MANCHESTER
18324

NHS 2= Newcastle
Pennine Care <y UniverSity

The University of Manchester NHS Foundation Trust

E]QE']
2o

SenYences
Therapy

The BEST Manual

Professor Cristina McKean, Dr Sean Pert,
Dr Carol Stow & Dr Christine Jack
© 2025



Acknowledgements

We would like to thank the following people for their contribution to this manual:

Emily Armstrong

Elaine Ashton

Laura Chambers

Kate Conn

Carol-Ann McConnellogue
Em Richardson

Naomi Rose

Jenny Sandham

We would like to acknowledge the enormous professionalism, flexibility and resilience of the
LIVELY Research Team (Christine Jack, Emily Armstrong, Kate Conn, Jenny Sandham, Naomi
Rose, Elaine Ashton) to continue to deliver the intervention during the pandemic and their
commitment to providing high quality and safe intervention to the children in the LIVELY study
at a time when the needs were so high.




A Home

Language,
Early Intervention
Programme for

‘\6((:1‘{""«““ ,} Iy, “‘ Mr’:%i
S é ’4 33
gﬁ Y s ,;l?
Zecypm “ i il
Young ildren 7 o) (a
‘N 7 7 T A
° @( : oy ' 33
1 h La I I l I a e éf( /{:rmu‘ l!ulll::ﬂ\‘ ‘\@
(( 'm,h..‘ 5_'.'- ,l?‘

F
¢ gy M\ v“"‘)e“x
Wi g™ !
° o ' f
Difficulties D i N
e, e e
L P,

£ ; 3
1 ;
é 3
€ 7 ‘;II"
r Language ST
7 i 3
f 3
/ I 3
A A
f | §
[ q, i 3
[ i 3
( { N
1SO1Tders | . ;
"'r ' ¢ Ny
lq i VAN
)’é g | » 3
. L. Z L7 " ‘@i“ A
Professor Cristina McKean, Dr Sean Pert, Dr Carol Stow Z ftu Wi B e 3
z A
4 [ N
& Dr Christine Jack 7 *j % 3
Z N
i N % N
§ Vo
% 3
f ] 4 \
V. 4 (] %



Early

Therapy
Manual

5 - Introduction

6- The BEST programme:
an overview

9 - BEST principles
10 - Who is BEST for?
10 - Who can deliver BEST?

10 - Where does BEST fit
into SLCN provision?

11 - In which language
should | deliver BEST?

11 - Where does BEST fit
into a language care
pathway?

12 - Language Structures

12 - Using Sign in BEST

The manual is split into different sections, these are colour coded:

An overview of BEST -

13 - BEST Entry Criteria and
Eligibility Assessment

14 - The BEST package

16 - Adapting BEST for a
one to one session the

17 - Working in partnership
with parents/carers

18 - Assessment and
recording the child’s
progress

23 - Further treatment

23 - Delivering BEST with
fidelity

24 - List of documentation
and materials

25 - The theoretical basis of

The theory behind BEST - pink

Information about how to deliver BEST - blue

the BEST intervention: a
usage-based approach

29 - How does BEST
harness the cognitive
mechanisms advanced
by usage-based theory?

34 - Appendix A: Care
Aims for children with
language difficulties or
language disorder

35 - Appendix B:
Equipment required for
the BEST Language
Programme: dolls, toys
and objects

36 - References

Information about working with Languages other than English -

All supporting materials for BEST can be found on the BEST website:

https:/research.ncl.ac.uk/best/



https://research.ncl.ac.uk/best/

The Early Years set the stage for a child’s later
development, forming either sturdy or fragile
foundations upon which all other learning and
development is built (Shonkoff, 2000). In the
same way, children’s language abilities set the
stage for their education, social development
and life chances across the life course (Law

et al, 2022). Children with low language at
school entry have substantially increased

risks of difficulties with literacy, educational
attainment, mental health, quality of life,
social inclusion and employment.

Around 10% of preschool children have
significant language difficulties which can
affect their communication, wellbeing and
social relationships (Law et al 2017). If children
reach 4 years of age with low language
abilities these are likely to persist (McKean et
al 2017). Such persistent difficulties alongside
negative consequences for functional
communication and educational and social
participation would indicate a diagnosis of
(Developmental) Language Disorder (D)LD)
(Bishop et al 2017).

Building Early Sentences Therapy (BEST) is an
evidence-based intervention for supporting
young children with language difficulties or
language disorder. It is a specialist intervention
originally developed to be delivered by Speech
and Language Therapists (SLTs) / Speech and
Language Therapy Assistants (SLTAs) and can
be delivered by Early Years Practitioners (EYPs)

trained and supervised by SLTs

The LIVELY randomised controlled trial
evaluated BEST in comparison to an active
control (an adapted Derbyshire Language
Scheme - A-DLS) and found BEST is effective.
Findings showed that this 8-week, 15 minute,
small-group intervention, delivered twice
weekly can produce moderate to high effects
in language outcome standard scores for
3-4-year-old children with low language. In
particular, when compared to A-DLS, larger
benefits were found for expressive language
whilst equivalent progress was also made

for comprehension (McKean et al 2025). An
earlier quasi-experimental study also showed
that BEST is effective in promoting gains in
production standard scores when compared
to usual practice in Early Years Settings
(Trebacz et al, 2024) and identified that the
signing component is an ‘active ingredient’ of
the intervention. Further details can be found
on the LIVELY website:

https:/research.ncl.ac.uk/lively/
publications

This manual describes how BEST can be
delivered by SLTs/SLTAs or by EYPs within
schools and other Early Years settings under
the supervision of an SLT.

The BEST Manual 5


https://research.ncl.ac.uk/lively/publications
https://research.ncl.ac.uk/lively/publications

The Building Early Sentences Therapy
programme (BEST) is a specialist language
intervention programme for children with
language difficulties or language disorder.

The intervention is delivered over 16 15-minute

sessions. Pre and post assessments are used
to evaluate treatment progress and short
decision point assessments enable progress
monitoring. Homework activities are also
provided. See Figure 1.

Figure 1. BEST overview
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The BEST intervention can be delivered by:

A speech and language therapist (SLT)
who has completed the BEST programme
training

Or

A speech and language therapy assistant
(SLTA) who has completed the BEST
programme training, and is supervised

by a SLT who has completed the BEST
programme training

An Early Years Practitioner (EYP) working
in an Early Years educational setting, who
has completed the BEST programme
training and is supervised by a speech
and language therapist who has
completed the BEST training.

A knowledge of signing (Paget Gorman Signed
Speech (PGSS) and/or MAKATON)) is desirable,
but not essential as this will form part of the
BEST programme training. See page 12 for
details.

If using MAKATON, special attention should
be paid to signs for the morphology and not
just the content words.

The person who is delivering BEST must have
completed the BEST programme training

6 The BEST Manual

available on the BEST website:

https:/research.ncl.ac.uk/best

BEST assessments (eligibility, baseline,
progress checks and outcome assessments)
should be completed by an SLT.

BEST groups can be delivered by an individual
professional or by pairs of practitioners
depending on the group size or needs of the
children in the group.

The BEST programme is suitable for children
aged between 3;0 and 6;0 years of age who
are not yet using 2, 3 and 4 clause sentences
consistently.

The BEST programme is designed to be
delivered to small groups of between two and
six children. The core program is designed to
be delivered in English to children who are
experiencing language difficulties in English as
their home language.

Versions are available for children whose

home languages are other than English

(LOTE) specifically for Mirpuri, Sylheti, Polish,
Punjabi, Standard Bangla and Urdu. These are
available on the BEST website:

https:/research.ncl.ac.uk/best

Following RCSLT guidelines we recommend
intervention is provided in a child’s home



language (Royal College of Speech and
Language Therapists, 2018).

More information about BEST delivered in
languages other than English can be found on
page 11.

The entire programme (eligibility assessment
to outcome assessment inclusive) takes

a minimum of eleven sessions and a
maximum of sixteen sessions. Evidence

for the effectiveness of BEST is based on
sessions being delivered twice weekly and it

is recommended that sessions be delivered
at regular intervals (according to service
restrictions), with twice weekly being the most
common pattern of delivery.

Twice weekly delivery is the only model which
has been evaluated in research studies and so
is recommended. There are built-in decision
points to evaluate the child’s progress. Children
leave the BEST programme when they have
achieved the aims on their BEST Care Plan
(see page 20).

The BEST programme differs from other
language interventions in several key areas:

The approach is input based - the
children hear spoken sentences matched
with small toys acting out the sentence
to help them match the language to
the event and actions. The nature of the
input is precisely manipulated to support
children to use learning mechanisms
which promote language development.

The children listen to learn - the children
are given opportunities to join in in a safe
environment through play and verbal
responses. They are given the opportunity
to use their expressive language but a
verbal response is not essential, especially
at the early stages of the programme.

The children are not expected to

imitate, repeat or copy spoken
sentences - children hear examples

of similar language structures and are
given the opportunity to generate their
own spoken sentences with similar
grammatical structures but differing
vocabulary. In this way, the children are
supported to abstract language structures
and generalise their skills, rather than rote
learning specific sentences.

Comprehension is expected to develop
alongside expression - activities aim

to support the development of verbal
comprehension through modelling

of language structures alongside
appropriate actions with toys and
opportunities to generate novel sentences
to describe actions. Children are not asked
to follow instructions to demonstrate
comprehension. This is in-line with the
theoretical basis of the programme and
evidence of how typically developing
children learn language.

For more information about the theory behind
BEST see page 25.

The BEST programme is delivered in
partnership with the child’s parent(s)/carer(s)
and homework booklets are included in the
package. The homework involves the adult
saying the targeted spoken sentences and the
child listening to learn. For more information
about working with parent(s)/carer(s) to deliver
BEST see page 17.

The BEST programme is based on current
linguistic theory (Usage Based and
Constructivist theory) (see page 29) and
supporting evidence is available on the web
site: https:/research.ncl.ac.uk/lively

A detailed overview of BEST delivery and
associated clinical decisions can be found in

Figure 2.

The BEST Manual 7
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Figure 2: Flowchart of BEST delivery
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BEST Principles

‘Usage-based’ or ‘constructivist’ theories
suggests that children learn language by:

® Listening to language spoken by others
around them

® Rote learning short, simple and inflexible
spoken utterances in play and everyday
routines

® Building (or constructing) abstract
categories and language structures,
over time, through finding patterns in
the language that they hear and the
sentences they can use

Children must therefore hear a high
quantity of quality language input. This
may be impeded by environmental and
socioeconomic deprivation, or sensory
impairment (such as hearing loss).

Children also require the processing ability to
analyse the vast amounts of data provided
by the language they hear around them.
They must be able to identify language
patterns. Children who have difficulty with
this may present with language impairment.
Children with cognitive difficulties will find
the processing of the language data more
challenging and therefore acquire language
at a slower rate.

Finally, children must be interested in the
activities of others and hear the language
paired with the activities they observe.
Children with social communication difficulties
may have difficulty pairing the pragmatic
function to the language they hear.

Rather than teach the child a set of spoken
sentences or verbs, BEST aims to help the
child to develop a model of how spoken
sentences are formulated. In this way the child
can generalise rather than having to learn
each new sentence structure individually.
Having learnt the underlying principles of how
language is mapped onto a sentence frame,
the child is then ready to attempt to use
spoken sentences which they have generated
for themselves.

