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Abstract:
Background: While a Practice Elements approach is gaining popularity in many clinical settings, it is currently unknown as to whether such an approach, when focused specifically on promoting responsive caregiving to infants, is both feasible and acceptable, as part of the continuing professional development of early years skill mix workforces. Specifically, little is currently known in terms of whether local site readiness and how various strands of implementation support (such as supervision, team learning and consolidation activities) leads to the successful adoption and delivery of such an approach. 
Aims: The overarching aim of this study is to identify the barriers and facilitators to the effective implementation of a Practice Elements approach, designed to support the training and development of early years skill mix practitioners in five Start for Life pilot workforce sites in England.
Methods: This qualitative process evaluation focuses on the implementation process of a Practice Elements approach following five cohorts of facilitators and trainees. The data collection focuses on two phases of implementation – i) the training; and ii) the embedding of skills within routine practice. It involves the use of cross-sectional surveys and semi-structured interviews over a 12-month period.
Ethics and dissemination: Ethical approval for this study will be obtained. The findings from this evaluation will be disseminated via a variety of routes including publications in academic, policy and methods journals and conference presentations. 

Strengths and Limitations:
· The results of this study will provide important understanding about whether a Practice Elements approach with a particular focus on responsive caregiving and other parenting interventions, could be adopted within early years policy and practice. 
· It will also provide a comprehensive understanding of what a successful implementation of a Practice Elements approach should involve within a heterogeneous sample of five English Local Authorities.
· Running concurrently with a bigger national trial (Barlow, Fanner, Sleed et al, in press), this evaluation will provide further insights in terms of the training and development of skill-mix workforces in addition to the other evaluation’s multiple work packages focusing on the skill-mix workforce pilot configurations, experiences of families and economic analysis. 
· This evaluation does not focus on a local authority’s entire skill-mix workforce within the Start for Life period within the 0-5 age group, only including new or existing skill-mix workforces that are taking part in the wider workforce pilot within a 0-2 age group. 
· There is significant risk of partial or missing data relating to impact and process measures on educational and supervision outcomes of this skill-mix workforce. 
· The implementation of the Practice Elements is only being carried out within a short space of time, up to one calendar year in most local authorities, so therefore longer term process will not be obtainable within this evaluation.

1. Background
1.1 The context
The Nurturing Care Framework for Early Childhood Development states that optimal nurturing care ‘…ensure[s] children’s good health and nutrition, and protect[s] them from threats…[and] also means giving young children opportunities for early learning, through interactions that are responsive and emotionally supportive.’ (WHO et al. 2018: page 2). These interactions, provided through responsive caregiving, are considered integral to good quality care provision for young children, and responsive care is one of the five components that make up the Framework (WHO et al. 2018). The Best Start for Life: A Vision for the 1,001 Critical Days aims to ensure that every family in England is entitled to a universal offer of health visiting services, with those families with greater vulnerabilities being afforded ‘universal plus’ offers, including for example, targeted follow-up work, such as support with infant behaviour (HM Government 2021). This vision has been encouraged within the 75 English local authorities within the Start for Life and Family Hubs programme, which is currently being evaluated in a national workforce pilot models trial (Barlow, Fanner, Sleed et al, in press) and includes multiple work packages focusing on the skill-mix workforce pilot configurations, experiences of families, and an economic analysis. 
Within both policy and practice, it is recognised that there are workforces, in addition to midwifery, health visiting and general practice, that have significant contact and provide vital support to families in the critical 1,001 days, including staff nurses, nursing associates, community nursery nurses, and paid and voluntary community support workers. This emerging trend reflects in part the long-standing context of more than a 40% decline in registered health visitors working in England since 2015 (NHS Digital 2024) but adds further complexity to the lack of consensus on how best to organise, model and evaluate workloads within the health visiting service (Reid and Tracey 2023).

Health visiting service design and the organisation of caseloads also changed as a result of legislative changes to public health commissioning and funding arrangements, the long-term impact of austerity on local authority funding decisions, increasing numbers of complex presentations and needs of families (Whittaker, Appleton, Peckover et al. 2021). This has resulted in national policies (e.g. Start for Life and Family Hubs programme, the Health Visiting and School Nursing Delivery Model, etc), recommending innovation within the health visiting service through the use of new workforce models, which draw on the expertise of a range of skill-mix practitioners. Historically, skill-mix workforces have assisted health visitors through the delegation of a specific task, the provision of support, or delivery of an aspect of an assessed plan of care. This has been focused on activities that have been considered relatively predictable and low risk, with the accountability remaining with the delegating health visitor (Cowley, Kemp, Day et al 2012). More recently, in light of the decline in health visitors, research is needed to understand how skill-mix practitioners have adopted, adapted and worked with families who may present with higher risks and more unpredictable needs.  

