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Abstract
Background:

Early interventions to support young children’s language development through responsive parent-child interaction have proven e�cacy but are not
currently delivered universally. A potential universal delivery platform is the Health Visitor (HV) led 2-2½ year old review in England’s Healthy Child
Programme. It is unclear if it is feasible to offer such interventions through this platform. We report an intervention development process, including
extensive stakeholder consultation and co-design to develop an acceptable, feasible and equitable early language intervention for delivery in this
context.

Methods:

The study involved �ve phases including 13 stakeholder co-design workshops with 7 parents and 39 practitioners (HVs, early years practitioners and
speech and language therapists).  1) Identi�cation of existing intervention evidence. 2) Qualitative review of intervention studies extracting candidate
target behaviours for intervention and intervention techniques. 3) Co-design workshops with parents and practitioners examining acceptability,
barriers and enablers to those behaviours and techniques. Particular attention was paid to diverse family circumstances and the range of barriers
which might exist. 4) Findings were analysed using COM-B and theoretical domains frameworks and a prototype intervention model designed. 5) Co-
design workshops iteratively re�ned the proposed model.

Results:

Practitioners were committed to offering language intervention at the 2-2½ year old review but were not sure precisely how to do so.
Parents/caregivers wanted to be proactive and to have agency in supporting their own children, and to do this as soon as possible. For equitable
intervention it must be proportionate, with higher ‘intensity’ for higher levels of disadvantage, and tailored, offering differing approaches considering
the speci�c barriers and enablers, assets and challenges in each family. The importance and potential fragility of alliances between parent/caregiver
and practitioner were identi�ed as key and so strategies to engender successful collaborative partnership are also embedded intervention design.

 Conclusion:

It is possible to develop an acceptable, feasible and equitable universal intervention for use at the 2-2 ½ year review to promote children’s language
development. The result is one of the most explicitly developed universal interventions to promote children’s language development. Further
development and piloting is required to develop materials to support successful widespread implementation.

Key Messages Regarding Feasibility
1) What uncertainties existed regarding the feasibility?

Early interventions to support young children’s language development through responsive parent-child interaction have proven e�cacy but are
not currently delivered universally. 

A potential universal delivery platform is the Health Visitor (HV) led 2-2½ year old review in England’s Healthy Child Programme. 

It is unclear if it is feasible to offer such interventions through this platform

2) What are the key feasibility �ndings?

It is possible to develop an acceptable, feasible and equitable universal intervention for use at the 2-2 ½ year review to promote children’s
language development

For equitable intervention it must be proportionate, with higher ‘intensity’ for higher levels of disadvantage, and tailored, offering differing
approaches considering the speci�c barriers and enablers, assets and challenges in each family. 

The importance and potential fragility of alliances between parent/caregiver and practitioner were identi�ed as key and so strategies to engender
successful collaborative partnership are essential for success and must also be embedded intervention design

3) What are the implications of the feasibility �ndings for the design of the main study?

The intervention devised provides a protocol for delivery which participants felt were acceptable, feasible and equitable however it is untested in
practice.  

Further work is also needed for ELIM-I to be accessible to families from a range of linguistic and cultural backgrounds. 

Further work is required to develop and pilot a manualised program with standardised intervention resources and guidance for local
implementation and policy development.

Background
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The early years of a child’s life lay the foundation for their health, education and wellbeing across the life-course [1, 2]. A child’s language
development in these early years is a key component of that foundation and is now widely recognised as a crucial indicator of an individual’s ‘life
chances’[3]. Children who enter school (aged 5–6 years) with language di�culties are at risk of poorer long-term outcomes with respect to adolescent
educational attainment and social-emotional well-being,[4] adult literacy, mental health, employment [5, 6], health literacy [7], social anxiety and
isolation.[8] Given that prevalence estimates suggest that, on average, every primary-school classroom in England contains two children with
signi�cant language di�culties [9], reaching up to 40% in the most disadvantaged communities [10], this is a substantial challenge for educational,
social and health services.

Many social and educational policies around the world make robust early language development a key objective [11–13]. Recently, the case has been
made that early language and communication needs should be tackled through public health, preventive models of intervention [14]. In the UK Public
Health England (PHE) aims to, “improve the health of babies, children and their families to enable a happy healthy childhood and provide the
foundations of good health into adult life” [15] through the Healthy Child Programme (HCP) and commissioned by local authorities since 2015 [16,
17]. In 2018 PHE published guidance on the six early years high impact areas; these are areas where Health Visiting (HV) services can make the
greatest difference, which include “Health, wellbeing and development of the child aged 2: Ready to learn, narrowing the ‘word gap’”[18]. Whilst such
ambitions and their rationale are clearly stated in policy precisely how to ensure all children are supported to achieve positive language outcomes is
less well speci�ed. Furthermore, whilst The HV 2–2½ year old review has been the focus of timely identi�cation of speech, language and
communication needs using the Ages and Stages Questionnaire (ASQ-3) nationally mandated pre-assessment tool [19], the mode, content and
delivery of this contact is variable and interventions commonly lack conceptual and practical detail. In recognition of this the Department for
Education (DfE) commissioned a program of training and research to develop a national approach to support the development of children’s early
language and led by PHE [20]. This research strand developed a novel tool for HV teams to identify children at risk of poor language development and
a linked intervention: the Early Language Identi�cation Measure and Intervention – ELIM-I [21, 22]. Here we focus on the development of the
intervention component of the ELIM-I whilst a description of the development of the identi�cation measure is reported elsewhere [23].

A great deal is known about the aspects of a child’s early learning environment which can be harnessed to promote positive language outcomes in the
pre-school period due to several systematic reviews, and e�cacy and epidemiological studies [24–32]. Despite this, the development of an
intervention, which can be delivered universally, affordably, and effectively for children under the age of 3 years, has remained elusive.

This paper outlines the development of a universal intervention to offer to families at the HV 2–2½ year old review to promote robust language
development for all children. Our aim was to develop an intervention which aligns with the aims, principles and structure of the modernised HCP [33].
That is, an approach with ‘universal reach and a personalised response’ to be led by HV teams in England, and which focusses, in the �rst instance, on
the universal 2–2½ year old review and draws on the wider children’s workforce, as necessary. Following guidance on the development of complex
and public health interventions we sought to develop an intervention which is acceptable, equitable, practicable and can be delivered at scale and
which is based on current best evidence and underpinned by relevant theory [34–36]. This paper reports the development of that interventions
following recognised guidance (GUIDED)[37]

As with any public health intervention, there is a risk that universal approaches can inadvertently widen rather than narrow inequalities if the
necessary attention is not paid to structural factors which in�uence a family’s ability to engage in a given health promoting behaviour [38]. There is
evidence to suggest this is a real risk for early language interventions [39, 40]. An alternative is to apply ‘proportionate universalism’ where intensity of
action is proportionate to the level of disadvantage [41]. However, intensity is not the only characteristic which can and should be tailored to the
individual circumstances of a family. Much of the existing evidence regarding pre-school language interventions focusses on building capacity in
parents/caregivers: their knowledge and skills as to how to create a language enriching environment for their child. Insu�cient attention has been
paid to other factors associated with structural inequalities such as families’ opportunities and resources as well as affective factors such as their
optimism and belief about their capabilities [42, 43]. For an equitable intervention to be designed we must not only create a proportionate model (i.e.
with higher ‘intensity’ for higher levels of disadvantage need [41]) but also a tailored one, offering differing approaches considering the speci�c
barriers and enablers, assets and challenges in each family [44].

The Medical Research Council’s guidance for the development and evaluation of complex interventions emphasises the importance of rigorous
intervention development [34], however it is only relatively recently that detailed, systematic and replicable methods for this �rst phase of intervention
research have been speci�ed [42, 45]. The following outlines how our approach aligns with the most recent (2019) guidance for the development of
complex interventions for health and healthcare by O’Caithan and colleagues [35]. This guidance outlines 5 principles and 10 actions which, if
considered, increase the likelihood of effectiveness and enable the widespread adoption of novel interventions in the real world (Table 1).

Our methods were an adaptation of those described by O’Brien and colleagues [45]. This iterative and sequential method is designed to enable the
integration of published scienti�c evidence, expert knowledge and experience and detailed consideration of stakeholder knowledge and views. We
remained open to change and processes were developed and adapted as necessary in response to outcomes at each stage. We made use of the
expertise of the research team at several stages to challenge, develop and contextualise intervention development. The team comprised researchers
with backgrounds in Speech and Language Therapy, General Practice, Health Visiting (practice and policy), Psychology, Medical Sociology, and
Linguistics. In addition, re�ections from a parallel study regarding the acceptability of the ELIM/developmental review were used to challenge
interpretations/analyses [46].
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We drew on existing theory in several ways. First, with respect to child language development, we were informed by socio-cognitive theories [47–49]
which emphasise the importance of responsive interactions with caregivers for robust language development. A number of infant socio-cognitive
skills are also crucial to early language development: the ability to share attention with adults, understand their communicative intentions and take
turns in conversations [50]. Language is learned best in responsive social interactions between caregiver and infant where the language used by the
adult is contingent on the child’s attention and where the child is deploying these socio-cognitive abilities to infer meaning and maintain the
interaction [29, 31, 32, 50]. Importantly caregiver responsive, contingent interactions also facilitate the development of these socio-cognitive abilities
and so are critical to robust language and communication development from the very earliest days of a child’s life [51]. Second, we planned to apply
Behaviour Change Theory to the intervention development drawing on the Behaviour Change Wheel [42] and the Theoretical Domains Framework
(TDF) [43]. Third, the Theoretical Framework of Acceptability (TFA) [52] informed the development of stakeholder co-design workshop materials.