BEST aims to develop abstract representations
of sentences in the child’s language system, an
achievement which is thought to accelerate
future language development. To achieve

this BEST manipulates the language the child

hears in the following ways:

® Variation: Changing one element of the
spoken sentence within a set.

® Contrast: Pairing sentences with different
verbs but similar sentence structures in a
set.

® Signing and consistent morphological
‘frames’: Giving visual cues and consistent
‘sentence frames’ to highlight morphology
and help the child to spot patterns in the
input.

® Repeated input: Giving the child
numerous examples of the sentences in
a meaningful context, in therapy and at
home.

¢ Distributed sentence patterns:
Presenting the child with different
sentence types within a session and over
the course of the therapy.

Each of these strategies is an essential
component of the BEST approach. This also
means that the therapy is not staged from
simple to complex. It is helpful for the child

to hear spoken sentences from a range of
sentence types during the course of the
therapy and the child does not need to
succeed at producing one type of sentence
before moving on to more complex sentences.

The BEST Manual 9




BEST is for children:
aged 3 to 6 years

with language difficulties or
Developmental Language Disorder
(DLD), including children with mixed
receptive-expressive or expressive
language difficulties

who are monolingual or bilingual

BEST intervention can be delivered by:
A speech and language therapist (SLT) who has completed the BEST programme training
Or

A speech and language therapy assistant (SLTA) who has completed the BEST programme
training, and is supervised by a speech and language therapist who has completed the
BEST training.

Or

An Early Years Practitioner (EYPs) working in an Early Years educational setting, who has
completed the BEST programme training and is supervised by a speech and language
therapist who has completed the BEST training.

The person who is delivering BEST must have completed the BEST programme training
available on the BEST website:

https:/research.ncl.ac.uk/best

BEST assessments (eligibility, baseline, progress checks and outcome assessments) should be
completed by an SLT who has completed the BEST training.

BEST is a specialist level package for children
with identified and significant needs who require
specialist interventions (Bercow, 2008, Royal
College of Speech & Language Therapists, 2006).
For this reason delivery should be carried out,

or supervised by an SLT who has completed the
BEST programme training.

10 The BEST Manual



BEST resources have been developed for the
following languages:

English

Pakistani Heritage Languages:
Mirpuri
Punjabi
Urdu

Bangladeshi Heritage Language:
Sylheti

Polish

BEST can be delivered to children with either
monolingual or bilingual backgrounds. A child’s
eligibility for BEST should be that they are not
able to form 3-4 phrase utterances in either
their home language or English.

Home language should be employed in
assessment and therapy. In the UK this

is mandated by the HCPC Standards of
Proficiency and RCSLT Clinical Guidelines_
(HCPC 2023).

Children who speak a language other
than English (LOTE) should be provided
with a home language option, using either
one of the provided adaptations, or a
bespoke adaptation with the assistance of
a professional interpreter in line with RCSLT

It is suggested that, where there is concern
about a child’s language skills, the family is
encouraged to access universal provision.
Universal provision will provide a language-rich
environment where children may access play,
activities and opportunities for interacting with
other young children and supportive adults.
Targeted language stimulation packages may

Clinical Guidance (2018) and HCPC Standards
of Proficiency (2023). Providing an English-
only option for BEST and failing to provide

an equivalent home language option is
direct discrimination and should therefore be
avoided (see the Equality Act, 2010).

BEST is not an EAL programme and using
English BEST with LOTE children leads to direct
harm in that they will lose any home language
skills (Language Attrition). This leads to a
breakdown in cultural transmission and often
interferes with parent-child relationships.

In order to decide the appropriate language
for the delivery of BEST the SLT should
complete a language case history and discuss
the recommended therapy input language
with the child’s parent(s)/carer(s). Where

a child’s home language is not English an
assessment should be completed in the home
language with assistance from an interpreter.

It is strongly recommended that parent(s)/
carer(s) are contacted with the assistance
of a professional interpreter to discuss the
importance of home language intervention.

Information about BEST should always be
provided in the fomily’s home language,
remembering that families may well find
verbal explanations easier than written
leaflets.

also be provided by the Early Years setting.
Should the child continue to present with
language difficulties, a referral to speech and
language therapy services is recommended
for a specialist level intervention. BEST is a
specialist level intervention.

T
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Language Structures

In English, BEST targets the following:
Number of | Set | Argument structure Input Output
Arguments
1 A Agent + Action laughing sitting
1 B Agent + Action Jumping walking
2 C Agent + Action + Patient eating washing
2 D Agent + Action + Patient riding smelling
2 E Agent + Action + Patient kissing hugging
2 F Agent + Action + Patient kicking brushing
3 G Agent + Action + Patient + Locative putting putting
3 H Agent + Action + Patient + Locative pouring pouring
3 | Agent + Action + Patient + Locative putting pouring
3 J Agent + Action + Patient + Benefactive giving giving

Table 1: BEST target structures and verb pairs

For example
® Targument: The teddy is laughing
e 2 arguments: The girl is kicking a ball

® 3 arguments :The man is putting a key on
the table

In other languages, analogous two to four
clause structures are used.

Using Sign in BEST

Signing is recommended as a supporting
visual model of the structure being presented
to the children. It is a proven active ingredient
of the intervention.

We recommend Paget Gorman Signed
Speech to indicate the grammatical markers
and morphemes (e.g. is, -ing, the, a). Signing
of the morphological frame in this way is a key
cue for the child to support the development
of abstract representations of grammairr.

MAKATON or other sign systems in use in @
given community (e.g. Ldmh in Ireland) can
be used for the content words. Videos of the
signing used in the research studies (Paget
Gorman grammatical markers and MAKATON
content) are available on the BEST website

along with pictures of the signs.

Use of PGSS/MAKATON by the child is not

the ultimate aim of BEST but any use during
intervention is positive and adults should
recast these responses as though they are a
verbal response. They should not, however,
directly prompt the child to imitate the signs.
Use of PGSS/MAKATON by the child should be
seen as a stepping stone along the way to the
ultimate goal of verbal spontaneous use of the
target sentences.

https:/research.ncl.ac.uk/best/
deliveringbest

If using MAKATON, special attention should
be paid to signs for the morphology and not
just the content words.

12 The BEST Manual
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BEST Entry Criteria and Eligibility

Assessment

BEST should form part of the assessment

and treatment package for children with
Language Difficulties/Developmental
Language Disorder (DLD). It is, therefore,
expected that an initial assessment, including
observations, a range of formal and informal
assessments and a full parent/carer interview
(case history) will have been undertaken by an
SLT.

As part of the assessment process, the

BEST Eligibility Assessment is available. This
examines the child’s play, imitation and social
interaction skills, together with a short screen
of the child’s expressive language abilities.
Where a child fails any of the non-verbal
criteria necessary for them to access BEST
(Figure 3), consider a referral for a broad based
multidisciplinary developmental assessment.

Eligibility assessments should be carried out
by SLTs. This assessment may contribute to a
diagnosis, and it is important that all children’s
needs are appropriately identified. Mistakes
can potentially cause harm to children.

Assessments must be carried out in home
language with the assistance of professional
interpreters when required (see page 11).

Informed consent should be gained from the
parent(s)/carer(s) of all children undergoing a
BEST eligibility assessment and subsequent
therapy. This should include a discussion

on the reasons for assessment, the nature

of the BEST programme and opportunities
for parent(s)/carers to observe assessments

and discuss the outcome of the therapy.
‘Opt-out’ and written only consent are not
sufficient means of gaining informed consent,
especially where parent(s)/carers may have
limited literacy skills such as in areas of high
socioeconomic deprivation or where parent(s)/
carer(s) speak a language other than English.

Figure 3: Non-verbal skills necessary to access BEST

The BEST Manual 13




The BEST package

Therapy aims

There will be a written Care Plan for each child
based on the needs identified in the BEST
Baseline Assessment. The care plan states

the child’s aims to be achieved by the end of
the BEST programme. The care plan should
be written by the SLT and discussed with the
other staff providing the BEST therapy group.
The care plan should be agreed with the
parent(s)/carer(s) and where appropriate, the
staff at the child’s setting/school.

Aims are set from the following categories:
® Syntactic targets
® Vocabulary targets
® Grammatical targets
® Action (verb) targets

® Phrase level targets (Noun Phrases and
Verb Phrases)

The possible aims for the child are listed in
BEST Care Plan Treatment Aims (see page 34).

Note: The aims for each individual session are
not the same as the aims for the whole of the
BEST programme.

The care plan may contribute to an Education,

Health and Care Plan (EHCP) or similar. Where
a child comes from a home where a language
other than English is spoken, aims/targets in
home language should be set and achieved
prior to working on aims or targets in English.

Session aims

The BEST programme is designed to meet the
child’s needs over the course of the 16 sessions.
The child is not expected to provide error-free
spoken sentences in each session. Successful
spontaneous spoken sentences are the overall
aim by the end of the BEST programme, with
the emphasis on spontaneous production by
the child.

It is not necessary to elicit spoken output
from the child in every session. This is one of
the features of BEST: that children are free to
observe and listen until they feel confident
enough to attempt a spoken sentence
themselves.

For this reason, the person delivering the
therapy should give the child the opportunity
to use the target sentences expressively but

should not use strategies and techniques
designed to ‘scaffold’ success in spoken output
within a particular therapy session, e.g. forced
alternatives or direct imitation.

In this way, the child uses sentences they
have generated themselves and so develops
representations of the underlying language
structures of the target sentences, rather
than echoing or rote learning a specific set of
spoken sentences. This should ensure better
generalisation and more efficient language
acquisition.

The aims for each session are as follows:

® To hear target sentences used with
varying vocabulary and paired with
contrasting verbs

e To see signs indicating both grammatical
morphemes (PGSS) and content words
(e.g. MAKATON) in order to support
the child to ‘notice’ the morphological
structure of the sentence

® To be given the opportunity to attempt to
produce the target sentences

Delivering the therapy group
You will need:
BEST toy box (see page 35)

BEST Assessment Record Book (one for
each child) and BEST Therapy Record
Booklet (one for each group).

Optional items:

Video and/or audio recorder (for analysing
language samples, showing parent(s)/
carer(s), or self-evaluation)

Decide who will carry out the following roles:

‘Adult A" - the person manipulating the
toys and providing spoken sentence
models

‘Adult B” - the person providing PGSS/
MAKATON and recording the children’s
spoken sentences (if any)

BEST groups can also be delivered by

one practitioner depending on the size

and dynamics of the group. Step by step
instructions about how to deliver BEST with
one or two practitioners is described in Table 2
on page 15.

14 The BEST Manual




Step

One adult

Two adults

Introduction

Sit the children in a semi-circle around a table or on the floor.

