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Executive summary
Introduction

Concerns have been raised in recent years about the oral language development of young children,
particularly in areas of disadvantage. Estimates suggest that up to 50% of young children from
deprived backgrounds have speech, language and communication needs (SLCN). These concerns have
led to the launch of campaigns such as Hungry Little Minds, and more recently some new guidance and
an assessment tool published by Public Health England (PHE); recognition of the fact that early oral
language development is a public health issue. What is less well understood is how best to support
children who are identified as being at risk of language difficulties. However, one potential avenue of
support is through improvement of the home learning environment.

The importance of the home learning environment was brought into sharp relief with the first national
lockdown due to Covid-19 in March 2020. Schools and early years settings closed to all but children of
key workers or vulnerable children, which meant the majority of children were unable to access the
support and input they usually receive through attendance at settings outside the home. A second
national lockdown began in January 2021. Once again, all schools closed, and families had to juggle
work, childcare and home schooling. Early years settings remained open, but attendance rates did not
return to pre-Covid levels with many families choosing to keep their young children at home. Clearly,
therefore, support for families to provide a high quality home learning environment has never been
more important.

Unfortunately, there are few rigorously evaluated programmes that focus on the home learning
environment. The focus of this report is a home-based programme delivered by the charity BHT Early
Education and Training. The Talking Together programme combines a universal language screening
for all two-year-old children in the Better Start Bradford (BSB) reach area, with a targeted 6-week
programme delivered to parents in the home. The programme consists of one-to-one visits over a six-
week period delivered by specialist language development workers (LDWs). The programme is
designed based on evidence of the importance of parent-child interaction, and aims to provide parents
with the skills, knowledge and confidence to provide a language rich environment. Moreover, the
programme has been adapted for delivery in an ethnically diverse community, with LDWs able to
deliver the programme in many of the languages represented in the community, and interpreters
employed to support families if necessary.

Talking Together is currently commissioned by BSB; a public health initiative funded by the National
Lottery Community Fund. Together with Born in Bradford, BSB have established a new birth cohort;
Born in Bradfords Better Start (BiBBS) enables evaluations of the impact of services on the outcomes
for children and families.

Aims and Objectives

The primary research aim of the oTTer project was to establish the feasibility of a definitive
randomised control trial (RCT) of Talking Together. There were two key objectives involved in meeting
this aim; a) to assess the feasibility of conducting a trial to evaluate the effectiveness of Talking
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Together including the acceptability and utility of the intervention outcome measures and b) to embed
a qualitative evaluation within the oTTer trial to identify challenges with the implementation and
delivery of the Talking Together programme as part of a trial. A secondary aim of the project was to
understand factors in referral, uptake and attrition figures associated with Talking Together, which
may inform the future provision of the service. The third aim of the project was to use the quantitative
and qualitative data together to make an assessment of whether the Talking Together intervention
shows evidence of promise.

Methods

For our feasibility study, we carried out a two arm randomised controlled feasibility study in a single
site. 102 families were randomised in a 1:1 ratio to either an immediate intervention group, or a
waiting control group.

We looked at routine monitoring data (i.e. number of referrals, rates of consent, completion rates,
attritionrates, etc), as well as child language outcome data (potential primary outcomes for a definitive
trials), and parent-level outcome data (potential secondary outcomes).

Potential Primary Outcome Measures
e Oxford CDI- Short: This is a vocabulary checklist used to assess children’s lexical knowledge.
e WellComm Early Years: This tool uses a combination of observation, direct assessment, and
parent report to gain a holistic picture of children’s language skills.

Potential Secondary outcome measures
e Maternal Object Relations Scale (MORS): a measure of attachment and parent/carer and child
relationship
e Home learning environment questionnaire (HLEQ): This measure assesses the frequency with
which families engage in eight types of language enriching activities in their home.
e Strengths and Difficulties Questionnaire (SDQ): The SDQ is a well-validated and widely used
measure of children’s emotional and behavioural wellbeing.

Additionally, qualitative data was collected through interviews with practitioners and families to
explore barriers and facilitators to participating in the trial.

We used a RAG (red, amber, green) rating for progression criteria that focused on recruitment,
adherence and attrition.

To explorefactorsinreferral, uptake and attrition, data from the BiBBS cohort was linked to data from
families who attended the two-year universal language screening. A series of regression analyses were
conducted with ethnicity, first language and level of education as predictor variables.
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Key Findings

Progression Criteria

Recruitment: 74% of families referred into Talking Together were eligible for the trial,and 62%
gave consent to take part, putting recruitment in green in terms of progression criteria.
Adherence to the assessment timeline set out in the protocol ranged from 51% (red) to 89%
(green).

