 -0.04 0.252 1267 (90.6) 131 (9.4) 
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  > 3 to 4 -0.17 0.003 321 (88.4) 42 (11.6) 

  > 4 -0.26 0.003 112 (85.5) 19 (14.5) 

Number of prenatal visits     p=0.002 

  0-5 0   333 (85.8) 55 (14.2) 

  ≥ 6 0.31 <0.001 2547 (90.9) 255 (9.1) 

Maternal age at birth (years)      p=0.231 

  < 20 0   376 (88.7) 48 (11.3) 

  20+ 0.19 <0.001 2504 (90.5) 262 (9.7) 

Number of children living with the mother at birth   p=0.722 

  0 0   1472 (90.8) 149 (9.2) 

  1 -0.05 0.173 936 (89.8) 106 (10.2) 

  2 -0.11 0.06 300 (89.6) 35 (10.5) 

  3 -0.20 0.037 101 (87.8) 14 (12.2) 

  4 or more -0.20 0.076 71 (92.2) 6 (7.8) 

Mother living with husband or partner at birth   p=0.466 

  No 0   308 (91.4) 29 (8.6) 

  Yes 0.10 <0.092 2572 (90.2) 281 (9.9) 

Mother worked during pregnancy     p=0.002 

  No 0   1176 (88.4) 155 (11.7) 

  Yes 0.241 <0.001 1704 (91.7) 155 (8.3) 

Father's support during pregnancy     p=0.262 

  Little support 0   260 (88.4) 34 (11.6) 

  Much support 0.15 0.012 2620 (90.5) 276 (9.5) 

Couple's relationship quality     p=0.325 

  Little criticism 0   1661 (91.0) 165 (9.0) 

  Medium criticism -0.08 0.103 506 (89.1) 62 (10.9) 

  Lots of criticism -0.08 0.145 354 (89.4) 42 (10.6) 

Planned pregnancy     p=0.192 

  Yes 0   1478 (91.0) 147 (9.1) 

  No -0.11 0.001 1402 (89.6) 163 (10.4) 

Smoking during pregnancy     p=0.023 

  No 0   2519 (90.7) 257 (9.3) 

  Yes -0.20 <0.001 361 (87.2) 53 (12.8) 

Alcohol use during pregnancy     p=0.605 

  No 0   2681 (90.2) 291 (9.8) 

  Yes -0.09 0.211 199 (91.3) 19 (8.7) 

Maternal arterial hypertension during pregnancy   p=0.089 

  No 0   2153 (90.8) 218 (9.2) 

  Yes -0.10 0.017 727 (88.8) 92 (11.2) 

Maternal diabetes mellitus during pregnancy   p=0.046 

  No 0   2634 (90.6) 273 (9.4) 
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  Yes -0.13 0.033 246 (86.9) 37 (13.1) 

Depressive maternal symptoms (3 months)     p=0.134 

  No 0   2323 (90.7) 239 (9.3) 

  Yes -0.09 0.037 557 (88.7) 71 (11.3) 

Gestational age at birth (weeks)     p=0.019 

  ≥ 37 0   2507 (90.8) 255 (9.2) 

  ≤ 36 -0.17 0.001 373 (87.2) 55 (12.9) 

Birth weight (grams)     p=0.003 

  ≥ 2500 0   2643 (90.8) 269 (9.2) 

  < 2500  -0.19 0.002 237 (85.3) 41 (14.8) 

Apgar 5th minute       p=0.369 

  ≥ 7 0   2857 (90.3) 306 (9.7) 

  < 7 -0.36 0.055 23 (85.2) 4 (14.8) 

Sex       p<0.001 

  Male 0   1396 (85.9) 230 (14.2) 

  Female 0.39 <0.001 1484 (94.9) 80 (5.1) 

Main caregiver until 3 months of age     p=0.370 

  Another person 0   85 (87.6) 12 (12.4) 

  Mother 0.17 0.085 2795 (90.4) 298 (9.6) 

Childcare attendance up to age 2 years     p=0.001 

  Never 0   1875 (89.0) 233 (11.1) 

  Sometimes 0.15 <0.001 675 (92.2) 57 (7.8) 

  Always 0.25 <0.001 330 (94.3) 20 (5.7) 

