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Programa Maior Cuidado:  

an integrated community-based intervention on care for older people1 

 
Peter Lloyd-Sherlock2, Karla Giacomin3, Poliana Fialho de Carvalho4, Lucas Sempé5 

 

Abstract 
 
This report presents an overview of a novel community-based intervention for older people living 

in deprived neighbourhoods in the Brazilian city of Belo Horizonte: Programa Maior Cuidado 

(PMC). Since 2011 PMC has been jointly run by the municipal Departments of Health and Social 

Assistance to support dependent older people living in vulnerable families. These families receive 

up to 20 hours of support a week from professional family care support workers.  Health centres 

and social assistance posts hold joint monthly case reviews and work closely with family care 

support workers to anticipate and respond to new problems. Between 2011 and December 2022, 

3,062 families had received support or were continuing to do so. 

Drawing on a set of qualitative and quantitative evaluations, we show that PMC operates 

effectively and appears to generate a range of positive effects. These effects include enhanced 

health and wellbeing of older people, reducing the stress and burden of family carers and 

improving the efficiency of outpatient and inpatient health service use. PMC also provides a 

valuable livelihood opportunity for the caregivers it employs. A cost analysis estimates that the 

monthly per capita cost of PMC in April 2023 was 916.2 reais (US$173), which is substantially 

less than alternative interventions.   

These positive evaluations have led Belo Horizonte municipality to extend the scheme and the 

 
1 This document was developed with support from the Agence Française de Développement (AFD) through IDB 
technical cooperation RG-T3839, and from IDB economic and sector work project RG-E1871.  
2 PhD Peter Lloyd-Sherlock is currently leading a number of projects, including a global knowledge centre on COVID-
19 and older people in low and middle-income countries (https://corona-older.com/), as well as research projects in 
South Africa, Brazil, Argentina and Mexico. These include projects that support the development of digital information 
and referral centres about long-term care services. He is a member of WHO’s Clinical Consortium on Healthy Ageing 
and Global Network for Long-Term Care. 
3 PhD Karla Giacomin Dr Karla Giacomin is a renowned geriatrician from Brazil. She works as a geriatrician at the 
Municipal Health Department of the City of Belo Horizonte since 1999, in the Coordination of Health Care for the Elderly. 
She is a researcher and professor at Fiocruz, Pontifical Catholic University and Federal University of Minas Gerais. 
She is a consultant and a member of WHO’s Work Group for Long-Term Care. She works in academic societies of 
geriatrics and gerontology and is currently vice-president of the International Longevity Centre- Brazil. 
4 MSc Poliana Carvalho is a doctoral student in Collective Health at the Rene Rachou Institute and participates in 
research on the Evaluation project of the implementation process of the Programa Maior Cuidado in two Brazilian cities. 
5 PhD Lucas Sempé is research fellow at Queen Margaret University, UK. His research focuses on interventions 
promoting the intersection of health, social care and education in low- and middle-income countries. 
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Federal Ministry of Health to support similar pilots in new cities. Future evaluations of these pilot 

schemes will add to the available evidence about PMC and its potential suitability for other parts 

of Brazil and similar countries.  

 

 

Key words: Long-term care; older people; primary health care, social care, community. 

JEL classification: I10, J14, H5, J18 
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Abbreviations and acronyms 
 
BPC  Brazil’s social assistance pension (Benefício de Prestação Continuada) 
CRAS Social Assistance Reference Centre (Centro de Referência de Assistência 

Social) 
DoH  Department of Health, Belo Horizonte Municipality 
DoSA  Department of Social Assistance, Belo Horizonte Municipality 
FCSWs PMC family care support workers 
LTC  Long-term care 
PAI  Programa Acompanhante de Idosos, São Paulo Municipality 
PMC  Programa Maior Cuidado, Belo Horizonte Municipality 
SUAS Brazil’s Unified National Social Assistance System (Sistema Único de Assistência 

Social) 
SUS  Brazil’s Unified National Health System (Sistema Único de Saúde) 
UBS  Community Health Centre (Unidade Básica de Saúde) 
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Introduction. Responding to the challenges of population ageing in low and middle-
income countries. 
 

In 2021 there were over 300 million people aged 70 or more in low and middle-income countries 
(United Nations, 2022). By 2050 the number of people aged 70 or more in low and middle-income 
countries is projected to be three times greater than in high-income countries, and to exceed one 
billion by 2056 (United Nations, 2022). Population ageing in low and middle-income countries is 
occurring in contexts of limited resources for health services and, at best, incipient social care 
systems. Without substantive policy responses, these trends will quickly overwhelm service 
capacity. In high-income countries, integration between health and social care, with a focus on 
community provision is seen as essential for the sustainability of health systems (Reed et al, 
2021). Potential benefits of integrated community-focused strategies include prevention or timely 
treatment of conditions that would otherwise require hospital care, avoiding hospital admissions 
for conditions amenable to ambulatory care and reducing delays to hospital discharge (Lloyd-
Sherlock et al, 2020). This paper examines the effects of a related intervention in Brazil. 

In Brazil the number of people aged 70 or over will almost treble between 2020 and 2050, from 
13 to 37 million (United Nations, 2022). Due to prevalent disability and chronic comorbidities, 
around 20% of this population is currently care-dependent, with higher rates among the poor 
(Aranco et al., 2022; Peroni et al., 2023). From 2009 to 2015 people aged 60 or over accounted 
for 29% of Brazil’s hospital admissions and 52% of intensive care unit admissions (Dias and de 
Barros, 2019).  From 2000 to 2013 31% of inpatient hospital spending on people aged 60 or over 
was for conditions amenable to treatment in other settings (de Souza and Peixoto, 2017).  A 
survey of hospitalizations of people aged 60 or over in Rio de Janeiro reported 2,260 cases 
remained for over a year, mainly due to inadequate care in the community (Romero et al. 2010). 

The large majority of those older people in low and middle-income countries with care needs 
continue to live at home and receive support from family members on an unpaid basis (WHO, 
2021). Nevertheless, access to family support is far from complete. A national survey in Brazil 
found 51 per cent of older women and 45 per cent of older men with care needs and who lived 
with younger adults reported they received no support (Camarano, 2017). There are evident gaps 
in the willingness and capacity of families to provide care to older members on an unpaid, 
unsupported basis. These gaps have spurred a growth in other types of long-term care (LTC) 
provision. These include the rapid extension of residential LTC facilities, such as care homes and 
nursing homes. For example, in 2010, Argentina’s Union of Gerontological Service Providers 
estimated the country contained 6,000 residential care homes. In Brazil during the COVID-19 
pandemic over 8,000 care homes joined a new national provider network (Carvalho et al, 2022). 
Typically, responsibility for these facilities is shared between government agencies, with ministries 
of social development/assistance/welfare often taking the lead role. 

There is, however, growing evidence that LTC facilities do not represent the best option for 
meeting the care needs of many older people. First, the great majority of older people prefer to 
remain in their own homes or live with relatives, whenever possible (WHO, 2015). Second, there 
is emerging evidence of poor quality and weak regulation of LTC facilities, many of which are 
operated by the private sector (Lloyd-Sherlock et al, 2021a). Furthermore, the cost of establishing 
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and running LTC facilities, while ensuring they comply with acceptable norms and standards of 
care is considerably higher than most older people in low and middle-income countries can afford 
(Lloyd-Sherlock et al., 2021a). Over the past 25 years, in response to similar concerns, many 
high-income countries looked to develop alternative approaches to enable older people to remain 
at home, while ensuring their needs are still met (WHO, 2015). In low and middle-income 
countries, national and local governments are now starting to consider similar strategies 
(Lloyd-Sherlock et al., 2020b; Cafagna et al., 2019). 

As part of this new thinking about LTC policy, there is increasing awareness about the potential 
benefits of strongly integrating LTC and health services for older people (The Kings Fund, 2018). 
Evidently, there are strong connections between poor health, frailty, and care needs in later life. 
Chronic and comorbid conditions are associated with gradual functional decline, while more acute 
health episodes (for example falls or strokes) usually trigger a more sudden onset of care needs 
(WHO, 2015). Good health care in later life can reduce overall demand for LTC. For example, 
effective treatment of chronic conditions like hypertension significantly reduces the risk of acute 
episodes such as stroke, which in turn is one of the main causes of disability and hence care 
dependency among older adults (Campbell et al., 2019). Similarly, effective collaboration between 
primary health care workers and family caregivers can reduce the risk of falls, as well as 
conditions like urinary tract infection, a leading cause of hospitalization of older people in low and 
middle-income countries (de Souza and Peixoto, 2017). 

Even before the onset of the COVID-19 pandemic, there was emerging evidence of the benefits 
that can result from integrating LTC and mainstream health services for older people (Sempé, 
Billings and Lloyd-Sherlock, 2019). These can include more efficient use of health services and 
improved health outcomes for both older people and their caregivers. During the early months of 
the COVID-19 pandemic, a number of policy failures resulted from mis-coordination between LTC 
and health services. These included failures to prioritize the provision of protective equipment to 
LTC staff, since they were not categorized as health workers (Nyashanu, Pfende and Ekpenyong, 
2020). 

These experiences have prompted calls for a deep or “structural” integration of health and care 
services for older people, to become parts of a single system (Harvey et al., 2018; Lloyd- Sherlock 
et al., 2019). In recognition, most high-income countries have embraced integration of some sort, 
albeit with mixed results (The Kings Fund, 2018). More superficial and cosmetic forms of 
integration have been relatively easily implemented. For example, in 2018, the United Kingdom’s 
Department of Health was renamed the Department of Health and Social Care, and this was 
shortly followed by a new plan for service integration (National Audit Office, 2019). However, 
merging institutional structures that had developed independently over decades has proven a 
very challenging agenda (The Kings Fund, 2018). There is growing awareness that effective 
integration requires fundamental changes to models of training, provision, and professional 
behavior and must resolve multiple, deep-rooted professional, cultural, and institutional 
disconnects across health care and LTC. Low and middle-income countries could benefit from 
these lessons while their services for older people are at earlier stages of development. 
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Interventions to support care-dependent older people living in the community. 
 

This report describes and presents findings of evaluations of an intervention which has been 
operating in the Brazilian city of Belo Horizonte since 2011: Programa Maior Cuidado (PMC). 
Section 1 of this report provides a detailed description of PMC. Key features include: 

√ Joint operation by the municipal Department of Health (DoH) and Department of 
Social Assistance (DoSA). 

√ A focus on dependent older people living in vulnerable families in 
deprived neighbourhoods. 

√ Families receive up to 20 hours of support a week from professional family 
care support workers. 

√ Between 2011 and December 2022, 3,062 families had received support 
or were continuing to do so. 

√ Health centres and social assistance posts work closely with family care 
support workers, including joint monthly case reviews of older people included 
in the programme. 

 
PMC shares some similarities with interventions elsewhere in Latin America and the Caribbean 
and high-income countries but is unique in two specific ways. 
 

a) Programa Maior Cuidado is deeply intersectoral. 

In high-income countries, almost all interventions to provide home care for older people are 
operated separately by social assistance agencies6 (such as visits by care workers to assist 
with daily activities) or by health agencies (such as periodic visits by multi-disciplinary health 
teams) (Rytter et al, 2010; Wan, Mitchell and Maier, 2021). In Latin America and the Caribbean, 
a similar division can be observed. Examples of the former include Uruguay’s Programa de 
Assistentes Personales (División de Evaluación, 2020). Examples of schemes operated solely 
by health agencies include the Programa Acompanhante de Idosos (PAI) in São Paulo city, 
Brazil (Andrade et al, 2020; Peroni et al, 2023). PMC is different, in that it is genuinely 
intersectoral.7 This report will examine how this inter-sectoral collaboration works in practice 
and will assess its effect. 
 
 

 
6 In high-income countries, social assistance is more commonly referred to as social services or social work. 
We use the term social assistance to cover all these labels. 

7 Intersectorality is defined as a collaborative approach, spanning across various ministries, government 
agencies, nongovernmental organizations and other groups, with a common goal of addressing a particular 
issue (Amri, Chatur & O’Campo, 2022). In this report, we define “deep intersectorality” as a high degree of 
collaboration, in which partner organisations play a substantial role. This should not be confused with 
multidisciplinary interventions, which include diverse sets of professionals, but only from one government 
body, or with integrated healthcare, which usually refers to linkages between different components of the 
health system.  
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b) Programa Maior Cuidado’s family care support workers represent a new category 
of family care support professional. 

Across low and middle-income countries, there are increasing numbers of people working in paid 
elder care, both through the private sector and through different government schemes (Waisgrais 
et al, 2018). These workers receive various levels of training and supervision. Uniquely in PMC, 
these workers are fully integrated into local health and social assistance teams, both in terms of 
receiving support and providing updates on the status of the older person and their family. 

These two aspects of PMC set it apart from other interventions. The key objective of this report is 
to assess whether they work well in practice and how they affect the lives of vulnerable care-
dependent older people and their families.  

The report is structured as follows. Section 1 provides a detailed description of PMC and the 
context in which it operates. Section 2 evaluates how effectively PMC functions in practice. 
Section 3 evaluates effects of PMC on older people, their families and the people it employs as 
Family care support workers. Section 4 evaluates the effects of PMC on health service use by 
older people. Section 5 presents an analysis of costs and benefits. Section 6 assesses the 
potential for learning from PMC in other cities. Section 7 sets out key lessons and areas for further 
research. 
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Section 1. Programa Maior Cuidado. Context and key features. 
 

Health and social assistance services in Brazil. 
 

Compared to other low and middle-income countries, Brazil has an embracing and well-developed 
health service infrastructure, centred on the Unified National Health System (Sistema Único de 
Saúde – SUS). SUS is mainly managed by municipal governments and includes a strong focus 
on community-based primary health care (Macinko and Harris, 2015). Family Health Teams are 
responsible for referral and coordinating across SUS services, as well as acting as a bridge 
between the health system and local communities. The institutional hub for this service is the 
Community Health Centre (Unidade Básica de Saúde, UBS). 

Brazil also has a National System of Social Assistance (SUAS) that is structured along broadly 
similar lines to the SUS, albeit with fewer resources or reach. The main focus of SUAS is social 
inclusion by managing the provision of non-contributory benefits, including a social assistance 
pension, the Benefício de Prestação Continuada (BPC). It is also responsible for a diverse set of 
social service and social work programmes for vulnerable population groups, including older 
people living in poor neighbourhoods. As with SUS, SUAS has a highly decentralized 
management structure, with services provided in deprived neighbourhoods through community 
Social Assistance Reference Centres (CRAS) and more specialized community Social Assistance 
Specialised Reference Centres (CREAS) (Borges, 2012). The CRAS do not cover every rural or 
urban district in Brazil: instead, they are mainly located in areas considered to be relatively 
deprived.  

 

The rationale for developing an integrated community-based intervention for care-dependent 
older people in Belo Horizonte. 

The development of PMC in Belo Horizonte and the particular design it takes reflected a number 
of concerns shared by policymakers in the city government. As in other parts of Brazil, there were 
fast-growing numbers of older people with care needs, including in poor neighbourhoods. The 
total number of LTC facilities in the city had reached 77 by 20108, but policymakers doubted the 
capacity and suitability of LTC facilities to meet their city’s growing need. Also, they were aware 
of quality issues with some LTC facilities and of older people’s preference to remain at home. 
There was growing recognition of the challenging and demanding nature of family caregiving for 
older people, and that family carers deserved and required support. 

Policymakers were also concerned about the rising costs of health services for older people. 
Nationally, by 2015 people aged 60 or more accounted for 39 per cent of the total adult inpatient 
budget of public hospitals (Dias and de Barros, 2019). As in other countries, there was recognition 
that many hospital admissions could be avoided were suitable services available in the community 

 
8 By 2020, the number of LTC facilities in Belo Horizonte had increased to 230. 
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(Lloyd-Sherlock et al., 2020). The leading causes of admissions for older people in Brazil are 
urinary tract infections, falls, and poor management of chronic conditions: much of which could 
be averted through effective home care. It has been calculated that 31 per cent of inpatient 
hospital spending on people aged 60 or over in Brazil’s National Health System between 2000 
and 2013 was for conditions more suited to ambulatory treatment (de Souza and Peixoto, 2017). 

In some high-income countries, cash payments for either dependent older people or for unpaid 
caregivers have become an important element of LTC systems (Doty, 2023). However, the 
prevailing view among policymakers in Department of Health and Department of Social 
Assistance was that cash transfer schemes were not an optimal policy response. Experience with 
targeted cash transfer schemes for people with disabilities shows that targeting is usually an 
expensive and imperfect process, especially if it includes a care needs assessment (Mishra and 
Kar, 2017). Also, there were doubts about the extent to which families had sufficient knowledge 
about LTC to make informed decisions about purchasing care. A further concern was that, in 
contexts of income poverty, care payments might be appropriated by other family members for 
their own use. Research shows financial abuse of older people is prevalent in Latin America and 
the Caribbean, and that there is a strong correlation between dependency and the risk of financial 
abuse (Giraldo-Rodríguez, Rosas-Carrasco and Mino-León, 2015; Johannesen and Lo Giudice, 
2013). Specifically in Brazil, relatives of older people have sometimes taken advantage of low-
interest loans secured against pensions, leaving the older person with large debts (Santos, 2018). 

