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Abstract

Background: Understanding the mechanisms of implementation of public health interventions in community set-
tings is a key aspect of programme assessments. To determine core components and establish a programme theory
are important tools to improve functioning and support dissemination of programme models to new locations. An
extended early childhood home visiting intervention has been developed on-site in a socioeconomically disadvan-
taged area of Sweden since 2013 with the aim of reducing persisting health inequities in the population. This study
aimed at investigating the core programme components and how the intervention was perceived to contribute
towards health equity from early childhood.

Methods: Qualitative framework method was applied in a document analysis and subsequent semi-structured inter-
views with 15 key actors involved in the programme.

Results: The intervention was found to be constituted of five core components centred around the situation-based,
parental strengthening work method delivered by a qualified team of child health care nurse and social worker. The
programme theory foresaw positive effects on child and parental health, responsive parenting practices, families use
of welfare services according to need and increased integration and participation in society. The principles of Propor-
tionate Universalism were recognised in the programme theory and the intervention was perceived as an important
contribution to creating conditions for improved health equity for the families. Still, barriers to health equity were
identified on the structural level which limit the potential impact of the programme.

Conclusions: The core components of the Extended home visiting programme in Rinkeby correspond well to
those of similar evidence-based home visiting interventions. Combining focus on early childhood development and
responsive parenting with promoting access to the universal welfare services and integration into society are consid-
ered important steppingstones towards health equity. However, a favourable macro-political environment is required
in the endeavour to balance the structural determinants’influence on health inequities. Improved availability and
accessibility to welfare services that respond to the needs of the families regarding housing, education and employ-
ment are priorities.

Trial registration: The study was retrospectively registered on 11/08/2016 in the ISRCTN registry ISRCTN11832097).
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Background

Interventions for healthy early childhood development
Advances in research in the past decades have firmly
established the importance of healthy early childhood
development (ECD) in a life course perspective [1-4]. It
is also well understood that health and development for
all children is priority in combatting health inequities
within societies [5-7]. Despite this knowledge, health
inequities persist, also in welfare states such as Sweden.
With the pronounced aim of contributing to equal and
just child health care (CHC) for all children in Sweden,
the Swedish universal CHC programme reaches virtually
all children between 0 and 6 years of age [8]. It is com-
posed of one home visit by a CHC nurse when the child
is new-born, one more home visit at eight months, imple-
mented in some regions, and approximately 15 visits at
the CHC centre, four of which count on the participa-
tion of a paediatrician in addition to the nurse. There is a
universal health promotive and preventive content which
is offered to all, as well as specific actions and resources
that may be offered to any child and family at any point
in time when extra needs emerge. Even with the compre-
hensive national CHC programme, systematic differences
in health are observable from an early age, as can be seen
in the annual report of CHC Stockholm region, covering
25% of all Swedish children, where significant geographi-
cal differences are shown in the indicators of child health,
closely tied to the socioeconomic status of the population
[9].

Along with the growing understanding of the impor-
tance of ECD, interventions with this aim have been
developed, tested and evaluated across different con-
texts. The scientific evidence of ECD interventions have
been compiled into the Nurturing Care framework [10],
declaring that the five components of good health, ade-
quate nutrition, responsive caregiving, opportunities for
early learning, and safety and security, are essential to
the child. The involvement of caretakers, community and
service networks are of great importance and interven-
tions should be multisectoral and comprehensive, pref-
erably made up of a combination of services targeting
child and parents [3, 4, 10]. Extended home visiting dur-
ing early childhood is one intervention which is recom-
mended [3, 4] and has increasingly been adopted in high
income countries. Reviews have indicated both positive
[11-17] and more modest [18-20] effects and recent
developments of research and initiatives in the home
visiting field are thus focusing on how to strengthen

programme capacities. One example is the field of pre-
cision home visiting that attempts to discern what pro-
gramme components work for whom, where and how, to
tailor interventions and thus improve effects as well as
family retention [21-24].

The Rinkeby extended home visiting programme

In 2013 a new home visiting intervention was developed
in the district of Rinkeby, in Stockholm municipality. The
socioeconomic and health indicators of its population
placed the area as one of the most disadvantaged in the
region [25, 26]. The high percentage of inhabitants with
foreign background [27] was a further factor known to
influence health inequities [28]. The nurses at the CHC
centre experienced lack of time and resources to respond
to the needs of the families with small children, while
the social services in the area found it difficult to reach
out with their preventive parenting support activities to
families [29]. The new intervention was therefore based
on a practical collaboration between CHC nurses and
social workers (parental advisors) from the preventive
branch of the social services. The team of professionals
delivered six home visits during the first 15 months of life
(the first general visit of the CHC programme + five extra
visits), embedded in the process of the national CHC
programme of centre-based services. This was an innova-
tion in the Swedish context [30]. All first-time parents in
the area were offered the intervention and over 90% par-
ticipated [31]. The programme model was developed on
site, in collaboration with a research team from Karolin-
ska Institutet and with financial support from the Swed-
ish Public Health Agency. The proposal to offer this extra
support to all first-time parents in a disadvantaged area
was based on the principles of Proportionate Universal-
ism [32], with the aim to positively contribute towards
the levelling of the social gradient in health [30]. The pro-
gramme was integrated into the permanent activities in
Rinkeby in 2017 and participation rates have remained
above 90% [33]. The model has also been disseminated to
15 additional areas in Stockholm region as well as to sev-
eral other regions in the country.