No change

of noun Have the box or bag of toys needed for the session next to
vocabulary | you.
® Start with the ‘agent’ toys. Take each toy out of the bag/
box in turn while saying “I've got a...” If the children do not
name the object after a short gap, then name the toy. Do
not ask “what is this?” Repeat for all toys to be used in
the session
® Repeat this step with any additional toys needed for the
first set of sentences (e.g,, if starting with set C introduce
the apple, lolly, etc.)
® [tis not necessary for every child to label every object - if
any child labels an object, repeat the word to reinforce it.
Input e Step 1. Adult says, “let’s see what the people are doing” (it | If two adults are
(listening may be helpful to remind children that this the part where | delivering adult A
and seeing) they have to listen) says the sentence
phase ® Step 2: Adult carries out the action with the toy while ongl Cgm,fks] f:t t{he
simultaneously saying the target sentence (for the verb action wi < LOys.
y o ‘ ; At the same time
aughing’ you may need to make a ‘ha ha ha’ sound dult B g th
before saying the sentence) Sigﬁs produces the
® Step 3: If using PGSS/ MAKATON repeat the sentence '
while signing
® Step 4: Repeat steps 2 and 3 until all of the sentences in
the set have been presented to the children. Then move
on to the output phase
Output ® Step 1: signal to the children that this is their turn to say If two adults are
phase what the people are doing delivering adult A
(speaking ° 5. hild 1 h . ith th supports children
and doing) Step 2: support child 1to carry out the action with the to carry out the

toys for output sentence 1

Step 3: while child Tis carrying out the action with the
toys, the adult asks child 2 sitting next to them “what is
happening?”

Step 4: Accept whatever response is given by child 2 and
say the target sentence (“yes, the teddy is washing the
apple”) If the child does not respond after a short gap say
the sentence.

Step 5: record child 2’s response in the BEST therapy
record booklet (Spontaneous responses of other chidren
in the group should also be recorded)

Step 6: Support child 2 to carry out the action for
sentence 1

Step 7: While child 2 is carrying out the action, ask child 3
sitting next to them “what is happening?”’

Step 8: Continue round the circle until all children have
completed sentence 1

NOTE: It is not necessary for all children to respond, avoid
repeating the question, demanding a response or scaffolding
children’s responses. Avoid using additional verbal praise

actions. Adult B asks
children “what is
happening”, records
the responses

and recasts the
sentences

Note: If using

sign Adult B can
provide extra PGGS/
MAKATON support
while recasting

The BEST Manual 15



Step One adult

Two adults

behavioural issues.

® Move on to sentence 2. Continue around the semi-circle
repeating steps 2-8 until all children have attempted all
the sentences and the full set has been completed.

NOTE: This is how BEST was designed, but we have shown
that BEST will work if each child does a different sentence.
They do not all have to do all of the sentences. This approach
may be necessary if children have short attention spans or

We recommend the original approach is used if possible,
as literature on dosage suggests that children should do as
many repetitions as possible during a session.

Return to the input phase for the next set of sentences.
Remember to introduce any new toys and noun vocabulary

End of
session

Once the input and output phases for each of the sentence sets have been
completed the session is finished. At this point you can give verbal praise or give
stickers for extra motivation. You may also want to give the children some free
play time with the toys for an additional reward. Remember to give the relevant
homework packs to parent(s) and carer(s).

Table 2: Delivering the BEST programme

Adapting BEST for a one to one session

Adapting the session for a one to one
session

The BEST package is designed to be delivered

to a small group of children because of the
advantages this brings. Children benefit
from playing and talking together in a social
context. Children observe their peers using
language and experimenting with spoken
sentences. In addition, the delivery by two
adults allows the child to see the spoken
sentences (as PGSS and MAKATON signs)

at the same time they hear the spoken
sentences.

If only one child on your caseload requires the
BEST package, BEST may be delivered in a
one-to-one context, although this is the least
preferred method. Several therapists may
find it advantageous to cooperate in order to
deliver BEST to a group of children.

To deliver BEST, follow the same steps as
outlined in the table (see Table 2).

® Deliver Step 1: Introduction of noun
vocabulary in the same way as for the
group therapy session.

e For Step 2: Input phase, after
demonstrating the action with the toy(s),

model the PGSS & MAKATON signing for
each spoken sentence.

® For Step 3: Output phase:
1. Carry out the first action with the toys.

2. Help the child to carry out that action
with the toys. The child is not required
to speak at this point.

3. Ask the child “What’s happening?”

Help the child to repeat/continue the
action while they describe the action.

5. However the child responds, this
attempt is accepted by the adult who
recasts this attempt - “Yes......the teddy
is washing the apple”. The child is not
asked to repeat this recast.

6. Record the child’s first response in the
BEST Assessment Record Book.

7. Repeat for each of the output
sentences in the given set.

Note: Do not give forced alternatives,
scaffolded models or demand an imitated
response or eye contact from the child.
Additional verbal praise is also not necessary.
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Working in partnership with parents/

carers

Before a child starts receiving BEST there
should be a discussion about the programme
with their parent(s)/carer(s). It is important

to ensure that all parents/carers understand
what the programme involves before SLTs,
SLTAs or EYPs start delivering the programme.
BEST is a specialist level intervention so
parents should understand what this means
and why it is appropriate for their child.

Parent(s)/carer(s) should recognise the
important role they have in supporting their
child’s language development and that they
should look at the homework booklets with
their child after each session.

Some parent(s)/carer(s) may have limited
English or literacy so providing written
information should be supplemented with
verbal discussions. All information about BEST
should be provided to the child’s family in their
home language in verbal form. For standard
materials it is recommended that home
language verbal versions are provided via a
link to a video explaining and/or translating

the materials into the family’s home language.

QR codes on English leaflets and letters are
one way of making materials accessible to
LOTE speakers.

Giving feedback to parent(s)/carer(s)

‘Success’ for a session, especially for the first
therapy sessions will include the child having:

® Been interested in looking at the toys
® Played with the toys

® |ooked at the toys and then the adults
when hearing the spoken sentences

® |ooked at objects when they are named
or referred to

The child may also have imitated some of the
PGSS/MAKATON signs. Use of PGSS/MAKATON
by the child is not the ultimate aim of BEST
but any use during intervention is positive
and adults should recast these responses

as though they are a verbal response. They
should not, however, directly prompt the

child to imitate the signs. Use of PGSS/
MAKATON by the child should be seen as a
stepping stone along the way to the ultimate
goal of verbal spontaneous use of the target

sentences.

The child may or may not have spoken during
the therapy session. This should not be viewed
as significant, and parent(s)/carer(s) should

be encouraged to view the BEST programme
as a whole. Advise that the outcome of the
programme is established after a minimum
of eight therapy sessions and it may take up
to the full sixteen sessions before the child’s
expressive language noticeably improves.

Setting homework

There is a homework booklet to give to the
parent(s)/carer(s) following each therapy
session.

A discussion with parent(s)/carer(s)

should explain how important their role

is in supporting their child’s language
development. You should explain that the
homework packs have been designed to
support the language skills their child is
learning during the BEST sessions by giving
them extra listening opportunities in a
different setting.

There is one booklet for each of the 16 BEST
sessions containing the same sentences used
in the session:

https:/research.ncl.ac.uk/best/homework

In most of the booklets the sentence is written
underneath, these are available in English,
Polish and Sylheti. Some parent(s)/carer(s)
may find it easier to have booklets without
words so they can just describe what is in the
picture. These booklets can also be used for
languages which do not have a written form.
Versions are available without any text. It
should be highlighted to parent(s)/carer(s) that
the homework packs are not about reading
and pointing to the words, but about the
child listening to the parent/carer verbally
describing the pictures.

Encourage parent(s)/carer(s) to spend 5-10
minutes each day (or as often as they can!)
looking at the pictures together.

® The parent/carer should point to each
picture in turn and leave a short gap to
see if their child wants to describe the
picture, but they should not ask the child
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to describe it.

e [fthe child describes the picture but
misses out a word or uses an incorrect
word the parent/carer should not
correct them, they should say the correct
sentence in full after the child has spoken.
The most important thing is that the child
hears the full sentence.

e |[fthe child says nothing the parent/carer

should not prompt them, they should just
say the full sentence.

® |tisimportant that that the parent/carer
should not ask their child to repeat the
sentence after they have spoken.

® The child does not have to be looking
at the parent/carer or at the pictures, as
long as they can hear the sentence.

Assessment and recording the child’s

progress

Eligibility Assessment

The BEST Eligibility Assessment examines the
skills the child requires in order to benefit from
the BEST programme. These are:

® Triadic attention
® Symbolic play
® |mitation in play

It also includes a brief picture assessment to
examine the child’s expressive language.

There is a reminder to include hearing test
results (as a restriction in language input
would mean that the child would miss out on
the information required to construct spoken
sentences).

The eligibility assessment should be carried
out by an SLT.

Each of the three brief assessment areas are
assessed using everyday children’s toys. The
assessment areas are observations of the child,
and the equipment. Instructions and criteria
for achieving each area are listed on the form.

If the child passes the eligibility assessment,
then they are ready to progress to the next
step, the Pre-Treatment assessment.

If the child fails on one or more areas of

the non-verbal aspects of the eligibility
assessment, then the child is unlikely to benefit
from the BEST programme. Such children
should be referred to other sources of support.
SLTs may wish to discuss the child’s needs with
a senior or specialist colleague as part of a
clinical reflection during routine supervision.

Pre-Treatment Assessment

The Pre-Treatment Assessment is an

opportunity to evaluate the child’s skills prior
to commencing the BEST programme. It
should be carried out by an SLT. This is an
essential step, as it will allow the SLT to:

e Understand and document the child’s
current skills

® Discuss the child’s needs with the
parent(s)/carer(s)

® Compare the child’s skills at the end of
the programme in order to evaluate the
child’s progress (or failure to respond to
the programme)

® Write a care plan to share with:

- The team delivering the BEST
programme

- Parent(s)/carer(s)
- Setting/School staff

- The wider children’s workforce, as
appropriate

In addition to a full understanding of the
nature of the impairment, SLTs should also
consider completing a baseline clinical
outcome measure in order to capture wider
changes to the child’s health: their activity and
participation in daily activities; their personal
experience of and response to their difficulties;
and the environment around the child (see
the International Classification of Functioning,
Disability and Health (ICF) for further details
(WHO, 2001)).
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The pre-treatment assessment consists of
the following elements:

Comprehension baseline assessment

This is likely to be a descriptive assessment of
verbal comprehension, as children assessing
the BEST programme are typically at a very
early stage of language development.

Note: It is not necessary for a child to have
achieved a particular level of comprehension
prior to commencing the BEST programme.

Although the BEST programme does not
target verbal comprehension skills, it is likely
that the child’s comprehension skills will
develop along with their use of language.
Usage-based and Constructivist theory
suggests that the child does not need to fully
understand an utterance in order to use it. In
fact, using language and observing the effects
on other people is thought to help children
to acquire a more detailed understanding
of spoken language forms. This cyclical view
of language development is in contrast to
previous views of language acquisition where
it was thought that children needed a stable
understanding of a particular language
structure prior to using it expressively.

BEST Baseline Assessment

This is a picture book assessment of the child’s
expressive language. The child is shown one
picture at a time. The SLT says “Tell me what'’s

happening here”. The child’s response (if any) is
then noted.

It is not necessary to try and elicit full
responses, nor to repair, remodel or in any
way attempt to support the child to produce
longer spoken sentences. This is a baseline
assessment and will be compared with the
later assessments to establish if the child has
made progress. The aim of the baseline is to
capture the child’s spontaneous unsupported
expressive language ability.