As data were collected and analysed it became clear that consideration of the socio-relational aspects of the intervention was essential and must
inform intervention design if an effective and acceptable approach was to be developed. Additional theory relating to principles of shared decision-
making, therapeutic alliance, trust, and engagement, were therefore also consulted [36, 53–60].

When attending to future implementation, normalisation theory was also considered [61]. Embedding health care innovations into routine practice is
not straightforward and requires explicit planning. Normalisation process theory suggests that four kinds of work need to occur for an innovation to
become ‘normalised’ practice: coherence work (or sense-making); participation work (or engagement); enacting work (action to enable the intervention
to happen); and appraisal work (re�ection and monitoring of the bene�ts and costs) [62]. When designing the intervention, where HV teams were on
the ‘journey’ towards normalisation of support for children’s language development was considered to ensure the approach devised takes then
necessary next steps. Future implementation was also considered through the lens of acceptability throughout the stages of development [52]. The
iterative design process was informed by appraisal of our suggested intervention approaches and materials against APEASE criteria (Affordability
Practicability, Effectiveness and cost-effectiveness, Acceptability, Safety and Equity [42].

In conclusion the aim was to develop an intervention that is

Acceptable, practicable and can be delivered at scale.

Based on current best evidence and underpinned by relevant theory.

Proportionate to the assets and challenges of individual families.

Tailored to the barriers and enablers present for individual families.

Well-speci�ed in its methods to enable �delity in delivery.

Methods
Design

An iterative design process was followed through which evidence was gathered and appraised, relevant theory identi�ed and applied, and intervention
models and materials generated, tested and analysed. There were �ve stages, each stage resulting in outputs which then formed the basis of the next
phase. (Figure 1). Stages 3 and 5 comprised co-design workshops with parents and practitioners. A total of 13 stakeholder co-design workshops were
completed – seven in Stage 3 and six in Stage 5 (Table 2). Members of the research team re�ected on and discussed processes and outputs over the
course of the study. A number of Public Patient Involvement (PPI) workshops also contributed to knowledge of the context of the interventions.

Ethics

All relevant details about the project were submitted to the West Midlands - Black Country NHS Research Ethics Committee (REC) and a favourable
ethical opinion was received on 7th of May 2019 REC reference 19/WM/0114 project # 261205. R&D management approvals were then received from
the �ve sites involved in the study. Participants gave fully informed consent before each workshop/data collection episode.

Sites

PHE led a selection process to identify 5 sites to host the ELIM-I study based on prevalence of SLCN (as indicated by school readiness), prevalence of
risk factors associated with SLCN (including free school meal eligibility as a proxy for socio-economic status and English as an additional language),
and the availability of site data. The sites included a mix of urban, rural, northern and southern geographies and a range of service delivery models
[23]. 

Participants

Study contacts at each site provided meeting facilities and acted as gatekeepers to participant recruitment. For practitioners, study contacts were
asked to invite members of the HV team (HVs and Community Nursery Nurses (CNN)) and relevant members of the Speech and Language Therapy
(SLT) team. For parents/caregivers they were asked to invite parents of children aged 3 – 6 years currently receiving support for their SLCN. This was
to allow us to engage with the experiences of families with recent experience of the pathway from identi�cation to receipt of support. Seven parents
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were involved across the workshops. Two parents attended two co-design workshops and �ve attended one. Parents were given shopping vouchers
as a token of appreciation for their time and their travel expenses were reimbursed. Thirty-nine different practitioners were involved across the
workshops. 

A range of practitioner roles were represented with the substantial majority being HVs or Community Nursery Nurses working within the HV team. This
allowed, in particular, for issues of acceptability, practicability, implementation and equity to be explored. SLTs were also represented to draw on their
knowledge of local SLCN pathways and of successful language intervention models and techniques. A total of seven different parents/caregivers
participated, one of whom spoke English as an Additional Language, and 36 different practitioners (18 HVs, 6 Community Nursery Nurses, 2 Student
HVs 1 Family Nurse, 1 Student Nurse, 6 Speech and Language Therapists, 2 Speech and Language Therapy Assistants). Parent/caregiver participant
recruitment was affected by the government restrictions associated with COVID-19.  Attendance at offered workshops in sites 4 and 2 were probably
affected by growing anxiety at that time and a �nal planned workshop in site 5 with twelve families recruited had to be cancelled due to travel
restrictions immediately prior to the �rst UK lockdown.

Data collection, analysis, and outputs from each stage

Stage 1 

Procedures involved compiling the relevant intervention evidence and de�ning the scope and boundaries of the intervention. A number of scoping and
systematic reviews of pre-school interventions with oral language as an outcome had recently been completed by members of the study team or were
in progress. To maximise e�ciency studies were identi�ed through these four reviews and two additional reviews known to the team [25, 26, 63-66].
Original research studies were identi�ed and sourced from those reviews which had oral language as the outcome, involved parents as the agents of
intervention and included children aged between 12 and 36 months. This yielded 27 papers. Discussion with the team suggested a widening of the
scope to include studies with mental health and wellbeing or educational outcomes to increase the learning which could be drawn from studies
involving HVs and family nurses. The EIF guidebook of early intervention programs that have been evaluated and shown to improve outcomes was
consulted [67] and 2 additional papers were identi�ed. A workshop was then conducted with the study expert team which involved 1) an appraisal of
the quality and relevance of the available evidence, 2) identi�cation of additional papers to consider and 3) potential barriers and enablers for
families when accessing the identi�ed interventions. 

Outputs

Understanding of potential barriers and enablers to the published intervention approaches.

Broad parameters of the intervention delivery and how it might integrate with identi�cation measure component of the ELIM-I. 

Final list of 16 papers of effective interventions to examine for target behaviours and intervention techniques, which �t these intervention delivery
parameters (Listed in Supplementary Materials 1).

Simple initial logic model of the intervention to guide development (Figure 2).

Stage 2 

Procedures involved analysis of the intervention papers identi�ed in stage 1 to extract the target behaviours of the effective interventions and the
intervention techniques used in preparation to seek stakeholder’s views on this detail in Stage 3. Furthermore, in order to be able to explore how any
intervention would need to be tailored for different families to ensure equity and proportionality  we planned to use ‘persona’ in our practitioner
stakeholder workshops in Stage 3: an approach which draws on software design methodologies [68]. These personas described families with whom
the practitioner might work which vary according to characteristics that may affect a family’s ability to engage with an intervention and/or the target
health promoting behaviour. Their use in our data collection methods aimed to make explicit expert practitioner knowledge and clinical decision-
making, which can often be tacit or implicit [69]. To develop persona in an objective, empirically based manner and avoid the danger of reductive
stereotypes we searched for epidemiological studies which consider how potential barriers and enablers to positive language outcomes cluster within
families. The resulting persona were based work by Christensen and colleagues which identi�ed six distinct clusters associated with differing
vocabulary growth trajectories in a representative sample of 4000 Australian children and their families [70]. Pen portraits of families representing the
risk clusters described were developed using gender neutral names from a range of cultural heritages. Persona were developed for use only with
practitioners, parents/caregivers were asked instead to re�ect on their own experiences. Workshop materials were designed using the �ndings above
and drawing on behaviour change and acceptability theoretical frameworks [42, 52]. They aimed to elicit parent/caregiver and practitioner opinions
regarding the acceptability of intervention target behaviours and techniques and barriers and enablers for families with differing assets and
challenges. 

Outputs 

List of target behaviours – these represented the complexity of the intervention literature where multiple goals were targeted within complex
interventions falling broadly into three categories: responsive contingent interaction, shared book reading, and focussed stimulation (Table 3).

List of intervention techniques – multiple techniques were identi�ed including video coaching, diary completion, fridge magnet reminders etc.
(Table 3).
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Persona – six descriptions of family persona based on clusters identi�ed by Christensen et al (Table 4).

Workshop materials to elicit parent/caregiver opinions as to the acceptability and barriers and enablers for each target behaviour and technique 

Workshop materials to elicit practitioner opinions as to the acceptability and barriers and enablers for each target behaviour and technique for
the different family persona.

