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Multiskil1ing in AAC
intervention

JUAN BORNMAN AND CATHARINA J .E.

UyS

This chapter focuses on multiskilling as a means to equip people working
in the health and educational context to function in a transdisciplinary
manner when performing augmentative and alternative (AAC) inter
vention. Issues discussed include defining the concept, the need for
multiskilling and a discussion of potential problems/challenges posed by
it. Finally, there is a description of two programmes: a beginning com
munication intervention protocol that was implemented in training
community health nurses, and a play package that was implemented and
validated for multiskilled professionals.
Multiskilling is a form of role diversification and refers to the cross
training of professionals and/or support-level practitioners to perform pro
cedures and functions in two or more diSCiplines (Allerton, 1997; Salvatori,
1997). It can therefore be seen as the vehicle by which individuals who
already possess certain skills (e.g. primary health care nurses, teachers, etc.)
are equipped with transdisciplinary skills to deal with the issues that con
frOnt them when attempting to deliver high-quality sustainable services to
people with severe disabilities and their primary caregivers. It is thus a
redesign strategy driven by the public and private health sectors' concern
for cost control, aimed at enhancing cost-effectiveness, efficiency, quality
and co-ordination of services owing to reduced intervention time and fewer
professionals delivering services (American Speech-Language-Hearing
AsSOciation (ASHA), 1996; Foto, 1996; Landry and Knox, 1996)_ Improved
morale has also been noted as a result of greater job satisfaction (Basker
and Husband, 1982), a..<; is heightened quality of care owing to continuity
and co-ordination of services as professionals share a common body of
knowledge (e.g. general intervention principles), set joint intervention
goals and reinforce skills (e.g. all activities are viewed as a therapeutic
opportunity to continue treatment) (Foto, 1996). In cases where there is a
lack of trained professionals who are equipped to provide services to all in
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need, multiskilling can be viewed as a way in which this shortage can be
addressed Gohnson, 1999). Multiskilling also eliminates role demarcation
thereby reducing hierarchical supremacy via interprofessional competitio~
(Foto, 1996; Hurst, 1999), and helps professionals to advocate on behalf of
their clients (ASHA, 1996).
Multiskilled health professionals can be defined as:
persons cross-trained to provide more than one function, often in more
than one discipline. These combined functions can be found in a broad
spectrum of health related jobs, ranging in complexity from the non
professional to the professional level, including both clinical and manage
ment functions. Traditional functions (skills) added to the original health care
worker's job may be of a higher, lower or parallel level. (ASHA, 1996, p. 54)
Cross-trained, multiskilled professionals are sometimes referred to as
generic workers (Hurst, 1999). However, multiskilling is much more than
simply transforming professionals and/or support-level practitioners into
'jacks of all trades' (Salvatori, 1997). It offers opportunities for job expan
sion and job enrichment in the shape of new or expanded roles and
responsibilities, skill sets and job titles, and it usually implies in-service
training rather than formal education (as illustrated by two programmes
discussed in this chapter). It does not mean the loss of one's professional
identity, nor does it imply the demise of specialists. Opportunities exist
for all service-providers to maintain their speciality skills and at the same
time develop or expand roles and skills sets without giving up their
professional identity (Salvatori, 1997).
Service-providers with skills and competencies in more than one area
are likely to be regarded as more cost-effective and more employable than
their traditional Single-skilled counterparts (ASHA, 1996; Landry and
Knox, 1996).
Multiskilling is part of the worldwide health reform which uses a pri
mary health care approach, implying an increased focus on population
health versus individual health, community-based care versus hospital
based care, and holism in intervention (Salvatori, 1997). It also promotes
a client-centred rather than task-centred approach to intervention that is
said to counter the previous authoritarian relationship between clients
and professionals (Bolton, 2001). Individuals are taking more interest in
their own health and in general prefer to interact with fewer service
providers. Health care suggests two major thrusts in the future - collabo
rative practice (not a new concept, but one that will be promoted because
quality care and client-focussed care are its corner stones) and multi
skilling (Salvatori, 1997). Multiskilled profeSSionals thus stand in stark
contrast to compartmentalized and overspecialized professionals who
work to custom and practice (Hurst, 1999).
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To pursue multiskilling as a training strategy, professionals trained in
the traditional specific disciplines have to make three important mind
shifts. First, they have to recognize that not every aspect of intervention
requires the knowledge, judgement and skills of their particular area of
specialization (Edwards, 2001; Foto, 1996). Second, they have to identify
which of their services are skilled and which are non-skilled and could
therefore be provided by someone else (Foto, 1996). Third, they have to
identify what makes their profession truly unique and what competencies
they share with others (SalvatOri, 1997).

Multiskilling dimensions
As the precise dimensions and the suitability of what aspects should be
addressed during multiskilling vary according to the specific profeSSional
discipline, the setting in which the intervention will be conducted, the
aim of the intervention (for this purpose, service delivery to people with
severe disabilities) and the resources already in place, it is difficult to pro
vide distinct responsibilities. However, current viewpoints about
multiskilling classify four main levels (ASHA, 1996; Johnson, 1999;
Pietranton and Lynch, 1995), which are:
1. cross-training of basic client care skills, e.g. routine, frequently pro