 

The structure and operation of PMC. 
From the outset, the PMC has had a number of unusual but significant features. It was developed 
jointly by DoH and DoSA, and they continue to run it in partnership. This inter-sectoral approach 
is unique in Latin America, where there is usually a high degree of service fragmentation and an 
abrupt disconnect between health and social care. 
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Figure 1.1 - Main components of Programa Maior Cuidado 

Source: Authors. 
 

Figure 1.1 presents the main elements of PMC and the relationships between them, and highlights 
four critical components of the scheme, labelled A, B, C and D. 

A: Screening of potential participants.  

A key PMC philosophy is to consider the wider circumstances of older people and their families, 
not just the older person’s health and functional status. This is especially relevant in the 
communities where PMC operates, where many families are facing multiple problems and 
deprivations. Their difficult circumstances affect the chances that older people will get good quality 
care at home and require support from social assistants as well as health workers. Most older 
people referred to PMC have recently been in hospital or have experienced an acute health 
episode. Usually, they are initially identified by members of local social assistance or primary 
health care teams. PMC has a number of specific inclusion criteria, including being aged 60 or 
over, living in a district corresponding to a specific Social Assistance Reference Centre and being 
registered with the local health centre and the federal Unified Register of Social Programs 
(Cadastro Único). A nurse and social worker make a home visit to apply a standardised screening 
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tool (Appendix 1). This covers the older person’s health and functional status, as well as risk 
factors for emergency health service use, such as frequent falls, and uncontrolled hypertension 
or diabetes. The decision to include the older person in PMC depends on the availability of a place 
and the level of assessed need, as well as the consent of the older person and their family. When 
PMC lacks the capacity to take on new cases, they are put on a structured waiting list (Appendix 
2). 

B: Joint working groups.  

Members of local family health and social assistance teams meet monthly to prioritize new 
potential PMC participants and to review existing cases. Working group membership typically 
comprises of nurses, social assistants, and community health workers.  

C: Civil Society Organization.  

This organization is paid by the Municipality of Belo Horizonte to perform a number of roles, 
including the recruitment, training and supervision of family care support workers (FCWs).   

D: Family Care Support Workers (FCSW). 

Families participating in PMC receive support from trained family care support workers, who are 
paid a basic wage and recruited from similar communities. FCSWs work 40 hours a week, caring 
for between one and three families. Each family receives between 10 and 20 hours of care support 
a week, depending on the level of need of the older person and the family’s wider situation. 
FCSWs wear a uniform and are jointly supervised by staff from the local UBS and CRAS. Specific 
roles and duties for PMC carers include supporting family caregiving and a limited set of clinical 
responsibilities (Table 1.1). FCSWs feed into monitoring reports (Appendix 3) which are discussed 
in the monthly case reviews.   

FCSWs are not expected to completely replace family care responsibility for dependent relatives. 
Instead, the focus is on providing families some respite from what an exhausting 24/7 activity is 
often. At the same time, FCSWs are expected to work with family members to build their own care 
skills and competence. Together with the older person, the FCSW and family agree a personal 
care plan that seeks to involve all household members (Appendix 4). As well as providing daily 
support, FCSWs monitor the situation of the older person and report back to the joint monthly 
case reviews. 
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Table 1.1 - Selected roles and duties of Family Care Support Workers. 

Family care support. Health duties. Interaction with CRAS, UBS 
and monthly case reviews. 

- Follow the personal 
care plan agreed with 
the Social Assistance 
Reference Centre and 
local health team. 
 
- Guide the family’s 
organization of care for 
the older person. 
 
- Prepare food for the 
older person, in 
accordance with the 
personal care plan. 
 
- Assist with bathing 
the older person, in 
accordance with the 
personal care plan. 
 
- Identify potential 
modifications to the 
home environment to 
reflect the older 
person’s needs. 

- Provide cognitive stimulation 
and occupational therapy. 
 
- Assist in physical exercises 
recommended by the local 
health team. 
 
- Manage the older person’s 
medications, only administering 
those which have been 
prescribed by a health 
professional. 
 
- Do not administer non-
prescribed medication including 
traditional remedies. 
 
- Do not perform specialist 
nursing tasks, such as 
providing injections or 
measuring blood pressure.  
 
- Pay attention to physical or 
emotional changes in the older 
person and inform the local 
health team. 
 
- Assist and supervise the 
nutrition and hydration of the 
older person, as well as 
continence. 
 
- Inform the health team of 
significant changes to stools or 
urine. 
 
- Accompany the older person 
on visits to hospitals and clinics, 
as needed. 
 
- Follow public health guidance 
to reduce risk of infection of 
COVID-19 or other respiratory 
diseases. 

- Participate in monthly case 
review meetings. 
 
- Provide monthly updates 
on the status of the older 
person to Social Assistance 
Reference Centre and local 
health team. 
 
- Discuss personal care 
plans, including 
modifications to them, with 
Social Assistance Reference 
Centre and local health 
team. 
 
- Immediately inform 
supervisor of emergency 
situations that put either the 
older person or their 
caregivers at risk. 
 
- Participate in ongoing 
training and capacity-
building programs. 

Source: Authors.  
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Section 2. Review of PMC’s operational effectiveness. 
 

Between 2018 and 2022 there has been an ongoing operational process review of PMC. This has 
included three distinct elements (Table 2.1). The first consisted of the evaluation team’s “deep 
dive” familiarization with PMC. The second element of the review occurred opportunistically, 
during the COVID-19 pandemic. This represents a “stress-test” of PMC’s operation under highly 
challenging conditions. The third element assessed changes to PMC implemented in response to 
findings of the first element of the operational review. 

 

Table 2.1 - Elements of operational process review. 

Element Objective Timing 

Element 1 Initial deep dive and process 
evaluation. 

December 2018 to October 2019 

Element 2 COVID-19 stress test. May to September 2021 

Element 3 Process evaluation of reform 
implementation. 

March to December 2022 

Source: Authors. 

Element 1. Initial deep dive and process evaluation. 
 

Element 1 drew on the following sources of information: 

 A review of documents belonging to Department of Health and Department of Social 
Assistance, including PMC screening and monitoring protocols, care plan guidance and 
family care support worker protocols. 

 Participant observation of meetings (n = 20) and focus group discussions with key 
informants (n= 7 with 51 participants), including nurses, social workers, nutritionists, and 
psychologists, who were involved in either management or the daily operation of PMC. 

 Records for all 3,062 older people who participated in PMC from its commencement until 
the end of 2022. These include data on age, sex, address, level of care dependency, date 
of inclusion in PMC and date of leaving and reason (Table 2.2). 

 Longitudinal observation of two joint working groups, over several months. 
The availability of reliable records on participants and the willingness of Department of Health and 
Department of Social Assistance to share them with the independent evaluation team are 
themselves important indications of PMC effective operation. Table 2.2 shows that over half of 
older people who had participated in PMC were aged 80 or more when they joined, 70 per cent 
were female and 42 per cent had a high level of dependency. On average older people remained 
in PMC for 21 months. The most frequent reason for leaving PMC was the death of the older 
person (49 per cent of cases), which demonstrates that PMC continued to support many older 
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people and their carers until the very end. In 10 per cent of cases, families felt they were able to 
resume taking full care responsibility, reflecting an increased level of capacity, competency, and 
confidence in performing this role. The number of older people who left PMC because they were 
admitted to a LTC facility was under 6 per cent. 

Table 2.2. Data on PMC participants derived from monitoring records, 2011 to 2022. 

Parameter 
Participants 

Active members 
N (%) 

Disconnected from PMC 
N (%) 

Age when joined   
60 to 69 years 151 (24,4) 466 (19,1) 
70 to 79 years 215 (34,7) 801 (32,9) 
80 to 89 years 190 (30,6) 846 (34,7) 
90 years + 64 (10,3) 325 (13,3) 
Gender   
Female 431 (69,5) 1662 (68,1) 
Male 189 (30,5) 780 (31,9) 
Level of care dependency   
Dependent 260 (41,9) 1095 (44,8) 
Semi dependent 360 (58,1) 1347 (55,2) 
Average length of stay in 
program (months) 29 21* 

Reason for leaving   
Transfer to LTC facility - 145 (5,9) 
Risk situation for the 
caregiver - 97 (4,0) 

Older person refusal - 135 (5,5) 
Rehabilitation of the older 
person - 86 (3,5) 

Family Option - 244 (10,0) 
Death - 1207 (49,4) 
Change of territory - 147 (6,0) 
Change of municipality - 97 (4,0) 
Family referred to different 
social service agency - 36 (1,5) 

Family resumes care - 248 (10,2) 
*19 cases without code.     Source: Authors.  



 

15  

Key findings of Element 1 include: 
 

Strengths: 

 There was a good overall level of operational fidelity. Processes set out in principle usually 
matched the evaluation team’s observations of actual practice. The screening tool was 
applied appropriately. Monthly work groups followed the correct procedures and family 
care support workers operated effectively. 

 There were very good levels of buy-in and support for PMC among all stakeholders 
involved in management and practice. Participants in all focus groups were asked to 
describe what PMC meant to them with a single word, which could be positive, negative, 
or neutral. These words were entered into Wordle31, which created the algorithm 
presented in Figure 2.1. All participants selected positive words reflecting their belief in 
PMC’s positive effects. 

 Interviews and observations with stakeholders reveal a high level of willingness to 
collaborate across DoH and DoSA, notwithstanding some bureaucratic barriers and 
disconnects in data systems. 

 There was a good level of operational consistency between the CRAS and UBSs, as well 
as over time. PMC operational processes remained consistent between 2011 and 2023, 
despite four changes of city government.  
 

Figure 2.1 Programa Maior Cuidado in one word. 

 

Source: Lloyd-Sherlock, Aredes et al (2019). 
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Areas for improvement: 
• There were few official documents on PMC’s formal institutional status, management 

guidelines or protocols.  

• PMC operated on an ad hoc set of agreements between health and social assistance 
professionals, but these were not supported by a formal institutional structure. This 
sometimes led to confusion about each department’s specific roles and responsibilities, 
and to small variations in practice between different CRAS and UBSs. 

• Combined monitoring and data sharing across DoH and DoSA were hampered by a 
lack of compatibility between their respective wider information systems.  

• Stakeholders observed that PMC’s coverage was low in relation to need, giving rise to 
waiting lists of older people who were eligible for inclusion. Coverage was also limited 
because PMC did not operate in all CRASs in Belo Horizonte. 

 
Element 2. Covid-19 stress test. 
 

The first cases of COVID-19 in Belo Horizonte were reported on 8 March 2020, shortly after 
completion of the initial operational evaluation. Like other cities in Brazil, rates of infection were 
very high in deprived neighbourhoods and older people were at particular risk of COVID-19 
mortality. It was therefore anticipated that the pandemic would substantively affect the operation 
of PMC and that rapid adaptation would be necessary. Consequently, the research team 
developed a survey distributed by email to managers responsible for all 36 CRAS/UBSs where 
PMC was operating. The questionnaire and results of this stress test study are presented in Annex 
1. They show that home visits were temporarily suspended and replaced, in most cases, by 
regular telephone support calls. Visits were resumed once lockdown restrictions permitted them. 
Because family care support workers were not officially categorized as “health professionals”, 
they did not receive the same priority access to personal protective equipment and, later, to 
vaccinations as other frontline health workers. This is an example of the need for stronger 
intersectoral recognition of FCSWs’ status and role.  

 

Element 3. Process evaluation of reform implementation. 
 

In late 2019 the findings of the first phase of the evaluation were shared with senior managers 
from the DoH and DoSA, as well as other stakeholders. On the basis of these findings, DoH and 
DoSA agreed to carry out reforms to PMC’s operational and information systems. These included 
the first ever formal legal agreement between these two departments, the development of a joint 
operational protocol manual and a new shared referral and information system. Among other 
advances, these reforms established key areas of competency for the different agencies involved 
in the day-to-day operation of PMC (Table 2.3).  
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During 2023 DoH and DoSA started to jointly develop and pilot a systematic, comprehensive 
information and monitoring system. This system will include regular updates on the health and 
wellbeing of older participants in PMC, as well as risk factors and information about other family 
issues potentially affecting the quality of care. It is proposed that this information will be collected 
by family care support workers, shared with the monthly case reviews and collated at the program 
level. As of July 2023, piloting was ongoing, and it remained unclear when and in what form the 
new information system would be universally adopted.    

The broadly positive results of the initial process evaluation contributed to a decision, taken in 
2019, to extend PMC, to cover every CRAS in Belo Horizonte. According to some key informants, 
the process of extending PMC across Belo Horizonte was unproblematic (Q2.1). However, some 
staff noted that this coincided with the onset of Wave 1 of the COVID-19 pandemic, which was 
already putting existing services under strain (Q2.2). Nonetheless, PMC was successfully 
installed in all these Social Assistance Reference Centres, and this was validated by the 
evaluation team which observed a joint work group in one of the newly included CRASs. 

Q2.1. It was a smooth process. There were eight Social Assistance Reference Centres 
that needed to be included in the program. We had been contacted by our management 
and had started to receive training from the beginning of December… So we were already 
well organized when it was time to start implementing PMC. The health centre already had 
a long waiting list, so we listed the priority cases for inclusion. We didn’t experience any 
problems, either in the implementation process or in working with the families. (E19, Social 
Worker, Social Assistance Reference Centre) 

Q2.2. We worked face-to-face with PMC managers for three months, in December, 
January and February. PMC was initiated in our Social Assistance Reference Centre at a 
time of great difficulty. We only had two professional staff to manage PMC, along with all 
our other social programs. (E18, F, Social Worker, Social Assistance Reference Centre). 
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Table 2.3. Key competencies of different agencies involved in PMC.   
 

Department of Social 
Assistance 

Department of Health Civil Society Organization 

Manage aspects of PMC 
related to social protection 
issues.  

Provide guidance for CRAS 
staff for identification and 
follow-up of families with 
vulnerable older people. 

Program monitoring and 
evaluation. 

Coordinate with DoH. 

Supervise and monitor the 
partner Civil Society 
Organization. 

Train family care support 
workers and supervisors, in 
partnership with DoH and 
the Civil Society 
Organization. 

Elaborate documents and 
instruments. 

Coordinate with social 
assistance agencies at the 
state and national levels.  

Manage aspects of PMC 
related to health issues. 

Program monitoring and 
evaluation. 

Coordinate with DoSA. 

Train family care support 
workers and supervisors, in 
partnership with DoSA and 
the Civil Society 
Organization. 

Elaborate documents and 
instruments. 

Coordinate with health 
agencies at the state and 
national levels. 

Select, hire, and monitor 
family care support workers 
and supervisors. 

Train family care support 
workers in partnership with 
DoH and DoSA.  

Provide accountable 
financial reporting to the 
municipal government. 

Maintain a legal partnership 
status with the municipality. 

Ensure quality standards for 
actions provided in the 
partnership. 

Provide food and 
transportation vouchers for 
family care support workers. 

Participate in meetings with 
DoH and DoSA. 

 
Source: Authors 
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Section 3. The effects of Programa Maior Cuidado on older people, their families and on 
family care support workers. 
 

PMC and older people. 
Older people eligible to be included in PMC are by definition poor, either moderately or highly 
care-dependent, live in vulnerable families and are affected by serious chronic health conditions. 
As noted in Section 2, coverage of PMC is low relative to levels of need in the neighbourhoods 
where it operates. The screening tool enables PMC staff to prioritize those people who face the 
greatest need.  

Reflecting this participant profile, it is not realistic to expect PMC will significantly reduce care 
dependency or function as a curative intervention. Instead, it seeks to optimise the health, 
functional status, and wellbeing of older people, during what are almost always the last few 
months or years of their lives. Rather than whether or not PMC reverses the decline and the 
associated suffering experienced by older people, the more salient question is whether PMC 
reduces the rate of decline and mitigates its effects. Longitudinal comparisons between paired 
sets of older people enrolled in PMC and control groups could potentially capture these effects, 
but it was not feasible to create controls for the purpose of our evaluation. Despite this, it is still 
possible to obtain insights about these potential effects from qualitative data. 

 

Health benefits for older people. 
Although family care support workers are not defined as health professionals, they have a set of 
skills and competencies that can directly and indirectly enhance the health status of care-
dependent older people. For example, family care support workers usually assist older people to 
manage chronic health conditions which might otherwise lead to emergency health service needs. 
(Q3.1 and Q3.2). 