Stage 3

Procedures involved seven co-design workshops with 22 participants which were facilitated by two members of the study team at each workshop (CM
and either RW or SR). Practitioner workshops began with questions to understand the local pathway for children with Speech, Language and
Communication (SLC) Needs. Parent/caregiver workshops began with an exploration of the participants’ motivation for attendance which also
uncovered their experiences of the local pathway. A co-design activity was then completed which involved participants being presented in turn with
the candidate target behaviours (e.g. shared book reading) and intervention techniques (e.g. diary completion) identi�ed in Stage 2 (Table 3).  Barriers
and enablers to and acceptability of adopting the target behaviour or implementing the intervention technique were then explored. Paper-based
workshop materials were used to stimulate discussions and helped to scaffold and steer the topics covered. These materials were manipulated and
annotated during discussions by the study team and participants. All workshops were audio recorded.

Outputs

Verbatim transcriptions of the workshops

Annotated workshop materials 

Field notes made after workshop completion and team re�ection. 

Stage 4

Procedures involved analysis of data emerging as outputs from the preceding stages. A deductive approach was used to map the barriers and
enablers identi�ed in stage 3 and the intervention techniques in stage 2 to the Theoretical Domains Framework (TDF) [71]. Following methods
described by Michie and colleagues [42, 72] barriers and enablers (from workshops) and intervention techniques found in the reviewed papers were
mapped to the Theoretical Domains Framework noting the relevance of the domain. This was done sequentially, starting with data from papers, then
from practitioners and then from parents. Identi�ed domains were then mapped to possible intervention functions and those judged to be
inappropriate to the intervention context discarded. Finally. relevant Policy categories were identi�ed for the intervention functions chosen. That is the
platform/level at which intervention delivery could effectively occur.

Deductive analysis was used to identify comments regarding acceptability of the techniques and behaviours. Inductive analysis was used to identify
any themes which were not determined a-priori but which emerged as important to intervention design. A number of socio-relational aspects of
intervention delivery were identi�ed as crucial to intervention success.

Finally, a paper model of a proposed intervention was developed based on the identi�ed intervention functions and policy categories. Judgement was
used to determine which were the most relevant to the intervention. This judgement was informed by comments on acceptability from the co-design
workshops at Stage 3 and, through discussion with the wider team, drawing on knowledge gained of the contextual factors of importance through PPI
and from the parallel study regarding the acceptability of the ELIM/developmental review.

Outputs

Mapping of Barriers, Enablers and Techniques to the TDF (Table 5)

Mapping identi�ed domains to Intervention Functions and Policy Categories (Table 5)

Identi�cation of acceptable behaviours and techniques for intervention (see Results – �nal model)

Identi�cation of key intervention delivery characteristics (see Results – �nal model)

Paper ‘model’ of the proposed intervention informed by the above outputs and knowledge of the intervention context

Workshop materials to support appraisal of the model against APEASE criteria and identi�cation of preferred materials and presentation

Stage 5

Procedures: involved six co-design workshops with 33 participants facilitated by two members of the study team. Workshops at this stage involved a
‘walk through’ of the phases of the proposed intervention with paper mock-ups and descriptors of materials and processes. Workshop resources
included triggers to comment on how the phases should be presented and what materials should be used. The intervention model was re�ned and
improved iteratively between workshops with modi�ed materials presented at each site in light of previous workshop �ndings. Participants also were
invited to appraise the proposed intervention against APEASE criteria. Discussions were audio recorded and participants manipulated and annotated
paper materials during discussions. Verbatim transcripts of discussions were subjected to a content analysis to check and challenge the �nal model
produced. The model was also ‘walked through’ with a subgroup of the study team part way through the participant data collection (CM, JL, VG, SR).
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Outputs

Final intervention model and recommendations 

Results
In the following we present the key learning obtained from the phased methodology above and a �nal intervention model derived through the
synthesis of the evidence, and views of stakeholder and expert practitioners. We report in turn on:

Parent and practitioner views on the need for an intervention 

Acceptable target behaviours, contexts and intervention techniques 

Barriers and enablers to the identi�ed behaviours across families,  

Intervention functions and policy categories

Key characteristics required for acceptable, equitable and practicable intervention delivery

The �nal intervention model.

Parent and practitioner views on the need for an intervention 

Using a normalisation framework, the data from practitioners suggested then the PHE SLC ‘train the trainer’ program was supporting practitioners to
do the work of coherence/sense-making and participation/engagement which is required to embed speech, language, and communication
interventions into practices at the 2-2½ year old review. That is, practitioners had an appetite and indeed an enthusiasm to complete this work, see it is
aligning with their role and skills and had ‘bought in’ to delivering interventions to support child language development. However, we found that the
next step of enacting the intervention was di�cult for practitioners. They were not sure precisely how to deliver support to families and discussions of
the potential provision of concrete resources was welcomed.

Prac-WS7: “except we don’t have anything speci�c do we to show, that’s the thing. There’s nothing that I’m going to go back and I’m going to go in and
I’m going to show this because that is what we do. There’s nothing set in stone that that’s what we use, is there? I think that’s probably a big problem
because people are going back in, there’s not a de�nite this is a route we need to follow, is there really?”

Parents also articulated an appetite and a need for an intervention at this point in the SLC pathway. They expressed a drive to ‘get started’ and a
feeling of helplessness, frustration and anger if they felt that nothing was happening and their concerns were going unheard. They wanted to feel that
they could take action that would help their child. 

P-C-WS5: “because…you feel like something is happening which psychologically is good rather than, “We’ll wait a year and she’ll probably start
speaking….You can be proactive and do things.”

P-C-WS2: “When they did his two year one, they didn’t say, “Come back in four weeks or two weeks,” it was eight months so in that eight months we
could have got something started rather than making us just leave it this late”.

They emphasised however that the place in the SLC pathway would need to be clear. It must not introduce delays in referring children with severe
di�culties and/or broader developmental concerns to SLTs and/or paediatricians/psychologists/audiologists. Rather it should allow those families to
begin supporting their child immediately whilst waiting for specialist assessment if that were the appropriate next step.

P-C-W5:” As long as it’s made perfectly clear to them that they just can’t be left �ailing around for two or three years like they have been……And listen
to parents because they know if something is wrong.”

Acceptable target behaviours, contexts and intervention techniques 

Behaviours

Discussions highlighted that parents and practitioners preferred an approach which would allow them to integrate any new behaviours into their
everyday routine, rather than as an additional activity.  Practitioners felt that the contingent responsive interaction behaviours (see Table 4) aligned
well with their current practice, underlying philosophy and the messages which they provide at other reviews. 

Prac-WS4: “It has to come with their own life and the way they are and how is that going to integrate into to their lifestyle so they can make the
changes”

Prac-WS1: “it because part of your �ow of conversation rather than being told what to do. We talk about responsive feeding, we talk about responsive
parenting. That word responsive comes in, so if we respond to their communication and early communication cues…”

There were also substantial differences across parents in which responsive behaviours they felt they needed/wanted to try to do more frequently
indicating the need for a tailored approach for individual families. It was also important that any goal was perceived to be focussed and manageable.
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Prac-WS4: I think it feels big….it needs to be broken down 

Prac-WS4: “But it’s about choosing one or two things and not too many things…I think giving them too much and bombarding them with too many
things…”

Prac-WS1: “it’s something they already do, and you’re not asking them to do too much. They’re not overwhelmed.”

Contexts

Importantly, jumping too quickly to a speci�c context within which to practise these behaviours, risked alienating families. For example, when
considering shared book-reading interventions families reported multiple ways in which this context could cause problems. This included
parent/caregivers’ perception that it suggested that they might not know book reading was a good idea, which felt patronising, or that they did not do
enough book reading, which felt judgemental.

P-CWS1: “I’d be quite offended because I read a lot with my kids. We had this and they said, “Mum, you need to read with them.” I read with them quite
a lot. I do at least four books on a night …. Then they’re saying, “Read with them. That’s why he doesn’t, you just have to read…. Yes, like it’s our fault”

Furthermore, if book reading felt too di�cult for the parent/carer either because the child wasn’t ready or they themselves had some literacy
di�culties this would likely feel too di�cult and that it was setting them up to fail.

P-C-WS1: “Everything needs to be the way Danny
[1]

 likes. If I want to read a book to Danny, no, because he wants another book. If you’re reading a book
to Danny, he’s like, “That’s enough.” He has enough with the book so it’s just like…I don’t want to be shouting all the time, “Danny Sit down, Danny.” I’m
like, “You know what? I’m just going to let Danny when he wants it,” because I don’t want to frustrate him”

P-C-WS1: “So to be honest, I’m not very good at reading books but my husband has a little bit more patience with the language because it’s not my
language so for me to read, I need to take… a lot of times.”

Whilst other parents would very much welcome support with how to share books with their child

P-C-WS2: “I’m not so creative so maybe if we got a sheet with questions on it, that would help a bit more” 

It was clear that different families needed and preferred different contexts to practice the chosen intervention behaviours

P-C-WS5: “ I just built it into my day all the time really at the moment, when we had a moment….I just worked it in wherever we were.”