vided, easily trainable, low-risk procedures, such as monitoring vital
signs, transferring and positioning clients, etc.;
2. cross-training of professional non-clinical skills, e.g. skills and serv
ices such as client education, team dynamics, communication skills,
leadership, technical writing, etc.;
3. cross-training of administrative skills, e.g. programmatic activities
such as quality improvement, case management, management of clin
ical services, systems design, etc.;
- 4. cross-training ofclinical skills, e.g. obtaining skills from across multiple
traditional disciplines to function in a truly transdisciplinary manner.
Although these four levels have been outlined in order to provide a plat
form from where to discuss multiskilling it is imperative to remember that
they do not provide distinct categories. If, for example, prevention is dis
cussed, it cuts across at least three of these levels. First, prevention can be
Viewed at level 2 where clients are educated about possible causes of dis
ability (e.g. alcohol abuse), at level 3 where formal prevention
programmes are administered and at level 4 where clients receive direct
services (tertiary prevention). Additionally it is important to note that the
additional skills added to the original list may be of a higher, lower or
parallel level (Pietranton and Lynch, 1995).
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Implications of multiskilling for AAe intervention
When looking at the intervention needs of people with severe disabilities,
the interrelatedness and complexities of these needs as well as their
dynamic nature have to be acknowledged. In an attempt to address
needs within the medical model, the various specialist profesSions
evolved (Foto, 1996). This implied that a physiotherapist was needed to
address positioning, an occupational therapist to assist with activities of
daily living and a communication pathologist to implement a communi.
cation system. However, the sea of faces in this model underlines its
fragmentation and inefficiency and the notorious poor communication
between the different profeSSionals (Edwards, 2001).
Consequently, the social model of intervention advocates transdiscipli.
nary functioning of all profeSSionals. Not only will the quality of care
be enhanced if profeSSionals are multiskilled; intervention will also he
personalized as the people with severe disabilities interact with fewer pro·
fessionals (Hurst, 1999). If multiskilled professionals work together, they
can reinforce or intervene with each other's goals in mind (Foto,
They can also respond with the people with severe disabilities' needs in
mind and respond appropriately (e.g. when a wheelchair user wants to go
to the bathroom during therapy, the communication pathologist can use
this as a functional activity and not wait for the nurse).
In delivering AAC intervention, multiskilling is, like transdisciplinary
functioning, characterized by role transition. This implies the crossing of
traditional disciplinary boundaries, where professionals can work togeth
er, share their expertise and exchange certain roles and responsibilirks to
develop new ideas and strategies for service provision (Chapman and
Ware, 1999; Lloyd et al., 1997; Orelove and Sobsey, 1996). This
mean that the skills associated with one profession could he taught (0 oth·
ers who work with the specific client, e.g. the communication pathologist
can train primary health care nurses or teachers to provide communica
tion opportunities (deliberately) to people with severe disabilities when
teaching them the concept of 'requesting help' All professionals deliver
ing AAC intervention need to be equipped to play each of the following
four professional roles during the role transition process: trainer/educa
tor; expert/prescriber; negotiator and collaborator (Parette and
Brotherson, 2000). Transdisciplinary functioning of multiskilled profes
sionals will lead to less fragmented services, and will proVide people
severe disabilities with more opportunities to practise this communica
tion function. Role transition is a process and consists of six separate but
related processes (Orelove and Sobsey, 1996; Parker, 1994). Role
tion and its application to multiskiIling are described in Table 11.1.
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1hble 11.1 Role transition and multiskilIing as realized in AAe intervention
Role transition
.process

Multiskilllng Realization in AAC intervention
level

Role extension
Levell
Increasing theoretical
knowledge and clinical
skill in own diScipline

Role enrichment
Development of a
general awareness and
understanding of the
terminology and basic
practices of other
disciplines

Role expansion
Acquiring information
to make knowkdge.
able observations and
recommendations out
side own diSCipline

I

exchange
Learning the theory,
.:rnetbods and proof other
i(liSCiJ)lines and begin.
to implement the

Level 2

Levds
2 and 3

Levels
3 and 4

Professionals expand knowledge and skills
about AAe as it pertains to their own disci.
pline, e.g. occupational therapy on switch
access, communication pathologist on different
communication means, nurses on medication,
teachers on curriculum accommodation, etc.
Communication pathologists should
understand motor patterns and reflexes;
occupational therapists and physiotherapists
should become aware of different communi
cation means (aided and unaided);
nurses should be able to explain some of the
basic concepts rdated to AAe intervention
and severe disability to people with severe
teachers should be able to
maintain correct positioning of a child with
cerebral oalsv in her classroom.
Intervention for people with severe disabili
ties involves a whole array of services,
ranging from activities of daily living to litera
cy. Sensitising all professionals involved (e.g.
doctors, therapists, nurses, teachers) and pri·
mary caregivers to all the issues pertaining to
people with severe disabilities, and enabling
them to make informed recommendations
while also providing support, is essential.
This aspect nl~eds to be re-add[essed for each
new life event. for people with severe
disabilities, e.g. transition from toddler to
childhood, attending school, etc.
Equipping professionals (e.g. nurses and teach·
ers) with the necessary knowledge and skills to
provide basic services to people with severe
disabilities and their primary caregivcrs, out·
side their traditional roles. Basic Me aspects
should be addressed, such as the different
communication means (aided and unaided),
the range of communication functions and
how to create deliberate communication
oppOrtunities (Reichle et aI., 1992).
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Table 11.1 contd.
Role transition
process

Mnltiskilling Realization in AAC intervention
level

Role release

Level 4

After initial multiskilling training,
professionals should be visited in situ to
assist them with the implementation of the
intervention (e.g. whilst the nurse is teaching
the use of gestures, or at lunch time whilst
the teacher is feeding a child, etc.) and also
to assist with problem-solving. Intervention
effectiveness at this level often depends on
whether this type of support is given, and
caution should be taken not to terminate
training without this process.

Level 4

A cadre of professionals from the same
primary discipline should r{~eeive multi
skilling training (e.g. nurses and teachers) in
order to provide an infrastructure for inter·
vention to people with severe disabilities in
the particular setting. In addition, the
professional who conducted the training
should be available to the multiskilled
prof{~ssionals for an extended time.

Using newly acquired
skills in consultation
with a professional
from the discipline
responsible for those
practices

Role support
Informal
encouragement and
back-up support from
professionals from
another discipline

Components of successful multiskilling
The success of any multiskilling programme is dependent on a numher of
factors. First the commitment of both the professional who is conducting
the multiskilling programme and the multiskilled practitioner should be
firm Oohnson, 1999). Questions as to the necessity of the multiskilling
programme and if it is in the best interest of all parties involved (profes
sionals, support-level practitioners, client, family, community, etc.) should
be answered. Although the benefits of being able to function as a cross
trained multiskilled practitioner have already been discussed, personal
preference should also be kept in mind. Not all support-level practition
ers might have the aptness to work in the field of severe disability.
Second, the co-operation and support of administrators have to be
ensured prior to the implementation of any programme Oohnson, 1999)·
As multiskilling will create a greater diversity among practitioners in termS
of knowledge and skills, issues of credentialing and liability come to
forefront. Therefore it is imperative to consult the legal framework
(e.g. code of ethics, licensure requirements, scope of practice) and other
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existing professional guidelines. All multiskilled practitioners should
receive contracts in which their specific roles and functions arc outlined,
as well as the in-service training they will be required to partake in, in
order to obtain these skills. Guidelines for supervision also have to be
included. Care should be taken never to assume that support-level prac
titioners know what to do without training and that they can operate
independently without any mentoring and supervision Oohnson, 1999).
Finally, the effects and effectiveness of the programme has to be under
consistent scrutiny and ongoing review Oohnson, 1999).
Implementing multiskilling as an intervention strate!,'Y is compounded
owing to a paucity in the literature on the specific skills that should be
included in this type of training. Indeed there is little empirical data to
support the nature and purpose of multiskilled profeSSionals (Hurst,
1999). Two multiskilling programmes that have been implemented, one
in the health sector and oI1e in the educational sector, will be described
to elucidate the multiskilling principles discussed earlier.