Although skill mix workforces have existed for several decades, little academic research has focused on their training, development, and ongoing support needs (e.g. postnatal depression screening training for health visiting support staff, Osborn 2012) or their ability to deliver specific evidence-based interventions for vulnerable families (e.g. the Infant 2 School intervention, Baldwin, Sumpton, Hook et al 2024).  

1.2 Development of Practice Elements
The drive towards the delivery of evidence-based programmes to improve outcomes for families in the early years, has resulted in the development and evaluation of a large number of programmes that vary quite considerably in terms of their duration, delivery and content.  This led to an interest in identifying the core components within each programme that are associated with improved outcomes.  These common or practice elements (also referred to as evidence-based kernels, Engell et al 2023) are frequently present in many interventions, depending in part of the nature and theoretical underpinning of the model. These common or practice elements have been identified as those that are most strongly associated with positive outcomes (Engell et al 2023). The different components have been modularising (or compartmentalising) to enable practitioners to train in those modules that are most relevant to the populations with whom they work, and to use these flexibly within their wider skill-set. This contrasts significantly with the training of practitioners in one particular programme, which may or may not suit the specific needs of their client group. 

The workforce pilots present a unique opportunity to trial a Practice Elements approach with a specific focus on supporting responsive caregiving and as a potential way of widening access to expertise to promote the parent-infant relationship within Start for Life Programmes (DHSC and DfE 2023). This ensures that all practitioners within skill mix teams use consistent and evidence-based approaches to supporting responsive caregiving, thereby increasing understanding on the part of families with regard to how to respond effectively to their babies’ needs. 

Consultations with subject matter experts and a commissioned literature review of the feasibility of applying a common elements approach to improving outcomes for vulnerable children aged 0-2, identified that there is no current curricula or modules that have been developed with regard to responsive caregiving, but that a common elements approach provided a promising methodology to address this.
The development of the Practice Elements model that was implemented and evaluated as part of this study was based on the academic literature, the Family Nurse Partnership National Team’s implementation experience, and experiential learning based on conversations with international colleagues. The aim for the final Practice Elements modules was that they should be focused on ‘how’ families engaged with practitioners and ‘what’ families needed to understand and learn to be better equipped in providing responsive care to their babies. The content of the Practice Elements was mainly identified and selected from two academic sources (Kaminski et al 2008, Leijten et al 2019) and the ‘end product’ comprised 10 practice elements, split across three modules (see box 1). The training was initially provided by the Department of Health and Social Care (DHSC) to health visiting skill-mix staff within five pilot sites, who will be expected to deliver localised training of the practice elements as their skill-mix workforce increases over the lifetime of the pilot. 

1.3 Study Aims and Objectives 
The overarching aim of this study is to understand if a Practice Elements approach focused on the training and development of early years skill mix workforce is associated with the implementation, quality and delivery of evidence-informed practice on responsive caregiving.

Objective 1: To explore how a Practice Elements approach can support the development and sustainability of a skill-mix team, in terms of job recruitment, retention, and satisfaction. 
Objective 2: To assess changes in knowledge, attitudes and skills of the skill-mix workforce trained in the use of a Practice Elements approach to support the provision of a consistent and complementary practice with regard to promoting responsive caregiving in parents as part of Start for Life services.
Objective 3: To understand the feasibility of implementing a Practice Elements approach within the context of policy and practice in the critical 1001 days.

The above aim and objectives will ultimately assess changes in the pre- and post-training knowledge and implementation approaches of the skill-mix workforces who have undertaken the Practice Elements training, in addition to assessing its impact on a number of educational and supervisory outcomes (please see the Supplementary Materials). The aim and objectives will also provide greater understanding on what local site readiness may look like across the different pilot local authorities. This will include detailed qualitative information on how different types of implementation support activities, such as supervision and coaching arrangements, team learning, and consolidation activities may work and interact within a local implementation of Practice Elements approach.

2. Methods
2.1 Study design
The study will involve the use of a mixed methods approach in which both quantitative and qualitative data are collected using a concurrent triangulation design, in order to explore structure, process and outcomes related to the use of practice elements within skill-mix teams funded through the Start for Life funded workforce pilots. The study will include sites that have successfully implemented the training and delivery of the Practice Elements, and sites in which these did not progress as planned. The latter will enable us to explore the barriers to the successful implementation of a Practice Elements approach in their area. 