The intervention was developed with a high degree
of involvement of the CHC nurses and parental advi-
sors. The professionals decided not to engage in any ini-
tial training but to gradually develop content and work
methods as the intervention was rolled out. The content
of the national CHC programme served as an overarch-
ing framework and the parents own questions, interests
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and worries directed the delivered content of each indi-
vidual visit [29]. The programme has been accompanied
and evaluated since 2013 by Karolinska Institutet and the
study protocol presents an initial basic programme the-
ory [30]. In 2018 the CHC nurses and parental advisors
themselves described the work method and main ECD
themes of the visits in a programme guide, in Swedish,
which is being used by new professionals entering the
programme and also by the new programme sites that are
adopting the model [29].

Developing programme theories and discerning core
components

Central in the efforts to improve interventions in early
childhood is to gain detailed understanding of what they
contain, how they are delivered and by whom, areas
where there are still knowledge gaps in the ECD literature
[10, 34]. In order to understand an intervention’s capac-
ity to achieve its stated aims it is essential to develop a
programme theory that spells out expected programme
effects and the reasoning of how the intervention is sup-
posed to generate these effects for the specific target
audience [35, 36]. Involved in this effort is also to iden-
tify the core components, or active ingredients, of the
intervention that are essential for producing the expected
effects [21, 34]. Core components may include pro-
gramme contents, delivery aspects or characteristics of
the home visiting professionals [34]. In addition, it is also
important to establish core components and mechanisms
of the implementation process of an intervention to
ensure improvements and successful scaling-up of ECD
and home visiting programmes, an area where research
is also still needed [35, 37-39]. Consistency between the
programme theory, and the realisation of the interven-
tion and implementation processes in practice may be
understood as a central condition for the success of home
visiting programmes [36].

Further, The World Health Organization’s Commis-
sion on the Social Determinants of Health, as well as the
Swedish Commission on Health Equity, have stated the
need for strengthening of the knowledge base on health
inequities and potentially effective measures targeting
the social determinants of health [5, 28]. The Swedish
Commission specifically called for monitoring and evalu-
ation of extended home visiting programmes in order to
improve their development [28].

At this point in time, when the Rinkeby extended home
visiting programme has been integrated into usual prac-
tice for four years and is also being implemented in sev-
eral other areas, it appears important to investigate what
constitutes core components of intervention and imple-
mentation and how the intervention is expected to con-
tribute towards health equity, thus revising the original
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programme theory. The aim of this study was to contrib-
ute towards increased understanding of the core compo-
nents of a multisectoral early childhood home visiting
intervention carried out in socioeconomically disadvan-
taged areas of Sweden and explore how such an inter-
vention may contribute to decreased health inequities in
these areas.

Methods

The study was developed with a qualitative approach in
a two-phase process, composed of an initial document
analysis followed by semi-structured interviews with key
informants. The Framework method proposed by Gale
et al. [40] was used when conducting the analyses. This
method was chosen for its capacity to manage and give
an overview of large amounts of data. It is also considered
a flexible method which is not tied to any specific epis-
temological approach and can be used with deductive,
inductive and combined types of analysis [40], something
which suited the structure of the study.

The first phase of document analysis was understood
to be an effective way of using already existing data to
create a good initial understanding of the development
of the intervention, its different components, the con-
text and target group, as well as the implementation
process. An analytical matrix was developed prior to
the start of data analysis. The matrix was intended to
contain a broad spectrum of intervention and imple-
mentation components into which the contents and
characteristics of the Rinkeby extended home visiting
programme could be mapped. For implementation com-
ponents the Consolidated Framework for Implementa-
tion Research (CFIR) was used [41]. It is made up of five
domains: Intervention characteristics; Outer setting;
Inner setting; Characteristics of individuals; and Pro-
cess, which contain 39 constructs and sub-constructs.
In addition, it was considered important to include
components specifically from the ECD and home visit-
ing literature into the mapping exercise. Nine reviews
and key articles were used (Additional file 1) and a list
of 53 components in ten categories was developed and
added to the matrix. All constructs and components in
the matrix can be found in Additional file 2.

A total of 37 sources containing information on
Rinkeby’s extended home visiting programme were
identified, such as scientific research articles, evalua-
tion reports, material produced by the professionals in
the programme, reports from government commissions
and public authorities, and media reporting, published
between 2015 and 2021. The material contained text as
well as recorded interviews in podcasts and video. For a
complete list see Additional file 3. All material was read
through and listened to for initial familiarisation. Each
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text source was then analysed line by line and the com-
ponents from the matrix were indexed onto the relevant
passages of text. The identified parts were charted into
the matrix, either in its verbatim form or summarised,
depending on the length of the excerpt. The recorded
sources were listened to, and relevant passages were iden-
tified, transcribed, indexed and consequently chartered
into the matrix, verbatim or in summarised form. Analy-
sis was then carried out on the chartered data regarding
each construct and component in the matrix and a writ-
ten synthesis of the analysis was produced. This synthe-
sis contained a summary of the information obtained for
each construct and component, analysis of the meaning
and relevance of the information as well as indications of
information gaps and further questions that had arisen.
The application of the Framework method was carried
out by the first author and the results in terms of the
matrix with chartered data and the written synthesis was
discussed among all authors.

Based on the results from the first phase of the study a
preliminary version of the programme theory was devel-
oped, containing information on target group, inter-
vention activities and resources, expected short- and
long-term effects as well as the overarching goals. An
interview guide was also produced (available in Addi-
tional file 5). It contained questions that led the inter-
view subjects to reflect on the composition and relevance
of the proposed programme theory compared to their
practical experience of the intervention, as well as the
programme’s capacity to produce the effects and reach
the goals stated in the theory. There were also questions
related to what implementation components and pro-
cesses were considered essential for the functioning of
the intervention. Two pilot interviews were carried out
which resulted in reformulation of some questions and
shortening of the interview guide.