“On the �ip side, for me, having multiple children I wouldn’t be able to work it into my daily because it’s just mental sometimes….but for me, this would
be brilliant because I would go, “Actually yes, I do need to �nd a time in my day to focus and that will be my time. That will be when the others are in
the bath, dad is bathing them. He can bath Ella and Jack and I will sit on the sofa with Archie.”

Prac-WS4: “I think it’s the time when they are together that is the critical time. It’s making the most of that together time”

Techniques

In terms of intervention techniques extracted from previous research and discussed in the workshops (Table 4), most were felt to be acceptable if their
implementation could be adjusted to the particular family’s context, if explained appropriately, and if delivered in the context of a relationship of trust
between the parent/caregiver and the practitioner. The exceptions (techniques which were considered not acceptable) included the parent/caregiver
being videoed by the practitioner, the use of a ‘language �t bit’ which records how much the parent says to the child and gives a daily report, and
teaching another family member how to be a responsive communicator. The former two bringing with them a power dynamic which was not
welcomed by many families and a sense of being ‘surveilled’ and the latter raising signi�cant di�culties with respect to family dynamics and
difference of opinion as to how best to parent between partners and across generations.

Barriers and Enablers, 

The work above identi�ed the target behaviour for the intervention: parents/caregivers increasing the frequency of use of one or more of set of
responsive interaction behaviors. The barriers and enablers to the use of responsive interaction language promoting behaviours in the home identi�ed
in Stage 4 were synthesised and summarised. They are presented in Table 6 and are expressed positively, as enablers. Barriers identi�ed were the
absence of or di�culties with these factors.

Intervention functions and policy categories

The main relevant intervention functions identi�ed are also listed in Table 6 and were Training, Enablement, Modelling, Persuasion. The main policy
categories (i.e. platform/mechanisms for delivery) are also identi�ed. 

Key intervention characteristics necessary for success
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The importance of tailoring

The �ndings above suggest that both the targeted behaviour and the context within which the family will choose to practice it need to be tailored to
the individual family’s context and preferences for them to engage with the intervention. Without this tailoring there is a risk of an intervention not
being manageable for the family and also of making them feel judged, patronised and/or set up to fail.

The importance of practitioners’ language and communication

It is di�cult to overstate the importance of the speci�c language used by practitioners to talk about children’s di�culties, and what parents/caregivers
could do to help support their child. Indeed it appeared that no behaviour or context was universally unacceptable as long as the language used
avoided implications of blame and judgement and invited the parent/caregiver in as an equal in a process of shared decision-making and goal
setting. In this way the appropriate target behaviour and context for the speci�c family can be agreed.

If not carefully presented, advice can elicit strong negative feelings 

P-C WS3 : “might have thrown something at her to be honest”

P-C WS3: “you’ve done everything and you’ve read every book, every audio book and every study you can �nd online and someone says, “Have you
tried talking to your child?” you just go, “I’m either going to breathe or lose it so I’m just going to go.”

Experienced and skilled practitioners invite parent/caregivers to express preferences, try new behaviours and feedback and problem solve together. 

Prac-WS7: “it’s very much like they feel that you’re going in there to tell them they’re doing it wrong. It’s not about that. It’s about them learning the best
way for them to do it themselves, isn’t it really.”

P-C-WS3: I think if she’d said, “I’m sure you’re doing a brilliant job but here’s a couple of things you might not have thought about. You could just have
a look at this list, it might give you a couple of pointers,” rather than, “Right, well this is what you’ve got to be doing to make your child speak. Do you
speak to your child?” 

P-C-WS3: “I think a dialogue rather than just being told. A dialogue is good”

It is vital to note that if the necessary trust and therapeutic alliance are not built at this stage then continued engagement with the intervention and
therefore its success are extremely unlikely.

The importance of modelling 

The important role of modelling responsive interaction by the practitioner with the child attending the review was identi�ed by both practitioners and
parents. And seem to ful�l a number of functions:

Demonstrating the behaviour in a non-judgemental non-threatening manner

P-C-WS3: Well I found it useful being shown, not being dictated to but being shown and not in, “I’m now going to show you how to talk to your child,”
but more just doing it naturally. You think, “Oh.” I found that really useful……… I think when you’re being told this is what you’ve got to do but when you
see it and you see the way the child engages with it, you see how it works, whereas when you’re just being told, “Do this, do this,” I don’t know, you’re
butting your head against it a bit and you’re feeling a bit just shouted at.

Demonstrating the value of speci�c responsive interaction behaviours and the potential for the child to engage and bene�t from those behaviours

Prac-WS7: “We model a lot of those kind of behaviours in the visit with the parents themselves but also with the children and then they see the child
responding. Then they’re building their con�dence up to do that themselves as well.”

Prac-WS7: “I’ve had that opportunity to get down on the �oor and just model. I can see the difference.”

P-C-WS3: But I think what was an amazing light bulb moment for me is when I saw the speech and language person speaking to Gemma, engaging
and doing things and she was engaging back. It was amazing, “Oh, that happened.”

Promoting the parent/caregiver’s trust in the practitioner 

This emerged through a number of mechanisms: demonstrating skills in engaging with their child, ensuring any advice given was informed by the
individual child’s temperament and developmental level and needs, and problem solving together about how to support the individual child.

The importance of alliance and trust between parent/caregiver and practitioner

As identi�ed with respect to the importance of practitioner language, relationships of trust between practitioner and parent/caregiver were vital.
Demonstrating interest, engagement, and expertise in interaction with the child at the review, also facilitated trust. As does a communication style
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which invites partnership, dialogue and shared decision-making. An additional factor which facilitated alliance and trust was continuity of support
with the same practitioner supporting the family over an extended period of time.  

P-C-WS5: “because the number of times I’ve told my daughter’s story”

Continuity was also seen as being important in supporting practitioners to make correct judgements as to the barriers and enablers which might exist
for a family’s ability to engage in responsive interaction and so to choose the level of support required.

The importance of attractive and motivating resources

The number of information sources and media which compete for parents’ attention was mentioned a number of times. Practitioners identi�ed the
need therefore to design any messaging and intervention resources in a way which would capture the attention of parents and motivate them to
engage.

The importance of inclusiveness and accessibility

Practitioners emphasised that any resources developed must be accessible and inclusive in a number of ways. They must 

be ‘relatable’ and represent the range of families served by HV teams in England

require minimal literacy levels

be readily adapted to languages other than English

designed to take account of the range of digital inequalities

Practitioners commented on how effective they found a number of visual resources they use in other aspects of their practice. These included the use
of video, attractive visual resources, ‘cue cards’, and visual reminders.

The importance of �t with current services

It was clear from discussions that the intervention model would need to �t into current service provision both in terms of HV team models of care,
early childhood education and care provision and onward referral pathways for it to be practicable and acceptable.

The Proposed Intervention.

The proposed intervention aims to empower families to act to support their child as soon as the risk of SLCN is identi�ed. The opportunity for
parents/caregivers to be proactive and to feel they have agency in being able to support their child was important to families. This was reported to
reduce their sense of helplessness and anxiety and has been shown to be vital for the development and maintenance of family engagement for any
subsequent interventions [36]. It also aims to ensure all children and families receive tailored guidance to ensure equity of access to current best
evidence regarding how to support their child’s language development. The intervention does not replace local SLCN pathways but rather is designed
to become coordinated with and integrated into them. It also does not replace referral to Speech and Language Therapy support. It is essential that
children continue to be referred for support by SLTs and other professionals where they meet local criteria for referral and receive enhanced support in
  their early years settings as appropriate.

The intervention model and its components 

The overall goal of the intervention is to increase parents/ caregivers’ use of speci�c responsive interaction behaviours for 10 – 15 minutes per day in
a speci�c context, which suits the family’s resources and constraints and is part of their usual daily routine.

All families receive one of three levels of support and links to a universal media and social media campaign (i.e. resources already published or under
development by the Best Start in Life program: ‘Hungry Little Minds’ [73] and ‘Tiny Happy People’[74]). Two optional additional support packages may
also be offered. Which level families receive and whether or not the optional additional support is offered is determined by the outcome from the
ELIM-I measure (developed as part of this study and reported elsewhere) and also practitioner judgement as to the assets and challenges for the
family and the barriers and enablers to accessing the intervention: a judgement which is guided by resources and training based on the COM-B model
and Theoretical Domains Frameworks [42, 43] (see below).

Level 1: Children with no identi�ed risk

We recommend that all families are signposted to available resources, which provide guidance as to how to      support children’s language
development. We  recommend the framing of this review as a time to talk about setting the foundations for the child’s learning aligning with the
Healthy Child Programme and the PHE priority for the Best Start in Life [15] and the HCP modernisation programme [75].