Q3.1. In terms of things like, medication, food, hygiene and even basic care, we see 
improvements in health of many older people after they join PMC. (E4, F, Speech 
therapist, UBS) 

Q3.2. When the carer is there, he really looks after the older person’s hygiene and the 
administration and management of their medication. But it’s also an opportunity to play 
memory games or to talk about any problems in the home environment. The older man 
told me that he has resumed some activities he enjoys and that now he has someone to 
talk to. (E10, F, Social Worker, CRAS) 

Chronic health management often overlaps with preventing risk factors and providing more 
general forms of care. This was especially evident in areas such as hygiene and hydration (Q3.3). 

 

Q3.3. When I get there, she’s in bed and her incontinence pad usually ends up leaking. 
As a PMC carer, I change the bed sheets… bathe her… make sure she’s clean and 
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hygienic. Then I put on a fresh pad for her. While we have breakfast together, I make sure 
she takes her meds. After that we do some physiotherapy exercises -I was given a set for 
her by the physio here at the health post. (I28, F, Family care support worker) 

 

This also included reducing the risk of falls, such as by modifying the home environment (Q3.4). 

Q3.4. They used to have a bathmat that was always slipping.  I had been warned about 
this in my training, and so I said that, if they didn’t mind, could they remove the mat 
because their sister is so weak, she could easily trip on it. And they were happy to get rid 
of it. (I28, F, Family care support worker) 

 

Family care support workers do not operate in isolation, sharing information with and collaborating 
with health and social assistance professionals (Q3.5, Q3.6, Q3.7). 

Q3.5. Older people often develop a close bond with their family care support workers. This 
means that they sometimes share information with this person that they would avoid 
mentioning to a doctor. This really helps the people in the health centre to ensure they are 
OK. (I46, F, Nurse, Family Health Team) 

Q3.6. Older people included in PMC are so much better attended to and have much better 
contact with the health services. Every month the family care support workers inform us 
about what is needed, based on what they see during their visits. They start to understand 
how caregiving and health relate to each other. Then, the review team follows up as best 
we can. It might be a general consultation or a referral to a specialist, a dietician, or a 
physio. (I7, F, Nurse, Family Health Team) 

Q3.7. The social assistance worker and family care support workers reassess their parts 
of the personal care plans, and the parts that are more to do with health are reviewed by 
the health post. When it’s possible, the PMC carers can suggest changes to care plans at 
the monthly case reviews. They take a close interest in that. (I40, M, Social Worker, CRAS) 

 

One effect limiting the impact of PMC on the health of older people is the availability of higher-
level health services, when they are needed. Liaison between the family care support workers 
and the health post can facilitate older people receiving a referral when needed, but this does not 
give people in PMC a higher referral priority over those who are not. A wider context of scarce 
health resources often means long wait for urgent health services (Q3.8). 

Q3.8. Sometimes an older person hasn’t had a diagnosis. You know what they have, but 
you can’t tell them, you can’t do anything. You just have to wait for the diagnosis, so the 
doctor can tell the family what is going on. (I28, F, Family care support worker) 
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Wellbeing and quality of life of older people. 
 

PMC’s approach to supporting older people recognizes that health, quality of life and wellbeing 
are all closely linked. Unlike other home-visit schemes, PMC offers each older person a 
substantial period of care each week. This enables family care support workers to build trusting 
relationships with the older person, and to provide activities such as cognitive stimulation and 
physiotherapy (Q3.9 and Q3.10). 

Q3.9. We offer stimulation for older people and sometimes this even leads to an 
improvement in their function. The time the caregiver spends with them is so important, 
not just in terms of improving function, but also for emotional support and cognitive 
stimulation. (E6, F, Physiotherapist, Extended Family Health Team) 

Q3.10. The family is calmer and so the older person feels safer. Family care support 
workers help in dealing with emotional issues, aging, sometimes isolation, and sometimes 
abandonment by the family. When the children are not managing to deal with this aging 
process, with the illnesses. And so it is really a big support, both for physical and mental 
health. The older person feels seen, accompanied let's say. It's a source of company: 
someone who talks to you and who stimulates you. So, I think both physically and 
emotionally this all adds up. (E3, F, Nurse, UBS) 

As part of a person-centred care strategy, family care support workers are encouraged to discover 
activities that older people enjoy doing and to assist them with these (Q3.11). 

Q3.11. There are many examples of this happening. There is an older woman who learned 
to read with her caregiver. Think about what this means for this older woman's life! It can 
transform the quality of life for these older people. (E16, F, Psychologist, CRAS) 

More generally, family care support workers seek to address issues such as loneliness and 
isolation, guaranteeing a substantial period each week when the older person will be listened to, 
and their interests and concerns acknowledged. One limiting factor was the practice of rotating 
family care support workers between families approximately every year. Rotation was seen by 
PMC managers as necessary to prevent FCSWs developing such close bonds with older people 
and their families, since this could interfere with their professional status. Understandably, some 
older people felt that changing FCSWs disrupted valuable social ties (Q3.12). 

Q3.12. “My first PMC carer stayed with me for a year and four months. I adored her. There 
will never be another carer like her [cries]”. (92-year-old man) [Field report]. 

In sum, the extent and strength of the qualitative evidence indicates that PMC generates important 
benefits for the health status, wellbeing, and quality of life of older people. There is a large body 
of research demonstrating that most older people prefer to remain in their own homes, especially 
if they are able to receive support there (WHO, 2015). As shown in Section 3, only a small number 
of older people enrolled in PMC are subsequently admitted into LTC facilities: this represents a 
further benefit to their quality of life.   
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PMC and Families. 
 

Older people eligible for inclusion in PMC have moderate or severe care needs and live in 
households that are unable to afford private care services. In Belo Horizonte in May 2023, the 
market rate for a caregiver with a similar level of training and experience was around US$60 for 
15 hours of care a week (a typical amount offered by PMC). This amount is equivalent to 
approximately 95 per cent of the basic Benefício de Prestação Continuada pension (US$66.5 a 
week) and would therefore leave no income for other basic needs for the older person. There is 
a large body of evidence that other members of poor households often have a high level of 
dependency on the pension income of older people, which further reduces the availability of 
disposable income to pay for care services (Barrientos and Lloyd-Sherlock, 2011). 

In the neighbourhoods where it operates, other than PMC, no free services to support family 
caring, such as day centres, are available9. If they are not included in PMC, the entire care 
responsibility therefore falls on family members. There is a large body of evidence from Brazil and 
similar countries demonstrating the stressful and demanding nature of unsupported family care 
for dependent older people and the toll it can take on those providing it (Leite et al, 2017). Studies 
demonstrate that the care burden in Brazil is higher for carers in poor families (Magalhães, et al 
2022). 

PMC’s screening tool includes several items related to the care burden experienced by family 
carers, and these are given a significant weighting (11 out of 60 points).10 However, PMC does 
not collect systematic data on changes to this burden over time, and so it was not possible to 
include this in the quantitative evaluation. Nevertheless, it is highly likely that receiving substantial 
hours of support from a family care support worker will significantly reduce this burden for family 
members. There is substantial evidence from other studies that family carers often have few 
breaks from this activity and that guaranteed periods of respite significantly mitigate care burden 
(Gaugler et al, 2003). Qualitative data collected for the PMC evaluation strongly indicate this effect 
(Q3.13, Q3.14 and Q3.15). 

Q3.13. It reduces family caregivers’ overload, meaning these caregivers can now do 
important things that they just couldn’t do before. Many of these family caregivers actually 
become closer to the older person. Reducing their care burden, sharing it and being able 
to talk about it with someone else means they can get to know the older person again. 
(E6, F, Physiotherapist, Extended Family Health Team) 

Q3.14. Something I feel to be very important is the sharing of tasks. Before PMC, the 
caregiver is overwhelmed, doing all the housework, and providing all the older person’s 
care without any help. With PMC, the caregiver has time to organize themself better and 
take better care of themself. This reduces their mental stress. PMC is good for caregivers. 
They can see the possibility of making plans to do things that they hadn’t done for a long 

 
9 Belo Horizonte does not have public day centres for older people. 
10 Care burden usually refers to financial, physical and psychological effects of unpaid caring and is 
widely applied globally and in Brazil (Gratão et al, 2019). 
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time due to lack of time. (E19, F, Social Assistant, CRAS) 

Q3.15. When you start to work with a family, the caregiver is so stressed out, because 
there usually is only one person in each family who does the main care work. They have 
no life. Sometimes they can’t even manage to visit a health centre when they are unwell.  
So, when we put in a PMC caregiver, it’s transformational. (E17, F, Psychologist, CRAS) 

Wider research in Brazil demonstrates that a significant share of unpaid family elder care is 
provided by older people themselves, often caring for spouses, and that care burden increases 
with the age of the carer (Bianchi et al, 2016). In the PMC screening tool, families are given more 
points if the main carer is an older person. As part of reducing this burden, the qualitative data 
indicate important health benefits for older carers (Q3.16). 

Q3.16 In many families, the family caregiver is older person… And they are starting to get 
ill, because they can't take care of their own health, because they can't leave the older 
person alone. So, PMC helps them a lot. Many caregivers are worn out and stressed when 
they join the program, but then they can start to take care of their own health, get their hair 
cut, do their nails, buy personal things. This really helps these families. Many family 
caregivers schedule their own medical visits, appointments, consultations or collecting 
medication for when the PMC carer is at their home. (E7, F, Nurse, UBS) 

The qualitative data indicate that the relationship between the family care support workers and 
the main family carer is just as important as that between the family care support workers and the 
dependent older person. Rather than replacing the family carer, this relationship is better 
understood as a collaborative partnership (Q3.17). 

Q3.17. "Persuading her to take a shower is very complicated, because she gets very 
aggressive. She wants to hit out, she wants to bite. So, I always need the help of her 
daughter. Once she’s in the bath, she usually calms down." (E25, F, Family care support 
worker)  

Family carers have the opportunity to work with, observe and learn from family care support 
workers, potentially increasing their competency and confidence to perform this role (Q3.18). One 
limiting effect is that the identity of the family member providing the main care role can change 
(Q3.19). 

Q3.18. "We try to prevent situations that entail a violation of older people’s rights. The 
make suggestions to family members….  These include simple things like help with 
drinking by using a straw. This does not create extra work for the family.” (E23, F, 
Psychologist and Social Worker, CRAS) 

Q3.19. This [caring for older person] is a massive responsibility and I’ve got absolutely no 
experience. It’s the first time I’ve had to do this, having to take responsibility for everything. 
(Younger family member, F, after the death of father who had been mother’s main carer) 

PMC works with vulnerable families, and the screening tool awards points to issues such as family 
conflict, mental illness, and additions. Developing effective partnerships with family carers in these 
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settings is often highly challenging and requires sensitivity and patience (Q3.20 and Q3.21). 

Q3.20. Recently a family member with a severe mental disorder… just stopped the family 
care support workers from leaving the house. They locked them in. (Social Assistant, 
Northern Regional Health District, 2019) 

Q3.21. Sometimes family carers don’t really understand the role or function of the PMC 
carers. Sometimes they complain that the family care support workers aren’t doing general 
housework; things like ‘The sink was full of dirty dishes and they didn’t touch them’ or ‘I 
had to cook my own lunch. (Nurse, Central-South Regional Health District, 2019) 

Being jointly run between health and social care professionals, PMC is well-placed to deal with 
these challenging family situations. Responses include support meetings with families which can 
sometimes reduce family problems (Q3.22). 

Q3.22. The family care support workers’ presence in the house can help families a lot. It 
can defuse family conflicts. Family care support workers’ knowledge of the family helps us 
to identify other social assistance programmes that may be of help to them. We try to hold 
two annual meetings with all the family together… Families say that this really helps them 
in different ways. (E12, F, Psychologist, CRAS) 

There is a large body of evidence that high carer burden and family tension significantly worsen 
care outcomes and quality of life of older family members and are strongly associated with the 
risk of elder abuse (Lino et al., 2019). There is also evidence that family carer stress (along with 
poverty and a lack of external support) is an important risk factor for elder abuse in community 
settings (Johannesen and Lo Guidice, 2013). Although the impact evaluations of PMC did not 
specifically address issues of elder abuse, there are good grounds for hypothesizing it has an 
important preventive effect. If so, it represents a different approach to elder abuse than the ones 
usually applied in Latin America which focus on dealing with the problem after it has occurred, 
rather than preventing it. The ethical and methodological challenges of robustly assessing the 
potential effect of PMC on elder abuse call for a specific, customized study. 

 

PMC and family care support workers. 
 

Family care support workers represent a new category of health and social care professional. 
They are usually recruited from disadvantaged communities and most, but not all, are female. 
As such a critical question is whether this new profession is an extension of the low-status, mainly 
female paid care work that prevails across Latin America and the Caribbean, or if it empowers 
family care support workers. 

Recruitment, training, deployment, and supervision of family care support workers are the 
responsibility of a civil society organization, which holds a contract with the Department of Social 
Assistance. The civil society organization advertises training opportunities and applicants are 
interviewed. They are required to have completed secondary school and demonstrate a basic 
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level of understanding about caregiving for older people. The civil society organization recruit 
people living in neighbourhoods not distant from where PMC operates. The selection interview 
includes a particular emphasis on candidates’ sensitivity towards and willingness to work with 
challenging families in difficult circumstances. 

Candidates who are selected are provided training with two elements. The first of these is a 
general care-giving course, consisting of 100 hours, which includes training about common health 
issues affecting older people, as well as care-giving skills and supporting family carers.  
If candidates can demonstrate they already have had similar training from another organization, 
they are exempt from this course. All candidates, regardless of previous training, are required to 
take a separate two-day induction course for PMC. This course provides specific information 
about PMC and their expected role. It also includes specific training on how to deal with 
challenging family situations in settings of poverty and deprivation.  

Family care support workers’ previous experiences often includes paid or unpaid care and 
precarious forms of employment (Q3.23). 

Q3.23. It's been about 7 years since I first became a caregiver. My father fell ill and I saw 
he needed care and wanted some help. So, I took a training course and learned how to 
do it. I took care of him, then I looked after an aunt and after that a sister-in-law. I also 
worked for 4 years at a nursing home. (E26, F, family care support worker) 

Some other schemes offering home care for older people in countries such as Costa Rica and 
Thailand rely on volunteers rather than paid carers (Lloyd-Sherlock et al, 2017). As a result, they 
experience low levels of worker retention and limited professionalism. In contrast, PMC provides 
family care support workers with a basic wage and full labour protection rights. Given a general 
scarcity of decent work opportunities for women in poor neighbourhoods, this represents an 
important livelihood opportunity (Q3.24). 

Q3.24. I thank you for the opportunity to talk a little about my work and the program that 
has helped so many families and mine too, I take my livelihood home with this work. (E29, 
F, Family care support worker) 

As part of their professional status, family care support workers work a 40-hour week, with full 
holiday entitlements and wear a simple uniform. Their professional status extends to the 
development of some complex and specific care-giving skills (Q3.25). After their initial training, 
family care support workers can request and are offered focused training modules, in areas such 
as cognitive stimulation and managing incontinence. 

Q3.25. The PMC carers are sometimes trained in specific tasks, like administering insulin, 
by the local health post, and the physiotherapist will show them particular exercises for 
their patients. (I12, F, Psychologist, CRAS) 

Family care support workers are embedded within wider teams of health and social assistance 
professionals and can play a proactive role in them (Q3.26 and Q3.27), even during Covid-19. 

Q3.26. They identify new needs and then pass them on to us or their supervisors, so we 
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can raise them in the monthly meetings. Now we are trying to involve them more closely, 
creating a space for them to participate in meetings in the Social Assistance Reference 
Centre. It is different when they participate in person. (E01, F, Family care support worker)  

Q3.27. I can see they are very motivated by work. They are always seeking to improve 
what they do and to find interesting activities, like new games, drawing and different types 
of crafts (E02, F, Psychologist, Extended Family Health Team)  

Family care support workers appear to value their professional status and the opportunity to 
develop new skills (Q3.28 and Q3.29). 

Q3.28. We learn and at the same time we are able to teach the families. It adds a lot to 
our lives and as well to theirs. (E28, F, Family care support worker)  

Q3.29.  Many tell us they did not previously have any experience with deprived parts of 
the city. Now they know more about their rights and social assistance policy. Many of them 
did not even know what Social Assistance Reference Centres were for before they started 
to work with PMC. (E12, F, Psychologist, CRAS) 

As well as specific care-giving skills, key informants claimed that family care support workers 
quickly learn to work effectively with vulnerable families that are often facing complex problems 
(Q3.30). 