Scoring the BEST baseline assessment

The target spoken sentences are listed in the
BEST Assessment Form. Scoring is divided into
two columns, Content and Morphology.

Content words are nouns and verbs.
Morphology includes:

e Determiners such as ‘a’ and ‘the’
e Auxiliaries such as ‘s’

® Inflections such as ‘-ing’

Tick if the element is included in the child’s

spoken response and put a cross where it is
absent.

e Off-topic, irrelevant and other such
spoken utterances are scored as incorrect.

® | ocal dialectal variations are scored as
correct.

[ ]

Substitutions which are semantically
inaccurate are also marked as incorrect,
e.g. ‘boy’ for ‘man’ would be marked
as incorrect. In the pictures, men are

depicted with beards to distinguish them
from boys.

Count the number of ticks and calculate the

percentage correct in the row at the end of
the assessment form.
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Scoring protocol

® Acceptable determiners for the agent are:
‘that’, ‘the’, ‘a’

® Acceptable determiners for patient are:
‘the’, ‘a’, ‘his’/‘her’.

® Where a Noun argument is marked
but the wrong lexical item is used, e.g.
‘dog’ for ‘cat’ this is scored as incorrect.
This is also the case for ‘mum’/’girl” and
‘boy’/’man’ confusions which are not
allowed.

® Where a subject pronoun (‘he’ or ‘she’) is
used for the agent, this is accepted as
correct.

® Where a child makes many attempts
or produces separate clause elements

as separate utterances, only the first
attempt/utterance is analysed. In
the case of children who stammer,

the clinician should use their clinical
judgement to decide which attempt to
record

® Where a child makes a false start and self
corrects part way through an utterance
the complete corrected sentence is
analysed, e.g. “the boy.... the man is
eating the apple”.

® The verb ‘combing’ is accepted in place of
‘brushing’.

® The verb ‘cuddling’ is accepted in place of
‘hugging’.

® The verb ‘licking’ accepted for ‘eating’ for
items containing ‘lolly” only.

Care plan

A written care plan stating the child’s
individual aims should be written by the SLT.
BEST can address a number of specific aims
for a child. A list of suggested aims is provided
(see BEST Care Plan Treatment Aims on page
34).

These are arranged into four main areas:

® Syntactic targets: These targets are for
children who cannot combine words into
spoken sentences.

® Vocabulary targets: These are for
children who have not yet acquired a
range of early nominal vocabulary. Do not
pre-teach the vocabulary if the child is
not familiar with the nouns which are part
of the BEST programme. They will learn
them as a part of this programme. In fact,
the presence of a language frame around
the word helps the child to abstract the
word’s meaning and function.

e Action (verb) targets: These targets are
for children who have not yet acquired a

range of verbs. Again, do not pre-teach
the vocabulary if the child is not familiar
with the verbs which are part of the
BEST programme. They will learn them
as a part of this programme. In fact, the
presence of a language frame around
the word helps the child to abstract the
word’s meaning and function.

® Phrase level targets: These targets are
for children who only use a single word or
uninflected lexical item in a phrase.

Each child’s Care Plan should be based on
the results of the BEST baseline assessment.
Do not use the same care plan for each child
in the group.

Some children will need to work on all of the
above areas whereas others may need to
work on only 2 or 3. BEST can address all of
the above areas for the specific sentence and
vocabulary items included in the intervention.

A suggested BEST Care Plan template is
included in the documentation.
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Progress tracker

The BEST Assessment Summary Table is a
convenient way of collating information
about each child’s progress through the BEST
programme. Map the percentage correct
scores for each of the following points along
the BEST programme:

® Pre-Treatment assessment

® Decision point 1

® Decision point 2

®  Outcome assessment

® [Post-Treatment review
Therapy sessions

Each therapy session consists of ‘sets’ of paired
verbs. In the input phase (1), the children

listen to between three and seven spoken
sentences while at the same time observing

the toys acting out the same spoken sentence.

The pairing of the action and the spoken
sentence is crucial for the child to make a
connection between the commentary and the
observed event. The child also sees a visual
representation of the spoken sentence in the
form of a PGSS/MAKATON sentence.

The children are not required to say anything
at this stage. If the children do comment,

it is not necessary to record these spoken
sentences.

In the output phase (2) the children are given
an opportunity to provide a spoken sentence
to match the toys’ actions. Note that this is
not a repetition of the previous verb. Record
what each child says verbatim. Only record
spontaneous spoken sentences (or words or
phrases the child offers without prompting or
support).

It is not necessary to support, scaffold,
provide forced alternatives, semantic or
phonemic prompts. The child will attempt a
spoken sentence when they feel confident to
do so.

It is not necessary to give verbal praise such
as ‘Well done!’, ‘Good try!’ or other similar
phrases. Providing a recast of the target
utterance in the target form will be much
more valuable and meaningful to the child.

Participating in the activities and playing
with the toys, and interacting with the adults
and other children acts as an intrinsic reward.
We find that the children find the activity
motivating and fun and that it holds their

attention.

In a group situation, a child may hear several
children producing the target spoken sentence
(or attempts at the target sentence). As the
BEST programme aims to develop the child’s
language skills by the end of the programme,
it is not a cause for concern if the child is
exposed to other children’s spoken sentences.
If the adult recasts each child’s attempt, (as
indicated in Table 2 describing the steps
involved in a BEST session) all of the children
will hear multiple examples of the target
sentences.

Occasionally a child in the group may produce
an unrelated or incorrect spoken sentence and
the child you are recording may imitate that
incorrect spoken sentence. In this case, re-
direct the child’s attention to the toys” action
and ask again “What’s happening?”

If a child produces no spoken sentence, model
the sentence and record ‘No response’ on the
BEST Therapy Record Book. Then move onto
the next child. Do not attempt to elicit any
spoken language from the child. If the child
repeats the model, do not record this, as it will
be a repetition and only spontaneous spoken
sentences should be recorded.

The order of the sets of spoken sentences is
listed on the BEST Therapy Record Booklet
next to the session number. Eight therapy
sessions are completed prior to the first
Decision Point. Depending on the outcome

of BEST Assessment Decision Point 1, a further
four therapy sessions are available. Depending
on the outcome of BEST Assessment Decision
Point 2 a final four therapy sessions are
available.

This means that, depending on the rate of
their progress, each child will complete either:

® Eight therapy sessions (the minimum
number)

® Twelve therapy sessions

® Sixteen therapy sessions (the maximum
number)

If a child misses a therapy session record this
on the BEST Therapy Record Booklet . At the
next routine group appointment the child who
has missed a session should receive the same
session as all the other children in the group.
Do not attempt to provide the child’s missing
session out of sequence, alongside the other
children.
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You may wish to provide additional one-
to-one sessions for the child when the BEST
therapy sessions have been concluded for the
other children, or as catch-up sessions during
the course of the treatment. However, as
stated previously, one-to-one therapy sessions
are likely to be less effective than the group
therapy sessions.

Attendance at as many sessions as possible
will, of course, have the best outcome for
the child. SLTs should discuss the importance
of attendance with the child’s parent(s)/
carer(s) and also encourage them to provide
daily input for the child using the homework
booklets provided.

Decision Point 1

When the child has completed eight therapy
sessions, administer BEST Assessment Decision
Point 1to decide if they need to continue with
the BEST intervention. There is a reminder to
complete this assessment after session 8 on
the BEST Therapy Record Book.

The assessment consists of eight pictures.
Record and score the assessment in the same
way as the BEST baseline assessment. Transfer
the scores to the Summary Table at the front
of the BEST Assessment Book.

Discontinuing BEST due to a successful
outcome at decision point 1

The BEST package has been effective if the
child scores 85% or above on both content
and morphology. This score is marked on the
Summary Table and is equivalent to a score of
21 for content and 29 for morphology.

Advise the parent(s)/carer(s) to continue
looking at the homework booklets daily
during the six week consolidation period. Then
complete the Post-Treatment review.

If the child has not achieved 85% or above
on both content and morphology then
continue with the next phase of the BEST
intervention.

Decision point 2

When the child has completed a further four
therapy sessions, administer BEST Assessment
Decision Point 2 to decide if they need to
continue with the BEST intervention. There is
a reminder to complete this assessment after
session 12 on the BEST Therapy Record Book.

The assessment consists of eight pictures.
Record and score the assessment in the same

way as the BEST Baseline Assessment. Transfer
the scores to the Summary Table at the front
of the BEST Assessment Book.

Discontinuing BEST due to a successful
outcome at decision point 2

The BEST package has been effective if the
child scores 85% or above on both content
and morphology. This score is marked on the
Summary Table and is equivalent to a score of
21 for content and 29 for morphology.

Advise the parent(s)/carer(s) to continue
looking at the homework booklets daily
during the six week consolidation period. Then
complete the Post-Treatment review.

If the child has not achieved 85% or above
on both content and morphology then
continue with the next phase of the BEST
intervention.

Outcome assessment

When the child has completed a further
four therapy sessions, the intervention is
complete. The child should now progress to
the consolidation period. The final outcome
assessment (post-treatment review) will be
carried out at the end of this period.

Consolidation period

Children should be given a break from therapy
of six weeks. During this period, parent(s)/
carer(s) should be encouraged to continue
looking at the homework booklets with their
child. Following this break, complete the Post-
Treatment review.

Post-Treatment review

The assessment consists of sixteen pictures.
Record and score the assessment in the same
way as the BEST Baseline Assessment. Transfer
the scores to the Summary Table and at the
front of the BEST Assessment Book.

The BEST Summary Table should now be
complete. This chart can be used to support
discussions with parent(s)/carer(s) relating to
the child’s progress and how this might inform
the next steps for that child and their family.
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Further treatment

If children have developed sufficient language
skills, then no further treatment is indicated.

It is important to consider if the child has any
other speech, language or communication
needs (such as phonological impairment

or dysfluency) as co-morbidity is common

in young children referred to speech and
language therapy services (Broomfield and
Dodd, 2004).

Children should only receive the BEST
programme once. Do not repeat the
programme with a child for whom the BEST
package outcome has been poor. Children’s
‘response to intervention’ is becoming widely
recognised as an indicator of future likely
progress. Children with a poor response to
the BEST programme are likely to require a
different approach and/or support from other
sources.

Children may have developed sufficient
language skills to use simple spoken sentences
but still have language difficulties when
compared to their peers. Such difficulties may
include problems with complex grammar

and language concepts. These should be
profiled and further appropriate interventions
identified.

In our clinical experience, children who have
completed the BEST programme and have a
poor outcome should be referred for specialist
and/or multi-professional assessment. Children
with pervasive language difficulties are likely
to have such difficulties in the context of

a general developmental delay, learning
difficulties or a specific difficulty learning
language.

An SLT should be involved in the decision
about future treatment.

Delivering BEST with fidelity

While each context and group of children is
different and it may be necessary to make
some minor changes to the programme, it

is important to deliver BEST appropriately.
The developers have identified the active
ingredients (see below). Most elements of
BEST are essential and making changes to the
materials, delivery of sessions, or other aspects
is likely to make the therapy programme less
effective or even ineffective. This includes
treatment intensity (dosage), and BEST is
designed to be delivered more than once a
week.