2.2 Overarching evaluation design and framework
The Donabedian Framework (2005) (Structure; Process; Outcome) will be used to conceptualise and organise the skill mix data collection and analysis both separately and together in one overall synthesis. This framework will also facilitate further quality improvement measures by conceptualising and organising data, in parallel, using the Implementation Cascade Model (ICM) (Berkel et al 2011) to sensitively observe changes in fidelity, quality and adaptation of the Practice Elements Training implementation. The rationale for combining the Donabedian framework and ICM is to avoid the general assumptions of quality monitoring models (such as ICM) in that by enacting processes to ensure quality programme delivery and participant responsiveness, effective outcomes will naturally and consistently follow (Kemp 2022).  See Box 2 for further detail. 

2.3 Sample
The sample will include all SfL staff within the five funded Workforce Trials population who take part in the Practice Elements Training, and who go on to utilise the training as part of their practice over the next 12 months. The sample will be made up of those skill-mix practitioners who receive the training, staff who will become Trainers to further cascade the training within local sites, and other staff who provide managerial, leadership, coaching and supervision support in the local implementation of the Practice Elements Approach. 

2.4 Data collection and sources: 
The data collection and sources will focus on two areas of the Practice Elements approach: 
· Stage 1) evaluation of the training programme, and; 
· Stage 2) measurement of reflective practice and supervision / coaching arrangements.
Data collection points: 1) pre-training, 2) post-training within 3 months of completing the training, and again at 9-12 months) and 3) the on-going support within the consolidation, within 4 months (MCSS-26 scale), and at 9-12 months (semi-structured interviews and MCSS-26 scale). In addition to the RPQ scale, the pre- training surveys will collect information on demographic and professional details including grade; job title; years trained; professional qualifications; academic qualifications; and years spent in parent-infant relationship work. In addition to the MCSS-26 scale, the post training surveys will collect information on all the aspects of the practice elements, particularly the training experience and confidence in embedding of the new knowledge and skills within routine practice.

2.4.1 Stage 1 data collection 
The focus of this stage of the evaluation will be to examine changes in knowledge, attitudes and skills of the skill mix team who attended the original PE training delivered by the DHSC team. Identified leads from each site will attend an additional Train-the -trainer course, delivered by the DHSC team to enable them to support consolidation of learning to existing staff and to allow them to train any new staff recruited into the pilot using the same slides, resources and materials used by DHSC. The evaluation will also explore perceptions of other local SfL staff who interact with the trainee’s work in some way e.g. supervision support. The pre-training and immediate post-training data collection will be conducted by the DHSC training facilitators and will be repeated, by the DHSC team, at each subsequent delivery of the training by the local sites. The deidentified data will be analysed by the research team. 

2.4.1.1 Impact of the training on knowledge and skills: will be assessed using a brief post-training survey that will be circulated to all staff taking part in the Practice Elements training by the DHSC trainers prior to their participation in the training, immediately after their participation, and again at 9-12 months. The 9-12 month post-training survey questions will focus on the original Practice Elements training in relation to their current practice (i.e. to measure fidelity, quality and adaptation of the Practice Elements) and a repeated Reflective Practice Questionnaire (RPQ) (Pridis and Rogers 2018). The RPQ is a 10-item self-report questionnaire that includes a multi-faceted approach to measuring reflective capacity and also includes sub-scales on several other theoretically relevant constructs such as desire for improvement, confidence, stress, and job satisfaction, as well as job retention (e.g. staff leavers information). The RPQ will be used as a standardised measure in changes pre and post training. 

The questionnaire will be administered through either a paper-based version or an email link sent to each supervisee at the above timepoints. The online forms will include an information sheet, and completion of the questionnaire will be taken as consent to participate. These pseudonymised questionnaires will be given an ID number.

The same timings for the administration of the post-training survey will be applied to any new cohorts of skill-mix practitioners trained in the locally developed/delivered Practice Elements training. We will monitor all local training programmes for new staff, and staff leavers.

2.4.1.2 Stakeholder perspectives: In-depth semi-structured interviews will be conducted with trainers and trainees of the Practice Elements Approach training programme, within 3-5 months post-training period within the trainers and at months 9-12 with the trainees only. Additionally, a sample of caseload holders and other staff who provide supervision and coaching support, and staff involved in leading the development of the local Practice Elements Approach training programmes will be interviewed at months 9-12. The SfL site leads will send invitations for interviews in each site. Interviews will take place either face-to-face or virtually, and will be audio recorded and transcribed. 