Through purposive sampling, 15 key informants
with relevant knowledge of the home visiting inter-
vention were identified for the interviews. All key
informants accepted to participate. They were coordi-
nators, local managers and higher managers from the
CHC and social services, representing a broad expe-
rience from the different phases of development and

Table 1 Profiles of 15 interviewed key informants
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implementation of the home visiting programme (see
Table 1). Final sample size was determined by applying
the concept of information power which assesses study
aim, theoretical perspective, analysis method, access to
relevant informants and information quality [42]. Indi-
vidual interviews were carried out by the first author
with 13 of the key informants and one joint interview
was carried out with two key informants in accordance
with their wishes. All interviews were carried out via
a video-conference app with visual and sound record-
ing. Verbal consent for participation was given by all
participant and recorded prior to the interview. The
preliminary programme theory was sent out before
the interviews and was also shared on screen during
the interview as a base for discussion. The interviews
lasted between 39 and 85 min and were transcribed by
the first author. All transcripts were read through twice
for familiarization while analytical notes were written
simultaneously.

A tentative matrix was developed, and three transcripts
were indexed according to the categories. The matrix
was reviewed and revised, and all transcripts were sub-
sequently indexed. The indexed data was then chartered
into the matrix in summarised form. Each category in
the matrix was analysed separately and a final analysis
was written considering the complete matrix. In order to
ensure dependability of the analysis, comparisons were
made between the data from key actors who had worked
during the early stages and those from more recent times,
between key actors from different areas and professional
groups but no significant variations were encountered.
The indexing and chartering were carried out by the first
author while the development of the matrix and the final
analysis was reviewed and discussed within the group of
authors after which some adjustments were made. The
findings are presented in a final programme theory and
an interpretative text containing three main themes. The
analysis also produced detailed descriptions of the target
audience and implementation components and condi-
tions that are presented in Additional file 4.

The analysis process was continuously registered by the
first author in analytic notes, which provided an audit
trail of the process as well as the content on reflexivity.

Area of experience Nr of
informants

Gradual development and start-up of the programme model in Rinkeby 6

Implementing the intervention in the geographical location of Rinkeby 9

Implementing the intervention in other geographical locations 9

Overview of general scale-up process of the intervention to all areas in Stockholm or another region 6




Barboza et al. BMC Public Health (2022) 22:1091

Page 5 of 15

/\
Overarching VAN
goals Good and equal conditions for healthy development, Decreasing the social gradient in health
Expected Integration
long-term * Children attend preschool
effects * Parents participate in society
Capable and healthy parents Access and social belonging
Children’s « Parental well-being * Knowledge and trust in society’s actors
good health » Knowledge of child development and resources .
Expected and * Parental perception of self-efficacy : U.s'e i rele\.lant healthf:are, sl el
development . i citizen services according to need
short-term * Responsive parenting .. .
effects . L * Participate in open daycare and
* Active caregiving by both parents community activities
Effects Professionals
A trustful relation between parents and professionals *« New
competencies
* Increased
. . . . . . professional
High degree of parents participate in all home visits -
ualified CHC . Focus on child i
Core L Q . Flexible content AT
Extra time in the nurse and social . and caretaker health
components family’s home worker in in from a ti d
of L ical comprehensive heni promo |or.| an
Interention situation practlca. ECD framework strengt EI:III‘Ig prevention
collaboration perspective

Fig. 1 Programme theory of Rinkeby extended home visiting programme

This material served as input for all discussions in the
group of authors.

Results

The final programme theory in Fig. 1, contains a set of
five core components of the intervention, expected short-
and long-term effects as well as the overarching goals
towards which the intervention should contribute. All
parts of the programme theory are further developed
through the three main themes of the analysis: Core
components for a comprehensive and customized inter-
vention; Expected effects of healthy children and parents
integrated in the universal system; and A step on the way
towards the goals of health equity.

Core components for a comprehensive and customized
intervention

Extra time in the family’s home situation

A key intention of the intervention is to offer the family
more time with professionals on their own conditions.
Making visits to the family’s home represents a more

equal meeting between parents and professionals, where
the family feels safe and more relaxed. It gives possibili-
ties for the professionals to observe the interplay between
child and parents in their everyday environment and cre-
ates a better understanding of the family’s situation and
needs. The six visits of one hour over 15 months are inter-
woven with the standard 30 min-visits to the CHC cen-
tre within the CHC programme. For the nurse, the home
visits are an opportunity to have more time to see to the
family’s needs within the frame of the CHC programme.

“With the home visits there is more space to build
trust and to return to issues several times. You can
spend more time on the subject and there is also
more opportunity as a CHC nurse to see the fam-
ily as a whole and not only, ‘this child is exposed to
tobacco smoke; but you also see, ‘yes, and the family
has a trauma from escaping from this war and they
have no housing right now and they are looking for a
place in childcare! So you see the whole picture in a
totally different way.” (Key actor 5)
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For the preventive social services, the six visits repre-
sent a unique opportunity to establish relations with fam-
ilies early.

“The CHC nurses have been carrying all worry
about the families themselves, and the home visits
is a way to add more eyes that see, and someone to
talk to about the family. And that some of the chal-
lenges of the families end up where they belong,
with the parental advisors and social services”
(Key actor 7)

Qualified team in practical collaboration

The intervention is carried out by a team of a specialist
CHC or public health nurse and a social worker (parental
advisors) from the preventive social services, both often
with long professional experience. The two qualified pro-
fessionals are perceived as key resources in delivering the
visits and their practical collaboration in the family’s home
is the central pillar of the intervention. The presence of two
professions ensures the capacity to cover a broad range of
content and respond to a diversity of needs. It also adds
diversity to perspectives on ECD and parenting.