1. Introduction of the noun vocabulary

i. Allitems are shown to the child one-
by-one and the child is given an
opportunity to name the item.

ii. Allitems are labelled correctly by the
child spontaneously naming the items,
or the adult names the items or the
adult correctly names an item when
the child has incorrectly named an
item.

2. Input phase

i.  Toys complete the action with the
verbal model given simultaneously

ii. Signing is provided at the same time
as the verbal models

3. Output phase

I.  The child completes the action with
the toys accurately or is facilitated to
do so by the adult

ii. The child is prompted with ‘What’s
happening?’ or similar

iii. The adult gives a recast of the target
spoken sentence

iv. No repeat of the recast is requested of
the child

v. No verbal comments or praise are
used, e.g. ‘Good try!, ‘Well done’ etc.

vi. The child’s first spoken sentence
is written down accurately in the
recording booklet

4. Group Working

i.  Child 1 carries out actions while child
2 describes (output phase) and so on
around the group

A copy of the fidelity checklist used in the
LIVELY research is available on the BEST
website: https:/research.ncl.ac.uk/best.
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List of documentation and materials

If' you have an digital version of this manual all of the resources listed below are links.

If not, the most up to date versions of all picture book assessments, assessment and recording
books and other additional guidance are available on the BEST website.

https:/research.ncl.ac.uk/best.

1. BEST Manual
BEST Eligibility Assessment

BEST Assessment Picture Book

e BEST Eligibility Assessment: Expressive Language

Pre-Treatment Assessment: BEST Baseline Assessment

e Decision Point T: BEST Assessment 1

e Decision Point 2: BEST Assessment 2

e Outcome Assessment: BEST Outcome Assessment

e Post-Treatment Review: BEST Review Assessment
4. BEST Assessment Record Book

e Child’s details

e Timetable and attendance record

e Summary Table
e BEST Eligibility Assessment: Expressive Language
e Pre-Treatment Assessment: BEST Baseline Assessment
e Decision Point 1. BEST Assessment 1
e Decision Point 2: BEST Assessment 2
e Outcome Assessment: BEST Outcome Assessment
e Post-Treatment Review: BEST Review Assessment
5. BEST Therapy Record Book
e Child/group details

e Instructions for delivering a BEST session
e Therapy sessions recording forms
6. BEST Fidelity Form
7. BEST Care Plan Treatment Aims
8. BEST Care Plan
9. Signing Guide and videos

10. Homework Booklets (x 16)
1. Child’s Star Chart

12. Bilingual resources
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The theoretical basis of the BEST
intervention: a usage-based approach

In recent years, a new family of explanatory
models of typical child language development
has emerged, with a large and rapidly
growing body of empirical work that supports
its assertions. Despite this large body of
evidence these ‘usage-based’ or ‘constructivist’
theories have never been applied to the
design interventions for children with language
difficulties (Tomasello, 2006, Tomasello, 2003,
Ambridge and Lieven, 2011).

‘Usage-based’ or ‘constructivist’ theories
suggest that the adult end state of language
acquisition is not a set of grammatical

rules per se, but rather an inventory of
constructions which are linked to the
pragmatic and semantic functions which they
can communicate (Croft and Cruse, 2004).
These constructions vary along a continuum of
abstractness and hence flexibility with respect
the lexical items which can be placed into
them; ranging from the highly concrete and
inflexible (e.g. ‘How do you do?’) to the highly
abstract, and flexible (e.g. NOUN1 + VERB +
NOUNZ2 - meaning NOUNT acts on NOUN2
and NOUNZ2 is affected), and with other
constructions falling somewhere in between
(e.g. Xwouldnt Y let alone Z). Children’s
knowledge of these constructions is thought
to be learned slowly and incrementally, and
the progress of this learning determined both
by the nature of the input and the child’s
cognitive abilities to construct abstract
representations. Hence children build or
‘construct’ their knowledge of grammar over
time and in response to their own and other’s
use of language for specific communicative
purposes.

These ‘usage-based’ accounts contrast
significantly from ‘Generativist’ approaches
to language acquisition (Chomsky, 1959,
Guasti, 2004) which have, until very
recently, tended to dominate the debate
with respect to linguistic explanations

of the nature of Language Impairments
(Clahsen, 2009, Wexler, 2003, van der Lely,
20030) (c.f. Dabrowska, 2010). Generativist
theories posit that all children are born with
a universal grammar which consists of an
innate knowledge of phrase structure, a set
of principles (rules which are universal to

all languages) and a set of parameters (a
knowledge of which aspects differ between
languages such that the correct setting

for that parameter must be ‘switched on’)
(Ambridge and Lieven, 2011). From this
perspective the input given to the child is less
important than in usage-based approaches,
and grammatical impairments found in
children with Language Impairments are
thought to be linked to impaired innate
knowledge of phrase structure and universal
principles, such as ‘movement’ or ‘checking’
(Rice et al., 1995, Wexler, 2003, van der Lely
and Battell, 2003, van der Lely, 2003b).

The BEST intervention aims to apply usage-
based theory to improve the expressive
language abilities of children aged between
3 and 6 years, with Language Difficulties

or Developmental Language Disorder:
children with expressive or mixed expressive-
receptive language difficulties (those who

use a maximum of 2 clause elements in a
sentence), aiming to enable them to use a
range of 2, 3 and 4 element sentences, and
to be flexible as to which lexical items are
used in these constructions. In usage-based
terms, the BEST intervention aims to support
children with language difficulties to create
abstract constructions for a range of simple
sentences. In 2003, Tomasello described a
usage-based, constructivist account of the
process of language acquisition from words
to an adult ‘grammar’ suggesting that this
process is driven by two human characteristics:
intention-reading (the ability to create
shared understanding of communicative
intentions within an interaction with a person)
and pattern finding (the ability to identify
regularities and patterns in complex inputs). In
this account Tomasello describes five stages
of language acquisition which are posited to
proceed once multi-word utterances begin
to be used, and describes the cognitive
mechanisms brought to bear on the learning
process which allow children to move from one
stage to the next (Ambridge and Lieven, 2011,
Tomasello, 2003, Tomasello, 2006).

1. Frozen phrases:

These are rote learned, and therefore
inflexible, utterances paired with a pragmatic
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function and a communicative context/
cultural routine (e.g. “I'm eating it” bound

to a mealtime social routine). The cognitive
mechanisms predominating at this stage are
intention reading and cultural learning.

2. Lexically specific constructions:

These are partially productive/flexible

utterances with a ‘slot and frame’” construction

where only one element can vary (e.g. “X fall

down” or “m ACTIONIng it”). The key cognitive
mechanisms at this stage are schematisation

and categorisation. That is, where children

hear a sufficient number of sentences differing

in only one element, they then form a
schema consisting of which elements remain

constant (the ‘frame’), and which elements are

variable (the ‘slot(s)). In addition, they create

categories with respect to the pragmatic and/

or semantic function of both the ‘frames’ and
of the items which are allowed in the ‘slots’

For example, frame’ categories might be:

e “Xfall down” - the category of events
in which animate or inanimate objects
unintentionally dropping to a lower place

® “'mACTIONIing it” - the category of
events in which the child is performing an
action on an object.

‘Slot” categories might be:

e X fall down - where Xis the category of
animate or inanimate objects which can
fall

® 'mACTIONIng it - where ACTION is the
category of the things | can do to objects

® FEat X - where Xis the category of objects

which can be eaten.

3. Abstract constructions:

These are flexible, abstract constructions,
created through the cognitive process of
Analogy. Constructions with similarities in
their function (e.g. 'm ACTIONiIng it and
PUSHER pushes PUSHEE) are identified and,
through analogy, semantic categories (e.qg.
AGENT, PATIENT) and constructions (e.g.
AGENT + ACTION + PATIENT) are created.
Similarities in form but not function may also
be identified (e.g. The boy likes football, The
dog eats meat) and thence, again, through
the process of analogy, syntactic categories
and constructions such as SUBJECT + VERB +
OBJECT constructed.

4. Paradigmatic categories:

Categories of VERB and NOUN develop
through the cognitive strategy of functionally
based distribution analysis. At this stage,
categories are created, not by analogy with
respect to function, but with respect to their
collocation with other words, morphemes or
structures (e.g. NOUN can be preceded by the,
a, an, some and can take plural s marker).

5. Reduction of over-generalisation:

Children learn to apply their abstracted
constructions to only those utterances

which are conventional for their language,
therefore reducing errors. This stage is
accomplished through the cognitive strategies
of entrenchment and pre-emption.
Entrenchment occurs when a highly frequent
item or construction becomes ‘entrenched’ or
fixed in its use and its mapping to a function
(e.g. “l eated it”). Pre=emption occurs when

a child predicts which form they think will be
used by an adult based on their knowledge
of form- function mappings. When the child
notices that the form used by the adult differs
from that which is anticipated/pre-empted,
they then gradually modify their production
and representation of the construction, hence
reducing errors resulting from entrenched
forms and over-generalisations.

It is essential to note however that it is not the
child who moves through these five stages,
such that all of their language knowledge ‘as
a piece’ moves from one stage to the next.
Rather separate language constructions
take this journey towards a highly abstract
end state, progressing at different speeds

for different constructions, and with differing
endpoints in the journey, with some
constructions staying as a frozen phrase (e.q.
‘How do you do?’), some progressing to the
level of paradigmatic categories (e.g. NOUN1
+VERB + NOUN2 - meaning NOUNT acts

on NOUN2 and NOUNZ2 is affected), and
some ending their journey at the level of o
‘frame’ and ‘slot’ construction (e.g. X wouldn’t
Y let alone Z). How far and how quickly the
journey is taken towards abstractness for
each construction is thought to depend

on the nature of the language input heard
by the child, both in terms of quantity and
distribution (e.g. how many different forms of
NOUNT + VERB + NOUN2 combinations the
child hears); the nature of this input providing
the ‘raw data’ to which the child can apply
the cognitive mechanisms of intention
reading, cultural learning, schematisation,
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categorisation and analogy, functionally
based distribution analysis, entrenchment
and pre-emption, in order to ‘construct a
grammar’,

Applying usage-based theory to
intervention

The BEST intervention approach is designed
to support children with language difficulties
to harness the cognitive mechanisms of
intention reading, cultural learning,
schematisation, categorisation and analogy
in order to move through Stages 1-3 described
above (Frozen phrases, Lexically specific
constructions; Abstract constructions) for

a range of simple sentences; the underlying
principle of the approach being that the
nature and quantity of the input a child hears
is central to the process of acquisition.

Moving to abstract rather than frozen or
lexically specific constructions allows the child
to become flexible and productive in their
expressive language. Hence the child can vary
the structures and the vocabulary used, and so
greatly increases the range of communicative
functions they can express. Furthermore,

the development of abstract constructions

is also thought to support the child to learn
other, related structures more readily, hence
increasing the child’s rate of language
development for novel, related constructions
(Langacker, 2000).

BEST also manipulates the input to support
the general learning mechanisms of

mapping (i.e. laying down a representation
of a new construction together with a link to
its function) and retention (i.e. successfully
creating a representation which remains in the
long-term memory): achievements which are
often trivial for typically developing children
but which are extremely challenging to
children with language difficulties or language
disorder (Gray, 2004, Gray, 2003, Riches et al,,
2005, Fey et al., 2003).