Training programme 1: Beginning Communication
Intervention Protocol (BCIP)
Many changes have taken place in nursing practice over the past 20 years.
Up until the early 1980s the medical model for intervention prevailed,
implying that nursing practice was medically orientated and concentrated
on curing individuals of disease. Today; with the social model Widely
accepted, nurses take a holistic view of a person's life and world, and have
to express their expertise in a way that is versatile and innovative
(Naumanen-Tuomela, 2001). Within the social model, primary health care
is seen as the strategy whereby health care (intervention) could be made
universally accessible to all individuals in the community by means
acceptable to them, through their full participation and at an affordable
cost (Rifkin, 1986).
Currently, primary health care is the focus of rural clinics in the South
African context, with a supermarket approach (one-stop approach) for at
least eight hours a day, five days a week, where individuals with a wide
range of health problems visit (Lequerica, 1997). At these clinics a seam
less system, i.e. a care system that provides primary, secondary and
tertiary services in order to ensure continuity, is promulgated. Although
rural primary health care clinics only deliver primary level services, serv
ices at the other levels must be initiated from this level (Roberts et
1998). It is mostly primary health care nurses who staff these rural clinics,
and defining their roles is difficult, owing to the fact that this depends on
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the changing needs of the communities they serve (Clark, 1996).
However, primary health care nurses at these clinics:
• must be expert generalists because of the diverse skills thLj' need when
working with individuals across the age range with a variety of health
conditions (Clark, 1996; Hamel-Bissell, 1992; Tiffany and Hourigan,
1992);
• need to be independent and self-reliant, since they make on-site deci
sions at clinics that can be some distance from support (Thobaben and
Biteman, 1999);
• should have community ties and relationships, which provide close
family contact and potential for continuity of care, and must be able to
tap local reSOurces (Eayrs and Jones, 1992; Hamel-Bissell, 1992;
Thobaben and Biteman, 1999);
• have a high social visibility (leading to relatively little privacy), with their
social and professional roles intertwining to such an extent that inad
vertent breaches of confidentiality are a concern (Hamel-Bissell,
• have a positive community visibility that has been linked to proft~s
sional pride, self-esteem, and a potential role in shaping health policy
at the community level (Tiffany and Hourigan, 1992);
• require a broader mix of knowledge and skills because fewer service
options are available (Hamel-Bissell, 1992; Thobabcn and Biteman,
1999);
• display certain personal attributes, including a higher level of emotional
maturity and a greater desire for autonomy (Hamel-Bissell, 1992).
In order to meet the diverse demands placed on primary health care
nurses (e.g. professional isolation, limited support services, insufficient
continuing education opportunities, limited peer contact, excessive
loads and time demands) and to be compatible with the new health care
environment that requires more fleXibility in the deployment and man
agement of health resources, interesting trends in service delivery arc
seen (Gordon, 1994; Salvatori, ] 997; Tiffany and Hourigan, 1992). One of
these is multiskilling. A core of generic nursing tasks and roles at each
multiskilling level, as well its application to disability, is depicted in
11.1 (ASHA 1996; Dublinske, 1983; Freeman and Heinrich, 1981; Hurst,
1999; Mast 1983; Pietranton and Lynch, 1995).
The role of nursing practitioners is generic, and primary health carc
nursing includes both personal and public health (fhomas, 1999; Wilkey
and Gardner, 1999). This refers to the first multiskilling level, namely
cross-training of basic client-care skills. As the activities at this level gen
erally refer to traditional nursing tasks based on the basic nursing
curriculum, it will not be discussed any further.
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CROSS TRAINING OF BASIC CLIENT-CARE SKILLS
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Figure 11.1 Roles ami tasks of primary health care nursing within multiskilling levels.