“There is an interplay between the CHC nurse and
parental advisor, with their different competencies,
that offers the parents a very wide spectrum of pos-
sibilities for reflection and advice, and that they are
seen in many different ways.” (Key actor 2)

To collaborate in practice creates a multifaceted and
deep understanding of each family and it qualifies the
interactive dialogue with parents. The professionals also
give support to each other in difficult and complex situa-
tions. The same team is maintained during the process to
ensure stability for the family and to enable the building
of a trustful relation that serves as a base for the interven-
tion. It is additionally understood that a positive relation
with the professionals will contribute towards trust in the
CHC and preventive social services as institutions.

Flexible content in a comprehensive ECD frame

The principal thematic ECD content of the visits is drawn
from the CHC programme and Nurturing Care frame-
work. A balance is sought between the general content
and the specific needs and wishes that are observed and
presented during the meeting with each family. Thus,
there is no set agenda for each meeting, but the profes-
sionals are required to observe the situation and adjust
the content accordingly. This flexible work method which
relies heavily on the competencies and experiences
of the professionals is believed to be a strength of the
intervention.
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“Situation-based work makes it very apparent, that
the situations can be so different, how you live, what
the safety looks like, previous knowledge, what coun-
try you come from, there are so many factors, and
that is what is so skilful in the approach, to be able
to take in and consider all these situations in the
short meeting, two professionals, and make the visit
as meaningful as possible” (Key actor 6)

Focus on the child and caretakers from a strengthening
perspective

The child’s development and well-being are at the cen-
tre of the intervention. The child’s health, development
process as well as interplay between child and parents
are observed and discussed every visit. The profession-
als focus on the relation between the child and each of
the parents as well as the relationship between the par-
ents. Active participation by both parents (or caregivers)
in the meeting is sought and continuous efforts are made
to include fathers even when they are not physically pre-
sent at the visit. The professionals acknowledge existing
positive parenting strategies and aim to promote parent-
ing self-efficacy. They seek to give support when needed
while always encouraging parents’ own decision-making
and initiatives.

“We work with strengthening what functions well, it
is very important to have focus on this, ‘well done,
carry on like that!! Because it is a way to help par-
ents with their worries of parenthood, it gives them
energy. And maybe they also dare to bring up those
things that don’t work, because they are not easy to
talk about, because you feel the expectation of being
a good parent. So that is an important part in this
work” (Key actor 14)

Multifaceted health promotion and prevention

The home visits embrace the promotion of health, well-
being and development of the child as well as the health,
psychosocial well-being and parenting self-efficacy of the
parents. Health promotion enters the agenda through
the Nurturing Care components of good health, nutri-
tion, responsive caregiving and early learning. The pro-
fessionals also guide parents to additional services in the
community such as library, open daycare and language
classes. Further, the professionals act with a preventive
focus as well, for example by treating issues such as child
safety and intrafamily violence. They identify and deal
with families’ difficulties or extra needs.

“To reach them early and be able to help with those
small, but so important things as early as possible.
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To care for their concerns before they become big
problems, to prevent that they grow and become too
heavy and difficult” (Key actor 14)

The parental advisor can offer psychosocial support to
parents during the visit or book a separate meeting for
advice and support. Alternatively, information and guid-
ance are given for parents to access relevant resources,
such as healthcare, citizen services or social services.

The key actors confirmed a common understanding
of the core components, and their delivery was not per-
ceived to have been affected over time or by the varia-
tions of characteristics of the target group between the
different programme sites.

Expected effects of healthy children and parents
integrated in the universal system

Accessing the core components to promote ECD

The first fundamental step towards effects in the pro-
gramme theory is that all families accept and take part in
the intervention.

“I think that this is the first part, that the family even
accepts to participate and then they should receive
all visits, and I think we have succeeded in describ-
ing how important this is. So this is really the base
for everything, that we get them into the programme.
(Key actor 6)

A central expectation is then that the intervention
components promote children’s well-being and healthy
development. This is understood to be a direct result of
the professionals’ actions during the home visits, but also
indirectly through the following two areas of results that
the intervention aims to positively affect.

Capable and healthy parents

The intervention should lead to parents having sufficient
knowledge of children’s health and development and
feeling confident in their parenting role. They are also
expected to adopt responsive parenting practices such
as interplay, language stimulus and play. The aim is to
actively engage both parents in the responsive parent-
ing practices. There is a clear understanding that parents’
good mental and physical health is essential to ensure
parenting self-efficacy and practices, which in turn is
vital for the health and development in the child. Parental
health is also perceived to be an important condition for
achieving the other foreseen results and thus the inter-
vention aims to promote mental and physical health also
with regards to the parents.

“We know that parents may need more knowledge
on children’s development to perceive how compe-
tent the small child really is. And it is much easier
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to see that if you get knowledge and someone shows
and helps you to see, and that will of course improve
the interplay between parents and children. If you
help parents perceive the signals from small children
it will increase their attention towards the child, and
their care becomes more responsive.” (Key actor 1)

Access, social belonging and integration

There are also expectations that information, guidance
and a trustful relation with the professionals will result in
parents’ knowing of available resources and overcoming
thresholds such as language barriers and lack of trust, to
access and use societal support services when they need.