We had a 32% attrition rate, which we classed as red according to our progression criteria.

Identification of Primary and Secondary Outcome Measures

CDI Understanding was identified as our primary outcome measure. Data showed that this
measure had a high level of completeness, was reliable and responsive.

MORS was identified as our secondary outcome measure. The MORS measure showed a high
level of completeness across all time points. The MORS Warmth subscale was the most
responsive to change over time of all the non-language measures and correlated well with the
language measures. Reliability of the MORS Warmth subscale was less than ideal. However, on
balance this measure appeared to be the most appropriate for capturing the impact of the
programme on parents.

Barriers and Facilitators

Qualitative interviews suggested that the programme was positively received by families.
There was some concern from the LDWs over the use of a waiting control group, which
resulted in some eligible families not being offered the trial. Some LDWs were also concerned
about the increased administration involved in being part of the trial. Training and teamwork
were key facilitators in overcoming some of these concerns.

Predictors of referral, uptake and attrition

There were no significant predictors of referral or attrition. This suggests maternal education
or speaking English as a First Language did not impact on how families were referred into the
intervention or how likely they were to complete the intervention.

Regression analyses revealed that uptake, or acceptance of the Talking Together programme,
was predicted by the variable First Language. Families who had English as a First Language
were more likely to accept the offer of Talking Together than families for whom English was
not their First Language. This is not surprising, given that the intervention is primarily run in
English and families with English as a First Language are likely to find it easier to access this
service than families with limited or no English language abilities. However, it does suggest that
there may be parts of the community that are underserved due to their language background.

Evidence of promise

Based on all the available evidence, including group differences in favour of the intervention
group on the identified primary and secondary outcome measures, the acceptability of the
intervention, as well as the experience of participants that the intervention made a difference
to parents and children, it was considered that this intervention shows evidence of promise.
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Conclusion

Referral rates into Talking Together indicate that it is a much-needed service, and the results of this
study indicate that is positively received by the community it serves. Interpretation of our results
against progression criteria would suggest that full trial of the programme is feasible with some
adaptations particularly relating to reducing attrition.

Next Steps

The results of the study provide clear support for further research into the effectiveness of Talking
Together. This feasibility and pilot study is one of the first steps on the path to an effectiveness
evaluation. The next step should be an efficacy evaluation, using an RCT or quasi-experimental design.

In addition, we need to explore the replicability of the programme beyond the specific areas of
Bradford where it has been running to date.
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Introduction
Oral Language and the Home Learning Environment

There has been increasing momentum in the promotion of oral language as a fundamental foundation
for children’s educational achievement, social and emotional development, and even later
employment opportunities. Reports from Bercow?!, The Communication Trust?, and the Early
Intervention Foundation® for example have shown that a large number of children in the UK are
starting school with language skills below that expected for their age. Speech, language and
communication needs (SLCN) are particularly prevalent in areas of disadvantage; it is estimated that
language difficulties affect over 20% of children from more deprived backgrounds*. These concerns
have led to the establishment of campaigns such as the Government’s Hungry Little Minds campaign.
More recently Public Health England have published a set of guidelines for professionals working with
very young children that detail how best to support language and communication skills®>. A new
assessment has been published alongside these guidelines for use by health visitors and other
professionals to identify children in need of support as early as possible®. While this is certainly a
positive move, the issue of how best to support those children at risk, and indeed who should provide
that support is still unclear. What is clear however, is that the home learning environment (HLE) is the
bedrock of children’s early language development’®. Therefore, efforts to support children at risk of
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language difficulties could be effectively targeted at working with families who need help in developing
the knowledge and skills necessary to support their children’s language development.