The following describes the design of the BEST
intervention approach, and then goes on to
describe how the BEST approach supports
children to harness the cognitive mechanisms
of intention reading, cultural learning,
schematisation, categorisation, analogy,
mapping, and retention for language learning.

The design of BEST

These verbs were grouped into pairs, which
had the same predicate argument structure

(PAS) (Whitworth, 1995) and which could,
where possible, be combined with the

same nouns to make semantically plausible
sentences (this latter criterion was not always
possible to fulfil but was adhered to as often
as possible).

For verb pairs with one or two argument PAS,
the children are taken through a two-step
process of therapy as follows:

1. Input (with variation):

The child hears Verb 1(e.g. eat) of the target
structure (e.g. Agent + Action + Patient) used
between 3 and 6 times with a ‘frame’ held
constant and one ‘slot’ varied (e.g. The man is
eating an apple, the man is eating an orange
the man is eating a banana). Whilst hearing
the input the child sees the actions being
completed by the adult with miniature toys.
For verbs with one argument the varying item
is the agent, and for verbs with two arguments
the varying item is the patient. Paget Gorman
Signs are used alongside the verbal input.
Paget Gorman Signed Speech (PGSS) is a
signing system designed to be used with
children with Language Impairments which is
designed to represent spoken English in the
visual domain. It marks both content words
and grammatical morphology, follows spoken
English word order and is used alongside
speech (Paget Gorman Society).

2. Output (with variation and contrast):

The child then sees the adult act out an event
with the same PAS but with a contrasting
verb, Verb 2 of the verb pair, and the child is
encouraged to describe what they see. This

is repeated a number of times, again with

a ‘frame’” held constant and one ‘slot’ varied
(e.g. The teddy is washing an apple, the teddy
is washing an orange, the teddy is eating

a banana). Whatever the child’s response,
whether they are fully or partially successful (or
indeed wholly unsuccessful) in their attempt
to describe the event, they are allowed to act
out the event with the toys while the adult
provides an input of the target utterance
(again using PGSS/MAKATON). For PAS
containing 2 or more arguments, additional
contrast between the Input (Verb 1) and the
Output (Verb 2) is created by also contrasting
the agents between the two conditions.

In order to support the child to begin to make
links between the two constructions and so
facilitate the cognitive process of analogy,
the final example in the Input phase (Verb
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1) switches to the Agent which will be used

in the Output Phase (Verb 2) (see Table 3 for
examples).For verb pairs with three argument
PAS, the children are taken through the Input
- Output steps described above three times;
the first cycle contrasting the agent and the
locative/benefactive and varying the patient;
the second contrasting the agent and the
patient and varying the locative/benefactive;
and the third contrasting the verb and the
agent, varying the patient in the Input step
and varying the locative/benefactive in the
Output step. Table 4 provides fully elaborated
examples of each type of Input - Output cycle
or ‘set’.

Children receive therapy for 16 sessions of
between 30- and 45-minutes duration.
During each session the children complete
approximately 3 sets of Input - Output ‘sets’

(e.g.set C, D and E). Over the course of the

16 sessions, children move through the 12 sets
(A - L) of the Input - Output conditions, and
parent(s)/carer(s) receive a homework book
which includes pictures for each of the target
sentences that occur in the BEST programme
(i.e. in both the Input and the Output
conditions). For this homework (‘Listen to learn
BEST’) the focus is on input, with parent(s)/
carer(s) encouraged to describe the pictures
and so provide repeated input of the target
sentences. The child is not expected to repeat
or imitate these sentences but is praised and
rewarded if they do so spontaneously. These
16 sessions can be delivered twice or thrice
weekly and include regular reviews of progress.
The BEST programme is likely to be less
effective or even ineffective if delivered only
once a week.

Number of |Set |Argument structure Input Output

Arguments
1 A | Agent? + Action’ laughing sitting
1 B | Agent? + Action’ Jumping walking
2 C [Agent' + Action' + Patient? eating washing
2 D | Agent + Action’ + Patient? riding smelling
2 E | Agent’ + Action’ + Patient*™ kissing hugging
2 F |Agent' + Action’ + Patient? kicking brushing
3 G |Agent’ + Action + Patient? + Locative’ putting putting
3 H | Agent’ + Action + Patient’ + Locative? pouring pouring
3 | Agent’ + Action’ + Patient® + Locative* putting pouring
3 J | Agent’ + Action + Patient? + Benefactive’ giving giving
3 K | Agent’ + Action + Patient’ + Benefactive? throwing throwing
3 L [Agent + Action’+ Patient® + Benefactive* giving throwing

' Contrast between Input and Output; 2 Variation within Input and Output; * Variation within Input only; # Variation within output only

Table 3. Verbs and Predicate argument structures targeted by the BEST programme and the use of Contrast and Variation
in those structures.
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How does BEST harness the cognitive
mechanisms advanced by usage-based

theory?

The BEST intervention approach is designed
to support children with language difficulties
to harness the cognitive mechanisms of
intention reading, cultural learning,
schematisation, categorisation,

analogy, mapping, and retention. BEST
aims to support the child to learn the
targeted constructions and to move their
representations of these constructions through
Stages 1-3 of the language acquisition
process previously described: Frozen phrases;
Lexically specific constructions; Abstract
constructions (Ambridge and Lieven, 2011,
Tomasello, 2003); the underlying principle
of the approach being that the nature and
quantity of the input a child hears is central
to the process of acquisition. The following
will define and describe these cognitive
mechanisms and describe how BEST aims
to support children to apply them to their
learning.

1. Intention reading and cultural learning

At the earliest stages of multi-word speech,
the child learns an inventory of frozen
phrases, storing both the phrase and the
communicative function of that phrase. To
create this form-function mapping the child
must ‘read’ the communicative intentions of
the person from whom they are learning the
phrase. This learning happens through the
child’s ability to ‘intention read’ within the
scaffolding of joint attentional frames.

Joint attentional frames are the objects

and actions which partners within a
communicative interaction know are the
attentional focus of both parties in the
interaction (Bruner, 1983, Tomasello, 1999). For
the focus to be on the same shared objects
and actions, children and adults within

the interaction require an understanding

of the global purpose of that interaction.

For example, in a room containing exactly
the same objects and people the Joint
Attentional Frame could shift from a ‘playing
with toys’ frame to a ‘getting ready to go
outside’ frame, dependent on the shared
understanding of the global purpose of the

interaction. This shared global understanding
then supports the child to ‘intention read’
the communicative intentions of an adult
when they use a novel utterance, and so to
successfully create a stored representation

of the novel utterance which is linked to the
inferred communicative intention.

For example, if the adult says ‘put your shoes
on’ whilst picking up the child’s shoes, if the
child understands the global frame of ‘getting
ready to go outside’ they are then likely to
correctly ‘intention read’ the communicative
function of the utterance, recognising it to

be an imperative utterance and linked to the
object of the shared attention (the shoes).

However, if they have construed the
Attentional Frame to be ‘playing with toys’
they may misinterpret the adult’s intentions
as being a referential utterance, simply
drawing the child’s attention to the object in
question. For children to create an accurate
understanding of the communicative
functions of utterances they must therefore
understand the knowledge and intentions of
their conversational partners at two levels:

at the level of the Attentional Frame (which
objects and actions are we both attending
to and what is the global purpose of this joint
attention); and at the level of the individual
communicative acts within that frame (which
objects and actions is the adult referring to
with a specific utterance).

Cultural learning is o form of imitative
learning from which truly symbolic
representations emerge. Simple imitative
learning with objects or physical movements
requires the child to simply mirror the actions
of the adult. Imitation of a communicative
behaviour, however, requires the child to
mirror the adult and to understand that the
roles within the triad of the interaction (adult
- child - object/action) have reversed. Hence
the child comes to understand that, when
they use the same utterance as the adult, the
communicative intention which was conveyed
to the child when they were the listener, is
conveyed to the adult when the child is the
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Number of PAS Input Output
Arguments
1 SETA: 1. The baby is laughing 1. The man is sitting
Agent+ 2. The woman is laughing 2. The woman is sitting
Action 3. The boy is laughing 3. The boy is sitting
4. The girl is laughing 4. The girl is sitting
5. The teddy is laughing 5. The teddy is sitting
6. The man* is laughing 6. The baby is sitting
2 SETC: 1. The man is eating an apple 1. The teddy is washing an apple
Agent+ 2. The man is eating a orange 2. The teddy is washing c orange
Action+ 3. The man is eating a banana 3. The teddy is washing a banana
Patient 4. The man is eating a carrot 4. The teddy is washing a carrot
5. The man is eating a lolly 5. The teddy is washing ¢ spoon
6. The teddy” is eating a banana 6. The teddy is washing o cup
SET G 1. The baby is putting a spoon on the 1. The man is putting a spoon on the bed
table
Agent+ 2. The baby is putting a cup on the table 2. The man is putting a cup on the bed
Action+ 3. The baby is putting a flower on the 3. The man is putting a flower on the bed
table
Patient+ 4. The baby is putting a key on the table 4. The man is putting a key on the bed
Locative 5. The man* is putting a phone on the 5. The man is putting a phone on the bed
table
3 SET H: 1. The man is pouring milk into a cup 1. The baby is pouring juice into a cup
Agent+ 2. The man is pouring milk into a shoe 2. The baby is pouring juice into a shoe
Action+ 3. The baby* is pouring milk into a box 3. The baby is pouring juice into a box
Patient+
Locative
SET I 1. The man is putting a spoon on the bed 1. The baby is pouring juice in the shoe
Agent+ 2. The man is putting a cup on the bed 2. The baby is pouring juice in the box
Action+ 3. The man is putting a flower on the bed 3. The baby is pouring juice in the cup
Patient+ 4. The man is putting a key on the bed
Locative 5. The baby* is putting a phone on the
bed
Key: Variation is underlined; Contrast is in bold; Linking agents between the input and output phases are marked with o*
Table 4. Examples of input and output sets for 1, 2 and 3 argument PAS.
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speaker. This understanding that the adult can
understand and produce the symbol, and the
child can understand and produce the symbol
and that there is a shared understanding

of that symbol, is termed cultural learning
(Tomasello, 2003).

How does BEST promote intention reading
and cultural learning?

® The structured and repetitive approach
of BEST, within which a predictable ‘joint
action routine’ is established (Bodrova and
Leong, 2006), creates a Joint Attentional
Frame between the child and the adult,
which ‘scaffolds’ the child’s ability to
infer the communicative intention of the
utterances they hear (i.e. describing an
event within a play activity). Hence the
child quickly becomes able to infer the
communicative intentions of the adult
at the level of the Attentional Frame
(which objects and actions are we both
attending to and what is the global
purpose of this joint attention); and so
is supported to make such inferences at
the level of the individual communicative
acts within that frame (which objects
and actions is the adult referring to with
a specific utterance) (Tomasello, 2003,
Ambridge and Lieven, 2017).

® The element of role reversal within the
‘joint action routine” which is established
in BEST promotes cultural learning and
hence the creation of symbolic linguistic
representations (Tomasello, 2003,
Ambridge and Lieven, 2017).