The universal provision of accessible information based on current knowledge of child language at this review is important to ensure all children
reach their full potential. Parent/caregivers’ perception of the value of      the 2-2½ year review and their subsequent engagement with services is partly
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in�uenced by whether they learn something new at that appointment [23]. Importantly, we know that trajectories of language development can be
unstable and unpredictable between 2 and 4 years of age and some children who appear to be developing well at 2 years may develop language
di�culties later [23]. By ensuring  all families are provided with appropriate resources to support them to provide an enriching language environment
we therefore provide a ‘safety net’ for those who may not be identi�ed at this review. Taking a universal rather than targeted approach brings an
additional advantage. Targeted selective approaches identify particular groups who are more likely than others to develop a particular condition and
offer the intervention to them. In the case of language interventions, this is usually families living with social disadvantage. Such approaches carry
the risk of unintentional stigmatisation and consequential disengagement of targeted groups [76]. This can be avoided where families see that the
support is universally offered albeit with varying intensity according to need.

Level 2: Children with identi�ed risk –self-directed approach

This level of support is for children identi�ed as being at risk of SLCN using the ELIM and where practitioners judge there are few barriers to the
targeted behaviour change. Where barriers do exist, the practitioner judges they mainly relate to the Capabilities category of the COM-B model (green
shading Table 7). If the child meets the criteria for SLT referral for the local pathway then this should be actioned in addition to the following steps:

Practitioners discuss the need to support their child’s language development and the nature of responsive interaction. Language is carefully
chosen which promotes the building of trust and engagement and avoids implications of blame or judgement (see materials below). 

Applying principles of shared decision making and strategies to promote trust and engagement, practitioners support families to

choose a responsive interaction behaviour which they would like to try to do more often

identify the context and times in the day when they will be able to try this for 10 – 15 minutes – their ‘Together Time’.  

record their chosen goal and ‘Together Time’

Discuss their preferred method for being reminded to try this every day – e.g. using a paper diary, a reminder on their phone, a text message
from an automated texting system etc.

Discuss their preferred option for re�ecting regularly on how things are going – e.g. using a paper diary, making audio recorded notes on
their phone, texting their HV team.

Engage with modelling, review and re�ection activities – e.g. encourage  families to look on the ‘Tiny Happy People’ website for example
videos of their chosen goals and to note what the parent/caregiver on those videos did well to support their child and/or to think of other
things they could have done to increase their responsiveness.

Engage with motivational materials – provide a list of web resources which the parent/caregiver can explore which provide motivational
information about why responsive interaction is so important and modelling that it can be a fun way to connect with their child. If this feels
like too much information for the family, consider sending a link to each web resource weekly through an automated texting system.

The family then independently follow the programme over 2 – 3 months. 

Review - after an agreed period contact the family to ask if they wish to meet with the practitioner to choose a new goal, troubleshoot any
issues with their chosen goal or check on their child’s progress.

Level 3: Children with identi�ed risk – coaching approach with additional practitioner support

This pathway is for children identi�ed as potentially being at risk of SLCN using the ELIM and where practitioners judge there are a number of barriers
to the targeted behaviour change, particularly in the  Motivation and/or Opportunity categories of the COM-B model (see Table 7). This level uses
similar approaches as level 2 above but with additional face-to-face support from the practitioner to tackle motivation and opportunity barriers to
change and offer more support for knowledge and skills development where necessary. It is comprised of the following steps

support families to 

choose a responsive interaction behaviour which they would like to try to do more often

identify the times in the day when they will be able to try this for 10 – 15 minutes – their ‘Together Time’

record their goal and agree a schedule for visits to work together on this goal.

At subsequent visits, watch a video with parent/carer showing families trying out the  chosen responsive behaviours in the chosen together time.
Support re�ection about what the families on the video did well and what else they could have tried.

Model the behaviour with the child – e.g. “shall we try out getting down to his level? I    will go �rst – let’s play with his favourite toys and I am
going to see if I can get down to  his level”

Encourage the parent to join in the play if they feel comfortable.

Ask them to re�ect on whether they think the chosen behaviour had an effect on how  their child interacted

If the parent/carer was con�dent enough to try the behaviour ask them how that felt.

Set a goal for the following week and use a paper diary to record it and set reminders.

Repeat the above weekly until the parent/carer is con�dent they are integrating the behaviour in their daily routines
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Judge whether to continue coaching with a new responsive interaction goal or suggest parent/carer chooses a new goal and works on
it independently

Agree when and how you will check in with the family and review the child’s progress

Optional additional support package 1 – access to Early Years settings/social support

An optional additional support package should be offered to families with barriers to behaviour change identi�ed with respect to social opportunities
and physical resources necessary for those social opportunities (see Table 6). There was substantial variation across sites as to the accessibility of
sources of social support for families, such as parent and toddler groups, and opportunities for early education and care (ECEC). Barriers to access
included transport in more rural communities, recent reduction in local authority provision, and con�dence to attend, particularly for more socially
disadvantaged families, families who had concerns about their child’s behaviour and those from minority ethnic groups. The �nancial    support for
paid childcare hours is also often di�cult for families to navigate with some not being sure of how to access this. These social opportunities are a
necessary component for many families to increase their use of the targeted responsive interaction behaviour.

Design and delivery of a support packages to facilitate access to social opportunities will require knowledge regarding local provision and the
community assets and resources, which can be mobilised. Action by the practitioner alone is not su�cient if   local provision is not accessible to all
families. We recommend local co-design of these optional support packages to identify barriers and enable access to parent and      toddler groups
and early years settings for those families who need it. Co-design work should involve all agencies   involved with early years provision, those
practitioners who signpost families to them and parents/caregivers.

Optional additional support package 2 – access to age-appropriate books and play materials

The responsive interaction behaviours targeted in this intervention do not require the provision of any speci�c play materials or toys. Indeed the goal
of the intervention is to support families to integrate responsive interaction into their usual daily routines. In general, no additional toys or children’s
books are likely to be required. However in some cases, where the family identi�es ‘playing with toys’ or ‘sharing books’ as their preferred ‘together
time’ and where the family resources are extremely limited, practitioners should consider a support package to address access to toys and books. This
may involve support to access toy libraries and the local library. As in the case of ECEC provision, many barriers to access to these resources exist. We
recommend local co-design of support packages to identify barriers and enable access to local libraries and toy libraries for families who need this
support: those with physical opportunity barriers (see Table 6). In addition, we recommend the development of resources to support families to use
everyday materials available at home to develop play and language. 

Media and Social Media Campaign

Existing social media resources from the ‘Hungry Little Minds’ and ‘Tiny Happy People’ [33, 74] campaigns align closely to this intervention model.
There was, however, a sense of being overwhelmed from some practitioners we spoke to in terms of the range and sheer volume of materials whilst
others were not aware of the Tiny Happy People campaign. There was an identi�ed need from practitioners for  help to navigate the resources and
identify which might be best for which purposes. Both parents and practitioners suggested many families will not seek this information out and, in
some cases, may be uncomfortable with a perceived ‘educational’ tone. The use of a range of social media platforms and active campaigns were
suggested as being necessary if these messages are to reach all families of young  children. We therefore recommend ‘joining up’ of this intervention
with existing resources and social media campaigns so that the materials developed in this intervention clearly signpost to the high-quality  resources
being developed.

The steps in intervention delivery:

Step 1: Preparation

Step 2: Decide on the need for intervention and/or onward referral

Step 3: Choose intervention level

Step 4: Choose a responsive behaviour to do more often

Step 5: Choose the context in which to practice the behaviour for 10 – 15 mins daily

Step 6: Deliver tailored support

Step 7: Offer optional additional support

Step 1 focusses on the preparation, which is necessary for successful shared decision-making and engagement [54, 77]. In order to address power
imbalances in  the practitioner – parent/caregiver relationship [28] and ‘activate’ the parent/caregiver [78] preparatory materials are needed which
welcome and value the parent/caregivers knowledge about their child, establish the focus of the review [77]  and encourage the parent/caregiver to
arrive with questions and re�ections. Step 2 is essential in mobilising and motivating action by the parent/caregiver and creating practitioner-
parent/caregiver alliance [36]. Steps 3 – 5 focus on shared decision-making and goal setting. Steps 6 and 7 relate to intervention delivery. Steps 1 - 5
of this model require a holistic approach to both child and parent health and wellbeing and knowledge of the family and so we recommend that the
HV take the lead at these stages. Steps 6 and 7 could involve a more mixed model with skill mix in HV teams or EYPs in early years settings delivering



Page 13/28

the tailored support and/or the optional additional support packages in consultation with the HV team. Level 3 could also involve Speech and
Language Therapy services either directly or as  advisors to the practitioners delivering the coaching model, depending on the con�guration of the
local  SLCN pathway. This should be negotiated and discussed as part of the local co-design work we recommend above which will be required to
develop implementation and sustainability plans for integration into local service delivery context. We recommend that for implementation and
maintenance of this programme of work that an integrated team of HVs, SLTs and Early Years leads is convened and maintained to steer its
introduction and safeguard its sustainability.

The proposed procedures, content and materials of each intervention stage including recommendations regarding the language to use and methods
of presentation, are described in detail in Supplementary Materials 2.  

[1] All names in quotes are pseudonyms

Discussion
This paper presents the �ndings of a rigorous intervention development methodology to design a universal intervention to promote children’s
language development to be delivered at the HV 2 ½ year review. The study applied the most recent guidance on best practice in intervention design
and co-design [34, 35, 37, 45] and was informed by relevant theory with respect to early language development and disorders [32, 47], behaviour
change [42], shared decision-making [54, 56], engagement [36], acceptability [42, 52], and implementation [35, 62]. 