Q3.30. Most of our family care support workers are very happy. But sometimes when they 
first enter a home the family can be difficult, and so they have problems accessing the 
older person. Sometimes the older person can be resistant to family care support workers 
at first. But when the family care support workers return day after day, they build trust with 
the family and learn to work with them. Each achievement with the older person really 
motivates our family care support workers. (E7, F, Nurse, Extended Family Health Team) 

Recognizing the challenging nature of this role, PMC provides family care support workers with 
specific forms of support (Q3.31). 

Q3.31. We had a successful experience in a local working group in this district. A 
psychologist met privately with our caregivers before the meeting, to offer them some 
support. Caregivers also need care. They experience a very tough reality... Drugs, 
mistreatment, neglect, violence. They need a voice too. (E12, F, Psychologist, CRAS) 

As a condition of working in PMC, family care support workers are required to sign a code of 
conduct, which includes standards of behaviour, confidentiality requirements and action protocols 
for suspected cases of abuse of the older person or other forms of observed criminality.  
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Section 4. PMC effects on health service use by older people. 
 

Section 1 notes that high levels of health service spending on older people was a key motivation 
for establishing PMC in Belo Horizonte. This section presents results from a multi-method impact 
evaluation on the effects of PMC on patterns of health service use by older people, including both 
outpatient visits to health centres (UBSs) and hospital admissions. 

The effects of PMC on outpatient service use.11 
 
Data on outpatient health service use come from SUS and cover visits made by people aged 60 
and over to the city’s 76 UBS health posts from April to June 2018. We use patient addresses to 
construct a proxy indicator of socio-economic status based on separate data set for 275 micro-
districts produced by the public Institute for Applied Economic Research (Costa and Oliveira, 
2015). 

Between April 2018 and June 2018 there were 87,455 visits by people aged 60 or more, involving 
24,554 different individuals (of whom 366 were in PMC). The large majority (92%) of people aged 
60 or more living in Belo Horizonte made no visits to a UBS over this period.  

The probability of making a visit to a UBS was strongly associated with the distance between the 
older person’s home and the health centre. Figure 4.1 is a map of districts in Belo Horizonte 
municipality. The shading refers to median household per capita income for each district, with 
lighter green indicating lower income and the black dots the locations of UBSs. The contour lines 
refer to the number of visits to health posts by people aged 60 or more, based on their geo-
referenced home addresses. These contour lines show that utilization is strongly clustered around 
health centres: on average older people who live closer make more frequent visits. Rates of 
utilization show a pronounced distance decay effect over short distances. This reflects Belo 
Horizonte’s hilly terrain and steeply sloping streets, which create specific difficulties for accessing 
services for older people with limited mobility and who lack private transport.  

The evaluation team developed and tested two theories of change relating to patterns of 
outpatient service use. The first is that PMC is associated with a higher frequency of outpatient 
visits for rehabilitation. A key objective of PMC is to facilitate older people’s recovery after a 
hospital stay and to reduce their risk of readmission. Consequently, the case review teams place 
a strong emphasis on access to rehabilitation. The second theory of change is that PMC is 
associated with a higher frequency of planned versus unplanned outpatient visits. Family care 
support workers receive some basic training to recognize warning signs of potential acute health 
problems and are required to report them immediately to health centres. 

 

Figure 4.1. Spatial patterns of health centre utilization and income level for people over 60, April 
to June 2018, Belo Horizonte. 

 
11 For a more detailed account of this research design, methods and findings see Lloyd-Sherlock, 
Giacomin and Sempé (2022). 
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We matched outpatient health service use data to membership of PMC and created a matched 
comparison group of non- PMC older people with similar characteristics. This considered 
individual sex, age, month of visit to the health care, household location and distance to the health 
centre. Socio-economic data were not available for each older individual, but it was possible to 
make an estimate based on linking the address of each older person to micro-district level data 
on the social vulnerability index (household economic dependency ratio, life expectancy in years 
and per capita household income). Our comparisons found a higher incidence rate for planned 
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visits relative to unplanned ones for PMC patients compared to the non- PMC controls, and a 
higher incidence of visits for rehabilitation. This effect was consistent across different matching 
techniques and analytical models. For example, Poisson models using Coarsened E Matching 
show a higher incidence rate for planned visits relative to unplanned ones (1.3; 95% confidence 
interval 1.1 – 1.4) for PMC patients and a higher incidence of visits for rehabilitation (3.4; 95% 
confidence interval 1.7 - 6.8).  

Qualitative data supported both theories of change. They provide detailed accounts of how family 
care support workers assist older people to manage chronic health conditions which might 
otherwise lead to emergency health visits [Q4.1]. Helping to manage medication was especially 
important since many older people and family caregivers had limited literacy [Q4.2]. 
The interviews also show a strong emphasis on rehabilitation after hospital stays [Q4.3]. 

Q4.1. The Family Care Support Workers carer sets up his oxygen supply and stays with 
him chatting about this and that… She’s always on the look-out in case there is anything 
different about him. She notices little things and then she’ll tell me: “Look, there must be 
something going on with him. I’ll have word with the people at the health centre.” (I47, F, 
Family Caregiver) 

Q4.2. We work with many highly deprived families where nobody can read or write or 
administer medicine properly. (I12, F, Psychologist, CRAS) 

Q4.3. We find that older people get some strength back when they’re not always stuck in 
bed or a wheelchair, and thanks to the physio they do with the carer. And as they get more 
mobile, they don’t get bed sores anymore…. These are all little things, but when you put 
them all together, they have a big effect on older people’s healthcare needs. (I15, F, Social 
Worker, CRAS) 

 
Effects of PMC on inpatient service use. 
 

The evaluation team explored associations between PMC and average length of hospital stay 
and average cost of hospitalization. These outcomes were derived from a theory of change that 
PMC facilitates hospital discharge by increasing confidence in community support for older 
patients, reducing length of stay and the total cost of the hospitalizations.12 

The analysis is based on Ministry of Health hospitalization data for April 2011 to December 2020 
(DATASUS, 2020). Through a common identifier, we found 588 hospitalizations of PMC members 
over this period. Using propensity and inverse weight matching, we created matched comparison 
units. We used contextual variables (sex, age, race, treatment complexity and reason for 
hospitalization) to match sociodemographic and clinical characteristics of older people 
participating in PMC and those who were not. We used multivariate regression models to 
calculate the effect of being in PMC on length of stay and the total cost of the hospital stay. 

 
12 For a more detailed account of this quantitative design see Sempé and Lloyd-Sherlock (2022). 
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We find statistically significant associations between enrolment in PMC and both length of stay 
and total cost of the hospitalization. Across all model specifications, enrolment reduces the 
average duration of the hospitalization by 0.22 days (95% CI 0.08-0.35) (Table 4.1) and reduces 
the average cost of each hospitalization by 375 reais (current value) (95% CI 337 - 415), which 
was equivalent to approximately US$100 per admission (Table 4.2). 

 

Table 4.1. Regression results for average length of hospital stay. 

Parameter Coefficient SE 95% CI T p 

Intercept -0.9 0.22 [-1.34 - -0.47] -4.05 < .001 

PMC [Yes] -0.22 0.07 [-0.35 - -0.08] -3.06 0.002 

Sex [Male] 0.41 0.05 [0.31 - 0.50] 8.4 < .001 

Age -3.89e-03 2.78E-03 [-0.01 - 0.00] -1.4 0.162 

Ethnicity [White] 0.92 0.11 [0.71 - 1.12] 8.65 < .001 

Ethnicity [Mixed] 1.28 0.09 [1.11 - 1.45] 14.86 < .001 

Ethnicity [Black] 2.53 0.13 [2.27 - 2.80] 6.85 < .001 

Complexity of case [Medium] 

 

2.69 0.08 [2.52 - 2.85] 32.1 < .001 

Admitted to Emergency Room [Yes]  7.46 0.07 [7.32 - 7.60] 102.39 < .001 

Source: Authors 

The qualitative evaluation analysis sheds further light on this theory of change. It reveals that 
although there was no formal liaison between PMC and hospitals when an older person was 
admitted, family care support workers would sometimes perform this role more informally [Q4.4 
and Q4.5]. Key informants including hospital staff claimed PMC increased their confidence in 
safely discharging older patients back into the community, potentially reducing unnecessarily long 
hospital stays [Q4.6]. The qualitative data indicate that the potential for PMC to facilitate hospital 
discharge and hence reduce unnecessarily long stays would be even greater if more formal liaison 
protocols were implemented. 

Q4.4. If the older person goes into hospital and if their family is really unable to visit, then 
the Family Care Support Workers may go to see them there in the hospital during their 
usual work hours. (I40, M, Social Worker, CRAS) 

Q4.5. If an older person gets really ill and there isn’t anyone at home, then the Family Care 
Support Workers will ride in the ambulance with them. They will try to stay at the hospital 
until someone from the family can take over. But… hospitals are usually a long way off 
and so it’s logistically very difficult. (I40, M, Social Worker, CRAS) 
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Q4.6. And sometimes the hospital keeps calling us here, to see if we can help with this. 
So, that older patients can be discharged. Otherwise, they will stay in hospital for a long 
time, what we call a “social hospitalization”. (I41, F, Social Worker, Extended Family 
Health Team) 

 

Table 4.2. Regression results for average cost of hospital stay. 

Parameter Coefficient SE 95% CI T p 

Intercept 5661.42 92.04 [5481.02 - 5841.83] 61.51 < .001 

PMC [Yes] -375.77 19.8 [-414.57 - -336.97] -18.98 < .001 

Sex [Male] 201.01 17.86 [166.01 - 236.01] 11.26 < .001 

Age -12.06 0.96 [-13.95 - -10.17] -12.51 < .001 

Ethnicity [White] -46.53 38.84 [-122.66 - 29.59] -1.2 0.231 

Ethnicity [Mixed] -16.46 -33.07 [-48.35 - 81.28] -0.5 0.619 

Ethnicity [ Black] -66.6 48.13 [-160.93 - 27.73] -1.38 0.166 

Complexity of case [Medium] -3874.38 49.66 [-3971.71 - -3777.04] -78.02 < .001 

Admitted to the Emergency 
Room [Yes] 

1056.41 29.17 [999.24 - 1113.58] 36.22 < .001 

Source: Authors 

 

Key take-homes from impact evaluation on health service use. 
 

 The impact evaluation provides quantitative and qualitative evidence that PMC has 
significant effects on health service utilization. 

 The majority of older people in Belo Horizonte do not make regular visits to UBS health 
posts. Spatial analysis reveals usage is highly concentrated among older people living 
very close to UBSs. For many other older people, physical access to these services is 
very limited. As such PMC offers an essential link to local health services for care-
dependent older people. 

 PMC is associated with a lower share of outpatient visits that were unplanned, emergency 
consultations. This is likely to enhance both the technical and allocative efficiency of health 
services. A UK official review found that growing utilization of urgent and emergency 
outpatient care is leading to mounting costs and increased pressure on resources (Keogh, 
2013).   
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 PMC is associated with a higher share of outpatient visits for the purpose of rehabilitation. 
This is in keeping with Brazil’s national health system protocol that primary health care 
providers should have lead responsibility for identifying and managing adult rehabilitation 
needs (Macinko et al., 2018). Studies in other countries demonstrate substantial cost 
savings from outpatient rehabilitation (Binder et al., 2004). 

 PMC is associated with shorter average length of inpatient hospital stay and lower average 
costs per hospitalisation, due to the facilitation of patient discharge. This effect could be 
strengthened by more formal liaison between PMC and hospitals. 

There are no published impact evaluations of schemes comparable to PMC in other low and 
middle-income countries. PMC shares some elements with interventions in high-income 
countries, including home-based primary health care and hospital at home (Langhorn, Baylan, 
2017; Màs et al., 2017). Like PMC, these interventions often combine geriatric assessment with 
case management based on personalised care plans and periodic monitoring (Stoop et al., 2019). 
However, the specific form PMC takes and the context in which it operates are distinctive. PMC 
does not rely primarily on teams of clinical and non-clinical professionals. Family care support 
workers have only a limited set of competencies, but their low cost enables a high ratio of carers 
to older people, permitting them to spend up to 20 hours a week with individual families. 
This differs to schemes in high-income countries, which typically entail shorter and less frequent 
visits rather than extended periods of support (Sempé, Billings, Lloyd-Sherlock, 2019). At the 
same time, PMC operates in settings very distinct to most high-income ones. The program runs 
in neighbourhoods marked by poverty and vulnerability, where older people live in housing that is 
poorly adapted to their needs, and whose families cannot afford private caregivers (Castro, 2022). 
Any effects on health service utilization must be interpreted with reference the relative scarcity of 
health services in Brazil, where per capita health spending is less than 10% the USA’s. 

Bearing these differences in mind, studies of broadly comparable interventions in high-income 
countries report varying rates of positive effect on unplanned admissions, readmissions, and 
inappropriate use of medication. There is, however, no published evidence of effects on patterns 
of outpatient service use, including reason for consultation or rates of unplanned visits. 
This reflects a general neglect of this issue in the academic literature. 
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Section 5. Cost analysis of Programa Maior Cuidado. 
 

This section provides operational cost data for PMC in April 2023, as well as per capita costs for 
each older person included in PMC. Cost estimates for different elements of PMC were derived 
from a pragmatic combination of top-down and bottom-up costing methods (Cunnama et al, 
2016). Top- down data are available for the civil society organization which is responsible for 
family care support workers. Other costs (such as Department of Health and Department of Social 
Assistance staff time allocated to PMC) are estimated by using bottom-up data to differentiate 
these specific costs from other activities in which these staff are engaged. 

This section does not provide a systematic monetary analysis of the observed benefits of PMC, 
since (as seen in previous sections) full data are not available for all potential beneficial effects. 
However, it is possible to compare the costs of PMC to other interventions, and to set out some 
limited evidence of the value PMC generates. 

Capital costs. 
There are no capital costs for PMC, since it does not require new buildings or substantial new 
equipment; PMC uses health and social assistance infrastructure that is already present. The 
same is not true for other interventions, such as LTC facilities or day centres. The lack of a 
substantial initial outlay of capital expenditure reduces the financial entry barrier for local 
governments to establish programmes like PMC. The absence of capital costs removes the need 
for discounting calculations in this cost analysis, since depreciation effects do not apply. 

 
Costs of the civil society organization. 
The civil society organization is contracted by the municipality of Belo Horizonte to recruit, train, 
pay (including travel costs, equipment, and full worker rights) and manage the family care 
support workers, as well as one full-time supervisor for every 24 family care support workers. 

The total monthly transfer to the civil society organization was 590,000 reais in April 202313, when 
PMC was servicing 675 older people, equating to a cost per older person of 874 reais (US$165 
at April 2023 exchange rates) a month. 

 
Additional costs for the Department of Health and Department of Social Assistance. 
In neither department are any staff exclusively dedicated to PMC: this activity is part of a much 
wider set of responsibilities and activities. Consequently, it is necessary to estimate the amount 
of staff time specifically dedicated to PMC, as an attributable share of a joint cost. These time 
estimates were derived from informal discussions with staff. In general, staff found it difficult to 
allocate a specific value to their time inputs to PMC, since these could vary over time and usually 
only comprised a relatively small share of their workload. A typical response from staff in health 
centres and community social assistance centres was that PMC often saved them time in the long 
run, since it prevented more serious problems. Nevertheless, it was possible to distinguish 
specific time inputs, such as those related to preparing for and participating in the monthly case 

 
13 Quotation of the US dollar in April 2023: 1 U$=5,2981 reais. 
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review meetings and selecting new PMC families. 

Estimates derived from community social assistance centres and health post managers were that 
the specific time allocation in each case were roughly one person day a month. This role was 
usually performed by a nurse, another family health teams professional or a mid-ranking social 
assistant. In each case, the average staff salary was approximately 6,000 reais a month (300 a 
day in a 20-day month). The total number of community social assistance centres participating in 
PMC was 34, and so the total cost of all community social assistance centre social workers was 
therefore 10,200 reais (300 x 34).  

The geographical territories serviced by health posts do not coincide neatly with those covered 
by the community social assistance centres. Consequently, some community social assistance 
centres work with more than one health post, representatives of whom will attend the same 
monthly case review meeting. As such, our cost estimates for health post staff are derived from 
a ratio of 1.5 health centre staff per CRAS staff, amounting to 15,300 reais (300 x 51). 

A total of 675 older people were included in PMC and therefore the monthly per capita cost of this 
staff time was to 37.5 reais (10,200 social assistant cost, plus 15,300 nurse cost, divided by 
675 beneficiaries). 

Central administrative managers in the Department of Health and Department of Social 
Assistance estimate that the specific time allocation in each case were roughly four person days 
a month. This role was usually performed by mid-ranking technical staff. In each case, the average 
staff salary was approximately 8,000 reais a month (400 a day in a 20-day month). As such, the 
value of the four days a month they each allocated to PMC is 1,600 reais. Therefore, the monthly 
per capita cost of this staff time was 4.7 reais (800 Department of Health cost, plus 
800 Department of Social Assistance cost, divided by 675 beneficiaries). 