Age of entry into PIM (months)     p=0.198 

  Before 6  0   227 (89.7) 26 (10.3) 

  6 to 12 -0.04 0.785 60 (92.3) 5 (7.7) 

  13 to 24 -0.15 0.095 165 (84.2) 31 (15.8) 

  After 24 0.03 0.826 75 (86.2) 12 (13.8) 

Time receiving PIM (months)     p=0.247 

  < 6 0   34 (91.9) 3 (8.1) 

  6 to 11 -0.15 0.375 185 (88.1) 25 (11.9) 

  12 to 17 -0.07 0.684 136 (88.3) 18 (11.7) 

  18 to 23 -0.33 0.069 89 (81.7) 20 (18.4) 

  24+ -0.11 0.555 83 (91.2) 8 (8.8) 

Reason for withdrawal from PIM     p=0.656 

  Lack of visitor 0   175 (85.0) 31 (15.1) 

  Family chose to leave  0.13 0.213 134 (89.9) 15 (10.1) 

  Daycare admission 0.11 0.379 81 (90.0) 9 (10.0) 

  Change of neighborhood or municipality 0.11 0.780 54 (85.7) 9 (14.3) 

  Age limit 0.43 0.091 14 (93.3) 1 (6.7) 

  Unknown -0.04 0.729 69 (88.5) 9 (11.5) 
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Older sibling received PIM     p=0.012 

  No 0   2677 (90.7) 276 (9.4) 

  Yes -0.25 <0.001 203 (85.7) 34 (14.4) 
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Supplemental Table 9. Primeira Infância Melhor (PIM) characteristics among children who received the 

intervention (analytic sample). 

    Any enrollment in PIM Starting during pregnancy Starting after birth 

    N = 601 N = 121 N = 480 

  N(%) N(%) N(%) 

Age of entry into PIM (months)       

  Before 6  253(42.1) 121(100.0) 132(27.5) 

  6 to 12 65(10.8) - 65(13.5) 

  13 to 24 196(32.6) - 196(40.8) 

  After 24 87(14.5) - 87(18.1) 

Time receiving PIM (months)       

  < 6 37(6.2) 10(8.3) 27(5.6) 

  6 to 11 210(34.9) 31(25.6) 179(37.3) 

  12 to 17 154(25.6) 17(14.1) 137(28.5) 

  18 to 23 109(18.1) 27(22.3) 82(17.1) 

  24+ 91(15.1) 36(29.8) 55(11.5) 

Reason for withdrawal from PIM       

  Lack of visitor 206(34.3) 43(35.5) 163(33.4) 

  Family chose to leave  149(24.8) 30(24.8) 119(24.8) 

  Daycare admission 90(15.0) 19(15.7) 71(14.8) 

  Change of neighborhood or municipality 63(10.5) 12(9.9) 51(10.6) 

  Age limit 15(2.5) 3(2.5) 12(2.5) 

  Unknown 78(13.0) 14(11.6) 64(13.3) 

Number of PIM visitors who accompanied the child     

  1 339(56.4) 37(30.6) 302(62.9) 

  2 155(25.79) 40(33.1) 115(24.0) 

  3 76(12.7) 27(22.3) 49(10.2) 

  4+ 31(5.2) 17(14.1) 14(2.9) 

Older sibling received PIM       

  No 486(80.1) 91(75.2) 395(82.3) 

  Yes 115(19.1) 30(24.8) 85(17.7) 
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Supplemental Table 10. Number of different visitors who accompanied the child according to the time 

receiving PIM (analytic sample). 

Number of PIM visitors who accompanied the child 

Time receiving PIM (months) 

< 6 6 to 11 12 to 17 18 to 23 24+ 

N(%) N(%) N(%) N(%) N(%) 

1 34(91.9) 185(88.1) 85(55.2) 28(25.7) 7(7.7) 

2 3(8.1) 21(10.0) 55(35.7) 51(46.8) 25(27.5) 

3 0 4(1.9) 14(9.1) 22(20.2) 36(39.6) 

4+ 0 0 0 8(7.3) 23(25.3) 

 

 

Supplemental Table 11. Missing data in analytical sample for potential confounder variables. 