The resulting intervention (ELIM-I) focusses on supporting families to increase their use of responsive interaction behaviours within their daily
routines and in contexts tailored to individual family circumstances. The risks of universal interventions widening rather than narrowing inequalities
was addressed through consideration of the differing barriers and enablers which may be present for families with a range of assets and challenges.
The intervention was therefore designed to offer families a proportionate and tailored response: proportionate in that the intensity of support can
increase or decrease depending on the family’s needs, and tailored such that the goals and intervention approaches are modi�ed considering the
speci�c barriers and enablers, assets and challenges in each family. The resulting intervention therefore meets a core principle of the modernised
Healthy Child Programme – Best Start in Life: ‘universal reach and a personalised response’[33]. The importance and potential fragility of alliances
between parent/caregiver and practitioner were identi�ed as key and so strategies to engender successful collaborative partnership are also
embedded with the ELIM-I design (e.g. shared decision-making, patient activation, collaborative practices).

We found practitioners have an appetite and enthusiasm to promote children’s speech, language, and communication development, but were not sure
precisely how to deliver support to families. It was also clear that parents/caregivers wanted to be proactive and to have agency in supporting their
own children, and to do this as soon as possible. They also wanted speci�c guidance and resources as to how to do this: parents did not want to
watch and wait, they wanted to do all they could to support their children’s development. It was very clear was that any such support for the family
must not create a delay to access to more specialist Speech and Language Therapy Support for children with more severe di�culties and/or signs of
broader developmental concerns. The degree to which SLT and HV services are ‘joined up’ and have agreed and clear co-working and referral
pathways varies substantially across the UK. To deliver ELIM-I and support all children’s language development in a given locality it is clear that
collaboration between these services is vital. 

Analysis of the barriers and enablers to the target behaviour of the intervention (increasing parent/caregiver use of responsive interaction behaviours
within daily routines) identi�ed barriers of physical and social opportunity, which are best addressed through access to Early Childhood Education
and Care Settings, particularly those which focus on the provision of support for the family as whole. Again, access to these varied across our sites, a
picture mirrored across the UK re�ecting the reduction in spending on early preventative services in 2010 and the move away from universal provision
to more targeted approaches [79]. For this reason, and because of the need for close integration into existing SLCN specialist referral pathways
successful delivery of the ELIM-I intervention necessarily requires commissioning and service delivery to be integrated across all the different
professionals involved – health visitors and their teams, speech and language therapists and early years practitioners.

Our analysis of the barriers and enablers for families underlined the need for tailored approaches. Families differed signi�cantly as to where the
barriers lay to changing the targeted behaviour and in their daily routines and demands on parent/caregiver time. Many published interventions focus
on speci�c behaviours (e.g. shared book reading) or only on the development of knowledge and skills, and do not consider factors of motivation
(such as feelings of self-e�cacy and con�dence to succeed) or social or physical opportunities. Interventions which are not tailored to the speci�c
barriers and enablers present for each are likely not only to be ineffective but also risk alienating families and damaging the potential for engagement
with services. A very clear message from our study is that inappropriate advice risks families felling blamed, judged, patronised, or set up to fail. How
an intervention is delivered can therefore make or break its success. This intervention therefore draws on theories of shared decision making,
engagement and partnership, and strengths-based approaches to increase the potential for success. Although these characteristics are often viewed
as core to HV practice [80] our �ndings suggest families did not always experience them and, as a result, sometimes relationships broke down.

It is di�cult to overstate the importance of the language used by practitioners to talk about children’s di�culties, and what parents/carers could do to
help support their child. Indeed, it appeared that no target intervention behaviour or context was universally unacceptable if the language used
avoided implications of blame and judgement and invited the parents/carers in as equals in a process of shared decision making and goal setting. In
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this way the appropriate target behaviour and context for the speci�c family can be agreed. Inviting parent/caregiver’s opinions, acknowledging what
they are already doing to help their child and negotiating what works best for them are important ways to encourage a sense of partnership and
respect. Care must be taken that discussions with parents/carers do not imply that their interaction style or the time they spend interacting with their
child has caused the language di�culties they are experiencing. It can be di�cult to understand and to explain that although changing your
interaction style can improve your child’s language development that your interaction style has not caused their language di�culties.

Our work with parents/carers showed us that demonstrating interest, engagement, and expertise in interaction with the child at the review, facilitates
trust in the practitioner. One very practical and powerful way to do this is which was identi�ed several times was for the practitioner to play with the
child themselves and, without drawing attention to it, to model responsive interaction with the child. 

Strengths and limitations

This study followed recent guidance for successful intervention development. The iterative methodology served to integrate current best evidence
with stakeholder preferences and rich contextual information regarding the context within which the intervention would be delivered. Extensive
stakeholder engagement and co-design workshops across a diverse range of sites served to inform the �nal intervention design. The advent of
COVID-19 restrictions in the last phase of data collection meant that our parent/caregiver participant sample was not as diverse, in terms of linguistic
and cultural backgrounds as we would have hoped. In the next phase of piloting and implementation of the ELIM-I it will be essential to ensure the
views and experiences of a broad demographic of families are solicited. 

This study delivered detailed guidelines for the delivery of the ELIM-I intervention. Super�cially the ELIM-I intervention is a simple one: supporting
parents/caregivers of children at risk of speech language or communication needs to increase their use of responsive interaction behaviours with
their child. However, the need for proportionality, tailoring and collaborative partnerships makes successful delivery to the requisite level of �delity for
intervention effectiveness a complex task. Quality improvement, especially across complex, multi-professional, multi-agency systems is rarely easy.
Innovation, such as the development of the ELIM-I is only the �rst step. For successful implementation of this innovation to be achieved further
development and scienti�c evaluation is required.[61, 81]   

Next steps

Embedding health care and educational innovations into routine practice is not straightforward and requires explicit planning. Normalisation process
theory suggests that four kinds of work need to occur for an innovation to become ‘normalised’ practice: coherence work (or sense-making),
participation work (or engagement), enacting work (action to enable the intervention to happen), and appraisal work (re�ection and monitoring of the
bene�ts and costs)[62].  

Our work identi�ed that SLC training for HVs has and is supporting practitioners to do the work of coherence/sense-making and
participation/engagement which is required to embed SLC interventions into practices at the 2-2½ year old review. That is practitioners have an
appetite and indeed an enthusiasm to complete this work, see it is aligning with their role and skills and have ‘bought in’ to delivering interventions to
support child language development.  However, the next step required for successful and sustainable implementation, that is enacting the intervention
remains di�cult for practitioners. Our research identi�ed that they remained unsure precisely how to deliver support to families. Whilst the ELIM-I
protocol provides further guidance it is, yet to be tested in practice and, in its current form, as guidance rather than as material objects and/or local
policy, there are risks with respect to its potential for successful implementation.

Enacting relates to the innovation becoming material practice through practitioners operationalising the innovation into their own speci�c context:
how they �nd ways to make it work for them and their collaborative team within their speci�c context. Many potential barriers to implementation of
innovations have been identi�ed[81, 82]. Enacting therefore requires effort and support if the innovation is to be sustained and delivered across
contexts with the required level of �delity to the original protocol for it to be effective, feasible, practicable and equitable.

Whilst the ELIM-I provides a protocol for delivery it is untested in practice.  Practitioners are likely to require additional support and resources to enable
the ELIM-I to be implemented successfully and in a manner which will narrow rather than widen inequalities. Further work is also needed for ELIM-I to
be accessible to families from a range of linguistic and cultural backgrounds. For the potential bene�ts of the ELIM-I to improve children’s life chances
to be fully realised. We recommend further work to develop and pilot a manualised program with standardised intervention resources and guidance
for local implementation and policy development. Strategies to support successful implementation with proven e�cacy include the development of
simple, evidence-based, accessible, and visually clear and appealing resources, the use of decision support systems, checklists and digital tools, and
context speci�c standardised protocols[83]. Furthermore, multi-professional collaboration and the development of local consensus groups have been
shown to improve implementation [84, 85].

The response of services to the COVID-19 pandemic have underlined the diversity in service provision which exists across the country for children in
the �rst 1001 days and the bene�ts which can be realised when early years settings and HV services collaborate to support vulnerable families [86].
Furthermore, the DfE is ambitious to leverage the skills, knowledge, and capacity of the whole children’s workforce to give children the ‘Best start in
Speech Language and Communication’. To date the ELIM-I development has focussed in the main on HV teams. Whilst the key principles of the ELIM-
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I will readily translate to Early Years settings its implementation must be contextualised. Further work is needed to adapt the ELIM-I for use in early
years settings to facilitate inter-agency collaboration. 