The overall estimated monthly cost of PMC per older person. 
The estimate of the overall monthly cost of PMC per older person is shown on Table 5.1. 

 
Table 5.1 - Estimate of the overall monthly per capita cost of PMC per older person in reais 

Monthly per capita cost per older person R$ 
Civil society organization  874 
Health and Community Social Assistance Center staff 37.5 
Administrative managers in DoH and DoSA 4.7  
Total 916.2 (US$173)* 

*At April 2023 exchange rates (1 U$=5,2981 reais) 

 
 
Value added by PMC. 
 

The principal benefits of PMC are likely to be enhanced quality of life for older people and family 
carers. Although Section 3 provides qualitative evidence that these effects are substantial, 
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systematic quantitative data on them (such as family carer Zarit scores) are not available. 
Consequently, it is not possible to allocate a monetary value to these effects, despite their likely 
importance. 

Another potential benefit of PMC is reduced need for other kinds of public or private spending to 
meet these older people’s care needs to a similar extent. The most direct comparison is with the 
market rate for a paid carer with a similar level of training and experience. In Belo Horizonte in 
May 2023 this was around US$60 for 15 hours of care a week (a typical amount offered by PMC), 
equivalent to approximately 95 per cent of the basic Benefício de Prestação Continuada pension 
(US$66.5 a week). Arguably, the benefit derived from a private paid carer would be less than that 
of a PMC family care support worker, since the former are not integrated into a wider set of health 
and social assistance services, such as the joint working group monthly case reviews.  

The cost of operating PMC can also be compared to the cost of running long-term care facilities. 
Although LTC facilities represent a different kind of service, their theoretical purpose is the same: 
to meet the needs of care-dependent older people. Without PMC it is likely that demand for LTC 
facilities services would be greater. In May 2023 Belo Horizonte municipality paid subsidies to 28 
private LTC facilities. The monthly per capita payment was 2,300 reais. These LTC facilities are 
also permitted to retain 70% of the Benefício de Prestação Continuada pension of each older 
resident, equivalent to 924 reais. As such, the combined cost per older person per month is 3,224 
reais. Due to a shortage of capacity, over 300 older people were on waiting lists for a place in a 
subsidised LTC facilities in 2022 (Lambert and Fuscaldi, 2022). Private LTC facilities without state 
subsidies tend to be more expensive: monthly costs are very variable, but usually exceed 5,000 
reais. 

Section 4 shows that PMC has a significant indirect effect on public spending on inpatient hospital 
services by reducing average length of hospital stay and average costs per admission. PMC also 
enhances patterns of health post service use by older people both by promoting planned, rather 
than emergency consultations, and by higher proportions of consultation for rehabilitation. It is not 
possible to estimate the monetary value of these effects, but they are likely to be significant. 

Finally, PMC represents a livelihood opportunity for mainly female family care support workers 
who are recruited from deprived communities with limited alternatives for decent work. The 
average number of older people assisted by each Family Care Support Workers is 3.7. As such, 
the minimum wage received by these FCSWs (3,120 reais a month in May 2023) represents 
92.0% of the cost of each older person included in PMC (3120/3.7 = 843.2; 843.2/916.2 =92.0%). 
Rather than a “sunk cost”, the salaries paid to FCSWs represent a form of productive social 
protection for a disadvantaged group.  
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Section 6. Building on Programa Maior Cuidado in Brazil and the wider region. 
 
The Federal Ministry of Health (MoH) has been co-funding the impact evaluations of PMC since 
2018. One product of these evaluations is a manual of how to implement similar interventions in 
other Brazilian municipalities. The broadly positive results of these evaluation prompted the MoH 
to fund two pilot interventions in new municipalities: the cities of Salvador in Bahia State and 
Contagem in Minas Gerais State. These pilot interventions are being initiated in 2023 and have 
two key objectives: 

1. To assess the feasibility of establishing interventions modelled on PMC in new settings. This 
will include the need to adapt the Belo Horizonte version of PMC to different contextual factors. 
Recognizing the challenges of intersectoral projects, the pilots will pay particular attention to the 
feasibility of achieving effective collaboration between municipal departments of health and social 
assistance. 

2. To develop and extend the evidence base on PMC. Unlike Belo Horizonte version of PMC, the 
pilots will permit the application of a baseline survey, which will include data not systematically 
collected by Belo Horizonte version of PMC, such as family care burden and care capacity. The 
pilots will also include controls, to support robust quasi-experimental evaluation of effects. 

The evaluation team and Ministry of Health are supporting and coordinating across the pilots and 
new schemes, treating them as an incipient national network of PMC-type evaluations. This may 
contribute to Brazil’s first ever National Care Policy, which is currently under development. 

Beyond Brazil, PMC has been show-cased as the only example of good practice for integrated 
long- term care in the global south (WHO, 2021). It has also been show-cased in publications by 
UN Women, the International Social Security Association, and the American Association of 
Retired People (UN Women, 2017; Lloyd-Sherlock et al, 2022; Lloyd-Sherlock et al, 2021). This 
interest reflects the potential scope to develop similar interventions in other countries, which are 
facing similar challenges. 
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Section 7. Key lessons and areas for further research. 
 

This report presents an overview of a novel community-based intervention for older people living in 
deprived neighbourhoods in the Brazilian city of Belo Horizonte. PMC began operation in 2011 and by 
December 2022 3,062, families had received support or were continuing to do so. 

The report describes PMC design and how it operates in practice. PMC has some important elements that 
distinguish it from other interventions for older people. These include the degree of cooperation between 
local government health and social assistance agencies, as well as the specific roles and competencies 
of family care support workers. The report shows that the structure and operational processes of PMC 
build on and link back into the existing local infrastructures of health and social assistance services, such 
as community social assistance reference centres (CRAS) and local health posts (UBS). Despite some 
shortcomings, PMC is shown to operate effectively, and it appears to be highly valued by health and social 
assistance staff, as well as by older people and their families. Over time some reforms have been made 
to PMC operational protocols and information systems to enhance monitoring and intersectoral 
collaboration. By 2019 PMC had been implemented across all CRAS in Belo Horizonte.  

The report draws on qualitative and quantitative data to assess different potential impacts of PMC. This 
includes qualitative evidence that family care support workers (FCSWs), in conjunction with local health 
and social assistance staff, help some older people and caregivers to manage chronic health conditions 
and reduce risks of acute health episodes. Examples include assisting with use of medication, promoting 
healthy behaviours and identifying early signs of new health problems. Additionally, FCSWs were an 
important social resource for older people, addressing issues such a loneliness, neglect and low esteem. 
The report also presents qualitative evidence on the benefits PMC provides to family caregivers, with 
FCSWs sharing care responsibilities, providing respite from continual care work and promoting good care 
practice. PMC also offers vulnerable families more general forms of social support, to reduce situations of 
conflict and promote more cooperative caregiving. 

A combination of qualitative and quantitative evidence demonstrates that PMC had important effects on 
patterns of health service use. Older people were less likely to visit health centres on an unplanned, 
emergency basis. They were more likely to do so for consultations relating to rehabilitation. Compared to 
similar older people admitted to hospital for the same reasons, those in PMC had shorter average stays at 
a lower cost. These effects show that health care and social care services for older people are very closely 
linked, whereby the availability of effective social care substantially influences inpatient and outpatient 
service use. In the case of PMC, these effects could be strengthened in some ways, such as through more 
direct liaison with hospitals. 

The report presents a cost analysis for PMC, which estimates that the monthly cost for each older person 
in May 2023 was US$173. This is less than the market cost for a similar amount of support from a private 
caregiver: US$240. It is also less than the monthly per capita cost of state-funded long-term care facilities 
(US$655 at current rates). Notably, 92.0% of the cost of PMC was allocated to providing a basic wage to 
the Family care support workers, a high proportion of whom were women from disadvantaged 
neighbourhoods. A key reason for the low cost of operating PMC is that it is built on pre-existing community 
social assistance and primary health care infrastructure and services.  
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With support from the Federal Ministry of Health, schemes modelled on PMC are now being developed in 
two new Brazilian cities. PMC has also received international attention as an intervention that may offer 
useful lessons for other countries. This high level of national and international interest in PMC is partly due 
to the scheme’s unusual elements. However, it also reflects the quantity and quality of impact evidence, 
which is not usually available for similar interventions. For example, São Paulo’s Programa Acompanhante 
de Idosos (PAI) scheme shares some features with PMC, but is run exclusively by health agencies, offers 
families fewer hours of weekly support and deploys specialist health teams. Although descriptive 
information about PAI is available, there are no published evaluations of PAI’s effects on older people and 
their caregivers or on service use. Similarly, detailed descriptive accounts and process evaluations are 
available for the operation of Chile’s Chile Cuida scheme and Uruguay’s National Integrated Care System, 
but these do not include evidence of impacts or effects (Rosales, Monreal and Villalobos, 2020; AARP, 
2020). In China a range of related interventions have been piloted at local government level, but they have 
not been evaluated (Hu and Glavin, 2023). Exceptionally, a similar community-based intervention in 
Thailand has been robustly evaluated and finds significant effects on caregiver burden, as well as on 
limiting functional decline and depression among older people (Aung et al, 2022). However, this Thai 
evaluation does not include potential effects on health service utilization. Collecting impact evidence about 
complex interventions is challenging, but it is necessary to generate policymaker interest.  

A key issue is whether interventions like PMC should be operated jointly by different government 
departments, or just by one (either health or social assistance). Although there are potential benefits from 
collaboration between government departments, achieving it in practice is often challenging. PMC was 
initially affected by issues with shared information systems, inter-departmental communication and clear 
delineations of roles and competencies. These issues were addressed by reforms implemented after 2019, 
including a formal inter-departmental agreement. Consequently, PMC’s experience shows that 
intersectoral collaboration can be made to work. Combining the skills and resources of local health and 
social assistance professionals enabled PMC to address a wider set of issues than just older people’s 
functional and clinical status. The qualitative data presented in this report demonstrate the added value of 
addressing other forms of vulnerability affecting older people, as well as their caregivers and families.  

The available evidence about PMC provides useful insights for policymakers in Latin America and the 
Caribbean, but this evidence remains incomplete. There is a need to build on the available knowledge 
base in several ways. First, current evidence is limited to the operation and effects of PMC in Belo 
Horizonte. There is a need to extend this knowledge to other locations, to assess both the degree to which 
PMC is replicable and whether it has similar impacts in different local environments. This should also 
consider local political conditions that either enable or hinder this form of intersectoral collaboration. The 
ongoing pilot projects in Minas Gerais and Bahia will address these knowledge gaps. Second, there is a 
need for more quantitative data on how PMC affects the wellbeing of older people and their caregivers, as 
well as patterns of health service use. This will require more complex and rigorous studies such as 
randomized control trials.  

 

  



 

39  

Bibliographic references 
 
 

AARP. 2020. “Formalizing integrated care systems for older adults: Uruguay’s National Integrated 
Care System”.  AARP International. https://www.aarpinternational.org/initiatives/aging-readiness-
competitiveness-arc/uruguay-case-study.  

Amri, M., Chatur, A. and O’Campo, P. 2022. “Intersectoral and multisectoral approaches to health 
policy: an umbrella review protocol.” Health Res Policy Sys 20:21. https://health-policy-
systems.biomedcentral.com/articles/10.1186/s12961-022-00826-1 

Andrade SC, Marcucci RM, Faria LF, Paschoal SM, Rebustini F, Melo RC. 2020. “Perfil de saúde 
dos idosos assistidos pelo Programa Acompanhante de Idosos na Rede de Atenção à Saúde do 
Município de São Paulo”. Einstein (São Paulo).  
http://dx.doi.org/10.31744/einstein_journal/2020AO5263. 

Aranco, Natalia et al. 2022. “Aging in Latin America and the Caribbean: social protection and quality 
of life of older persons”. Inter-American Development Bank (IADB). 
https://publications.iadb.org/en/aging-latin-america-and-caribbean-social-protection-and-quality-life-
older-persons. 

Aung MN et al. 2022. “Effectiveness of a community-integrated intermediary care (CIIC) service 
model to enhance family-based long-term care for Thai older adults in Chiang Mai, Thailand: a 
cluster-randomized controlled trial TCTR20190412004”. Health Research Policy and Systems, 
20(110). https://health-policy-systems.biomedcentral.com/articles/10.1186/s12961-022-00911-5.   

Barrientos A and Lloyd-Sherlock P. 2011. “Pensions, poverty and wellbeing. The impact of pensions 
in South Africa and Brazil, a comparative study.” HelpAge International Briefing. 
https://www.helpage.org/silo/files/pensions-poverty-and-wellbeing-the-impact-of-pensions-in-south-
africa-and-brazil.pdf.  

Bianchi M, Flesch LD, Alves EVC, Batistoni SST, Neri AL. 2016. “Zarit Burden Interview 
Psychometric Indicators Applied in Older People Caregivers of Other Elderly”. Rev Latino-Am 
Enfermagem, 24:e2835. https://doi.org/10.1590/1518-8345.1379.2835.  

Binder EF, Brown M, Sinacore DR, Steger-May K, Yarashesky KE, Schechtman KB. 2004. “Effects 
of extended outpatient rehabilitation after hip fracture: A randomized controlled trial”. J Am Med 
Assoc., 292(7):837–46. https://pubmed.ncbi.nlm.nih.gov/15315998/.  

Borges M. 2012. “A pessoa idosa no sistema único de assistência social”. In: BERZINS, M. V.; 
BORGES, M. C. Políticas públicas para um país que envelhece. São Paulo: Martini, 2012. p. 99-124 

Cafagna G,  Aranco N, Ibarrarán P, Oliveri ML, Medellín N, Stampini M. 2019. “Envejecer con 
cuidado: Atención a la dependencia en América Latina y el Caribe”. Banco Interamericano de 
Desarrollo Mejorando vidas. https://publications.iadb.org/es/envejecer-con-cuidado-atencion-la-
dependencia-en-america-latina-y-el-caribe.  
 
Camarano A. 2017. “Cuidados Para a População Idosa: Demandas e Perspectivas.” World Bank, 

https://www.aarpinternational.org/initiatives/aging-readiness-competitiveness-arc/uruguay-case-study
https://www.aarpinternational.org/initiatives/aging-readiness-competitiveness-arc/uruguay-case-study
https://health-policy-systems.biomedcentral.com/articles/10.1186/s12961-022-00826-1
https://health-policy-systems.biomedcentral.com/articles/10.1186/s12961-022-00826-1
http://dx.doi.org/10.31744/einstein_journal/2020AO5263
https://publications.iadb.org/en/aging-latin-america-and-caribbean-social-protection-and-quality-life-older-persons
https://publications.iadb.org/en/aging-latin-america-and-caribbean-social-protection-and-quality-life-older-persons
https://health-policy-systems.biomedcentral.com/articles/10.1186/s12961-022-00911-5
https://www.helpage.org/silo/files/pensions-poverty-and-wellbeing-the-impact-of-pensions-in-south-africa-and-brazil.pdf
https://www.helpage.org/silo/files/pensions-poverty-and-wellbeing-the-impact-of-pensions-in-south-africa-and-brazil.pdf
https://doi.org/10.1590/1518-8345.1379.2835
https://pubmed.ncbi.nlm.nih.gov/15315998/
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A424
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A8086
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A2316
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A1762
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A3075
https://publications.iadb.org/es/envejecer-con-cuidado-atencion-la-dependencia-en-america-latina-y-el-caribe
https://publications.iadb.org/es/envejecer-con-cuidado-atencion-la-dependencia-en-america-latina-y-el-caribe


 

40  

Washington, DC. http://www.alapop.org/Congreso2018/PDF/00212.pdf 

Campbell BCV et al. 2019. “Ischaemic stroke”. Nature Reviews Disease Primers, 5(70). 
https://www.nature.com/articles/s41572-019-0118-8 

Castro, C. P. F. D. (2022). Programa Maior Cuidado: uma estratégia intersetorial frente aos desafios 
do envelhecimento (Doctoral dissertation, s. n.). https://www.arca.fiocruz.br/handle/icict/53638  

Costa MA, Oliveira Marguti B, editors. 2015. “Atlas da vulnerabilidade social nas regiões 
metropolitanas brasileiras”. Instituto de Pesquisa e Economia Aplicada (IPEA). Brasília. 
https://repositorio.ipea.gov.br/handle/11058/5257.  

Cunnama L et al. 2016. “Using Top-down and Bottom-up Costing Approaches in LMICs: The Case 
for Using Both to Assess the Incremental Costs of New Technologies at Scale.” Health Econ, 25 
Suppl 1(Suppl Suppl 1):53-66. https://pubmed.ncbi.nlm.nih.gov/26763594/.   