2. Schematisation and categorisation

Schematisation is a domain general cognitive
strategy which children use to find patterns
and rules within the world and to combine
actions into multi-step procedures towards an
end goal (Piaget, 1952).

In language development, usage-based
theorists propose that, if children hear
sufficient repetitions of the same utterance
but with one constituent of that utterance
varied (e.g. “X fall down” or “I'm ACTIONing
it”), then they will create a rule or schema
identifying which aspects of the utterance
recur or remain stable across utterances (the
‘frame’) and which vary across utterances

(the ‘slot’ into which various items can be
placed). This schematisation process therefore
results in the development of lexically specific
constructions: partially flexible utterances with

a ‘slot and frame’ construction (Lieven et al.,
1997, Gomez, 2002, Mandler, 2000, Tomasello
and Brooks, 1998).

To use these ‘slot and frame’ constructions
appropriately, children must also apply the
cognitive process of categorisation. That

is, they must form categories of which items
can go into a ‘slot’. Such categories are

still relatively concrete, functionally based
categories and so the category X in “X fall
down” would consist of ‘animate or inanimate
objects which can involuntarily move from a
high place to a low place’, and the category
ACTION in “Im ACTIONiIng it” would consist of
‘actions | can perform’.

Both schematisation and categorisation

are thought to depend on the nature of the
language input heard by the child, both in
terms of quantity and distribution (i.e. a critical
mass of types and tokens must be heard for
children to schematize and categorise frames
and items which can be inserted into slots
respectively) (Lieven et al., 1997, Gomez, 2002,
Mandler, 2000, Tomasello and Brooks, 1998).

How does BEST promote schematisation and
categorisation?

® BEST provides the kind of language
input thought to be necessary for ‘slot
and frame’ constructions to emerge:
namely multiple exemplars of highly
similar sentences where one element is
systematically varied (Lieven et al., 1997,
Gomez, 2002, Mandler, 2000, Tomasello
and Brooks, 1998).

3. Analogy

Analogy is another cognitive strategy by which
individuals find patterns and commonalities
between phenomena but in this case the
patterns do not relate to the individual items
which make up the phenomenon (e.g. the
lexical items in the lexically specific schema)
but rather the functional relationships
between the items. For example, ‘The X is
Ying the Z" is analogous to ‘A is Bing the C’
because the same functional relationships are
being referred to in each case (Gentner and
Markman, 1995, Gentner and Markman, 1997,
Gentner and Medina, 1998). That is, A and X
are doing something, Y and B are actions, and
Z and C are having something done to them.
As Tomasello explains, “when an analogy is
made the objects involved are effaced; the
only identity they retain is their relational
structure” (p.164 Tomasello, 2003).
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Through aligning constructions according

to functional and structural similarity it is
thought that children can abstract semantic
categories such as AGENT, ACTION, PATIENT
and semantic constructions such as AGENT
+ ACTION + PATIENT; AGENT + ACTION +
PATIENT + LOCATIVE.

Gentner and Medina (1998) suggest that the
cognitive process of analogy is facilitated
where some elements of consistency in the
aligned constructions are maintained. For
example, the creation of analogies is easier
if items only occur in one type of ‘slot’ and
not others (so, for example if PATIENTS and
AGENTS in analogous structures are non-
overlapping sets).

An additional cue which is thought to support
the process of analogy is similarities in the
grammatical morphology of the aligned
constructions (i.e. The X is Ying the 2),
providing a structural cue as to the similarity
between the constructions (Ambridge and
Lieven, 20711, Childers and Tomasello, 2007).

Finally, children have been shown to learn
constructions best where exposure to the
novel item is spread over a number of days,
hence distributed rather than massed
learning appears to facilitate greater progress
(Ambridge et al., 2006).

How does BEST promote analogy?

® The Input and Output steps of BEST
provide exposure to paired constructions
with analogous predicate argument
structures but which contrast in the verbs
used; this alignment of multiple exposures
to analogous constructions providing
children with multiple opportunities
to identify the similarities in functional
relationships across the contrasted
constructions (Gentner and Markman,
1995, Gentner and Markman, 1997,
Gentner and Medina, 1998)

® Foreach Input and Output pairing the
morphological ‘frame’ remains constant
across the contrasting constructions
(Ambridge and Lieven, 2011, Childers and
Tomasello, 2001). Furthermore, as children
with Language Impairments often have
significant difficulty with grammatical
morphology, particularly bound
morphemes (Leonard, 2003, Leonard,
2007, Rice et al,, 2004), the children’s
ability to use this cue to facilitate
learning is supported by the use of PGSS/

MAKATON which provides a gestural
representation of the grammatical
morphemes alongside speech.

® BEST does not proceed in levels, nor
does it demand that children pass
particular levels of competence with
constructions before moving on to
targeting new structures. Rather over the
course of the 16 sessions children move
through the 12 sets (A - L) of the Input
- Output pairings, rotating through the
different constructions over the course
of the therapy. This therefore results in
distributed exposures to constructions
and exposure to a range of constructions
across which the child can look for and
find analogies (Ambridge et al., 2006,
Riches et al.,, 2005).

4. Mapping

To learn a construction, be it a word, a phrase
or a complex sentence, the child must create
a representation of that construction in their
memory which is linked to the meaning and/
or pragmatic function of that construction. In
typical development, children ‘fast map’ such
representations after only a few presentations
in a meaningful interaction, and subsequently
elaborate the detail and the richness of these
representations over subsequent presentations
(Hirsh-Pasek et al., 2000).

How does BEST promote mapping?

® BEST provides multiple repetitions of the
same and similar constructions in contexts
which support mapping to the pragmatic
function and semantics of the utterance,
both in therapy and through homework
activities. Children with Language
Impairment or Language Difficulty
typically require many more repetitions of
constructions than typically developing
children if they are to map them (Gray,
2004, Gray, 2003, Riches et al., 2005, Fey
et al,, 2003).

5. Retention

In order to apply novel constructions children
must retain them in their long-term memory.
In Typical Development distributed exposure
has been shown to support long-term
retention in linguistic and other domains
(Ambridge et al., 2006, Janiszewski et al.,
2003).

How does BEST promote retention?

® BEST manipulates the input both within
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therapy sessions and in homework to
ensure that children hear the target items
on occasions which are spread across

a number of days, (in this case spread
over 16 therapy sessions). This distributed
learning is helpful to typically developing
children but has also been shown to be
advantageous to children with Language
Impairment (Riches et al., 2005).

In conclusion

BEST is a theoretically motivated language
intervention which aims to harness the
cognitive mechanisms used by typically
developing children to build early sentences;
making these mechanisms available to
children with Language Impairment or
Language Difficulty through the manipulation
of the language Input in their environment.
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Appendix A: Care Aims for children with
language difficulty and disorder

Syntactic targets

These targets are for children who cannot
combine words into spoken utterances.

To produce a range of spoken utterances
including an AGENT and ACTION (SV), e.g.
“The baby is walking”.

To produce a range of spoken utterances
including an AGENT, ACTION and PATIENT
(SVO), e.g. “The girl is kicking c cup”.

To produce a range of spoken utterances
including an AGENT, ACTION, PATIENT and
BENEFACTIVE

(SVOO0), e.g. “The girl is throwing a ball to the
lady”.

To produce a range of spoken utterances
including an AGENT, ACTION, PATIENT and
LOCATIVE (SVOA), e.g. “The girl is putting a
cup on the table”.

Vocabulary targets

These are for children who have not yet
acquired a range of nominal vocabulary.

To use a range of (6) AGENTS/BENEFACTIVES,
“‘Man”, “Woman/Lady”, “Girl”, “Boy”, “Baby”,
“Teddy (Bear)”.

To use a range of (24) PATIENTS/LOCATIVES,

including: “Apple”, “Orange”, “Banana’,
“Carrot”, “Lolly(pop)”, “Spoon”, “Cup”, “Cat”,
“Horse”, “Bike”, “Flower”, “Sock”, “Carrot”, “Ball”,
“Train”, “Shoe”, “Brush”, “Key”, “Phone”, “Table”,
((Bed”’ ((M”k”’ « BOXU’ (‘duiceﬂ‘

Grammatical targets

Action(verb) targets

These targets are for children who have not
yet acquired a range of verbs.

To produce (two) intransitive verbs (SV -
AGENT + ACTION), “sitting”, “walking”.

To produce a range of (four) transitive verbs
(SVO - AGENT + ACTION + PATIENT) “washing”,

» o« » o«

“smelling”, “hugging”, “brushing”.

To produce (two) di-transitive verbs (SVOA
- AGENT + ACTION + PATIENT + LOCATIVE?2)
“putting” and “pouring”.

To produce (two) di-transitive verbs (SVOO -
AGENT + ACTION + PATIENT + BENEFACTIVE?2)
“‘giving” and “throwing”.

Phrase level targets- noun phrases and verb
phrases

These targets are for children who only use
a single word or uninflected lexical item in @
phrase.

To use a determiner with a noun, e.g. “The

» o«

girl”, “a spoon”
e Definite article ‘the’
e |ndefinite article ‘a’ / ‘an’

To use an auxiliary verb ‘is’, e.g. “The man is
eating an apple”
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Appendix B: Equipment required for the
BEST Language Programme: dolls, toys

and objects

Sets Aland A2

Dolls: Baby, woman/lady, man, boy, girl, teddy
Chair (Optional for ‘sitting’)

Sets B1and B2

Dolls: Baby, woman/lady, man, boy, girl, teddy
(from Set A)

Sets C1and C2
Dolls: Man, teddy (from Set A)

Apple, orange, banana, carrot, lolly, spoon,
cup

Sets D1and D2
Dolls: Boy, baby (from Set A)

Cat, horse, bike, apple, flower, orange,
banana, sock, carrot

Sets E1and E2

Dolls: Boy, girl, baby, teddy (from Set A)
Cat, horse

Sets F1and F2

Dolls: Girl, woman/lady, teddy (from Set A)

Apple, orange, ball, cup, train, shoe, cat, brush,

horse
Sets G1 and G2
Dolls: Baby, man (from Set A)

Table, Bed, Spoon, cup, flower, key, (mobile/
cell) ‘phone

Sets H1 and H2
Dolls: Man, baby (from Set A)

Cup, shoe, box, milk (empty and clean carton/
bottle or toy)

Sets I1and 12
Dolls: Man, baby
Bed, cup, box, shoe

Spoon, cup, flower, key, (mobile/cell) ‘phone,
Jjuice (empty and clean carton/bottle or toy)

Sets J1and J2
Dolls: Girl, baby, boy, woman/lady (from Set A)

Ball, banana, (mobile/cell) ‘ohone, lolly, apple
Set K

Dolls: Girl, baby, boy, woman/lady (from Set A)
Ball, banana

SetlL

Dolls: Girl, baby, boy, woman/lady (from Set A)

Ball, banana, (mobile/cell) ‘phone, lolly, apple

The BEST Manual 35




References

Ambridge, B. & Lieven, E. V. M. (2011) Child Language
Acquisition: contrasting theoretical approaches.
Cambridge, Cambridge University Press.

Ambridge, B., Theakston, A. L, Lieven, E. V. M. &
Tomasello, M. (2006). The distributed leaming
effect for children’s acquisition of abstract syntactic
construction. Cognitive Development, 21, 174-93.