A fundamental shift for services during the pandemic has been the move to remote support using digital tools. There is an acknowledgement
amongst professionals and families of both bene�ts and harms from this shift. For some families, remote services are welcomed as convenient,
lower cost and accessible whilst for others the ‘digital divide’ make them completely inaccessible. Importantly for families with the highest level of
need remote services do not support the necessary development of professional and parent-caregiver trust and alliance for successful support to be
delivered [86]. 

Digital remote delivery therefore will never be a panacea for service delivery to support families of children in the early years. However, within a matrix
of differing tailored support, digital delivery offers the potential for convenient and economical delivery for some families, potentially freeing up
resource for face-to-face support for those with the greatest need for specialist practitioner support. Development of methods to deliver ELIM-I
digitally therefore could bring potential bene�ts with respect to further tailoring and personalised care, and possible cost savings. In addition, they
ensure services are robust to future pandemic or other ‘shocks’ to services for children and families and have the potential to enable multi-disciplinary
collaboration.

Conclusions
It is possible to develop a universal intervention for use by HVs at the 2-2 ½ year review to promote children’s language development which is
acceptable and feasible. For such an intervention to be equitable and to promote engagement and partnership it must be proportionate, varying in
intensity of support, tailored, such that goals and intervention approaches address the speci�c barriers and enablers, assets and challenges in each
family, and must address power relationships through shared decision-making, patient activation and strengths-based approaches.
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Tables
Table.1. Principles and actions in complex intervention development (O’Cathain et al., 2019)

 

Principles Actions to consider

dynamic

iterative

creative

open to change

look towards evaluation

Plan the process

Involve Stakeholders

Bring together a team

Review published evidence

Draw on existing theory

Articulate program theory

Undertake primary data collection

Understand context

Attend to future implementation

Design and re�ne

Table 2. Stakeholder workshops and participant characteristics
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Stage Site Group N Professional groups Code

3 1 Parents/caregivers 2   P-C-WS1

  Practitioners 3 2 HVs, 1 Student HV Prac-WS1

  Practitioners 2 1 HV, 1 Student HV Prac-WS2

2 Parents/caregivers 2   P-C-WS2

  Practitioners 5 3 HV, 2 SLTs Prac-WS3

3 Parents/caregivers 2   P-C-WS3

  Practitioners 6 2 HVs, 2 SLTs, 2 SLTAs Prac-WS4

5 1 Parents/caregivers 1   P-C-WS4

  Practitioners 10 5 HVs, 2 CNNs, 2 SLTs Prac-WS5

3 Parents/caregivers 2   P-C-WS5

  Practitioners 8 4 CNNs, 2 SLTs, 2 SLTAs Prac-WS6

4 Practitioners 3 3 HVs Prac-WS7

5 Practitioners 9 5 HVs, 1 Family Nurse, 2 CNNs, 1 Student Nurse Prac-WS8

Key: HV = Health Visitor, CNN = Community Nursery Nurse, SLT = Speech and Language Therapist, SLTA = Speech and Language Therapy
Assistant, Prac = Practitioner, P-C = Parent/ caregiver, WS = Workshop

Notes: Stage 5 parent/caregiver workshops in Site 5 was cancelled due to COVID-19 restrictions on travel and were offered in Sites 2 and 4 but not
attended by any parents, All CNNs were part of HV teams. Codes are used when reporting quotes from workshops in Results

Table 3: Workshop descriptors of the behaviours targeted and intervention techniques used in the research literature 
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Intervention type Behaviour(s) targeted by intervention  Intervention Techniques

Shared/ dialogic book-
reading

 

Share an age appropriate book with
your child for 10 – 15 minutes per day
for 5 or more times per week. While
sharing the book 

1. Ask open questions like ‘where, who
what……..’

2. Avoid questions where your child
might answer ‘yes’ or ‘no’ or just point

3. When your child answers - follow up
with another question 

4. Follow the child’s interests in the
book 

5. Praise them for good answers and
ideas

6. Expand what the child says – so if
they say ‘ball’ you say ‘yes – a big ball’

 

• You are given gifts of age appropriate books

• You watch the Health Visitor show you how to share the book using the
recommended behaviours

• While you share the book using the recommended behaviours you are
videoed and then you and the Health Visitor look at the video together and
see what you might change 

• You attend a group at a community centre or library to work with other
parents to learn the recommended techniques for book sharing – you watch
videos of other parents sharing books with their child and discuss what they
might change 

• You are phoned weekly to see how you are doing 

• You are given a lea�et describing the techniques to use when sharing books
with your child 

• You are asked to keep a diary of when, where and for how long you share a
book with your child 

• The Health visitor explains to you how shared book reading bene�ts your
child  

Responsive/contingent
interaction

During every-day activities and
routines you are asked to
communicate with your child in a
‘responsive’ way by……….

1. Following the child’s lead and
interests

2. Pausing and waiting to see what
they are interested in

3. Listening, watching and responding
to their communication – these may
be words, points, sounds or
movements

4. Describe what your child is doing

5. If they say anything imitate and
expand what they have said – so if the
say – ‘shoe’ say – ‘yes - that’s Molly’s
shoe’

6. Have fun - and show them you are
having fun

 

• You are given gifts of age appropriate toys which will help you to follow
their lead You watch the Health Visitor show you how to play with your child
using the recommended ‘responsive communication’ behaviours

• While you play with your child using the recommended ‘responsive
communication’ behaviours you are videoed and then you and the Health
Visitor look at the video together and see what you might change 

• You attend a group at a community centre or library to work with other
parents to learn the recommended techniques for ‘responsive
communication’ – you watch videos of other parents playing with their child
and discuss what they might change 

• You are phoned weekly to see how you are doing 

• You are given a lea�et describing the responsive communication
behaviours to use when playing or in everyday activities with your child

• You are asked to set aside 15 minutes per day to practice this responsive
communication and to keep a diary of when, where and for how long you
manage to do this 

• The Health visitor explains to you how shared book reading bene�ts your
child  

• You have a wristband – like a �t bit – which records how much you say to
your child and you get a daily report

• You and the Health Visitor make a plan together about the best times in the
day and activities to practice this responsive communication

• You and the Health Visitor re�ect on how things have gone this week and
what you might change

• You are given fridge magnets to help you to remember how to be a
responsive communicator with your child 

• You are asked to teach a close family member how to be a responsive
communicator and to support you 

• Over the weeks you create a library of you and your child playing and
communicating to look back over and share with your family

• You are helped to identify resources in your local community where you can
get help and advice, meet other parents and where your child can experience
play with other children

Focussed stimulation

 

1) Work with a practitioner to choose a
language goal for your child  - this can
be target sentences or target words.

2) Identify activities in the day to use
that target sentence or target words
with your child 

3) Set up play activities to encourage
your child to use the target words or
sentences.

• You watch the professional show you how to play with your child using
focussed stimulation

• While you play with your child using the recommended ‘focussed
stimulation’ you are videoed and then you and the professional look at the
video together and see what you might change 

• You attend a group at a community centre or library to work with other
parents to learn the recommended techniques for focussed stimulation –
you problem solve how to create play situations to encourage certain kinds
of words and sentences
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4) Ask your child to follow instructions
and copy you saying these words or
sentences.

• You are helped to plan games to play with your child to encourage certain
kinds of words and sentences 

• You agree goals to work on over the next two weeks – choosing games to
play and how often to try them

• You are asked to think back and re�ect on how well you have done over the
past fortnight and think about things you might change 

• You receive toys in the post with a newsletter explaining how to play to
encourage certain target language structures appropriate for your child’s age 

 

Table 4. Descriptions of family ‘persona’ used to elicit practitioners implicit decision-making processes. 

Persona

Sam and Joe have 4 children. The child you are visiting has 2 older brothers and a younger sister aged 4 months. The family live in social housing
and receive bene�ts. Sam works full time in a bar near home. Joe works 2 or 3 hours a week for a cleaning company. Joe and Sam both left
school at sixteen. Most of their extended family live nearby. They try to manage their shifts so as not to have any additional childcare and call on
family and friends.

Lee has two children under the age of 4, you are visiting the younger child. Lee left school at 16 years, is currently not working and is in receipt of
bene�ts. The family are living in a one-bedroom �at far away from Lee’s extended family. You are concerned about Lee’s mental health. When you
observe the family you feel Lee’s response to her children is very inconsistent, sometimes responsive and other times less so.

Alex and Lesley live in an estate of privately-owned houses. Alex works fulltime as a head teacher at the local school and Lesley is currently not
working. They have two children, and you are visiting their youngest child who had low birth weight and spent a short time on SCBU. They are
worried about their child’s behaviour. Her attention seems to �it from one toy to another and she can be hard to manage if she does not get her
own way. Lesley seems very distressed when describing day to day life. 

Susie is a �rst-time parent who was pregnant when she left school. She is not in paid work and receives bene�ts. She lives with her parents in
social housing. Her parents are also both long-term unemployed. She has a large community of friends. and family nearby. 

Ivory and Chidi have 5 children aged between 1 and 13 years and you are visiting their second youngest child with an interpreter. Both Ivory and
Chidi speak very little English and are currently not working. The estate where they live has poor transport links and few community services. You
are concerned about Ivory’s mental health.