Variables 
Missing data 

n % 

Couple's relationship quality 629 17.50 

Paternal schooling level at birth 252 5.89 

Asset index at birth 148 3.46 

Number of prenatal visits  65 1.80 

Depressive maternal symptons (3 months) 63 1.75 

Father's support during pregnancy 59 1.64 

People per bedroom in the house at birth 57 1.58 

Main caregiver until 3 months of age 54 1.50 

Neighborhood violence 19 0.53 

Childcare attendance uo to age 2 years 17 0.47 

Birth weight (grams) 17 0.47 

Mother's skin color 6 0.17 

Smoking during pregnancy 4 0.11 

Maternal arterial hypertension during pregnancy 3 0.09 

Maternal diabetes mellitus during pregnancy 3 0.09 

Alcohol use during pregnancy 3 0.09 

Income at birth (quintiles) 2 0.06 

Mother living with husband or partner at birth 1 0.03 

Number of children living with the mother at birth 1 0.03 

Planned pregnancy 1 0.03 

Mother worked during pregnancy 1 0.03 

Maternal age at birth (years) 1 0.03 

Maternal schooling level at birth (years) 1 0.03 

Gestational age  0 0.00 

Apgar 5th minute 0 0.00 

Sex 0 0.00 

Older sibling received PIM 0 0.00 
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Supplemental Table 12. Unadjusted association between time receiving PIM and early 

childhood development at age 4 years, among PIM children who started intervention during 

pregnancy (n = 121) and who started after birth (n = 480).  

    Standardized BDI    Below the 10th percentile 

  (mean differences)a   (prevalence ratios)b 

Started during pregnancy (121 children)     

 Time receiving PIM (months) p=0.621*   p=0.403* 

  <12 0 (Ref.)   1 (Ref.) 

  12 to 23 -0.09 (-0.48 to 0.31)   1.55 (0.39 to 6.13) 

  24 or more 0.12 (-0.30 to 0.53)   0.38 (0.04 to 3.52) 

          

Started after birth (480 children)     

 Time receiving PIM (months) p=0.840*   p=0.667* 

  <12 0 (Ref.)   1 (Ref.) 

  12 to 23 -0.04 (-0.22 to 0.14)   1.24 (0.77 to 2.01) 

  24 or more -0.07 (-0.36 to 0.21)   1.05 (0.48 to 2.30) 

aLinear regression  

bPoisson regression 

*p-valeu of wald-test  
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Supplemental Table 13. Exploratory analysis of interaction between enrollment in PIM (separately by subgroups who 

started intervention during pregnancy or after birth) and time receiving the program predicting early childhood 

development at age 4 years. Matched analysis with double adjustment comparing with control groups.  

      Standardized BDI   Below the 10th percentile 

    (mean differences)a   (prevalence ratios)b 

Started during pregnancy (121 pairs)     

 PIM started during pregnancy#Time receiving PIM (vs matched controls) p=0.665*   p=0.330* 

   In pregnancy#<12 0 (Ref.)   1 (Ref.) 

    In pregnancy#12 to 23 -0.27 (-0.90 to 0.35)   3.85 (0.32 to 46.60) 

    In pregnancy#24 or more -0.05 (-0.70 to 0.60)   1.22 (0.08 to 17.60) 

            

Started after birth (480 pairs)     

  PIM started after birth#Time receiving PIM (vs matched controls) p=0.516**   p=0.722** 

    After birth#<12 0 (Ref.)   1 (Ref.) 

    After birth#12 to 23 0.17 (-0.22 to 0.56)   0.71 (0.28 to 1.80) 

    After birth#24 or more -0.05 (-0.47 to 0.37)   1.06 (0.26 to 4.39) 

aLinear regression  

bPoisson regression 

*p-valeu of adjusted wald-test for interaction between PIM started during pregnancy and time receiving PIM 