Bercow, J. (2008). Bercow Review of Services for
Children and Young People (0-19) with Speech,
Language and Communication Needs. IN DCSF
(Ed.). Nottingham, DCSF Publications.

Bishop, D. V., Snowling, M. J., Thompson, P. A,
Greenhalgh, T., Consortium, C., Adams, C.,
Archibald, L., Baird, G., Bauer, A., & Bellair, J.
(2077). Phase 2 of CATALISE: A multinational
and multidisciplinary Delphi consensus study
of problems with language development:
Terminology. Journal of Child Psychology and
Psychiatry, 58(10), 1068-1080.

Bodrova, E. & Leong, D. J. (2006). Tools of the Mind:
The Vygotskian Approach to Early Childhood
Education. London: Allyn and Bacon.

Broomfield, J. & Dodd, B. (2004) Children with
speech and language disability: Caseload
characteristics. International Journal of Language
and Communication Disorders, 39, 303-324.

Bruner, J. (1983) Child’s talk, New York, Norton.

Childers, J. & Tomasello, M. (2001) The role of pronouns
in young children’s acquisition of the English
transitive construction. Developmental Psychology,
37,739-748.

Chomsky, N. (1959) A review of B. F. Skinner’s Verbal
Behaviour. Language 35, 26-58.

Clahsen, H. (2009) Chomskyan Syntactic Theory and
Language Disorders. In Ball, M. J., Perkins, M. R.,
Maller, N. & Howard, S. (Eds.) The Handbook
of Clinical Linguistics. Oxford, UK, Blackwell
Publishing Ltd.

Croft, W. & Cruse, A. (2004) Cognitive linguistics,
Cambridge, Cambridge University Press.

Dabrowska, E. (2010) Productivity, proceduralisation
and SLI: comment on Hsu and Bishop. Human
Development, 53, 276-284.

Fey, M. E., Long, S. H., Lizbeth, H. & Finestack, L.
H. (2003) Ten principles of grammar facilitation
for children with specific language impairments.
American Journal of Speech-Language
Pathology, 12, 3-15.

Gentner, D. & Markman, A. (1995) Similarity is like
analogy: structural alignment in comparison. In
Cacciari, C. (Ed.) Similarity in language, thought and
perception. Brussels, BREPOLS.

Gentner, D. & Markman, A. (1997) Structure
mapping in analogy and similarity. American
Psychologist, 52, 45-56.

Gentner, D. & Medina, J. (1998) Similarity and the
development of rules. Cognition, 65, 263-297.

Gomez, R. L. (2002) Variability and detection of
invariant structure. Psychological Science, 13, 431-
430.

Gray, S. (2003) Word-learning by preschoolers with
Specific Language Impairment: What predicts
success? Journal of Speech, Language, and
Hearing Research, 46, 56-67.

Gray, S. (2004) Word learning by preschoolers with
specific language impairment: Predictors and
poor learners. Journal of Speech, Language, and
Hearing Research, 47, 117-1132.

Guasti, M. T. (2004) Language acquisition: the
growth of grammar. Cambridge, MA, MIT Press.

Health And Care Professions Council (HCPC).
(2023). Standards of proficiency - Speech and
Language Therapists. London: HCPC. pitps./
www. hcoc-uk.ora/standards/standards-of-
proficiency/speech-and-language-therapists

Hirsh-Pasek, K., Golinkoff, R. M. & Hollich, G. (2000)
An emergantist coalition model for word leaming:
Mapping words to objects is a product of the
interaction of multiple cues. In Golinkoff, R. M.,
Hirsh-Pasek, K., Bloom, L., Smith, L. B., Woodward,
A. L., Akhtar, N., Tomasello, M. & Hollich, G. (Eds.)
Becoming a Word Learner: A debate on lexical
acquisition. New York, Oxford University Press.

Janiszewski, C., Noel, H. & Sawyer, A. (2003) A
meta-analysis of the spacing effect in verbal
learning: Implications for research on advertising
repetition and consumer memory. Journal of
Consumer Research, 30,138-149.

Langacker, R. W. (2000) A dynamic usage-based
model. IN BARLOW, M. & KEMMER, S. (Eds.)
Usage-based models of language. Stanford, CSLI
Publications.

Law, J., Charlton, J., Dockrell, J., Gascoigne,
M., McKean, C., & Theakston, A. (2017). Early
Language Development: Needs, provision,
and intervention for preschool children

36 The BEST Manual




from socio-economically disadvantage
backgrounds. London: Education Endowment
Foundation

Law, J., Reilly, S., & McKean, C. (Eds.).
(2022). Language development: individual
differences in a social context. Cambridge
University Press.

Legislation.gov.uk. (2010). Equality Act.
Retrieved from https:/www.leqgislation.gov.
uk/ukpga/2010/15/contents

Leonard, L. B. (2003) Specific language impairment:
Characterising the deficit. In Levy, Y. & Schaeffer, J.
(Eds.) Language competence across populations.
NJ, Laurence Erlbaum Associates.

Leonard, L. B. (2007) Processing limitations and the
grammatical profile of children with specific
language impairment. In Kail, R. V. (Ed.) Advances
in child develooment and behaviour. New York,
Elsevier Inc.

Lieven, E. V. M., Pine, J. M. & Baldwin, G. (1997)
Lexically-based learning and early grammatical
development. Journal of Child Language, 19, 187-
219.

Mandler, J. (2000) Perceptual and conceptual
processes in infancy. Journal of Cognition and
Development, 1, 3-36.

McKean, C. Jack. C. Pert, S. Letts, C. Stringer, H.
Masidlover, M. Trebacz, A. Rush, R. Armstrong,
E. Conn, K. Sandham, J. Ashton, E. & Rose, N.
(2025) A cluster randomised controlled trial
comparing the efficacy of pre-school language
interventions - Building Early Sentences
Therapy and an Adapted Derbyshire Language
Scheme International Journal of Language &
Communication Disorders

McKean, C. Wraith, D. Eadie, P. Cook, F. Mensah,
F. & Reilly, S. (2077). Subgroups in language
trgjectories from 4 to 11 years: The nature and
predictors of stable, improving and decreasing
language tragjectory groups. Journal of Child
Psychology and Psychiatry, 58(10), 1081-1091.
Morrison, C. M., Hirsh, K. W. & Duggan, G. B. (2003)
Age of acquisition, ageing, and verb production:
normative and experimental data. Quarterly
Journal of Experimental Psychology Section
A-Human Experimental Psychology, 56, 705-730.

Paget Gorman Society Paget Gorman Signed Speech.
Paget Gorman Society.

Piaget, J. (1952) The origins of intelligence in children,
New York, Norton.

Rice, M. L., Tomblin, J. B., Hoffman, L., Richman, W.
A. & Marquis, J. (2004) Grammatical tense deficits

in children with SLI and nonspecific language
impairment: Relationships with nonverbal 1Q over
time. Journal of Speech, Language, and Hearing
Research, 47, 816-834.

Rice, M. L., Wexler, K. & Cleave, P. (1995) Specific
language impairment as a period of extended
optional infinitive. Journal of Speech and Hearing
Research, 38, 850-863.

Riches, N. G., Tomasello, M. & Conti-Ramsden, G.
(2005) Verb learning in children with SLI: Frequency
and spacing effects. Journal of Speech Language
and Hearing Research, 48, 1397-1411.

Royal College Of Speech & Language Therapists
(2006) Communicating Quality 3: RCSLT’s
guidance on best practice in service organisation
and provision London, RCSLT.

Royal College Of Speech And Language Therapists.
(2018). Clinical guidelines: Bilingualism. RCSLT.
www.rcslt.org/members/clinical-guidance/
bilingualism

Shonkoff, J. P, & Phillips, D. A. (2000). From neurons
to neighborhoods: The science of early childhood
development. National Academy Press.

Tomasello, M. (1999) The cultural origins of human
cognition. Cambridge MA, Harvard University
Press.

Tomasello, M. (2003) Constructing a language: A
usage based theory of language acquisition.
London, Harvard University Press.

Tomasello, M. (2006) Acquiring linguistic
constructions. IN KUHN, D. & SIEGLER, R. (Eds.)
Handbook of Child Psychology. New York, Wiley.

Tomasello, M. & Brooks, P. J. (1998) Young children’s
transitive and intransitive constructions. Cognitive
Linguistics, 9, 379-395.

Trebacz, A, McKean, C,, Stringer, H., & Pert, S.
(2023). Piloting Building Early Sentences Therapy
for pre-school children with low language
abilities: an examination of efficacy and the
role of sign as an active ingredient. International
Journal of language and communication
disorders.

Van Der Lely, H. K. J. (2003a) Do heterogeneous
deficits require heterogeneous theories? SLI
subgroups and the RDDR hypothesis. IN Levy, Y.
(Ed.) Language competence across populations:
Toward a definition of specific language
impairment. Mahwah, NJ, Laurence Erlbaum
Associates.

Van Der Lely, H. K. J. (2003b) SLI as a
representational deficit in dependent relations:

The BEST Manual 37


https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fukpga%2F2010%2F15%2Fcontents&data=05%7C02%7CChristine.Jack%40newcastle.ac.uk%7Cf6bc587b1649432922c208dd9142d5e3%7C9c5012c9b61644c2a91766814fbe3e87%7C1%7C0%7C638826438716666993%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=sZXjNSCKxpQLR5PbVgq7CyVPL6zxb56nIdmQ%2BI65oFE%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fukpga%2F2010%2F15%2Fcontents&data=05%7C02%7CChristine.Jack%40newcastle.ac.uk%7Cf6bc587b1649432922c208dd9142d5e3%7C9c5012c9b61644c2a91766814fbe3e87%7C1%7C0%7C638826438716666993%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=sZXjNSCKxpQLR5PbVgq7CyVPL6zxb56nIdmQ%2BI65oFE%3D&reserved=0
http://www.rcslt.org/members/clinical-guidance/bilingualism
http://www.rcslt.org/members/clinical-guidance/bilingualism

Evidence from English. . In Jakubowicz, C.,, Nash, L. language development. IN Levy, Y. (Ed.) Language

& Wexler, K. (Eds.) Essays on Syntax morphology and competence across populations: Toward a

phonology in SLI. Cambridge, Mass, MIT Press. definition of specific language impairment.
Van Der Lely, H. K. J. & Battell, J. (2003) WH- Mahwah, NJ, Lawrence Erlbaum Associates.

movement in children with grammatical SLI: A Whitworth, A. B. (1995) Characterising thematic role

test of the RDDR hypothesis. Language, 79, 153-181. assignment in aphasic sentence production:
Wexler, K. (2003) Lenneberg’s dream: Learning, procedures for ¢I|C|ted and spontaneous
output. International Journal of Language &

normatlanguoge development, and specific Communication Disorders, 30, 384-399.

38 The BEST Manual






MANCHESTER NHS| Newcastle
1324 Pennine Care Umversrty

The University of Manchester NHS Foundation Trust

BhdS T

Building
Early
Sentences
Therapy

Newcastle University
Speech& Language Sciences
King George VI Building,
Newcastle Upon Tyne,
NET7RU UK

https:/research.ncl.ac.uk/best