[bookmark: _Hlk160044543][bookmark: _Hlk160044551][bookmark: _Hlk160044575][bookmark: _Hlk160044587][bookmark: _Hlk160044595][bookmark: _Hlk160044620][bookmark: _Hlk160044649]A total of four interview schedules will be developed for the different stakeholders. 1) The trainee interviews will focus on uptake of learned content and intended/actual use, particularly focusing on how practitioners reflect on their learning journey, and how this has been effectively maintained by two ongoing modalities of clinical support: coaching and supervision in their daily practice. They will also be asked about their perceptions of the teaching and learning delivery methods e.g. the split face-to-face and virtual training offer. 2) The trainer interviews will focus on the perceived uptake of learned content by the trainees, as well as the trainees’ responsiveness to the intended fidelity, quality, and adaptation of the Practice Elements (Content and Process). The initial interviews with trainers will be made up of the national DHSC team. They will also be asked about their perceptions of the teaching and learning delivery methods e.g. the split face-to-face and virtual training offer. 3) The interviews with caseload holders and other staff who provide supervision or coaching will focus on their perceptions of the Practice Elements Approach, especially in relation to the development and sustainability of skill mix teams. 4) The interviews with staff involved in developing local training programmes will focus on their perceptions of feasibility of implementing the Practice Elements Approach training, as well in relation to the development and sustainability of skill mix teams.

Once each local SfL site has begun planning and implementing their own localised Practice Elements training programme to new or other skill-mix practitioners involved in delivering the Practice Elements offer to local families, the same timings of the above surveys will be applied.  

2.4.2. Stage 2 Data Collection
The data collected in this stage of the evaluation will focus on the fidelity, quality, and adaptation of the Practice Elements (Content and Process Elements) and to further refine Sustainability Elements as identified in 2.4.1.2 above. 
2.4.2.1 Impact of Supervision
To measure the outcomes of the supervision modality, experience of ongoing supervision (within 4 months, and 9-12 months) will be assessed using the MCSS-26 (previously known as the Manchester Clinical Supervision Scale)[footnoteRef:2]. The MCSS-26 can be used for both individual and group supervision models, offering flexibility depending on what each local authority decides upon. The MCSS-26 scale will be administered through an email link sent to each trainee at the above timepoints. The online forms will include an information sheet, and completion of the questionnaire will be taken as consent to participate. These pseudonymised questionnaires will be given an ID number. [2:  See: https://whitewinstanley.com/mcss26/
] 


The MCSS-26 is a standardised self-completion tool, consisting of 26 questions, which are rated on a five-point scale from strongly disagree (0) to strongly agree. The possible range of scores is between 0 and 104, with higher scores indicating a greater perceived clinical supervision effectiveness and a threshold score of ≥ 73 signifying effective clinical supervision.  The MCSS-26 has questions relating to the supervisee, their clinical supervision and the clinical supervision session characteristics including the following domains: Trust/rapport; Advice/support; Care skills; Value of clinical supervision; Personal issues; Ability to reflect.
The same timings for the administration of the MCSS-26 scale will be applied to any new cohorts of skill-mix practitioners trained in the locally developed/delivered Practice Elements training. 

3. Data analysis
Qualitative data from the semi-structured interviews will be analysed using a thematic analysis. Quantitative data will be analysed using descriptive statistics and also inferential statistics that will examine correlative relationships between fidelity, quality and adaptation between difference stages of the Practice Elements Training implementation through the various pre- and post-training survey reports, including changes in the RPQ and MCSS-26 scales. So, for example, we will aim to address whether factors such as workforce numbers and other trainings attended are associated with the quality of the delivery of services. This data will be further complimented or explained in the semi-structured interview responses.
Triangulation – the two types of data will be used together to assess whether the above results, that have been refined and assessed for the commonly used or featured components of the Practice Elements approach (as described in Appendix 3) are associated with the quality and delivery of evidence-informed practice to improve outcomes with regard to child and parental functioning. The Donabedian Framework and ICM will be used as frameworks for this triangulation process.

4. Ethics and Dissemination
Ethical approval for this study will be obtained as an amendment to an existing IRAS approval for a wider evaluation of the Start for Life programme. The findings from this evaluation will be disseminated via a variety of routes including publications in academic, policy and methods journals and conference presentations.
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Supplementary Materials
List of Education, Coaching and Supervisory Outcomes
Education outcomes:
· Demographic data from participants on their demographic and professional details including grade; job title; years trained; professional qualifications; academic qualifications; and years spent in parent-infant relationship work
· Thematic data from the surveys (audit).
· Reflective Practice Questionnaire data (see questionnaire overleaf)
· Thematic data from the post-training interviews with trainees, trainers and other staff involved in supporting Practice Elements.