The importance of a high-quality home learning environment was brought into sharp relief with the
closure of schools and early years settings in March 2020 as a result of the COVID-19 pandemic.
Families were being asked to educate their children at home whilst juggling work commitments, and
for many families, health issues and financial concerns’. Unfortunately, reports have emerged
suggesting that this situation has led to increasing inequalities!®. Switching to remote learning left
many children disadvantaged by the “digital divide”, with children from more affluent backgrounds
having better access to laptops, tablets and smartphones than those from less affluent backgrounds?'?.
In addition, children who accessed additional support through attending settings were no longer in
receipt of that support, and children with difficulties emerging during lockdown may have gone
unnoticed because contact with services was limited. For example, a report from the children’s
commissioner highlighted that face to face visits with health visitors and social workers were to be
carried out virtually, if at all, making it extremely difficult to identify children with additional needs,
particularly in the area of language and communication'?. Moreover, the pandemic saw a rise in
parental mental health issues, domestic abuse and children living in poverty; all factors that have a
significant impact on a child’s development'?. As settings reopened, it became clear that children’s
language and communication skills suffered as a result of the lockdown. Recent Ofsted briefings have
shown that children returned to reception classes with language and communication skills below that
expected for their age'®. In addition, a survey of early years providers suggested that language and
communication skills were a priority moving forward, second only to personal, social and emotional
development?!. The nation embarked on a second lockdown in January 2021. Once again, all schools
closed, meaning that families were once again required to juggle, work, childcare and home schooling,
increasing stress in the home. Moreover, while early years settings remained open, attendance rates
did not return to pre-Covid levels?®. Clearly, therefore, support for families to provide a high quality
home learning environment has never been more important.

Unfortunately, there are few rigorously evaluated interventions, using home-visiting or other designs,
for young children identified as being at risk of language delay®. Campaigns such as Hungry Little
Minds and Tiny Happy People provide resources for families that aim to increase their knowledge of
language development, and give them ideas for activities that will improve their interactions with their
babies and young children. But without direct support, the messages contained in these resources may
not be implemented effectively. This report details a feasibility evaluation of the Talking Together
programme; a home-based language and communication support programme developed and run by
BHT Early Education and Training (BHT) in Bradford, which seeks to fill this gap. The team at BHT
worked directly with parents to support the home learning environment of children from
disadvantaged backgrounds, and culturally and linguistically diverse families. The Talking Together
programme combined a universal screening assessment for all families with children aged two years
of age, with a programme of one-to-one visits in the home over a six week period for families identified
asin need of support. The programme itself was delivered by specialist language development workers
(LDWs) who had extensive training in children’s language development. It was designed based on
evidence of the importance of parent-child interaction, and aimed to provide parents with the skills,
knowledge and confidence to foster a language rich environment. Although when the intervention was
developed it mainly served a white English-speaking British community living in relatively high levels
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of deprivation, it was successfully adapted to serve the ethnically and linguistically diverse BSB
community. LDWs were able to deliver the programme in many of the languages represented in the
community, and interpreters were employed to support families if necessary.

Better Start Bradford

Talking Together was commissioned by Better Start Bradford (BSB); a public health initiative funded
by the National Lottery Community Fund which focused on providing preventative early years
interventions to an ethnically diverse community living in inner-city area of Bradford. Launched in
2015, BSB commissioned numerous programmes that focussed on three key areas; social and
emotional development, nutrition and obesity, and language and communication. The programmes
were aimed at pregnant women, and families with young children. A wide range of services were
commissioned including antenatal and midwifery, breastfeeding support, parenting programmes,
healthy eating programmes, and programmes encouraging the use of outdoor spaces. To support
language and communication, BSB commissioned a book gifting scheme and a programme of CPD for
early years practitioners as well as the Talking Together programme.

BSB partnered with the long-running Born in Bradford Birth Cohort study to establish a new birth
cohort; Born in Bradford’s Better Start (BiBBS)'’. Families within BSB were invited to take part in
BiBBS at routine pregnancy appointments. The aim of BiBBS was to follow the journey of families using
routinely collected data from health, education and BSB projects to enable evaluations of BSB projects
on outcomes for children and families.

Aims and Objectives

The primary research aim of the oTTer project was to establish the feasibility of a definitive RCT trial
of Talking Together. There were two key objectives involved in meeting this aim; a) to assess the
feasibility of conducting a trial to evaluate the effectiveness of Talking Together including the
acceptability of the intervention outcome measures, and whether they suggest the intervention shows
evidence of promise in terms of group differences and b) to embed a qualitative evaluation within the
olTer trial to identify challenges with the implementation and delivery of the Talking Together
programme as part of a trial.

The research questions for the feasibility study (objective a) were:

1. What are the recruitment and retention rates of Talking Together established by the number of
participants who were identified, eligible, approached, consented, randomised, completed the
programme, and followed up six months after baseline?

2. How representative are the trial participants compared to the wider population receiving the
intervention, based on key demographic indicators?

3. What are the most appropriate outcome measures for a future definitive RCT, considering group
differences, the acceptability, reliability, data quality (completeness), and responsiveness of
administered measures?