Nehal and Gurpreet both work full time Nehal as a police o�cer and Gurpreet as an IT technician. You are visiting their �rst child. They have no
extended family nearby and rely on a mix of a childminder and private nursery for childcare. 

 

Table 5. Mapping data to the Theoretical Domains Framework, Intervention Functions and Policy categories
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COM-B TDF Speci�cs of barriers and enablers of relevance to the domain Intervention
Function

Policy Categories

Physical
capability

Physical skills • Skill development – learn the skills of how to share a book,
follow a child’s lead etc. 

• Skill development - adult literacy to be able to share a book

• Skill development – how to share SPECIFIC books – what
questions to ask etc.

Training Service Delivery

Psychological
capability

Knowledge • Procedural – know how to share a book, follow a child’s lead
etc. play and read

• Knowledge – know which behaviours are important and why

• Knowledge – what is an age appropriate book

• Knowledge – what kinds of questions could they ask in
shared book reading?/How would they support child’s
enjoyment in reading?

Education Communication/
Marketing

Service Provision

Cognitive and
interpersonal skills

     

Memory, attention
and decision
processes

• Learn how to reason about what to change to do target
behavior e.g through watching other people on video 

Training

Environmental
restructuring

Enablement

Service Provision

 

 

Service Provision

Behavioural
regulation

• Self-monitoring, action planning

 

 

Education

Training

Modelling

Enablement

Communication/
Marketing

Service Provision

Physical
opportunity

Environmental
context and
resources

 

• Material resources provided – books & toys

• Cues and reminders to carry out the behaviours e.g. fridge
magnets, phone calls. Bookstart was reminder as well as
resource

• Material resources opportunities for play through attending
playgroups/dropins.

• Time available for busy family, mobilizing wider family,
piggyback on routines

• Availability of age-appropriate books in Home Languages

• Access to transport to access wider support

• Accessing their rights for paid childcare – need support?

• Special, concrete materials can help mobilise wider family
resource 

• Need to work for full time working parents as well as non-
working

Training

Restriction

Environmental
Restructuring

Enablement

 

Service Provision

Fiscal Measures

Environment/Social
Planning

 

 

Social
opportunity

Social in�uences

 

• Modelling – seeing others doing it

• social norms, group conformity, group norms, social support,
group identity, modelling – e.g. in parent groups – seeing others
do it

• Social support – getting wider family involved

• Group norms – may be cultural differences in adult-child
interaction patterns

• Social support – importance of faith communities 

• Social support – can’t be stigmatizing and needs to be
intrinsically motivating/fun

Restriction

Environmental
restructuring

Modelling

Enablement

Communication/
Marketing

Service Provision

Fiscal Measures

Environment/Social
Planning
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COM-B TDF Speci�cs of barriers and enablers of relevance to the domain Intervention
Function

Policy Categories

Re�ective
motivation

Professional/
social role and
identity 

• Social role – parents want to do the best for their child Education

Persuasion

Modelling

Communication/
Marketing

Service Provision

Beliefs about
capabilities 

• Self-esteem, belief about own capabilities, perceived
competence – e.g. training others

• Some parents may believe they are “doing it all” – need to be
challenged?

Education

Persuasion

Modelling

Enablement

Communication/
Marketing

Service Provision

Optimism • Optimism – self e�cacy through video of progress Education

Persuasion

Modelling

Enablement

Communication/
Marketing

Service Provision

Beliefs about
consequences

• Believe advantaging children if give them technology whilst
underestimating value of own interactions

• Want to do the best for their child – but need simple
messages explaining bene�ts of speci�c behaviours to their
child

• Parent believes child can’t do it – sees HV do it and changes
their views

• Parent may believe that what they do won’t make a difference.

• Parent may believe watching a story on the television is the
same as sharing a book

Education

Persuasion

Modelling

Communication/
Marketing

Service Provision

Intentions • Develop intentions to do the behavior – agree to try 

• Maintain stable intentions

Education

Persuasion

Incentivisation

Coercion

Modelling

Communication/
Marketing

Service Provision

Goals • Set goals – describe and identify concrete time and contexts
to do behaviours

• Action planning and 

• Choose goal and time of day and make a very speci�c time
and context to try something new

• Know that you will be reviewed – have check in a good
motivator

Education

Persuasion

Incentivisation

Coercion

Modelling

Enablement

Communication/
Marketing

Service Provision

Automatic
motivation

Reinforcement • e.g. Through video of child’s progress 

• Having a go and seeing it work is best reinforcement

• Video could reinforce feelings of hopelessness – inability

• Pleasure gained from sharing ‘special toys’

• Books/gifts much more rewarding than info giving lea�et –
more likely to engage

Training

Incentivisation

Coercion

Environmental
restructuring

Communication/
Marketing

Service Provision

Emotion • Embarrassment/discomfort to try new behavior

• Overwhelm

• Fear of exposure as not having skills themselves

Persuasion

Incentivisation

Coercion

Modelling

Enablement

Communication/
Marketing

Service Provision
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Notes: analysis is based on guidance and resources in Michie, S., L. Atkins, and R. West, The behaviour change wheel: a guide to designing
interventions. 2014, Surrey: England: Silverback Publishing.. Strike through i.e. Incentivisation indicates an intervention function identi�ed as relevant
to the TDF and barrier/enabler but judged not to be appropriate to the intervention context

 

Table 6 Enablers identi�ed as needing to be in place to engage in the target behaviour change (increase frequency of responsive interaction
behaviour) organised with respect to the COM-B components and the TDF domains.

COM-B
component

TDF Domain and description of enablers 

Capability Physical skills 

Have skills to follow a child’s lead in play or share a book

Have literacy skills to share a book

Knowledge 

able to choose age appropriate books, toys and activities

know what kinds of questions to ask during book sharing/shared activities and how to follow child’s interests

Decision making 

Able to decide on what they need to change to achieve their goal

Regulation

Able to monitor their own use of the new behaviour and make and stick to an action plan to do it

Motivation Belief about capabilities and optimism

Feel they can make the change and increase the use of this behaviour

Feel making the change is worthwhile and that there is scope to increase their responsiveness

Beliefs about consequences

Feel child will engage and so will respond or bene�t

Feel the chosen behaviours are best for the child and other behaviours (e.g. TV viewing) are not equally good – have reason
to change

Feel that what they do will make a difference 

  Intentions and goals

Have de�nite intention to try to increase their use of the behaviour

Able to set a clear goal and create action plan for implementing it

Emotion

Do not feel Embarrassed at trying new behaviour and/or have fear of exposure/being judged

Do not Feel overwhelmed by additional demands

Opportunity

 

 

 

Physical Opportunity A

Have the books and toys needed to use this new behaviour including books in home language 

Have access to playgroups, drop-ins or other contexts to support the use of these behaviours

Physical Opportunity B

Have a family and/or social network to draw on to support them 

Have access to/making use of childcare for siblings or child 

Social opportunity

See others in their social group using the responsive communication behaviours in a range of contexts

Have a family and/or social network to also use the behaviours with their child 

Have opportunities for supported ‘together time’ which is intrinsically rewarding for child and parents
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Table 7  Summary of key results feeding forward to �nal intervention design.

Target behaviours for the intervention Use a chosen responsive interaction behaviour for 10 – 15 minutes every day from the
following list:

• Get down to your child’s level 

• Follow your child’s lead and interests 

• Pause and wait for your child to show you what they are interested in 

• Listen watch and respond to their communication – this can be words, points, sounds or
movements

• Describe what your child is doing or looking at – imagine what they are thinking and
feeling and say that

• Show them you are having fun and use an interesting voice

• If they do communicate, copy what they say or mean to say and add a word

• Try to use fewer questions and instead describe what is happening. 

• When you do ask questions try to keep them open – where, who when and why rather
than Yes No questions

Appropriate intervention contexts In daily routines chosen by parents/caregivers

• Bath time

• Getting out and about in the pram to the shops or park

• Breakfast, lunch or tea-time 

• Nappy change time

• Playing with toys

• Sharing books 

• At the library or toddler group

• Bedtimes

• Any other ‘together time’

Barriers and enablers to the targeted behaviour
change

Listed in Table 6

Intervention functions

 

Primary functions – Training, Enablement, Modelling, Persuasion

Additional function - Environmental Restructuring*

Intervention delivery level/ policy categories Primary category - Service delivery 

Secondary category - Communications/Marketing 

Additional category - Fiscal and Environmental/social planning*

Factors for equitable, acceptable, practicable
intervention delivery

Tailoring

Language and principles of shared decision-making

Modelling

Alliance and trust between practitioners and parent/caregivers

Inclusive

Motivating resources and approach

Aligned to current services

Note: * of speci�c relevance to families where there is a need to tackle barriers with respect to physical and social opportunities.

Figures
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Figure 1

Overview of the intervention stages, outputs, and their linkage

Figure 2

Simple Logic Model and to guide intervention development
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Figure 3

The proposed intervention model
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