Coaching and supervisory outcomes: 
· MCSS-26 scale.
· Thematic data from the surveys (audit).
· Thematic data from the post-training interviews with trainees.


The Reflective Practice Questionnaire 
	
	(1). Very Rarely
	(2). Rarely
	(3). Sometimes
	(4). Often
	(5). Very Often
	(6). Almost Always

	1. During interactions with clients I recognize when my pre-existing beliefs are influencing the interaction.
2. During interactions with clients I consider how my personal thoughts and feelings are influencing the interaction. 
3. During interactions with clients I recognize when my client's pre-existing beliefs are influencing the interaction.
4. During interactions with clients I consider how their personal thoughts and feelings are influencing the interaction. 
5. After interacting with clients I spend time thinking about what was said and done 
6. After interacting with clients I wonder about the client’s experience of the interaction.
7. After interacting with clients I wonder about my own experience of the interaction. 
8. After interacting with clients I think about how things went during the interaction.
9. I think about how I might improve my ability to work with clients. 
10. I critically evaluate the strategies and techniques I use in my work with clients.
	 
	

	 
	 
	
	



Scoring, all measures provide a score that can range from 1 - 6. 
· Reflective practice score = Average across items 1 - 10. 
· Confidence score = Average across items 11 - 18 
· Uncertainty/Stress score = Average across items 19 - 26. 
· Work satisfaction score = Average across items 27 - 30. 







	Box 1. Practice Element Modules for Responsive Caregiving
Module 1: Engaging
To ensure that all practitioners are working effective to engage with families from first contact and throughout the time they are working together.
· Engaging and building
· Understanding open questions, affirmations, reflections and summaries (OARS)
· Supporting change
· Making plans
Module 2: Responding
To support parents to develop an understanding of and the skills needed to provide care that is sensitive and responsive for their baby.
· Recognising and responding to emotions
· Focused and joint attention
· Mind mindedness and mentalisation
Module 3: Developing
To support parents to provide a safe and stimulating environment which maximises their baby’s development.
· Creating a safe environment
· Matching care to baby’s stage of development
· Understanding the benefits of positive caregiver interactions



	Box 2 – Underpinning theoretical frameworks
i. The Donabedian Framework (2005) 
In terms of the Structure; Process; Outcome framework, Structure will include data from the following sources: 1. Data provided by the sites in their SfL MI returns (i.e. workforce numbers in different grade and also status as delivery staff; support or volunteers); 2. primary data collection using surveys (i.e. previous experience; qualifications; years post training); and wider datasets (site location; IDACI score). This will also be complemented by any additional information found through the desktop documentary analysis of the local workforce stratification plans for each site. Both the process and outcome data will include quantitative measures that are collected pre- and post-training and supervision sessions (i.e. audit data and scale data), and delivery of the practice elements (i.e. audit data). It will also include the qualitative data that is collected using semi-structured interviews (i.e. what is helpful and unhelpful, etc). The outcome data will include pre- and post-training knowledge, skills, and attitudes as well as implementation knowledge and approaches of the skill-mix workforces from the earliest data collection timepoint to the last. 
ii. Implementation Cascade Model
Berkel et al’s (2011) Implementation Cascade Model (ICM) will provide as an over-arching theoretical lens for all analyses. The ICM will assist in exploring whether the suitability, local site readiness and the proposed implementation support leads to successful adoption and delivery (measured by acceptability, confidence, engagement, penetration, integration, sustainability, and scalability) of a Practice Elements approach. The ICM focuses on evidence-based programme outcomes by identifying and monitoring the behaviours of facilitators (e.g. the Practice Elements trainers, caseload holders, supervisors, coaches, site leads, etc) and participants (i.e. the trainees, skill-mix practitioners) in terms of: 
1. the fidelity, quality and adaptation observed regarding the facilitators’ behaviours;
2. the responsiveness (i.e. the fidelity, quality, and adaptation of the facilitator’s behaviours) in the participants’ behaviours. 
The ongoing quality improvement processes of balancing the adherence to fidelity of an evidence-based programme and the adaptation to a real-world or practice setting is fundamental in achieving sustainability (this will include observing the management of change in local sites) (Kemp 2016). This focus on sustainability will provide the framework for identifying the sustainable elements within the Practice Elements approach. In addition to the ICM, a key focus will be on the 4 D’s in terms of potential risks to subsequent implementation: drift, dilution, disappointment and delusion. These will be used as a lens to explore results that may show unclear, partial or suggest poor sustainability of the Practice Elements approach.  