4. What is the sample size needed for a definitive trial based on intervention completion and attrition
rates, along with outcome data, group differences and variability between study arms?
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5. Was the intervention delivered with fidelity to the standardised procedures as measured by
assessing the intervention content, and the frequency and duration of support received by
participants?

6. What are the time and resources required to train practitioners to administer the intervention, and
how do these relate to resource requirements for definitive RCT development?

The research questions for the qualitative evaluation (objective b) were:

1. How acceptable are the intervention and trial procedures for practitioners and families, including
randomisation and completion of outcome measures?

2. What were the barriers and facilitators to the intervention and the trial?

A secondary aim of the project was to understand factors in referral, uptake and attrition figures
associated with Talking Together, which may inform the future provision of the service. For example,
if particular families are at risk of refusing or not completing the programme, BHT could develop
strategies to mitigate this outcome. Our objective was to link the data from the BiBBS cohort to
families screened for referral into Talking Together and to explore the links between level of
education, ethnicity and language, maternal attachment and socioeconomic status on referral, uptake
and attrition figures. The research question for this objective was:

1. How does level of education, ethnicity, first language, maternal mental health and SES relate to

referral, uptake and attrition for the Talking Together programme?

The third aim of the project was to use the quantitative and qualitative data together to make an
assessment of whether the Talking Together intervention shows evidence of promise. The research
question for this objective was:
1. Does the evidence collected from quantitative and qualitative data show evidence of promise that
the Talking Together intervention has a positive impact on parent and child outcomes?

Methods

Feasibility Study
Study design

The main component of this work was a two-armed individual randomised feasibility study in a single
site. Participants were randomised in a 1:1 ratio to either an immediate intervention group, or a
waiting control group. Participants in the immediate intervention group began the intervention
shortly after allocation, while participants in the waiting control group began the intervention (if still
appropriate) approximately six months after randomisation. The study protocol has been published,
and is available here?® https://doi.org/10.1186/s40814-019-0498-2.

Implementation and feasibility outcomes were assessed using routine monitoring data (i.e. number of

referrals, rates of consent, completion rates, attrition rates, etc.), as well as child language outcome

data (potential primary outcomes for a definitive trial), and parent-level outcome data (potential
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secondary outcomes). Additionally, qualitative data was collected through interviews with
practitioners and families participating in the trial.

Setting and participants

BSB serves three areas of the city. These areas were specifically selected for this programme due to
their high levels of deprivation, and according to IMD figures they represent some of the most
deprived areas of England. Within the BSB community, approximately 37% of children did not achieve
a Good Level of Development in the EYFSP in language and communication in the 2018/19 academic
year, suggesting that there is a demonstrable need for targeted support for children’s language skills
in the early years?®’.

It was estimated that during the recruitment phase, approximately 670 families would be seen for the
Universal Language Assessment (screening), and of these, approximately 250 families would be
referred on to the Talking Together programme. All families who were offered the intervention during
the recruitment phase were assessed for eligibility to participate in the feasibility study.

Interventions

Talking Together intervention

The Talking Together programme comprised two components; the Universal Language Assessment
and the targeted Talking Together intervention. Language Development Workers (LDWs; early years
practitioners with extensive training in children’s early language and communication development)
delivered both components of the programme, and the whole service was funded by BSB.

The Universal Language Assessment was offered to all families of a child aged two within the BSB reach
area. Data for those families with consent to data sharing with BSB was passed onto the Talking
Together service provider, BHT Early Education and Training (BHT) from Bradford District Care Trust.
BHT then invited families to receive their screening via a letter, and LDWs scheduled an appointment
to visit the family in their home. During this visit they administered both the Universal Language
Screener and the Oxford CDI?° (see Outcomes section), and observed the child, the parent, and the
home environment. On the basis of these measures and their observations, LDWs made a decision
about whether there was a concern about the child’'s language and communication development, and
referred into the intervention accordingly.