DATASUS. 2022. Ministério da Saúde. https://datasus.saude.gov.br/.  

de Carvalho A, Abdalla C, Domingues M and Giacomin K. 2022.” Atuação da Frente Nacional de 
Fortalecimento às Instituições de Longa Permanência para Idosos”. Revista Brasileira De Ciências 
Do Envelhecimento Humano, 19(Supl.2). http://seer.upf.br/index.php/rbceh/article/view/14091.  

de Souza DK and Peixoto SV. 2017. “Estudo descritivo da evolução dos gastos com internações 
hospitalares por condições sensíveis à atenção primária no Brasil, 2000-2013*”. Epidemiologia e 
Serviços de Saúde, 26 (2):285–94. 
https://www.scielo.br/j/ress/a/xp7pnjDQyBFvRVRDBDVNY7B/abstract/?lang=pt. 

Dias, RD and Barros JV. 2019. “Burden of hospitalisation among older people in the Brazilian public 
health system: a big data analysis from 2009 to 2015”. Journal Epidemiology & Community Health, 
73(6):537–43. https://jech.bmj.com/content/73/6/537. 

División de Evaluación (DINEM). 2020. “Informe de la evaluación cualitativa del programa 
Asistentes Personales Documento de trabajo Nro. 65”. https://www.gub.uy/ministerio-desarrollo-
social/sites/ministerio-desarrollo-
social/files/documentos/publicaciones/Documento%20N%C2%BA%2065.%20Informe%20final%20e
valuaci%C3%B3n%20cualitativa%20AP.pdf 

Doty, P. 2023. “Cash and Counseling: Self-directed home and community long-term care”. Inter-
American Development Bank Improving lives”. https://publications.iadb.org/en/cash-and-counseling-
self-directed-home-and-community-long-term-care.   

Ferreira FPC, Bansi LO and Paschoal SMP. 2014. “Serviços de atenção ao idoso e estratégias de 
cuidado domiciliares e institucionais”. Revista brasileira de geriatria e gerontologia, 17, 911-926. 
https://www.scielo.br/j/rbgg/a/MLWMwhfpRjz4dcm3tCZ3BHG/abstract/?lang=pt  

Gaugler J, Jarrott S, Zarit S, Stephens M, Townsend A and Greene R. 2003. “Respite for Dementia 
Caregivers: The Effects of Adult Day Service Use on Caregiving Hours and Care Demands”. 
International Psychogeriatrics, 15(1): 37-58. https://pubmed.ncbi.nlm.nih.gov/12834199/.  

http://www.alapop.org/Congreso2018/PDF/00212.pdf
https://www.nature.com/articles/s41572-019-0118-8
https://www.arca.fiocruz.br/handle/icict/53638
https://repositorio.ipea.gov.br/handle/11058/5257
https://pubmed.ncbi.nlm.nih.gov/26763594/
https://datasus.saude.gov.br/
http://seer.upf.br/index.php/rbceh/article/view/14091
https://www.scielo.br/j/ress/a/xp7pnjDQyBFvRVRDBDVNY7B/abstract/?lang=pt
https://jech.bmj.com/content/73/6/537
https://www.gub.uy/ministerio-desarrollo-social/sites/ministerio-desarrollo-social/files/documentos/publicaciones/Documento%20N%C2%BA%2065.%20Informe%20final%20evaluaci%C3%B3n%20cualitativa%20AP.pdf
https://www.gub.uy/ministerio-desarrollo-social/sites/ministerio-desarrollo-social/files/documentos/publicaciones/Documento%20N%C2%BA%2065.%20Informe%20final%20evaluaci%C3%B3n%20cualitativa%20AP.pdf
https://www.gub.uy/ministerio-desarrollo-social/sites/ministerio-desarrollo-social/files/documentos/publicaciones/Documento%20N%C2%BA%2065.%20Informe%20final%20evaluaci%C3%B3n%20cualitativa%20AP.pdf
https://www.gub.uy/ministerio-desarrollo-social/sites/ministerio-desarrollo-social/files/documentos/publicaciones/Documento%20N%C2%BA%2065.%20Informe%20final%20evaluaci%C3%B3n%20cualitativa%20AP.pdf
https://publications.iadb.org/en/cash-and-counseling-self-directed-home-and-community-long-term-care
https://publications.iadb.org/en/cash-and-counseling-self-directed-home-and-community-long-term-care
https://www.scielo.br/j/rbgg/a/MLWMwhfpRjz4dcm3tCZ3BHG/abstract/?lang=pt
https://pubmed.ncbi.nlm.nih.gov/12834199/


 

41  

Giraldo-Rodríguez, L.; Rosas-Carrasco, O.; Mino-León, D. 2015. “Abuse in Mexican Older Adults 
with Long-Term Disability: National Prevalence and Associated Factors” Journal of the American 
Geriatrics Society, 6 (8):1594-600. https://pubmed.ncbi.nlm.nih.gov/26289685/.  

Gratão ACM et al. 2019. “Brief version of Zarit Burden Interview (ZBI) for burden assessment in 
older caregivers”. Dement neuropsychol., 13(1):122–9. https://doi.org/10.1590/1980-57642018dn13-
010015.  

Hu L, Glavin YW. 2023. “Integrating Health and Care for Older People in China: What Has Been 
Accomplished? What is Next?” Int J Integr Care, 23(1):16. https://ijic.org/articles/10.5334/ijic.7598. 

Johannesen, M, Lo Giudice, D. 2013. “Elder abuse: a systematic review of risk factors in community- 
dwelling elders” Age and Ageing, 42 (3):292-8. 
https://academic.oup.com/ageing/article/42/3/292/24179.     

Keogh B. 2013. “High quality care for all, now and for future generations: Transforming urgent and 
emergency care services in England– The evidence Base from the Urgent and Emergency Care 
Review”. NHS England. https://www.england.nhs.uk/wp-content/uploads/2013/06/urg-emerg-care-
ev-bse.pdf.  

Lambert L and Fuscaldi S. 2022. “Panorama das ILPIs em BH.” Valor Compartilhado, 8(18): 20-35. 
https://cemais.org.br/fotos/2aa24476cfbf26e880826dfd354054ed_VC-Ed_18.pdf.  

Langhorne P and Baylan S. 2017. “Early supported discharge services for people with acute stroke”. 
Cochrane Database Syst Rev., 7(7).CD000443. https://pubmed.ncbi.nlm.nih.gov/28703869/.  

Leite BS, Camacho ACLF, Joaquim FL, Gurgel JL, Lima TR, Queiroz  RS. 2017.  “Vulnerability of 
caregivers of the elderly with dementia: a cross-sectional descriptive study”. Rev Bras Enferm., 
70(4):682-688. https://www.scielo.br/j/reben/a/chtJwWjyZCvDth9b8Tm9VBr/?lang=en.   

Lino VTS, Rodrigues NCP, Lima IS, Athie S, and Souza  ER. 2019. “Prevalência e fatores 
associados ao abuso de cuidadores contra idosos dependentes: a face oculta da violência familiar”. 
Ciência & Saúde Coletiva, 24(1): 87–96. https://doi.org/10.1590/1413-81232018241.34872016.  

Lloyd-Sherlock P, Kalache A, Kirkwood T, McKee M and Prince M. 2019. WHO's proposal for a 
decade of healthy ageing. Lancet, 193(10215): 2152-3. 
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(19)32522-X/fulltext  

Lloyd-Sherlock P, Giacomin K, Aredes J, Billings J, Firmo J, Sempé L and Bof de Andrade F. 2019. 
1º Relatório parcial: “Melhorando a efetividade e eficiência dos serviços de cuidados sociais e de 
saúde para idosos”. Projeto “Cuidados Sociais e Saúde para Idosos”, nº: 26449 - 
Fapemig/Fiocruz/Instituto René Rachou. 

Lloyd-Sherlock P, Giacomin K and Sempé L. 2021. “An Innovative Caregiving Program Shows 
Promise.” AARP International. https://www.aarpinternational.org/the-journal/current-edition/journal-
articles-blog/2021/12/atj2021-sherlock.  

Lloyd-Sherlock P, Giacomin K, Carvalho PF and Sousa QF. 2022. “Integrated long-term care 

https://pubmed.ncbi.nlm.nih.gov/26289685/
https://doi.org/10.1590/1980-57642018dn13-010015
https://doi.org/10.1590/1980-57642018dn13-010015
https://ijic.org/articles/10.5334/ijic.7598
https://academic.oup.com/ageing/article/42/3/292/24179
https://www.england.nhs.uk/wp-content/uploads/2013/06/urg-emerg-care-ev-bse.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/06/urg-emerg-care-ev-bse.pdf
https://cemais.org.br/fotos/2aa24476cfbf26e880826dfd354054ed_VC-Ed_18.pdf
https://pubmed.ncbi.nlm.nih.gov/28703869/
https://www.scielo.br/j/reben/a/chtJwWjyZCvDth9b8Tm9VBr/?lang=en
https://doi.org/10.1590/1413-81232018241.34872016
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(19)32522-X/fulltext
https://www.aarpinternational.org/the-journal/current-edition/journal-articles-blog/2021/12/atj2021-sherlock
https://www.aarpinternational.org/the-journal/current-edition/journal-articles-blog/2021/12/atj2021-sherlock


 

42  

partnerships between government social care and health agencies in Brazil: The Belo Horizonte 
model”. International Social Security Review, 75(3-4):103-120. 
https://onlinelibrary.wiley.com/doi/full/10.1111/issr.12309.  

Lloyd-Sherlock P, Giacomin K and Sempe L. 2022. “The effects of an innovative integrated care 
intervention in Brazil on local health service use by dependent older people”. BMC Health Services 
Research, 22(176). https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-
07552-y.  

Lloyd-Sherlock P, Sasat S, Morales F and Pot A. 2017. “Volunteer provision of long-term care for 
older people in Thailand and Costa Rica”. Bulletin of the World Health Organization, 95(11): 774–
778. https://apps.who.int/iris/handle/10665/272166  

Lloyd-Sherlock P. et al. 2021a. “An emergency strategy for managing COVID-19 in long-term care 
facilities in low and middle-income countries: the CIAT Framework (Version 3)”. Global Platform.  
https://corona-older.com/2021/07/20/an-emergency-strategy-for-managing-covid-19-in-long-term-
care-facilities-in-low-and-middle-income-countries-the-ciat-framework-version-3/  

Lloyd-Sherlock, P. et al. 2020b. “Meeting the complex challenge of health and social care provision 
for rapidly-ageing populations. Introducing the concept of ‘avoidable displacement from home’”. 
Cadernos de Saúde Pública 36 (3). https://pesquisa.bvsalud.org/portal/resource/pt/biblio-1089438 

Macinko J and Harris MJ. 2015. “Brazil's family health strategy--delivering community-based primary 
care in a universal health system”. N Engl J Med, 372 (23): 2177-81. 
https://pubmed.ncbi.nlm.nih.gov/26039598/.   

Macinko J, Andrade FB de, Souza Junior PRB, Lima-Costa MF. 2018. “Primary care and healthcare 
utilization among older  Brazilians (ELSI-Brazil)”. Rev Saúde Pública, 52 (Suppl 2). 
https://www.scielo.br/j/rsp/a/MzqWJmcVG3gBXnqgghxvr8c/?lang=en.  

Magalhães IA et al. 2022. Sociodemographic factors affect the quality of life and burden of 
caregivers in special care in dentistry. Special Care in Dentistry. https://doi.org/10.1111/scd.12710 

Mas MÀ, Inzitari M, Sabaté S, Santaeugènia SJ, Miralles  R. 2017. “Hospital-at-home Integrated 
Care Programme for the management of disabling health crises in older patients: comparison with 
bed-based Intermediate Care”. Age Ageing, 46(6):925–31. 
https://pubmed.ncbi.nlm.nih.gov/28655169/.  

Mishra AK,  Kar A. 2017. “Are Targeted Unconditional Cash Transfers Effective? Evidence from a 
Poor Region in India” Social Indicators Research, 130 (2): 819-843. 
https://link.springer.com/article/10.1007/s11205-015-1187-z.  

National Audit Office. 2019. “Department of Health and Social Care, 2018-19”. 
https://www.parliament.uk/globalassets/documents/commons-
committees/Health/Correspondence/2019-20/Departmental-Overview-Department-of-Health-Social-
Care.pdf  

Nyashanu M, Pfende F, Ekpenyong M. 2020. “Exploring the challenges faced by frontline workers in 

https://onlinelibrary.wiley.com/doi/full/10.1111/issr.12309
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07552-y
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07552-y
https://apps.who.int/iris/handle/10665/272166
https://corona-older.com/2021/07/20/an-emergency-strategy-for-managing-covid-19-in-long-term-care-facilities-in-low-and-middle-income-countries-the-ciat-framework-version-3/
https://corona-older.com/2021/07/20/an-emergency-strategy-for-managing-covid-19-in-long-term-care-facilities-in-low-and-middle-income-countries-the-ciat-framework-version-3/
https://pesquisa.bvsalud.org/portal/resource/pt/biblio-1089438
https://pubmed.ncbi.nlm.nih.gov/26039598/
https://www.scielo.br/j/rsp/a/MzqWJmcVG3gBXnqgghxvr8c/?lang=en
https://doi.org/10.1111/scd.12710
https://pubmed.ncbi.nlm.nih.gov/28655169/
https://link.springer.com/article/10.1007/s11205-015-1187-z
https://www.parliament.uk/globalassets/documents/commons-committees/Health/Correspondence/2019-20/Departmental-Overview-Department-of-Health-Social-Care.pdf
https://www.parliament.uk/globalassets/documents/commons-committees/Health/Correspondence/2019-20/Departmental-Overview-Department-of-Health-Social-Care.pdf
https://www.parliament.uk/globalassets/documents/commons-committees/Health/Correspondence/2019-20/Departmental-Overview-Department-of-Health-Social-Care.pdf


 

43  

health and social care amid the COVID-19 pandemic: Experiences of frontline workers in the English 
Midlands region, UK”. Journal of Interprof Care, 34 (5):655-661. 
https://www.tandfonline.com/doi/abs/10.1080/13561820.2020.1792425?journalCode=ijic20 

Peroni FM, Veríssimo LCG,  Shibata LG, Aranco N. 2023. “Envejecimiento y atención a la 
dependencia en Brasil.” Banco Interamericano de Desarrollo. 
https://publications.iadb.org/es/envejecimiento-y-atencion-la-dependencia-en-brasil-0.  

Reed S et al. 2021. “Integrating health and social care. A comparison of policy and progress across 
the four countries of the UK”. Nuffield Trust. https://www.nuffieldtrust.org.uk/research/integrating-
health-and-social-care-a-comparison-of-policy-and-progress-across-the-four-countries-of-the-uk.  

Romero DE, Aline Marques, Ana Cláudia Barbosa, Raulino Sabino. 2010. “Internações de idosos 
por cuidados prolongados em hospitais do SUS no Rio de Janeiro: uma  análise de suas 
características e da fragilidade das redes sociais de cuidado”. In: Cuidados de longa duração para a 
população idosa: um novo risco a ser assumido?. 
https://www.icict.fiocruz.br/sites/www.icict.fiocruz.br/files/Capitulo%209_Internacao%20de%20Idoso
s_SUS.pdf  

Rosales L, Monreal MV, Villalobos P. 2020. “Informe Final De Evaluación Evaluación Programas 
Gubernamentales (Epg). Programa Red Local De Apoyos Y Cuidados”. Ministerio De Desarrollo 
Social Y Familia. Subsecretaría De Servicios Sociales. https://www.dipres.gob.cl/597/articles-
205725_informe_final.pdf.  

Rytter L et al. 2010. “Comprehensive discharge follow-up in patients’ homes by GPs and district 
nurses of elderly patients. A randomized controlled trial”. Scand J Prim Health Care, 28(3):146–53. 
https://pubmed.ncbi.nlm.nih.gov/20429738/.   

Santos, G. D. C. A. D. (2022). Empréstimo consignado a aposentados e pensionistas do INSS: 
relação entre hipervulnerabilidade e superendividamento. 
https://repositorio.ufpb.br/jspui/handle/123456789/26216   

Sempé L, Billings J, Lloyd-Sherlock P. 2019. “Multidisciplinary interventions for reducing the 
avoidable displacement from home of frail older people: a systematic review”. BMJ Open, 
9(11):e030687. https://bmjopen.bmj.com/content/9/11/e030687.  

Sempé L and Lloyd-Sherlock P. 2022. “Programa Maior Cuidado: an analysis of hospitalisation 
effects”. Global Platform. https://corona-older.com/2022/11/18/programa-maior-cuidado-an-analysis-
of-hospitalisation-effects/.  