The second multiskilling level depicts three major nursing roles for
primary health care nurses, namely that of advocate, educator and case
manager. The advocate role requires speaking out or acting on behalf of
individuals who may be unable to speak for themselves (e.g. people with
severe disabilities) (Clark, 1996; Glassman-Feibusch, 1984). This may be
due to a lack of knowledge, difficulty or inability to articulate needs or
ideas, fear, perceived lack of power, and/or intellectual/physical disability
(Wilkey and Gardner, 1999). However, advocacy also entails empower
mem of these individuals (e.g. hy introducing them to disahled people's
organizations) (Clark, 1996), and raising community awareness about dis
ability issues. Linked closely to the advocacy role is that of educator.
Realth teaching and the provision of information are viewed as essential
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nursing responsibilities. This can be conducted at the individual level
(assisting people with severe disabilities and primary caregivers to make
infomled decisions about intervention) or at a community level (e.g.
health talk.. about disability) (Wilkey and Gardner, 1999). Third, the nurs.
es act as case managers, implying the co-ordinating and allocating of
services for individuals who cannot manage alone (Lerner and Ross, 1991.
Wilkey and Gardner, 1999). Regarding severe disability, this will entail
identification of people with severe disabilities, referral when needed and
highlighting the importance of feedback and follow-up in an attempt to
monitor progress.
The third multiskilling level highlights primary health care nurses' role
as primarily educators and researchers. At this level, the educator role is
speciJically related to the prevention of disability (at primary, secondary
and tfrtiary levels) (Naumanen-Tuomela, 2001). In order to enhance this
prevention function, the primary health care nurse also has to act as
researcher (Wilkey and Gardner, 1999). This may include tasks such as
identjfying problem areas, collecting, analysing and interpreting
applying findings, and evaluating, designing and conducting research
(Griffith, 1994; Wilkey and Gardner, 1999). Research is an excellent tool
for addressing the complex issues pertaining to prevention.
Fin.Illy, the fourth multiskilling level depicts the primary health care
nurse as clinician and collaborator. The clinician role at this level is
broada than on level 1, encompassing a rehabilitation function, which
implieS that nurses act as transdisciplinary professionals, moving beyond
the trJditional boundaries of their discipline. It requires that these nurs
es idclltify, screen and plan services for people with severe disabilities.
The 6act nursing tasks for speCific populations, e.g. a child with Down
syndrome, have been documented (Grebin, 1981). These include deter
minin~ aetiology (to provide genetic counselling), assessment and
manaj!ement entailing counselling/prevention, follow-up, providing med
ication. collaboration and referral. The collaborator role is closely
to some ofthe other roles (e.g. clinician, advocate and educator), as these
nurses are required to help individuals understand their disability and to
make informed decisions about their own intervention.
When looking at these four multiskilling levels, it is important to notC
that these tasks and roles cannot be viewed as distinct categories and that
extemive overlapping occurs. They are also dynamic in nature and may
therefllre change over time, or according to the needs of the people with
severe disabilities and the primary caregivers, which in turn are influ
enced by, amongst others, the specific disability type (Bornman, 2001;
Bornnlan, Alant and Lloyd, in press). However, in an attempt to clarifY
specifil: nursing tasks as they pertain to disability, this distinction amongst
levels was made. Questions also remain unanswered regarding the
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application of multiskilling to various health care settings (e.g. would
fllultiskilling be applied differently in primary, secondary and tertiary
health care settings?), geographical areas (e.g. rural vs. urban) and clini
cal disciplines and professions (e.g. nursing and AAC) (Pietranton and
Lynch, 1995). Another grave concern of multiskilling is that it might add
to the workload of already overburdened primary health care nurses.
Professionals working in the health care arena are diverse regarding edu
cation, experience, training, autonomy and level of client contact, and
therefore a single approach to multiskilling seems undesirable.
Implementation of the Beginning Communication Intervention
Protocol (BCIP)
A group of 20 primary health care nurses from a rural area were trained
in using the Belp. This training was a direct result of a needs analysis that
had been conducted in the area in which nurses expressed a need for
knowledge and skills that would equip them to deal with people with
severe disabilities, as they felt inadequate about the way in which they
were providing services to this population (Bornman and Alant, 2002).
Training was conducted over five consecutive days, Monday to Friday
from 8,30 a.m. to 4.00 p.m. Each day started with a brief revision of the pre
vious day's work The nature of the training was problem-based (case studies
were shown on video), as research has indicated that adult learners are more
satisfied with learning if it applies to everyday life and is practical and cur
rent (Barrows, 1985). This methodology also enabled nurses to extend and
improve their knowledge (in particular regarding disability and AAC), to
remain contemporary in their field and to provide care to the unique prob
lems they face in their work Oacobs, 1997). As they were expected to work
independently following the training, the value of this approach is evident.
Role-play elicited rich personal accounts and concerns that, through facilita
tion, led to the development of problem-solving skills (Bornman, 2001).
After the initial training. three follow-up sessions were conducted, two
weeks, six weeks and five months post-training. These follow-ups were all
conducted in situ for logistical reasons and aimed to assess the nurses' skills,
identify possible problem areas and assist with problem-solving.
The nurses that were trained (n = 20) were all female and generally
tended to be mature, with ages ranging from 28 to 54 years with 50 per
cent being in their forties (Bornman, 2001). Qualifications covered a
broad spectrum ranging from no formal training after leaVing school (40
per cent) to nursing diplomas (45 per cent) and nursing degrees (15 per
cent). Only 25 per cent had less than three years' experience (including
one with less than a year's experience) while 15 per cent had more than
20 years' experience (Bornman, 2001).
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The aim of the BClP training is to provide primary health care nurses
with the basic knowledge and skills regarding beginning communica.
tlon skills (for children with severe disabilities) and how to involve their
primary caregivers actively in providing opportunities for interaction
(Bornman, 2001). It is based on five principles:
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Table 11.2 BCIP tmining aspects
&f,u1tiskill

level

NurSing
task

Application to
disability

Outcome

The current training proto
col does not address this
Cross
1, Use the ICF (World Health Organization (WHO), 1999) to determine an
level of muitiskilling
training
individual's functioning. This implies that the focus of intervention
of basic
should always be on the individual's abilities as opposed to their dis
patient
care skills
abilities, and how this can be used optimally to ensure full and active

Levell

participation in everyday activities.
• Increased awareness of
• Create community
Level 2
Awareness
2. Use a milieu teaching approach. This is a naturalistic strategy for teachpeople with severe disabil
awareness regarding the
Crossfunctional communication skills within daily occurring routines.
at both personal and
ities
needs
of
people
with
training
with logical, naturally occurring real consequences as reinforcement.
community
levels
severe
disabilities
ofprofes
• Increased community
Specific teaching techniques include time delay, incidental teaching
• Discuss community
sional,
understanding of needs of
awareness'with oth(~r
and the mand model (Kaiser, Yoder and Keetz, 1992).
nonpeople with severe disabil
professionals
(e,g.
clinical
3 Use activities of daily living. The environment in which the beginning
ities and the importance of
school
nurses
and
skills
communicator learns, lives and functions could be adapted to provide
providing them with
teachers)
Opportunities for participation. Research has indicated that individuals with
appropriate effective
• Make caregivers and
severe di~abUities spend significantly more time performing these activities
communication means
teachers aware of the
than their typically developing peers (Light and Kelford-Smith, 1993).
importance of adequate, • Reduced stigmatization in
4 Use an integrated communication approach comprising communica
community
effective and appropri
ate
communication
tion jimctions, means, content and partners. Communication means
skills
(the how of communication) include objects, photographs, gestures.
Picture Communication Symbols (PCS) and a simplified four-option
• DemystilY disability
Information • Provide information
digital speaker, while communication functions (the why) include
concept
regarding people with
requesting more, requesting help, protesting, indicating surprise
• Empower caregivers of
severe disabilities
greeting. Communication partner~ (the /lobo) refer to both adults and
people with severe
• Provide information
peers, and the content (the what) to the environment and the activities
disabilities by providing
regarding expectations
information about expecta
• Provide information
the child is involved in.
tions and realistic
regarding further
5. Use deliberate communication opportullities. Beginning communica
caregivers should feel
communication needs
tors are often passive recipients in interaction. This could be due to a
supported
(long-term
plan)
number of reasons, including the fact that few communication oppor
tunities are given by speaking partners. This is, however, a complex
• Increased understanding
• Initiate referrals to
Referral
task, as a delicate balance must be found between the elicitation and
amongst professionals
therapists
pre-emption of communication behaviour.
regarding the value of
• Initiate referml for
Table 1 l,2 depicts the specific aspects that were included during the
initial one-week training, and how they relate to the four different
skilling levels and the various nursing tasks.
Results regarding knowledge were obtained using a knowledge-based
qllcstionnaire administered at three different intervals: pre-training,
directly post-training and five months post-training (post-withdrawal).

further medical
management
• Assist therapists and
teachers (particularly
school nurses) in deter
mining when a medical
referral is necessary

early referral and interven
tion of people with severe
disabilities
• Establishment of a dearer
referral line that will not
waste time, money and/or
effort
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Table 11.2 contd.