“It feels like their trust in public authorities has
increased. There are not that many who are scepti-
cal. And I also perceive that there are more families
who use preschool and other resources when they
have participated in the home visiting programme,
so they know what kind of help they can get” (Key
actor 9)

The assumption is also that the intervention contrib-
utes to the strengthening of a sense of social belonging,
especially for isolated families, where parents and chil-
dren start participating in open daycare and other com-
munity activities. Children entering regular preschool is
seen as an important result following the intervention
and parents’ integration and participation in society is an
important goal towards which the programme expects to
contribute.

“There is quite a high number of parents who actu-
ally came to the open daycare and participated, and
we have a perception that this can lead to expanded
social networks and that they take part in open com-
munity spaces in a different way. One of the CHC
centres experienced very clearly an increase in their
general parenting groups and many were parents
from the home visiting programme.” (Key actor 12)

Additional results with regards to the professionals
have been observed. The intervention provides opportu-
nities for new skills development for both groups of pro-
fessionals. Improved professional satisfaction has led to
less turnover and greater facility in recruiting staff to the
programme sites.

A step on the way towards the goals of health equity
Creating good conditions

The overarching goals are to achieve good and equal
conditions for healthy development, and to decrease the
health gradient and it is perceived that the intervention
provides a positive force in the right direction through
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several of the programme strategies. Strengthening par-
ents is one central part.

“If you support parents who feel very lonely and not
seen by anyone, when you give them confidence and
let them know that they are good parents. And you
give them information so they can take informed
decisions about taking care of their children. And
this type of information together with strengthened
parenthood, I think will contribute towards decreas-
ing inequalities” (Key actor 5)

Another of the strategies is by working with a broad
comprehensive scope.

“You can do this in different ways, but I believe that
a perspective of health equality entails health pro-
motion and prevention, that is what it is about. I
believe we can decrease the difference and really
promote health and prevent unhealth and prevent
social vulnerability and exclusion.” (Key actor 1)

Finally, to adopt principles of universal support to a tar-
geted group is acknowledged as important.

“Equal and good conditions for growth and develop-
ment, that is when a whole group with less favour-
able prerequisites all receive this extra support.
I believe we really achieve a lot with this model,
especially in complement with other interventions. I
believe this firmly.” (Key actor 2)

Health equity as a complex process

While the intervention is regarded as a possibility to cre-
ate conditions for a better start to life, it is also recog-
nized that this is only a first step in a longer process.

“Well, a child doesn’t turn 15 months and then stop.
A child is a child until 18 years, so we can only lay
the groundwork during the first 15 months. Then it
is the parents who take over, and the next sector, like
school, and authorities and so on” (Key actor 6)

It is also understood that many challenges in the fami-
lies’ life situations may influence health and well-being
negatively. Structural determinants such as segregation,
unemployment and crime remain large in disadvantaged
areas and the intervention is understood to be only a lim-
ited force for change.

‘I believe it [the intervention] can contribute
towards a partial flattening of the social gradient in
health, but it doesn’t influence society on the whole.
It doesn’t influence the living conditions of families.
If you want a society with equal and good conditions
for growth and development, then you need to work
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with broader efforts than an extended home visiting
programme.” (Key actor 13)

Availability and accessibility of services

Structural forces are also recognized to directly affect
families’ possibilities to access the intervention and thus
represent barriers to health equity. A concrete example
is that despite continuous efforts to increase fathers’ par-
ticipation in the home visits, they are often limited due to
lack of rights on the job market.

“This vulnerability when it comes to work situations,
the fathers are forced to take undeclared work or
temporary jobs, and it makes it very hard for them
to get a leave from work to be home for our visits”
(Key actor 12)

Another negative systemic influence is observed in
the dismantling of services in socioeconomically disad-
vantaged areas, including the closing down of CHC cen-
tres. This is understood to counteract the principle of
availability of primary healthcare in the community and
restricts access for the most disadvantaged families by
forcing them to take on long travels to reach CHC.

“We need to turn this trend to close down all services
that represent Swedish society in socioeconomically
disadvantaged areas. By closing down we are sort of
showing we don’t care about this neighbourhood. We
can’t close down open daycare, CHC centre, prena-
tal clinics. To have these resources present in these
areas is of highest importance. I think the home vis-
iting programme, CHC, maternal health care, all
this should be a part of a much larger societal model
for our disadvantaged areas.” (Key actor 5)

A positive development however is also noted in Stock-
holm region where many of the areas that are implement-
ing the home visiting programme are experiencing less
turnover of staff as well as improved capacity to recruit
new professionals. This may be a positive side effect of
the programme and was understood to be an important
counterforce to the dismantling of CHC in the socioeco-
nomically disadvantaged areas.

Strengthening the intervention from a health equity
perspective

However, potentials to strengthen the intervention’s
capacity to contribute towards more equal health and
development for children were identified. The principal
strategy would be to ensure that there is continuity of
support to families over the whole period of early child-
hood. This could be achieved by extending the home vis-
iting programme over time, linking it to prenatal services
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before birth and then continuing with visits until the
child reaches 2 or 3 years of age. It was believed that a
larger number of home visits over a longer period, involv-
ing both parental advisor and CHC nurse would be valu-
able and needed support for parents in addition to the
continuous support by the CHC programme.