Stoop A, Lette M, Gils PFV, Nijpels G, Baan CA, de Bruin SR. 2019. “Comprehensive geriatric 
assessments in integrated care programs for older people living at home: A scoping review”. Health 
Soc Care Community, 27(5):e549–66. https://pubmed.ncbi.nlm.nih.gov/31225946/.  

The Kings Fund. 2018. “A year of integrated care systems: reviewing the journey so far”. 
https://www.kingsfund.org.uk/publications/year-integrated-care-systems 

United Nations. 2022. “World Population Prospects 2022”. Department of Economic and Social 

https://www.tandfonline.com/doi/abs/10.1080/13561820.2020.1792425?journalCode=ijic20
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A29373
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A29367
https://publications.iadb.org/es/publicaciones?f%5B0%5D=author%3A424
https://publications.iadb.org/es/envejecimiento-y-atencion-la-dependencia-en-brasil-0
https://www.nuffieldtrust.org.uk/research/integrating-health-and-social-care-a-comparison-of-policy-and-progress-across-the-four-countries-of-the-uk
https://www.nuffieldtrust.org.uk/research/integrating-health-and-social-care-a-comparison-of-policy-and-progress-across-the-four-countries-of-the-uk
https://www.icict.fiocruz.br/sites/www.icict.fiocruz.br/files/Capitulo%209_Internacao%20de%20Idosos_SUS.pdf
https://www.icict.fiocruz.br/sites/www.icict.fiocruz.br/files/Capitulo%209_Internacao%20de%20Idosos_SUS.pdf
https://www.dipres.gob.cl/597/articles-205725_informe_final.pdf
https://www.dipres.gob.cl/597/articles-205725_informe_final.pdf
https://pubmed.ncbi.nlm.nih.gov/20429738/
https://repositorio.ufpb.br/jspui/handle/123456789/26216
https://bmjopen.bmj.com/content/9/11/e030687
https://corona-older.com/2022/11/18/programa-maior-cuidado-an-analysis-of-hospitalisation-effects/
https://corona-older.com/2022/11/18/programa-maior-cuidado-an-analysis-of-hospitalisation-effects/
https://pubmed.ncbi.nlm.nih.gov/31225946/
http://www.kingsfund.org.uk/publications/year-integrated-care-systems


 

44  

Affairs Population Division. https://population.un.org/wpp/   

UN Women. 2017. “Long-term care for older people. A new global gender priority”. Policy Brief. 
Number 9. https://www.unwomen.org/en/digital-library/publications/2017/12/long-term-care-for-older-
people.  

Waisgrais S et al. 2018. “Avances y desafíos de las políticas de cuidado en Argentina”. 
Organización Internacional del Trabajo.  
https://www.ilo.org/buenosaires/publicaciones/protecci%C3%B3n-social/WCMS_635285/lang--
es/index.htm 

Wan CS, Mitchell J, Maier AB. 2021. “A Multidisciplinary, Community-Based Program to Reduce 
Unplanned Hospital Admissions”. J Am Med Dir Assoc., 22(6):1331.e1-1331.e9. 
https://www.sciencedirect.com/science/article/pii/S1525861020308343#:~:text=HARP%20provides
%20intensive%20care%20coordination,and%20independence%20in%20the%20community.  

WHO. 2015. “World report on ageing and health”. Geneva, World Health Organization.  
http://apps.who.int/iris/bitstream/handle/10665/186463/9789240694811_eng.pdf 

______. 2021. “Framework for countries to achieve an integrated continuum of long-term care”. 
Geneva, World Health Organization. https://www.who.int/publications/i/item/9789240038844 

  

 

 

 

 

 

 

 

 

 

  

https://population.un.org/wpp/
https://www.unwomen.org/en/digital-library/publications/2017/12/long-term-care-for-older-people
https://www.unwomen.org/en/digital-library/publications/2017/12/long-term-care-for-older-people
https://www.ilo.org/buenosaires/publicaciones/protecci%C3%B3n-social/WCMS_635285/lang--es/index.htm
https://www.ilo.org/buenosaires/publicaciones/protecci%C3%B3n-social/WCMS_635285/lang--es/index.htm
https://www.sciencedirect.com/science/article/pii/S1525861020308343#:%7E:text=HARP%20provides%20intensive%20care%20coordination,and%20independence%20in%20the%20community
https://www.sciencedirect.com/science/article/pii/S1525861020308343#:%7E:text=HARP%20provides%20intensive%20care%20coordination,and%20independence%20in%20the%20community
http://apps.who.int/iris/bitstream/handle/10665/186463/9789240694811_eng.pdf
http://www.who.int/publications/i/item/9789240038844


 

45  

Appendix 

Appendix I. – Evaluation questionnaire for inclusion in Programa Maior Cuidado 

PMC applies a systematic questionnaire to assess the eligibility and priority of older people 
for inclusion in the scheme. This survey was jointly developed and is jointly applied by staff 
from the Department of Health and Department of Social Assistance. It generates a point 
score, with 60 points the minimum value for eligibility. 

CRITERIA 
Person aged 60 years or more who is semi-dependent or dependent 
Residing in an area corresponding to a CRAS 
To be registered at Health corresponding to a CRAS  
Monthly family income below 3 minimum wages or per capita income below half the 
minimum wage 
Point score more or equal to 60 points 

1. USER IDENTIFICATION 

Name of User: 

Age: Telephone: 

Address: Street/Av: 

No.: Complement: Neighbourhood: 

Reference Familiar: 

CRAS Reference of User: 

Nº. medical record CRAS: Nº of SIGPS 

Nº of NIS Nº. of Card SUS: 

Registered Health Centre Medical Record Nº.: 

2. FAMILY COMPOSITION AND INCOME 

Name 
Date of 

birth 

Relationship 
to older 
person Income 

Source of 
income 

     
     
     
     
     

Total family income   

Income per capita   
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3. AGE FACTORS 
Age Points 

75-79 2 
80+ 4 

Total points  

4. VULNERABILITIES AND SOCIAL RISKS 

4.1 Vulnerabilities in Income Points 
Families with income per capita under 1/2 minimum wage 3 

Families with income per capita under 1/4 minimum age 5 
Total points  

4.2 Families with priority status for government support Points 

Beneficiaries of social assistance grant, including Programa Bolsa Familia 10 
Registered with Social Protection Services. 

Total points  

4.3 Relational vulnerabilities affecting family caregiving 
capacity. 

Points 

Family 
- With a child, a teenager, a person with a disability, or more than one older 
person; 
- With children or teenagers out of school; 
- With an adolescent under a judicial socio-educational measure;  
-With a prisoner or former member of the prison system;  
- With a person who abuses alcohol or other drugs;  
- With a mentally ill person; 
- With conflict situations that affect daily caregiving; 
- With a member who experiences prejudice or discrimination (age, ethnic-
racial, gender, religiosity, social and economic conditions (sexual 
orientation, or disability, among others); 
- With a member who experiences a situation of isolation, confinement or 
separation; 

11 

Older Person  
- Grade 3 care dependency and/or with mobility limitations, due to the 
existence of barriers at home, making accessibility difficult; 
- remains alone for long periods; 
- exposed to risks of social isolation, confinement, separation, exclusion 
or abandonment; 
- returning to the family environment after institutionalisation; 
-low participation in family and community activities; 

11 
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Family caregiver 
- in situation of emotional or physical stress caused by care for the older 
person; 
- has interrupted work activities or is unable to exercise them, due to 
caregiving; 
- is an older person; 
- performs the role of caregiver alone; 
- abusive use of alcohol or other drugs or with mental suffering or disability; 
- in prolonged treatment for health problems; 

11 

Total points  

5. FUNCTIONAL CLINICAL EVALUATION 
Indicator Description Points 

Self-
perception of 
health 

In general, compared to other people your 
age, is your health: 

• average or bad 
• Great, very good or good. 

If the older person cannot answer, the 
caregiver or a family member or a proxy can 
answer for them. 

( ) average 
or bad 

(1 point) 

( ) Great, 
very good  
or good 
(0 point) 

Clinical factors  

Multimorbidities (> 5 chronic diseases) or 
Polypharmacy (regular use of > 5 
medications/day) 

( ) Yes 
(1 point) 

( ) No 
(0 point) 

Has domestic oxygen therapy  ( ) Yes 
(1 point) 

( ) No 
(0 point) 

Presence of skin lesions ( ) Yes 
(1 point) 

( ) No 
(0 point) 

Recent hospitalization (within the last 6 
months) or recurrent hospitalizations (within 
the last 2 years) 

( ) Yes 
(1 point) 

( ) No 
(0 point) 

Cognition 

Forgetfulness that makes it difficult or prevents 
carrying out daily activities (cognitive 
impairment) 

( ) Yes 
(1 point) 

( ) No 
(0 point) 

Behavioural disorders (hypersexuality, apathy, 
aggressiveness, wandering, restlessness) 

( ) Yes 
(2 points) 

( ) No 
(0 point) 

Mental health  

Despondency, sadness, or hopelessness 
(assess depressed mood) 

( ) Yes 
(1 point) 

( ) No 
(0 point) 

Sleep disorders (insomnia, daytime naps, etc.) ( ) Yes 
(1 point) 

( ) No 
(0 point) 

Diagnosis of mental disorder (schizophrenia, 
severe neurosis, psychosis, etc.) 

( ) Yes 
(2 points) 

( ) No 
(0 point) 
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Mobility 

 
- Unintentional weight loss (weight loss that 
did not occur by your own decision) of at 
least 4.5 kg or 5% in the last year and/or 
- Calf circumference < 31 cm and/or 
- Body mass index < 22 kg/m² OR 
- Morbid obesity BMI > 40 Kg/m². 
 

( ) Yes 
(2 points) 

( ) No 
(0 point) 

- Inability to hold small objects or touch the 
back of neck with both hands and/or 
difficulty getting up and sitting in a chair or 
walking and/or 2 or more falls within the last 
year. 

( ) Yes 
(1 point) 

( ) No 
(0 point) 

Involuntary loss of urine or faeces ( ) Yes 
(1 point) 

( ) No 
(0 point) 

Total points   
5.2 Autonomy of the Older Person   

Autonomy is the individual ability to decide and command one’s actions, establishing and 
following their own rules. It means decision-making capacity and depends directly on 
cognition and mood. 

Considering the cognition and mental health indicators, does the 
team assess that the older person is able of deciding and 
commanding their own lives? 

( ) Yes  
(0 point) 

( ) No 
(1 point) 

Total points   

5.3 Environmental Assessment of the Older Person  
Indicator Description Points 

Family support 

Older person receives all the 
necessary care, although, the 
caregiver experiences overburden 
or difficulties.  

( ) Yes  
(1 point ) 

( ) No 
(0 point) 

The older person receives some of 
the necessary care. 

( ) Yes 
(3 points) 

( ) No 
(0 point) 

The older person does not have a 
caregiver (even with family members 
at home). 

( ) Yes 
(4 points ) 

( ) No 
(0 point) 

Social support  
The older person has social support 
from people in the community who 
offer daily care. 

( ) Yes 
(0 point ) 

( ) No 
(2 points) 

Environmental 
Assessment   

Residence conditions: locomotion 
areas; lighting; bathroom; steps. 
An older person's residence has an 
architectural barrier and/or presents a 
higher risk of falls and/or precarious 
conditions. 

( ) Yes 
(2 points ) 

( ) No 
(0 point) 

Total points   
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Check one option on each line for the functional factors. 

Functional Factors Independent 
(0 points) 

Semi-dependent 
(1 point) 

Dependent 
(2 points) Punctuation 

Cooking and 
Housekeeping 

( ) No need of 
help 

( ) Need partial 
help  ( ) Needs help  

 

Shopping and 
managing money 

( ) No need of 
help 

( ) Need partial 
help ( ) Needs help  

 

Using the phone ( ) No need of 
help 

( ) Need partial 
help ( ) Needs help  

 

Taking the 
medications 

( ) No need of 
help 

( ) Need partial 
help ( ) Needs help  

 

Total points  

5.5 Self-care and basic activities of daily living (tasks necessary for the care of your body 
or self-preservation; self-care – to meet a basic human need). 

Check one option on each line for the functional factors. 

Factors functional 
Independent 

(0 points) 
Semi-dependent 

(1 point) 
Dependent 

(2 points) Punctuation 

Bathing 
( ) No need for 
help. Can take a 
bath alone.  

( ) Needs in help in 
bath to wash only 
one part of  body, 
such as back or 
leg. 

( ) Requires 
help for  
washing more 
than one part of 
body     or does 
not shower 
alone. 

 

Dressing 

( ) Handles own 
dressing 
completely 
without 
assistance. 

( ) Handles own 
dressing 
completely without 
assistance, except 
for tying 
shoelaces.  

( ) Requires 
help for 
dressing, not 
able to dress 
alone. 

 

Toileting 

( ) Goes to the 
bathroom, 
undress, clean 
up, tidies clothes 
without help (can 
use bedpan or 
similar only at 
night, can use 
cane or walker).  

( ) Needs help to 
go to the bathroom 
or for cleaning up, 
or for gets to dress 
after using 
bathroom; or to 
use 
bedpans/similar at 
night.  

( ) Cannot go to 
bathroom alone. 

 

Transfer 

( ) Lies down 
and gets up 
from bed or 
chair without 
help (can use a 
cane or walker). 

( ) Lies down and 
gets up from bed 
or from chair with 
help. 

( ) Restricted to 
the bed.  

 

Continence 
( ) Entirely 
controls 
urination and 
evacuation. 

( ) Has occasional 
“accidents” 
(urinary losses or 
occasional feces).  

( ) Use of 
diaper or 
catheter; total 
incontinence. 
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Eating ( ) eats 
without help.  

( ) feeds without 
help (take the 
food of dish until 
the mouth), 
except for cut 
meat or to spend 
butter at the 
bread. 

( ) Requires 
help for to take 
The food from 
plate to mouth; 
or use in 
feeding tube . 
_ 

 

Total points  

 Grand total of functional clinical assessment: 

 

INFORMATION ON IDENTITY OF SCREENER PREENCHIMENTO 

CRAS: 
Social assistant: Date: 
Social Protection Service Team:  
Signature: 
Health Centre: 

Health Professional: 

Health Team: Date: 

Signature: 

 
  

Points: 
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Appendix II. Waiting list form for Programa Maior Cuidado 

Once older people have been evaluated for eligibility and priority for inclusion in PMC (see 
Appendix 1), their case will be assessed in the next monthly case review. Not all eligible 
families are immediately included in PMC as the number of family care support workers is 
limited. Details of families who are not immediately included in PMC are entered into this form 
and will be reviewed when a place becomes available. 
 

User 
name 

Health 
Centre CRAS 

Electronic 
medical 
record 

number 

Date of visit 
by the 
Health 
Team 

Health 
assessment 

score 

Date of visit 
carried out 

by the 
Social 

Assistance 
team 

       

       

       

       

 

Social 
Assistance 
evaluation 

score 

Date of 
discussion 

in the 
monthly 
review 

Total score Referrals Analysis 
status Observation 
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Appendix III - Quarterly Monitoring Spreadsheet for Programa Maior Cuidado 

Family care support workers complete monitoring reports which are then discussed in the 
monthly case reviews.   