Multiskill
level

Nursing
task

Application to
disability

Outcome

Multiskill
level

Level 2
contd.

Feedback

• Make caregivers aware
of importance of
providing feedback to
referring nurse
• Encourage other
professionals to
provide feedback to
referring nurse
- Provide feedback to
caregiver regarding the
changing communica
tion skills after BCIP
im plementation

• Encourage regular
feedback from caregivers
to monitor progress and
meet changing needs and
abilities of CSDs
• Provide feedback to
caregivers and other
professionals
• Establish feedback as a
reciprocal activity

Level 4
contd.

• Encourage caregivers to
bring their children for
regular follow-ups to
monitor progress
• Assist caregivers to
monitor the quality
and quantity of
communication

• Regular follow-up visits
• Caregivers become active
observers of their
children's progress
• Increased motivation of
caregivers as progress is
noted

• Educate community on
causes of disability and
aversion and preven
tion, e.g. pre-natal care,
good nutrition etc.
• Refer high-risk mothers
• Educate on compliance
with appointments
(doctors, hospital, ther
apists, etc.), medication
(e.g. epilepsy), periodic
health visits (growth
chart) and follow-up

•Appropriate information
and/or referral of mothers
who are at risk of produc·
ing CSDs (e.g. women
> 38 years or teenage
mothers) so that early and
informed decisions regard·
ing childbearing can be
made
• Lower incidence of disabil·
ity
• Decreased impact of the
disability on the child's
functioning

Follow-up
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Level 3
Crosstraining of
administra
tive skills

Prevention

Level 4
Crosstraining of
clinical
disciplines

Identification -Identify children who
are at risk of disability
and screen(e.g. twins, very low
ing
birth weight, poor
nutrition, etc.) accord
ing to health history

• Obtaining relevant infor
mation about child in
collaboration with
caregiver to determine
presence of disability so
that child can be referred

Nursing
task

Application to
disability

Outcome

• Conduct health assess
ment on identified
children (at-risk and
established risk)
• Use' Progress Checklist'
to obtain baseline data
• Assist in obtaining nec
essary medical
evaluations

• Analyse and discuss results
from progress checklist
with the caregiver
• Explore presence of risk
factors further

Results regarding skills were, obtained from a demonstration when
nurses were asked to, for example, 'Show me what you would do for
Busi.' A different but comparable case study was used for each of the
research periods. These demonstrations were video-recorded, and the
researcher and an independent rater scored all the interactions. The
inter-rater agreement averaged 96 per cent across all measurements
(Bornman, 2001).

Research results on multiskilling of primary health care nurses
Research was conducted in order to provide evidence on multiskilling as a
strategy, whereby primary health care nurses could be trained to function
as true transdisciplinary profeSSionals when providing services to people
with severe disabilities and their primary caregivers (Bornman, 2001;
Bornman et a1., in press). Only results that pertain to the different multi
skilling levels will be discussed. These results are shown in Table 11.3.
During the BClP training the focus of the training was mostly on the
fourth multiskilling level, which revolves around service provision. This
was necessitated by the fact that this was the nursing task where primary
health care nurses required the most input, as service delivery pre-train
ing mostly focused on direct referral despite the fact that appropriate
places to refer to were mostly unavailable or inaccessible. Consequently,
the emphasis of the HelP training fell on the provision of knowledge,
Which was intertwined with skills. As expressed so aptly by Bruner, 'It
matters not what we have learned. What we can do with what we have
learned; this is the issue.. .' (cited in Brewer, 1985, p. 3).
In conclusion, results point to the value of multiskilling as a strategy
through which primary health care nurses can be trained to function as
true transdisciplinary profeSSionals when delivering services to people
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Table 11.3 Rcsulls following BelP training
Aspect

Measurement

'Illble 11.3 contd,
Results

t\Spect

Measurement

Multtskilling level 1

!dultiskilling level 3

Not included in training

Educator and researcher • Knowledge-based
questionnaire
involved in secondary
conducted at
pfCvention - early identi
3 different
fication and referral,
intervals, viz,
providing information,
pre-training,
acting as role model by
post-training and
modelling appropriate
post-withdrawal
behaviour (Clark, 1996;
• Descriptive
Freeman and Heinrich,
statistics
1981; Roberts et aI.,
1998)

Multiskilling level 2
Advocate
(raising awareness)
Educator
(providing information)
Case mat!ager
(referral, feedback and
follow-up)

• Knowledge
based
questionnaire
conducted at 3
different
intervals, viz,
pre-training,
post-training and
post-Withdrawal
• Descriptivc
statistics

Nurses became more aware of the importance
of demonstrating to primary caregivers how to
communicate with their children by using the
BCIP principles, e,g, 'using real objects to
communicate', 'demonstrating communication
means and functions' and 'providing commu
nication opportunities', Pre-training, the skills
mentioned were vague and general, e,g,
'teaching people With severe disabilities' and
'facilitate a positive attitude by giving advice'
Gencrally this trend continued during the
post-training and post-withdrawal periods.
Pre-training, 90% of the nurses requested more
training in 'training primary caregivers and
Siblings', but it became clear that the BClP
training addressed this need, as a noticeahle
decline was observed post-training, It was abo
interesting to note that nurses' initial requcst
of 'catcgorizing pcople with severe disahilities
according to disability types' was no longer an
issue post-training. This is possibly due to rhe
fuct that the social model for disability (in
accordance with the '&'1-IO's classification
system), where the emphasis is placed on
participation rather than disability types, was
used (WHO, 1999), Post-training, nurses
identified a whole new set of needs, with
'teaching families to communicate with people
with severe disabilities by using demonstra
tions' as the most pressing, This could
be attributed to the emphaSis placed on social
inclusion during the training, The other train
ing needs revolved around the specific issues
addressed during training, e,g, expanding
communication means and functions and
creating communication temptations. During
the post-withdrawal period the highest
reported frequency was for 'using different
communication means', This could possibly be
because they were already successfully using
some manual signs and wanted to expand
their current vocabulary