**p-valeu of adjusted wald-test for interaction between PIM started after birth and time receiving PIM 

Paired analysis comparing the intervention group with the matched control group with double adjustment. Note that 

to estimate the interaction effect, for the control group, the time in PIM was imputed to equal the value of the 

matched PIM child from the same pair. The confounders included in the propensity score prediction for starting 

during pregnancy (neighborhood violence, mother’s skin color (others/white), maternal age at birth (> 19 years), sex, 
maternal schooling level (years), paternal schooling level, income at birth (quintiles), asset index at birth (quintiles), 

people per bedroom in house, number of children with the mother, mother living with partner, mother worked during 

pregnancy, father's support during pregnancy, planned pregnancy, older sibling received the PIM) and for starting 

after birth (neighborhood violence, mother’s skin color (others/white), maternal age at birth (> 19 years), sex, 
maternal schooling level (years), paternal schooling level, income at birth (quintiles), asset index at birth (quintiles), 

number of prenatal visits (> 5), people per bedroom in house, number of children with the mother, mother living with 

partner, mother worked during pregnancy, father's support during pregnancy, planned pregnancy, depressive 

maternal symptoms (3 months), birth weight (grams), smoking during pregnancy, alcohol use during pregnancy, 

maternal hypertension during pregnancy, maternal diabetes during pregnancy, gestational age (< 37 weeks), main 

caregiver until 3 months, childcare attendance up to age 2 years, older sibling received the PIM). 
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Supplemental Box 1. Measurements of the covariates considered for propensity score estimates. 

Group Covariates Follow-up in which it was collected 

27 covariates 

considered to estimate 

the PS of any 

enrollment in PIM and 

the PS of the stratum 

with initiation of the 

intervention after birth   

Neighborhood violence: low, medium or high 48-month assessment 

Mother's skin color: white/others Perinatal assessment 

Maternal schooling level: years Perinatal assessment 

Paternal schooling level: 0 to 4 years, 5 to 8 years, 9 to 11 years, 12 or more Perinatal assessment 

Income at birth: quintiles Perinatal assessment 

Asset index at birth: quintiles Perinatal assessment 

People per bedroom in the house: ≤ 2, 2.1 – 3.0, 3.1 – 4.0 or > 4  Perinatal assessment 

Number of prenatal visits: ≤ 5 or > 5 Perinatal assessment 

Maternal age at birth: < 20 or ≥ 20 Perinatal assessment 

Number of children living with the mother: 0, 1, 2, 3, 4 or more  Perinatal assessment 

Mother living with partner at birth: no or yes Perinatal assessment 

Mother worked during pregnancy: no or yes Perinatal assessment 

Father's support during pregnancy: little support or much support Perinatal assessment 

Couple's relationship quality: little criticism, medium criticism or lots of criticism 3-month assessment 

Planned pregnancy: yes or no Perinatal assessment 

Smoking during pregnancy: no or yes Perinatal assessment 

Alcohol use during pregnancy: no or yes Perinatal assessment 

Maternal hypertension during pregnancy: no or yes Perinatal assessment 

Maternal diabetes during pregnancy: no or yes Perinatal assessment 

Depressive maternal symptoms (3 months): no or yes 3-month assessment 

Gestational age: < 37 weeks or ≥ 37 weeks Perinatal assessment 

Birth weight: grams Perinatal assessment 

Apgar 5th minute: < 7 or ≥ 7 Perinatal assessment 

Sex: male/female Perinatal assessment 

Main caregiver until 3 months: another person or mother  3-month assessment 

Childcare attendance up to age 2 years: never, sometimes or always 24-month assessment 

Older sibling received PIM: no or yes Link with PIM database (Sep/2020) 

15 covariates 

considered to estimate 

Neighborhood violence: low, medium or high 48-month assessment 

Mother's skin color: white/others Perinatal assessment 
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the PS of the stratum 

with initiation of the 

intervention during 

pregnancy 

Maternal schooling level: years Perinatal assessment 

Paternal schooling level: 0 to 4 years, 5 to 8 years, 9 to 11 years, 12 or more Perinatal assessment 

Income at birth: quintiles Perinatal assessment 

Asset index at birth: quintiles Perinatal assessment 

People per bedroom in the house: ≤ 2, 2.1 – 3.0, 3.1 – 4.0 or > 4  Perinatal assessment 

Maternal age at birth: < 20 or ≥ 20 Perinatal assessment 

Number of children living with the mother: 0, 1, 2, 3, 4 or more  Perinatal assessment 

Mother living with partner at birth: no or yes Perinatal assessment 

Mother worked during pregnancy: no or yes Perinatal assessment 

Father's support during pregnancy: little support or much support Perinatal assessment 

Planned pregnancy: yes or no Perinatal assessment 

Sex: male/female Perinatal assessment 

Older sibling received PIM: no or yes Link with PIM database (Sep/2020) 
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