The Talking Together intervention aims to provide parents with a foundational understanding of
children’s language development, and to improve parent-child interaction and the home learning
environment. These improvements are then believed to lead to advances in children’s language skills
(see Theory of Change, in Figure 1).
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The programme consisted of six weekly sessions, delivered one-to-one with parents and children in
the home by LDWs. The sessions focus on five topic areas, including what is communication, the
importance of play, attention and listening, turn-taking, and praise and encouragement, each of which is
covered in one session. The final sessionis used to summarise the content covered, and can be adapted
to the needs and interests of individual families. Sessions begin with LDWs providing pre-specified
information on the week’s topic, and then LDWs work with parents to consider how to support their
child with skills related to the week’s topic in a way that works for the family’s environment and
interests. At the heart of the programme is the importance of taking an assets-based approach, to
ensure that parents feel supported rather than judged and to build on the skills and resources that
families already have available to them. As such, while the programme is manualised and fidelity to the
delivery of the core content is monitored, LDWs are encouraged to personalise the content for each
family to make it as relevant and accessible as possible. LDWs provide personalised ideas for activities,
bring along resources for the family to enjoy and be inspired by, and leave activities that parents
complete between sessions. The sessions also allow for LDWs to model good adult-child interaction
while observing parent’s behaviours, ensuring they praise their strengths while gently suggesting
alternatives for less optimal behaviours. Parents are encouraged to discuss their own concerns so that
LDWs can work with them to troubleshoot any challenges they face (for example, children’s behaviour
or discipline). This approach also ensures that the programme is language general, and is appropriate
for use with any family, regardless of their home language.

Assessments of both parent and child outcomes were carried out in the first (T2) and last session (T3)
of the programme by LDWs as an integrated part of these sessions (see Outcomes). At the follow up
assessment point (T4), the assessments were carried out by research assistants (RA), who attended
with an LDW to provide continuity for families.
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Figure 1. Talking Together theory of change.
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Waiting control

During the first assessment session (T2), families in the waiting control group received a packet of
information, resources, and activities that they could use with their child. The RA explained the
contents to the family, and ensured they understood all the contents and where they could look for
additional information independently. An RA then saw families again at the second assessment session
(T3), and finally at the follow up assessment (T4) the measures were completed by an LDW in the
presence of an RA. This allowed the LDWs to assess whether the intervention was still needed for
child. As such, although it was not possible for the assessors to be blinded, for both arms of the trial T4
assessments were carried out by someone who had not been involved with the child’s treatment
previously.

Within the community at the time of the trial, the provision for children’s language and communication
development was limited. Health visitors with concerns about children’s language development at the
two-year assessment could refer to Speech and Language Therapy Services, as could children’s early
education and childcare settings. Beyond that, another BSB project ran story and rhyme sessions open
to all families, and families were encouraged to download the Bradford 50 Things to do before 5 app.
No other dedicated language support was available.

Sample Size

As thiswas a feasibility study and not an effectiveness evaluation, the study was not powered to detect
significant effects. The sample size was based on previous guidance for feasibility studies, which
suggests 30 participants per arm @422, We aimed to recruit 120 participants at screening (60
participants per arm) to allow for attrition.

Eligibility criteria
Families were invited to participate in the study if they met the following inclusion criteria:

e they had been referred to Talking Together by a LDW following the Universal Language
Screening

they consented to receive the intervention in their home

they lived within the reach area of BSB

their target child was aged between 2 to 2.5 years

they nominated a specific family member to receive the entirety of the intervention

they consented to randomisation, and accepted that if they were allocated to the control group
they would wait six months to receive the intervention and would be visited for additional data
collection during the wait

e they spoke primarily English, Urdu, or Punjabi with the target child

Families were excluded from the study if they met any of the following criteria:

e their target child had a known sensory impairment or developmental disorder
e their referral into Talking Together came from a source other than an LDW (i.e. safeguarding
authorities)
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e they were unable to confirm a specific family member to participate in the entirety of the
intervention

Randomisation, Allocation, and Blinding

Referrals from families with informed consent to participate in the trial were randomised (1:1) to
either immediate intervention or waiting control. Minimisation was used to ensure that the two groups
were balanced on (a) language of delivery (English or not English), (b) Children’s Centre reach area
(Area A or Area B), and (c) whether multiple children would be present during the delivery of the
intervention (yes or no). Children’s Centre reach area was included based on previous data suggesting
that need for and uptake of the intervention was different in this area compared to others within the
reach area. The randomisation process was carried out by a statistician within the data management
(DM) team at BiB. Eligible referrals were entered onto the SystmOne database, which the DM team
then accessed once a week in order to randomise. Each referral allocation was then recorded on
SystmOne (a centralised Electronic Health Record system used to allow continuity and communication
between multiple health and care providers), and accessed by the senior BHT staff. Families were told
of their treatment allocation by LDWs (invention group) or RAs (waiting control) when contacted to
arrange their first session.

It was not possible to blind LDWs and RAs to treatment allocation due to their need to deliver the
intervention and assessment sessions. The research team were also aware of treatment group for
anonymous participants as this was necessary for monitoring the trial and the data analyses, and one
specific member of the research team was unblinded to treatment conditions in order to conduct
participant interviews.