Results

Nurses became more aware of advice that
could be given, Pre-training advice tended to
be general, e,g, 'counsel caregivers on accept
ance', Post-training and post-withdrawal, the
advice given tended to become more specific
in nature, e,g, 'increasing communication
means' and 'increasing social interaction',
GeneraJly they also tended to become more
aware of the importance of referral 10 a
mainstream school (referral ta special schools
decreased), The decline in 'referral' over the
various research phases is also interesting,
This could possihly be due to the fact that
nurses became more empowered and
confident in their service delivery to people
with severe disabilities

Multiskilling iel'cl 4
Clinician and collabora
tor involved in planning
services, In remote rural
areas nurses arc often
the only persons avail
able to provide servIces
(Clark, 1996), Therefore
they should be able to
provide comprehensive
holistic services 'on the
Spot' (kquerica, 1997)

• Knowledge-based A Friedman test indicated that the knowledge
increased statistically significantly over lime
quesl!onnaire
(p=OOOOI thus p<O,O<;), and multiple
conducted at
comparisons indicated that this increase was
<; dilferent
between the pre-training phase and the
intervals, viz.
pre-training, post post-training phases, the 2-week follow-up,
the 6-week follow-up and the post-withdrawal
training, 2 weeks
phases rcspectively
post-training, 6
week~ post
training and post A Friedman test also indicated a statistically
significant inuease in skills over time (p=
withdrawal
0,0001)_ and multiple comparisons yielded
• Friedman test to
determ inc statisti the same results as for knowledge, In addi
tion, results also indicated a statistically
cal significance
• Demonstration of significant increase between the post-training
phase and the 6-week follow-up and post
skills (video
withdrawal phases respectively. This implies
recorded and
rated hy two inde that skills increased statistically significantly
during the fOllow-up periods compared to
pendent raters)
pre-training and post-training, This empha
• Friedman test ta
determine statisti sizes the importance of fallow-ups in skills
development
cal Significance
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with severe disabilities and their primary caregivers. Conducting the BOp
training (based on multiskilling principles) significantly impacted on pri
mary health care nurses' acquisition of knowledge and skills in the field
of severe disability. However, the relationships between multiskilling and
job satisfaction, hetween multiskilling and overhurdening, and between
multiskilling and the motivation to work with people with severe disahil_
ities and their primary caregivers should be further investigated.
A second training programme was developed to he used with multi
level skilled profeSSionals and support-level practitioners.

Training programme 2: an Early Intervention Play
Package (EIPP)
The EIPp, an intervention package for the observation and facilitation of
communication and its related hehaviours, was developed and tested for
reliability and validity. This programme was intended for use hy multilevel
support practitioners and targets children hetween the mental ages of 12
and 36 months. The EIPP consists of two sections: play activities and
assessment measurement. The Daily Multiple Measurement Instrument
(DMMI) was developed to assess emerging hehaviours of young children
(lJys, 2003a).

Muldskilling in AAC intervention

'filble 11.4 Activities in the play package
Description

Activity

-~~-

Batteryoperated
::.r toys

A mirror was set up and shaving
foam was used as the paint
medium. Three different
colours were introduced' in the
session. Imitation of certain
movements was required

Pop-up
toys

Three different pop-up toys were
used, e.g. jumping jack
keyboard with hidden animals
popping up after pressing a key;
and a multimethod pop-up toy
where different actions released
different hidden animals.
Corresponding 2-dimensional
pictures were used

Sand
play

The following objects were used:
a sandpit of approximately 1m',
different tools (spade, cups, bucket,
rake, sieves), wooden blocks, a
sand wheel, and plastic animals.
Hide-and-seek games were played
as well as operating the sand
wheel. Construction play was intro
duced with the wooden blocks

StOrytelling

A story was told, using the
different objects functionally in
the process. The objects included
a train, a car, an aeroplane, a doll,
and a telephone. Corresponding
2·dimensional pictures were used
at the end of the story

Procedures used for EIPP
II

I

Analysis of the constructs and behaviours included in the EIPP

I

Adaptation and play are the premises upon which the play package was
based. In determining the scope and content of this package, specific
domains relating to communication development were identified, Le. the
sensorimotor, cognitive, communication and social-emotional domains
(Arnsten, 1990; Dunn, 1991; Linder 1993). These domains formed the
constructs (areas to be assessed and facilitated) included in the presenta
tion of the play activities as well as the measurement instrument (DMMI).
However, constructs are abstract concepts and, while only observable
behaviours can be measured, these constructs were operationalized, that

1III
I!i l

III
ii

III:

Brightly coloured battery-operated
toys were selected. This included
an elephant, a car, a worm, and
jumping fish. Different switches (a
joystick, large and small pressure
switches, and a pinch switch)
operated these toys.
Corresponding 2-dimensional
pictures were used

Fingerpainting

The play activities
Five play activities were selected because of their proven effectiveness in
facilitating skills development: hattery-operated toys, finger-paint, pop-up
toys, sand play and storytelling (lJys, 1997). See Table 11.4 for a descrip
tion of each activity.

..
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is, the behaviours representing the components of the construct were
identified (Uys, 2003b). These behaviours should be targeted in assess
ment and treatment. An excerpt is presented below, for clarification:
Communication behaviours:
• Expressive skills - natural gestures, pointing, head-shaking,
imitation, eye-blinking, vocalization, verbalization.

table 11.5 Principles and strategies to facilitate communication-related behaviours.
Behaviour

Strategies and principles

General strategies to
facilitate communica
don (Constable, 1983;
Olswang et al., 1982)

•
•
•
•
•
•
•
•
•
•
•

Prompting
(Lloyd et al., 1997)

• Verhal/~estural/physical/Visual
• Natural prompt: 'What do you want?'
• Minimum prompt: 'You need to tell me what you want'
• Medium prompt: ' You need to tell me what you want.
Youwant_ _
• Maximum prompt: 'What do you want? You need to tell
me. Say
, Used with gestures, and physical and
visual cues

Visual tracking and
scanning
(Musselwhite and
St Louis, 1982)

•
•
•
•
•
•

ChOice-making
(Porter et aI., 1985)

• Child should have a preference hefore initiating
choice-making
• Child should have a means of communication
• Increase the number of opportunities
• Choice should be followed by a natural consequence

Joint activity
(MacDonald and
Gillette, 1984)

• Adult first follows the child's lead
• Structure for give-and-take situation
Optimal eye contact
- Sustain interaction
Routine back-and-forth action and then break the routine
• Animation
• Imitate behaviour
• Initiating
• Receive requests
• Maintain eye contact
• Touch

Sensorimotor behaviours:
• Motor skills - visual tracking and scanning, gross and
co-ordination, bilateral integration, motor control, visual-motor
integration.
(iii) Cognitive skills:

• Attention - active, passive, visual, auditory.
(iv) Socio-emotional skills:
• Social closeness - eye contact, enjoyment, active participation,
greets partners.