“I would like to extend the home visiting programme
because it is such a good support for the child dur-
ing the first 15 months. But then the two-year-old
child presents more challenges to the parents, so I
believe that many parents need more of this support
then. And that maybe they have had very good con-
tact and have received a lot of support from us, but
at this point the contact with CHC becomes sparser
and they have no contact at all with the paren-
tal advisor, and then I perceive that you lose a bit
of what you have built during the first 15 months”
(Key actor 9)

Collaborations with the prenatal clinics as well as with
local preschools were considered strategic to bridge
between the services and promote smooth transfers for
families within the system. In addition to these, other
actors such as the primary healthcare and citizen service
were cited as potential collaboration partners that could
strengthen the intervention’s capacity.

Discussion

Central in Rinkeby’s extended home visiting programme
is the qualified team of CHC nurse and parental advisors
delivering a situation-based intervention with focus on
the well-being of the child and strengthening of parents,
where ECD content is presented within the frame of the
national CHC programme but adjusted to the current
needs and interests of each family. Embedded in the uni-
versal CHC programme, the home visiting provides extra
time and continuity of professionals in the family’s home
where content and work methods add up to a complex
intervention composed of health promotion and preven-
tion. The intervention is expected to promote capable and
healthy parents with responsive parenting practices, con-
tributing to good health and development in the child. It
is also aiming for integration through parents’ accessing
the welfare system and having a sense of social belong-
ing. While the programme is believed to provide better
conditions for health equity it is also understood to have
limited influence, albeit with room for improvement.

Core components and mechanisms

The programme theory that resulted from the analy-
sis contains five core components which are composed
of contents, delivery aspects and characteristics of the
home visiting professionals, in line with Beatson et als
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definition [34]. However, the analysis did not reach the
point of producing clear indications of all mechanisms
of change between specific components and outcomes as
proposed by Weiss [43] or investigating the programme
theory’s assumptions of specific Mechanisms of Action
that would drive changes or development of expected
parenting behaviour [44—46]. Still, albeit not clearly
expressed in detail in the programme theory, several
aspects of the components and assumptions of mecha-
nisms are discernible and will be discussed as follows.

Parental involvement

Parents’ participation is identified in the programme
theory as the first step towards intended effects, and
this concept might be understood to involve the physical
presence as well as the emotional engagement of parents
in the programme [47]. The key informants attributed
the high levels of enrolment of families in Rinkeby to
the intervention’s embeddedness in the universal and
highly trusted CHC services that acts as a door opener
(see Additional file 4). The programme’s first evalua-
tion report also recognised that the universality was an
important aspect in preventing stigmatisation of families
and promoting high levels of participation [48], similarly
to findings of a literature review of British health visit-
ing [49]. Additionally, several other elements of the core
components seem to regard what the key actors believe
to be factors that promote family motivation and reten-
tion in the programme. The expertise of the profession-
als, which enables the delivery of complex content that
is also flexible, are aspects related to the assumption that
delivering services that are adjusted to families’ own per-
ceived needs and wishes will improve engagement and
retention. This assumption is also underpinning the cen-
tral strategy of tailoring services within precision home
visiting [21-24]. Further, the professionals in the Rinkeby
programme apply facilitation strategies to actively engage
parents in the home visits, something explored in a pre-
vious study on the programme [33], which is a mecha-
nism of involvement also discussed by Supplee et al. [23].
Finally, Supplee et al. present several aspects related to
the provider organisation and community, such as a posi-
tive work environment, low staff turnover and existence
of referral networks, that are understood to influence
family retention [23]. Some of these factors were also
identified by the key informants and presented in the
Rinkeby programme theory and implementation compo-
nents and conditions (see additional file 4). One specific
aspect to highlight here is the importance of flexibility to
adjust for fathers’ work hours [23], an aspect which was
also observed as a barrier to fathers’ participation in the
Rinkeby programme.
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Strengthening of parents’ self-efficacy

Another assumed mechanism that may be discerned in
the programme theory is the belief that the strengthen-
ing approach together with delivery of ECD content will
increase parents’ knowledge of child development, which
in combination with parental well-being should promote
a sense of self-efficacy and lead to responsive parenting
practices. This reasoning, further explored in previous
studies [33, 50], may be traced back to Bandura’s theory
of self-efficacy, where the sources of self-efficacy are a
person’s own previous experiences of success and fail-
ure; observing others perform a task as a model; praise
or critique from others; and the person’s physiological
and emotional state [51]. Parenting self-efficacy, from
this perspective, regards parents’ self-beliefs in their
own capacity and skills to execute parenting responsi-
bilities and tasks [52]. This theory is commonly found as
underpinning behaviour change interventions, explored
in detail for example in the Human Behaviour Change
Project [44, 53]. In this initiative, Bandura’s sources of
self-efficacy are identified as Behaviour Change Tech-
niques, or active ingredients, and parental self-efficacy,
or “Beliefs about capabilities” is recognized as a Mecha-
nism of Action promoting the desired change in parent-
ing behaviour [44].

Building of trust
A final assumption about core components and mecha-
nisms that may be discerned from the programme the-
ory is that information, guidance, encouragement and
a trustful relation between professionals and parents
should improve parents’ trust in healthcare, social ser-
vices and the welfare system, and increase access to and
use of these resources. The concept of self-efficacy may
be observed within this mechanism as well, but in this
instance as part of the Health Belief Model, where the
belief in the own capacity to overcome barriers is under-
stood to be one of the variables that influence health
behaviour [54]. Practical examples from the Rinkeby
programme related to barriers to services, such as inse-
curity and social isolation, have been investigated in a
previous study [55]. In addition, the central importance
of the establishment of a trustful relation on which the
intervention rests, has been widely recognized in the
home visiting field [23, 47, 49, 56-59], and research into
the concept of trust within the healthcare setting have
also indicated how trust on micro and macro levels are
interconnected so that a patient’s trust in a provider may
positively influence trust in the healthcare institution and
thus facilitate the use of such a system [60, 61].
Considering the above discussion of assumptions and
possible mechanisms, an important next step would be
to further explore and develop the key components and
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programme theory of the present study, in collaboration
with home visiting professionals and key actors.