IDENTIFICATION DATA 

Name CRAS Team 

PE - 
Electronic 
medical 
record 

number 

Date of birth Age 

Score 
according to 

insertion 
evaluation 

Gender 

                
 

ACCESS TO SERVICES AND LEISURE 

Access to services and leisure 

Date of 
insertion in 

NASF* 

H
ea

lth
 C

en
tre

 

C
R

AS
 

Su
pp

or
t 

G
ro

up
s 

C
hu

rc
h 

Vo
lu

nt
ee

r 
w

or
k 

C
lu

b 

To
ur

 

N
ot

 
ap

pl
ic

ab
le

 

 
                   

**NASF- Extended Family Health Team 

FUNCTIONAL CLINICAL EVALUATION OF THE OLDER PERSON 

Falls Hospitalization Oxygenation (mark with X) 

La
st

 1
2 

m
on

th
s 

N
um

be
r o

f f
al

ls
 

D
at

e 
of

 la
st

 fa
ll 

La
st

 1
2 

m
on

th
s 

N
º. 

of
 

ho
sp

ita
liz

at
io

n 

D
at

e 
of

 la
st

 
ho

sp
ita

liz
at

io
n 

O
xy

ge
n 

th
er

ap
y 

Tr
ac

he
os

to
m

y 

M
ic

ro
 

ne
bu

liz
at

io
n 

BI
PA

P*
 

C
PA

P*
* 

N
ot

 a
pp

lic
ab

le
 

Other 
(specify) 

                          

*BIPAP - Bilevel Positive Airway Pressure; **CPAP - Continuous Positive Airway Pressure 
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FUNCTIONAL CLINICAL EVALUATION OF THE OLDER PERSON 

Eliminations Food: Hydration/ 
Dehydratio

n 

Oral 
Health: 

Mobility: 

Urine Feces (mark with X) 

Diaper; 
Delay probe 
and diaper; 
Relief probe 
and diaper;  
Delay probe; 
Relief probe; 
Habitual; 

H
ab

itu
al

 

2 
da

ys
 w

ith
ou

t a
 b

ow
el

 
m

ov
em

en
t 

H
em

or
rh

oi
d 

C
ol

os
to

m
y 

ba
g 

D
ia

pe
r 

N
ot

 a
pp

lic
ab

le
 AT; 

Others; 
Gastros-
tomy; 
Probe; 
Choke; 
Habitual; 

 

Mouth 
injury; 
Mobile 

prosthesis  
Fixed 

prothesis; 
It has 
teeth; 

 
 

AT; 
Others; 

Restricted 
to bed; 

Wheelchair; 
Crutch; 
Walking 

stick; 
Walker; 
Alone; 

 
                  

 
FUNCTIONAL CLINICAL EVALUATION OF THE OLDER PERSON 

Body and skin care (mark with 
X) Skin lesions (local) Simple 

dressings 

D
ry

 s
ki

n 

Itc
h 

Th
in

 s
ki

n 
O

ed
em

a 

N
ot

 a
pp

lic
ab

le
 

Other 
(specify) 

O
cc

ip
ita

l 

Sh
ou

ld
er

 

Sh
ou

ld
er

 
 

El
bo

w
 

Tr
oc

ha
nt

er
 

Ili
ac

 c
re

st
 

Sa
cr

al
 

Kn
ee

 

M
al

le
ol

ar
 

C
al

ca
ne

us
 

H
al

lu
x 

 

                                    
 

FUNCTIONAL CLINICAL EVALUATION OF THE OLDER PERSON 

Sleep (mark with X) Mental health (mark with X) 

D
ay

tim
e 

sl
ee

pi
ne

ss
 

In
so

m
ni

a 

Sn
or

es
 

N
ot

 
ap

pl
ic

ab
le

 

Other 
(specify) 

D
ep

re
ss

io
n 

An
xi

et
y 

D
is

in
hi

bi
tio

n 

D
is

or
ie

nt
at

io
n 

M
em

or
y 

ch
an

ge
 

Ag
gr

es
si

ve
ne

ss
 

Ap
at

hy
 

N
ot

 
ap

pl
ic

ab
le

 

Other 
(specify) 
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FUNCTIONAL CLINICAL EVALUATION OF THE OLDER PERSON 

Other health conditions that require attention (mark with X) 

H
yp

er
te

ns
io

n 

D
ia

be
te

s 
M

el
lit

us
 

O
st

eo
po

ro
si

s 

O
st

eo
ar

th
rit

is
 

C
O

PD
* 

N
eo

pl
as

m
 

St
ro

ke
 

se
qu

el
ae

 
Ep

ile
ps

y 

Pa
rk

in
so

n'
s 

D
em

en
tia

 o
r 

Al
zh

ei
m

er
's

 
U

rin
ar

y 
in

co
nt

in
en

ce
 

N
ot

 a
pp

lic
ab

le
 

Other 
(specify) 

                          

COPD - Chronic Obstructive Pulmonary Disease 

FUNCTIONAL CLINICAL EVALUATION OF THE OLDER PERSON 

Life habits (mark with 
X) Medicines Usual Prescription (mark with X) 

Sm
ok

in
g 

Al
co

ho
lis

m
 

N
ot

 a
pp

lic
ab

le
 

Other 
(specify) 

Polypharmacy  
(more than 05 

drugs) 

How to 
use it: 

AT; 
Others; 

Self 
medication; 
With help; 

Alone;  

To
pi

c 

In
je

ct
ab

le
 

in
ha

la
tio

n 

O
ra

l 

R
ec

ta
l 

N
ot

 a
pp

lic
ab

le
 

Other 
(specify) 

                          

 

 

FUNCTIONAL CLINICAL EVALUATION OF THE OLDER PERSON 

Warning signs (mark with X) Obs.: Field to be filled in by the team together with the PMC 
caregiver 

C
ol

ou
r 

ch
an

ge
d 

M
en

ta
l 

co
nf

us
io

n 
Ag

ita
tio

n 

Pr
os

tra
tio

n 

Sh
or

tn
es

s 
of

 
br

ea
th

 
Se

ve
re

 p
ai

n 

Ac
ut

e 
pa

in
 

la
ck

 o
f a

pp
et

ite
 

H
yp

ot
he

rm
ia

 

Fe
ve

r 

Vo
m

it 

D
ia

rrh
oe

a 

Bl
ee

di
ng

 

N
ot

 a
pp

lic
ab

le
 

O
th

er
 (s

pe
ci

fy
) 
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IMMUNIZATION HEALTH MONITORING 

Vaccination (mark with X) Care Plan 

In
flu

en
za

 

C
ov

id
-1

9 

Ad
ul

t d
uo

 

Pn
eu

m
o 

23
 

Ye
llo

w
 fe

ve
r 

    

Do you have 
a Care 
Plan? 

Last update 
date 

Justification: 
Inactive - Other; 
Inactive - Death; 

Inactive - Institutionalization; 
Inactive - Family 
Reintegration; 

Active – PMC* Reinsertion; 
Active 
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Appendix IV. Social assistance and health care plans for older people included in 
Programa Maior Cuidado 

Family care support workers (FCSWs) are expected to work with family members of older people 
to develop and agree a personal care plan for the older person. The design of this care plan 
includes two sections. The social assistance care plan relates to a broad set of social issues 
affecting older people, their caregivers and families. The health care plan relates more specifically 
to clinical duties. The Department of Health and the Department of Social Assistance liaised 
during the development of these two plans, to enhance their intersectoral complementarity.  

A. Social Assistance Care Plan. 

Axle Goals Actions 

Fu
nc

tio
n 

pr
ot

ec
tiv

e 
fr

om
 th

e 
Fa

m
ily

 Support the 
family in caring 
for the older 
person, in 
improving their 
quality of life. 

[ ] Perform elder care according to the guidelines of the CRAS and 
Health Centre. 
[ ] Support carrying out activities involving the older person and their 
families, including organization of accessible spaces in the house, 
environmental hygiene, creating schedules and reminders for 
medication intake 
[ ] Support the older person in self-care activities, such as bathing, 
dressing, performing personal hygiene, eating, sunbathing, moving 
around the territory, among others. 
[ ] Reinforce the guidelines of the CRAS and the Health Center on 
maintaining a welcoming and humanized environment where the 
elderly remain, as well as the NASF guidelines on accessibility and 
safety. 
[ ] Valuing the care actions of the family caregiver. 

[ ] Encourage the family to participate in meetings and actions 
developed at CRAS and at the Health Center. 

[ ] Encourage the family caregiver to participate in local leisure, sports 
and cultural activities. 

[ ] Support family caregivers’ opportunities for moments of rest, self-
care and access to rights. 
[ ] Instruct the family about imminent dangers at home that may make 
it difficult for the older person to move around, such as untied 
shoelaces, slippers, rugs, animals, among others. Sharp objects that 
cause risk to the older person. 
[ ] Support the family so that the older person attends consultations 
and medical examinations, reminding them of the scheduled dates, the 
necessary documents and important situations to be reported 
regarding the older person. 
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Axle Goals Actions 
Fu

nc
tio

n 
pr

ot
ec

tiv
e 

fr
om

 th
e 

Fa
m

ily
 

Support the 
family in 
caring for 
the older 
person, in 
improving 
their quality 
of life. 

[ ] Encourage the family to take into account the dietary preferences of 
the older person, respecting health restrictions and guidelines. When 
necessary and as directed by the CRAS, the caregiver must prepare 
the older person's food. 

[ ] Encourage family participation in cognitive stimulation activities, 
with moments of listening and conversation with the older person. 

[ ] Support and accompany the older person in external activities such 
as a walk or a social event. 

[ ] Create a diary with the family, containing the care provided, 
remarkable moments and the life story of the older person. 

Fa
m

ily
 ti

es
 a

nd
 C

om
m

un
ity

 

Contribute to 
the 
participation 
of the older 
person in 
family and 
community 
living spaces 

[ ] Organize the environment where the older person stays, keeping it 
clean and airy. Encourage the family to keep personal objects of the 
older person that are part of their life story in that environment. 
[ ] Encourage the participation of users and their families with the 
Coexistence and Strengthening of Bonds Service, within opening hours, 
staying with the older person during the day. 
[ ] Encourage the older person and his/her family to visit relatives and 
friends residing in the community . 
[ ] Encourage visits and accompanying the older person to community 
spaces. 
[ ] Stimulate the family to value significant dates for the older person 
[ ] Be aware of social and daily activities already carried out by the 
family, which may involve the older person, encourage the family to 
involve them. 
[ ] Promote and encourage family members and friends to engage with 
the older person. It is to guide them to provide the necessary care for 
the older person. 

D
ev

el
op

m
en

t f
ro

m
 th

e 
au

to
no

m
y 

of
 o

ld
er

 p
er

so
n Contribute to 

the older 
person having 
experiences 
that favor the 
achievement 
of autonomy, 
independence 
and well-
being. 

[ ] Encourage the older person to carry out activities that they can do 
alone. 
[ ] Establish a routine for planning activities with the older person. 

[ ] Recover habits and skills of the older person and encourage them to 
carry out artistic, cultural and religious activities, according to their 
interest, such as: painting, playing a musical instrument, craft activities, 
writing, reading, listening to music, taking care of plants. 
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Axle Goals Actions 
D

ev
el

op
m

en
t f

ro
m

 th
e 

au
to

no
m

y 
of

 o
ld

er
 p

er
so

n 

Contribute to 
the older 
person having 
experiences 
that favor the 
achievement 
of autonomy, 
independence 
and well-
being. 

[ ] Encourage the older person to take care of themselves, maintaining 
their self-esteem 
[ ] Encourage the older person to participate in recreational activities and 
cognitive and intellectual stimulation. 
[ ] To encourage the older person to accomplish choices and to take 
decisions. 
[ ] Supervise the instrumental activities of life practice carried out by the 
older person, avoiding injuries. 
[ ] Encourage the family to accompany the older person in activities, 
allowing them to perform in these. 
[ ] Sensitize the family about the importance of preserving the autonomy 
of the older person. 
[ ] Establish a routine in space-time context with the elderly, promoting 
walking activities with them in the territory so that they recognize the 
community, rescue their life history through photographic records, cards 
and other materials that favor their location in time and space. 
[ ] Develop activities that preserve and encourage autonomy, social 
participation of the older person, favouring the strengthening of mutual 
protection among family members. 
[ ] Promote constant dialogue with the older person, involving the family 
and the community. 
[ ] Rescue and value the life story of the older person, their family and 
community. 

G
ua

ra
nt

ee
 o

f R
ig

ht
s 

Contribute to 
access to 
services, 
programs, 
projects, 
social 
assistance 
benefits, 
income 
transfer and 
as other 
public sector 
policies. 

[ ] Inform the CRAS about needs of the older person and their family. 

[ ] Contribute with guidance to the family on existing public services and 
the offers of the social assistance network in the territory. 

[ ] Support the family in guaranteeing access of the older person to 
public services. 

[ ] Sensitize the family about the importance of supporting the older 
person in accessing their rights, family and community life. 
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B. Health Care Plan. (Example) 

TASKS 
PERSON RESPONSIBLE FOR CARE 

PMC 
CAREGIVER RELATIVES HEALTH TEAM 

ESF NASF OTHERS 
( ) Accompany the older 
person in consultations at the 
health centre 

X X    

( ) Accompany home visits of 
health professionals X X    

( ) Encourage and accompany 
the older person whenever 
possible in extra-domiciliary 
activities; articulate with those 
responsible for the activities 
about the needs for the 
participation and socialization 
of the elderly 

X X    

( ) Schedule a consultation 
and/or visit to the older person 
and their family. 

  X X X 

( ) Monthly visit by the 
Community Health Agent.   X   

( ) Stimulate the practice of 
regular and pleasurable 
physical activities. 

   X  

( ) Stimulate social interaction, 
participation in 
commemorative dates. 

   X  

( ) Encourage the use of the 
older person card as an 
identification document in any 
social setting. 

X X X X X 
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Annex 
 

Annex I - Covid-19 stress test of Programa Maior Cuidado 
 
The first cases of COVID-19 in Belo Horizonte were reported on 8 March 2020, shortly after 
completion of the initial operational evaluation. Like other cities in Brazil, rates of infection were 
very high in more deprived neighbourhoods and older people were at particular risk of COVID-19 
mortality. It was therefore anticipated that the pandemic would substantively affect the operation 
of Programa Maior Cuidado and that rapid adaptation would be necessary. Consequently, the 
research team developed a questionnaire survey distributed by email to managers responsible 
for all 36 Social Assistance Reference Centres/ Community Health Centres where Programa 
Maior Cuidado was operating (see below). 

Due to risks of infection, most home visits were initially suspended and rapidly replaced by regular 
telephone calls and other forms of remote communication with families. Despite the enormous 
pressures on local health teams, it was possible to continue the monthly joint work group, albeit 
on a remote basis (Figure A.1). 

Figure A.1: Impact of COVID-19 pandemic on operation of families who participate to Programa 
Maior Cuidado. 

 

Source: Authors 

All the CRAS included in the survey reported that they were able to continue providing some level 
of service to Programa Maior Cuidado families. In 42 per cent of Social Assistance Reference 
Centres, it was possible to continue supporting the majority of Programa Maior Cuidado families 
during Wave 1 of the pandemic. Regular telephone calls enabled Family care support workers to 
continue monitoring the status of older people and maintain contact with their family carers. Family 
care support workers reported that some older people became more accustomed to telephone 
support over time, facilitating conversational interaction. Nevertheless, some family visits were 
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continued (QA.1), not all families had telephones and it was evident that telephone interaction 
was not an effective substitute for the form of support usually provided by Programa Maior 
Cuidado (QA.2). 

Q2.1. For more the most vulnerable families it was still necessary to go in person -it’s just 
not the same as a phone call. (I15, F, Social Worker, Social Assistance Reference 
Centres) 

QA. 2. The programme stopped visiting us during the pandemic, and it was very tough for 
us. We weren’t able to take our medicine properly, because I can’t read, and my wife can’t 
see. So, I didn’t take them right and then I got really ill. (I33, M, older person) 

Because Family care support workers were not officially categorized as “health professionals”, 
they did not receive the same priority access to Personal Protective Equipment (PPE) and, later, 
vaccinations as other frontline health workers. This is an example of the need for stronger 
intersectoral recognition of Family care support workers’ role. Nevertheless, by October 2020 it 
was possible to resume home visits, and Programa Maior Cuidado’s operations rapidly reverted 
to their pre-pandemic model. 
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Questionnaire for Covid-19 stress test of Programa Maior Cuidado 

a. What is the name and location of the service/sector you are in? Ex.: Health Centre/CRAS – 
Specialized Social Assistance Reference Centres; / Regional Health Administration / Basic 
Social Protection Regional: ______________________________________ 

b. What is your name and title? ______________________________________ 

Over the 12 months leading up to the COVID-19 pandemic, March 2019 to March 2020: 

c. How many families did your service support through Programa Maior Cuidado?_______ 
d. How many caregivers were involved in Programa Maior Cuidado?__________________ 

Please mark your reaction to the statements below: 

e. PMC was effective in meeting the needs of older people and their families. 

( ) I totally agree  ( ) I agree ( ) I neither agree nor disagree ( ) I disagree ( ) I totally disagree 

f. Programa Maior Cuidado was efficient in reducing the stress and care demand of the older 
person's relatives in the participating families. 

( ) I totally agree  ( ) I agree ( ) I neither agree nor disagree ( ) I disagree ( ) I totally disagree 

g. List up to 3 specific challenges to operating Programa Maior Cuidado in your area before 
the pandemic. __________________________________________________________ 

h. Since the start of the COVID-19 pandemic in March 2020, please select a description from 
the following statements: 

( ) It was possible to continue offering at least some Programa Maior Cuidado services to ALL 
families. 

( ) It was possible to continue offering at least some Programa Maior Cuidado services to MOST 
families. 

( ) It was possible to continue offering at least some Programa Maior Cuidado services to SOME 
of the families. 

( ) It was possible to continue offering at least some Programa Maior Cuidado services to FEW 
families. 

( ) It was NOT possible to continue offering Programa Maior Cuidado services to families. 

Please select a description from the following statements: 

( ) It was possible to maintain the FULL service for these families. 

( ) It was possible to maintain the PARTIAL service for these families. 

i. Identify up to 3 specific challenges to the functioning of Programa Maior Cuidado during the 
pandemic, indicating how you dealt with them: 

___________________________________________________________________________ 
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