Strategies for facilitation of development of skills related to
communication
The principles and strategies to facilitate communication-related behav
iours were identified (Beukelman and Mirenda, 1998; Lloyd et aI., 1997:
Musselwhite, 1986) and are presented in Table U5.

Presentation of the EIPP
An important advantage of the EIPP is that it can be applied in a variety of

natural settings by different multiskilled professionals and/or support
level practitioners. As such they can use any play activity in a natural set
ting to observe and facilitate the development of childhood behaviours,
e.g. a teacher can use play activities involved in the curriculum to achieve
this development.
In planning the presentation of this programme the multiskilled indi
vidual should first identify the steps involved in the presentation of the
activity. These steps should be written down as guidelines for the presen
tation. It is advisable to practise these steps before application in the
intervention with the child. Based on these steps the interventionist
should be able to identify the behaviours to be facilitated and observed.
Once these behaviours have been identified, it is possible to select specific
strategies to facilitate the corresponding behaviours. These strategies are piV
otal to the success of the intervention. However, it is not only the careful
selection of appropriate strategies which is important, but also the efficient
application - requiring practice - before implementation in intervention.
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Requesting
Commenting on objects
Commenting on actions
Denying and protesting
Obstacle presentation
Time
Nurturance
Sensitivity
Sequence experiences
Fading
Shaping

Stimulus: size, colour, complexity of activity
Location: distance near to far
Range: grade to 180 visual range
Cues: verhaL vocal, gestural
Speed: slow, medium, fast
Path: horizontal, vertical, diagonal, circular, random
0

j

.....
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Table 11.5 contd.
Behaviour

Strategies and principles

Activation
(Musselwhite, 1986)

•
•
•
•
•
•

Object interaction
(Musselwhite, 1986)

Learning
(Bandura, 1977)

Social learning
(Bandura, 1977)

Different
Different speed
Tone of voice
Reciprocity
Animation
Surprise element

• Exploratory
accessibility of toys
- increase duration of play
- increase opportunities for manipulation
• Conventional
area
- appropriate toys
- allow self-directed
functional object use
•
•
•
•
•
•
•
•
•

Repetition/practice
Association, assimilation and accommodation
Trial and crror
Reinforcement
Motivation
Imitation
Insight
Multisensory experience
Methodical instructions

• Observation and IIluucllIng
• Continuous reciprocal interaction with the
environment
• Reinforcement, self-reinforcement
• Rapport between the adult and child

Adaptive response
(King, 1978)

•
•
•
•

Level of activity
(Kramer and Hinojosa,
1993)

Grade level of activity according to:
• Kinaesthetic
• 3-dimensional
• 2-dimensional

Ensures active participation
Opportunity for goal-directed participation
Sub-conscious integration
Self-reinforcement through experience of success
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Table 11.6 is an excerpt from the presentation of one activity from
the EIPP in which a battery-operated toy is used. In this table the steps,
behaviours and strategies are described.

Application and results of the EIPP
A. group of five children with comparable intellectual impairments (four
female and one male) were included in the training programme. Their
chronological ages varied between 5:0 and 7:3 years (average = 6:0), and
their mental ages between 1:6 and 3:0 years (average = 2:3). The training
programme was conducted over an eight-week period. During the first
Table 11.6 Planning of presentation of the play activities.
Whatlhow to facilitate

Behaviours

Strategies

1. Look, this is an elephant.
Guide the child's eyes to

Attention

Guide eyes.
Activation: tone of voice.
Good positioning for eye
control

2. I am going to make him
dance.
Multiskilled individual imitates
dance with body language and
makes gesture for dance.
Can you dance?
Wait for response

Attention

Activation: tone of voice, move
mcnt in horizontal plane,
make eye contact.
Commenting on 3-dimensional
objects and concepts by
indicating similarities and
differences

3. Look, I am pushing the
joystick

Visual
Cause-effect

the actions.
Activation: tone of voice.
Initiating actions

4. Multiskilled worker pushes
the joystick to activate the toy.
Stops after; seconds. Ooh,
what happened? The elephant
danced! Multiskilled individ
ual makes gesture for What?

Visual tracking
and scanning;
Understands
short
sentences;
Attention;
Cause-effcct

Surprise element.
Multisensory media.
Animation of the actions and
objects.
Incidental learning

the toy.
Make the gesture for elephant

5. Repeat the above 3 times

6. Do you want to pla.y with
the elephant?

Repetition to learn
Understands
Establish reciprocity.
instructions; Maintain eye contact.
Tum-taking
Use simple/elementary senten<.:es.
Indirect teaching model
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Table 11.6 contd.

16

What;how to facilitate

Behaviours

7. Make the elephant dance!
Make the gesture for dance.
Wait for response

Understands
Time delay.
instructions; Requesting.
Gross co
Use simple sentences
ordination

8. If the child does not
respond, prompt: hand
over-hand push the joystick.
Push the stick to make
the elephant dance
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Strategies

Gross coObject interaction allow
ordination;
manipulation.
Visual tracking; Physically holding the child.
Cause~ffect;
Feedback for cause~ffect.
Understands
Horizontal tracking.
instructions Auditory and/or visual cues

14

12
~ 10

mSensorimotor

0
CJ

8

.. Cognitive

6

o Communication
o Social- emotional

....

(/J

4

i

2
0
.:£.
(!)

~
week, information on the children's level of performance was obtained
(pre-intervention phase). The actual training with the play activities was
done on an individual basis, 45-60 minutes per child, and for three con
secutive weeks (intervention phase). The nature of the training was
functional and took place in natural settings. The children's level of per
formance was assessed after one-week and three-week withdrawal
periods (post-intervention phase and post-withdrar,oal phase; see
2003a). This methodology allowed it to be established whether newly
acquired behaviours were integrated and became internalized
(Kielhofner, 1992).
The aim of the training was to establish outcome validity of the play
package by determining and comparing the levels of performance of
the children on the sensorimotor, cognitive, communication,
social-emotional behaviours during the pre-intervention phase, interven
tion phase, post-intervention phase and post-withdrawal phase, using
three authentic assessment tools - the DMMI (Uys, 200.1a), the
Transdisciplinary Play-Based Assessment (TPBA) (Linder, 1993), and the
Symbolic Play Scale (SPS) (Westby, 1980). Figure 11.2 shows the perform
ance of the group on the DMMI over the eight-week period.
In this figure the group's performance on the DMMI is presented on
a weekly basis and it clearly shows the increase in performance on the
four different developmental domains (constructs). Distinctive patterns
occurred; for example, communication trails all other constructs, making
it the most difficult behaviour to acquire. However, little or no difference
between the other three constructs across the eight weeks was observed.
A definite pattern of gradual acquisition of behaviours occurred from
week 1 to week 4, but a plateau was reached from week 4 to week 8. A
statistically significant difference was found on the behaviours
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Figure 11.2 Mean performance of the children on the DMMI.