Advantages and challenges of a flexible model

The responsive and flexible approach that guides the con-
tent and work methods in the core components in the
Rinkeby programme implies both advantages and chal-
lenges that are relevant to consider. The inherent flexibil-
ity allows for the qualified and experienced professionals’
continuous screening and adjustment of content to fam-
ily needs which may be understood as a strength of the
model [49]. However, such an approach also depends on
the competencies of the professionals and entails a prac-
tice judgement of which the professional is the solely
responsible [59]. The broadness of core components and
openness to individual tailoring may further be seen as
a challenge to ensuring fidelity in the scaling up of the
model. However, on the other hand, it gives some room
for adjustments to new programme sites and target
groups. Still, allowing for continuous individual tailoring
may be understood to pose challenges to identify and test
the effects of individual Behaviour Change Techniques
[44—-46] or specific active ingredients as proposed in pre-
cision home visiting [21-24].

Components of evidence-based home visiting

A further relevant exercise in assessing the core compo-
nents of the Rinkeby home visiting programme is to com-
pare them to reviews of evidence-based home visiting
interventions. This effort is not all that straight forward
due to the large diversity of home visiting programmes
in terms of aims, structure and contexts. However, a
recent systematic review of home visiting programmes,
presented in two articles by Molloy et al. [11] and Beat-
son et al. [34], focused on programmes lasting at least
12 months, with content predominantly delivered by
nurses or midwives, characteristics that correspond well
to the structure of the Rinkeby extended home visiting
programme. A number of common process and provider
components were found for the seven successful pro-
grammes reviewed: antenatal initiation, duration until
child is aged 2 years, with approximately 25 visits, car-
ried out by highly qualified or experienced nurses with
programme-specific training, receiving regular supervi-
sion, recommended caseload of 25 families, continuity of
care, and families have access to multidisciplinary sup-
port (incl. social workers) [34]. It appears that a number
of these components also can be identified in the pro-
gramme theory of the Rinkeby home visiting programme.
The highly qualified and experienced professionals pro-
viding continuity of care are central also to the Rinkeby
model, and while Beatson et al. introduce social work-
ers through the component of multidisciplinary support
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[34], in Rinkeby they hold a permanent role on the team
with equal participation as the CHC nurse [33]. Regular
supervision is another common feature, but in terms of
programme-specific training, there is a written guide but
no formalised training programme for professionals in
the Rinkeby model. Also, in the Rinkeby model, the fami-
lies have access to multidisciplinary support, through col-
laboration with local actors as well as through referrals to
additional resources facilitated by the home visiting staff.

The Rinkeby intervention’s embeddedness in the CHC
and preventive social service structures influence the analy-
sis of caseload as well as dose. The professionals in Rinkeby
are not exclusively involved in home visits but also engage
in delivery of other services, thus a comparison of caseloads
become less meaningful. Further, while the Rinkeby home
visiting programme as such consists of six home visits over
15 months, which is considerably less than what is recom-
mended by Beatson et al,, it is complemented by the uni-
versal CHC programme where the family will participate
in approximately 15 additional visits with the same nurse
at the CHC centre until the child is six years [8]. Antenatal
initiation was recommended by the key actors as a poten-
tial improvement of Rinkeby’s intervention, along with a
prolonged duration until 2—3 years. This would correspond
well to Beatson et al’s core components.

In terms of content, Beatson et al. identified that all
reviewed successful programmes contained maternal and
child health, child development and parenting skills, child
safety, use of social and community resources, maternal
self-sufficiency, as well as a focus on establishing a posi-
tive alliance between parents and professionals [34]. All
of these are recognized as included in the Rinkeby model,
also further detailed in previous studies [33, 50]. The only
noted difference is that the Rinkeby model additionally
contains an expressed focus on both parents, and while
the family’s health, living situation and future plans are
present in the content, there is no specific content target-
ing maternal self-sufficiency [50].

Towards health equity

The overarching goals of the programme theory are to
promote good and equal conditions for healthy devel-
opment and decrease the social gradient in health. The
focus on health equity has been present in the Rinkeby
model from the start with the intention to apply the prin-
ciples of Proportionate Universalism in practice [30].
Proportionate Universalism, as proposed by Marmot
et al. contains two central principles: to ensure access to
good quality universal services for the whole population;
and to guarantee increased support to those with higher
needs following the social gradient [5, 32, 62]. Since
their introduction, the principles have received criticism
for being too vague with regards as to how they should
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work in practice [17, 49, 63, 64]. Considering the Rinkeby
intervention however, it seems possible to identify the
principles of Proportionate Universalism underpin-
ning the programme theory. The intervention provides
an extra dose of the universal CHC content while also
offering extra content and support targeted at specific
individual needs [50]. The professionals have skills and
time to identify those at risk of “falling behind” and refer
them to further services. This is in line with how Cowley
et al. also describe the British practice of health visiting
as a suitable service for implementing Proportionate Uni-
versalism [49]. Further, the Rinkeby programme theory
brings intention and focus on families trusting, accessing
and using the universal welfare system, where integra-
tion and active participation are long-term aspirations.
This aspect of Proportionate Universalism seems to be an
important complement to the focus on targeting and one
which is also recognised by Cowley et al. [49].