Objectives

The primary research aim of this study was to determine the feasibility of conducting a definitive RCT
of the Talking Together intervention. To this end, the primary feasibility objective was recruitment
rate and retention in the trial. This was assessed through counts of the number of families that:

received the universal screening

were eligible to receive Talking Together

were offered Talking Together

accepted Talking Together

were eligible for the feasibility study

were not eligible for the feasibility study and the reason why

were approached to take part in the feasibility study

consented to take part in the feasibility study

The timing, number, proportion, and reason for withdrawals from the intervention
The timing, number, proportion, and reason for withdrawals from the trial

In addition to the primary objective, there were a number of secondary objectives that were important
to understanding future trial feasibility. These were:
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e To understand the representativeness of the trial participants compared to the wider
population of children receiving the intervention, compared on:

o Age
o Gender
o Ethnicity

o Homelanguage
e To identify the most appropriate outcome measure for a future trial by considering data
collection and completeness, including:
o Data completeness for all participants at each time point (e.g. the number of
participants with quantitative data)
o Data completeness for all outcome measures at each time point (e.g. proportion of
missing item-level data)
Internal reliability of the outcome measures
Standardised Response Means for the outcome measures
Differences between groups at the beginning and end of the intervention
o Correlations between the outcome measures
e Toestimate the sample size needed for a future definitive trial
o Thedifference between the immediate intervention and waiting control group (means,
95% confidence intervals) at the 6-month follow up on the Oxford CDI?° and the
WellComm?3
e To understand if the intervention and trial were delivered with fidelity to standardised
procedures
o Number and timings of session delivery for all participants
o Number and proportion of participants who complete the interventions
e To understand the resource requirements for the current trial and how these relate to the
requirements of a definitive trial using:
o Estimates of the time and resources necessary to train LDWs to deliver Talking
Together
Counts of the number of fully trained LDWSs
Quality assurance data in the form of staff observations of adherence to standard
intervention content
e To understand the acceptability and barriers and facilitators to the intervention and the trial
using:
o Qualitative interviews with parents participating in the trial
o Qualitative interviews with practitioners delivering the intervention and trial

O O O

Assessment and Outcome measures

Screening measures

The Universal Language Assessment is carried out 1:1 in families’ homes by a LDW. There are two
elements to this assessment.

e BHT Language Screener: This tool was originally developed by BHT in collaboration with a local
Speech and Language Therapy service, and later updated with input from academic partners.
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LDWs present parents/carers with ten statements about early communication and language
skills, and parents answer whether their child is showing this skill often (two points), sometimes
(one point), or not yet (no points). Parents are asked to consider all of their child's languages,
so the assessment is suitable for both monolingual and bilingual children learning both English
and non-English languages. As LDWs are assessing for multiple risk factors for early language
weakness through both these assessments and their observations, the screener also asks
LDWs to record their main reason for referral to the intervention (language and
communication, child behaviour, parent behaviour, home learning environment, or supporting
a family with complex needs).

Oxford Communication Development Inventory-Short (CDI-Short)?°: This is a vocabulary
checklist used to assess children’s lexical knowledge. LDWs read out a list of 100 words, and
parents are asked for each word whether their child can understand it and whether they use it
productively (e.g. speak it).

Intervention outcome measures

Children in both arms of the study were assessed on intervention outcome measures three times; pre-
test, post-test, and follow up to determine the feasibility of these measures for use in a future definitive
trial (see Figure 2). Assessments were administered by an LDW or RA in the family’s home. These
assessments were selected based on considerations of level of expertise required to administer the
assessment, the ease of administration, the time to administer, the cost, and the appropriateness of
the measure for monolingual and bilingual children speaking different languages.

Tl T2 T3 T4
Baseline - Pre-test - Post-test - Follow-up
Universal Language First assessment Second assessment Third assessment
Assessment session (0 months) session (2 months) session (6 months)
Oxford CDI - Short Oxford CDI - Short Oxford CDI - Short
BHT Language WellComm WellComm WellComm
Screener MORS MORS MORS
Oxford CDI - Short HLEQ HLEQ HLECY
sDQ sDQ s5DQ

Figure 2. Participant timeline and schedule of assessments (white box), and assessments
administered at each timepoint (grey box).

Potential primary outcome measures - child outcomes

Oxford CDI- Short?°: This assessment was administered in the same way as during screening
(see above).

WellComm Early Years?®: This tool was designed to be used by anyone working with early
years children and is both re