To apply Proportionate Universalism in practice, inter-
ventions such as home visiting thus depend on the exist-
ence of universal welfare services that are accessible and
capable of catering for the further needs of the families.
Although Proportionate Universalism encompasses
strong recommendations for action on the macro-pol-
icy level, research has observed that interventions with
an expressed health equity or Proportionate Univer-
salism approach, tend to focus on the individual level
[17, 65—-67]. If we apply Whitehead et al’s [68] typol-
ogy of four categories of health equity interventions: (1)
strengthening individuals; (2) strengthening communi-
ties; (3) improving living and working conditions; and
(4) promoting healthy macro-policies, to the Rinkeby
programme theory, it is possible to identify the presence
of categories 1-3. The Rinkeby intervention’s focus on
strengthening of parents and their parenting practices
correspond clearly to the first category of the typology.
The second category contains strengthening of hori-
zontal as well as vertical social interaction, the former
which may be observed in the intervention’s promotion
of local parenting networks through the open daycare,
while the latter is present in the support towards integra-
tion and active citizen participation. The third category
of the typology is present through the efforts to improve
families” access to welfare services. So, while observing a
health equity perspective in the Rinkeby programme the-
ory which is broader than the focus on only strengthen-
ing individuals, it does not address the fourth category of
macro-policies.

Whitehead et al. note that forces on the macro-political
level that are increasing health inequities will always limit
the positive influence of interventions in the other catego-
ries [68], something which is supported by authors argu-
ing for the need of including the structural perspective
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in interventions aiming for health equity [69-71]. These
limitations are also identified in the Rinkeby intervention
and context. Previous studies have observed how struc-
tural aspects, such as housing policies, are having a direct
negative influence on the health of families in Rinkeby
[55], while the home visiting professionals recognise that
their capacity to deal with these issues is very limited [33].
Further, a previous [55] as well as the present study identi-
fied barriers to availability and accessibility to the univer-
sal welfare system due to the dismantling of local services
in socioeconomically disadvantaged areas. The key actors
in the present study also perceived that the home visiting
programme has limited capacity to influence health equity
when observing the structural determinants’ influence
over families’ life situations. Availability and accessibility
thus seem to be a key issue where systematic efforts link-
ing macro policies to the local level need to be prioritised
on the political agenda. To ensure collaborations between
parenting support services and welfare services directed
towards housing, education and employment may be con-
crete actions for strengthening the programme’s capacity
to contribute towards health equity.

Further possibilities to strengthen the Rinkeby inter-
vention are identified in the extension of the duration
in order to reach parents also prenatally and to keep the
contact, and especially make use of the parental advisor’s
skills, until the child is aged 2-3 years. Increasing collab-
oration with prenatal clinic, preschool and other actors
was also recommended. These views are well in line with
Goldfeld et al’s findings that disadvantage in early child-
hood can be complex, follow different pathways and
children can experience different types of disadvantages
at different points in time [72, 73]. They thus called for
inclusion of multidimensional and temporal perspectives
when developing interventions to combat health inequi-
ties in early childhood [72, 73].

The home visiting programme in Rinkeby has been
developed from the ground with key participation of the
professionals, and it is also the professionals who play
central roles in delivering the intervention, taking deci-
sions on what content to present, carrying the respon-
sibility for early detection of extra needs and how to
best provide support. At the same time as research has
indicated the importance of managers and practitioners
gaining a qualified understanding of health inequity and
the need for complex interventions [67, 74], the active
involvement of practitioners in designing and evaluat-
ing interventions has also been stressed as one aspect of
future improvements of home visiting in Sweden [75]. It
thus seems important to promote continuous dialogue
with managers and professionals around the interven-
tion’s core components and programme theory, in the
Rinkeby programme as well as in other home visiting
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initiatives. We believe that the findings of this study may
contribute to informing the discussion on the role of
home visiting interventions in promoting good and equal
conditions for healthy development for all children.

Strengths and limitations

A large number of documents from a diversity of sources
were available for the study which ensured triangula-
tion of information and the possibility to construct a
comprehensive understanding of the programme. The
possibility to interview knowledgeable key actors from
different roles, organisations, programme sites and that
participated in all timepoints of the development and
implementation processes was also a strength of the
study. It would have been valuable to also access the
families’ understanding of core components and pro-
gramme theory, which was not feasible within the limi-
tations of the study. Cultural adaptation was a topic not
directly explored in the interview guide and also absent
from the programme theory. Specific questions to the key
actors and additional input from families regarding cul-
ture might have further qualified the programme theory.
Access to quantitative data on the implementation of
content during home visits at the different programme
sites as well as an extended investigation including home
visiting staff at all current programme sites would also
surely contribute to the quality and trustworthiness of
the findings as well as further development of the compo-
nents and mechanisms of the programme theory.

Conclusions

The core components of the Extended home visiting pro-
gramme in Rinkeby correspond well to those of similar
evidence-based home visiting interventions, albeit with
increased duration and dose as a possibility for strength-
ening the intervention. The principles of Proportion-
ate Universalism are present in the programme theory
and are believed to be fundamental to the intervention’s
capacity to contribute to health equity. The programme’s
actions on caring for the health and well-being of chil-
dren and parents and strengthening responsive parent-
ing practices, in combination with promoting access to
the universal welfare services and integration into soci-
ety, are considered important steppingstones towards the
overarching goals. Still, the intervention in itself, requires
a favourable macro-political environment in the endeav-
our to balance the structural determinants’ influence
on health inequities. Availability of local resources that
respond to families’ needs regarding housing, education
and employment are important, and the systematic col-
laboration between the home visiting programme and
such services could strengthen the potential to achieve
health equity.
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