representing all the constructs (behaviours) between weeks 2 and 3,
weeks 2 and 4, and weeks 3 and 4 (the intervention pbase) at the 5 per
cent level (p < 0.00(1), indicative of development (Uys, 2003a).
Evidence of the effectiveness of any intervention programme depends
on its reliability and validity (Mouton and Marais, 1985). The effectiveness
of the RIPP was established by utilizing a variety of reliability and validity
measures during different phases of the research. The play package
(DMMI) was externally compared to the TPBA (Linder, 1993) and the SPS
(Westby, 1980), and a significant correlation between these tests was
found. Five different types of validity were determined. Face and content
... validity was determined during the pre-experimental phase, involving six
experts in the field who evaluated the description, definitions and content
of the play package. During the experimental phases outcome validity
(Kazdin, 1982; Wolf, 1978), construct and convergent validity were
described. From the data the EIPP can be regarded as a reliable and valid
early intervention programme. See Uys (2003a) for more detail on the
process and outcomes of validation.
Over the past decade, service provision to people with severe disabili
ties has undergone many changes, moving fi'om traditional discipline
specific intervention to transdisciplinary services. Multiskilling can be
seen as a process to support comprehensive, transdisciplinary interven
tion services. This, however, highlights a few pertinent issues, namely
who should be involved in multiskilling within a particular context, the
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extent to which multiskilled professionals can support intervention in
other areas and, finally, setting guidelines for quality control.
It is evident that cross-training and multiskilling of transdisciplinary
professionals are still in their infancy. Although the success of training of
multiskilled professionals has been described in the case of the BCIp, and
research findings indicated the validity and reliability of the EIPp, creating
a basis for training in early intervention in a multiskilling context requires
much more systematic research not only to validate training programmes
but also to monitor quality. Planning of intervention services, especially i~
low-income countries where there is a paucity of professionals, requires
critical reflection to ensure that processes are in place so that intervention
programmes may deliver the desired outcomes. Only by evaluating out
comes in relation to programme effectiveness, sustainability and
versatility (see Chapter 2) can intervention make a more lasting impact.
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Peer learning and participation
in AAC intervention

MARGARET LILlENFELD AND ERNA AuNT
This chapter discusses the importance of peer learning and participation
in augmentative and alternative communication (AAC) intervention, by
describing the importance of social interaction and, in particular, the
need for children who use MC to be involved in peer interactions. Peer
training in AAC research is discussed and a training programme for the
facilitation of peer interaction is described. The programme describes
pre- and post-measures and provides some data on the outcomes of the
study. Challenges of peer training are discussed and research implications
are highlighted.

The importance of collaborative learning within
the educational context
Collaborative learning in schools has become widely practised in both
and low-income countries and is inherent in educational
policies involving outcome-based education. In collaborative
children work together in small groups towards a common goal,
individual children being accountable for their contribution - resulting in
positive interdependence. The interactive tasks that form the basis of col
laborative learning spontaneously stimulate the cognitive, linguistic and
social development of the children. Diversity within the group has a pos
itive influence as different interpretations result in a more active exchange
of ideas during discussions.
The interest level of children involved in collaborative learning is
higher, with improved academic performance and enhanced social func
tioning cited as outcomes. Effective collaborative learning fosters
teamwork, problem-solving abilities, and critical-thinking skills such as
272
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analysis, formulating explanations, synthesizing and elaborating. Group
processing activities as well as tasks to develop interpersonal and social
skills such as constructive conflict-resolution are important aspects of col
laborative teaching methods. Most importantly, the peer-support system
that results from co-operative learning strategies helps children not only
to accept and respect diversity among their peers, but also to understand
and connect with one another. Children involved in collaborative learn
and receive emotional and academic support within the group,
ing
and develop valuable interpersonal skills. It has facilitated the acceptance
and interdependence between children of different cultures, languages
and ethnic groups as well as students with learning disabilities (Slavin,
1989). It is important to ensure that children with severe disabilities,
including those who require AAC, also benefit from interdependent peer
interaction within the classroom. This will contribute towards ending the
social isolation and exclusion that are so frequently the experience of chil
dren who require AAC, particularly in low-income countries.
The primary goal of AAC is to enable children or adolescents with
limited functional speech to communicate effectively in their daily inter
actions with others. The child or adolescent who uses AAe needs to
successfully interact with both familiar and unfamiliar partners, including
peers, in everyday situations within the natural contexts of home, school
and the community. However, those who require AAe often have extreme
ly limited social networks and many only communicate with immediate
family or caregivers and with those who are paid to communicate with
them. They often have no real interaction with peers despite the imple
mentation of multimodal AAC systems and intensive training to promote
communicative competence.
As AAC profeSSionals and researchers, we have to make sure that chil
dren requiring MC are involved in the natural, interactive contexts that
are created by inclusion and collaborative learning practices, with result
ing optimal learning opportunities for all children. There is a need to
focus both on the skills to promote communication competence of the
child using AAC as well as on equipping peers with the necessary skills to
interact effectively with their peers who use Me. Addressing the social
participation of children who require AAC should be viewed as an integral
component of AAC assessment and implementation processes (see
Chapter 9: MC technology for development).
Communicative competence for a person who uses AAC was defined by
Light (1989) as consisting of linguistic, operational, social and strategic
competence. However, the communicative competence of the child or ado
lescent who uses MC is only part of the equation for successful inter.lctions
With peers. Calculator (1999) discusses five sets of variables that may
influence interactions between a child who uses AAe and a peer partner:

l
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1. Features of the AAe system or device.

~governmental or medical insurance funding for AAC devices, and limited

2. The characteristics of the student who uses AAC, including dUlIITI£.u
personality, motivation and attitudes.
3. The characteristics of communication partners, including their atti.
tudes, perceptions, knowledge, style of interaction and motivation to
interact with students who use AAe. In addition, the character, experi.
ence and the familiarity of the peer partners as well as the level of the
support they have received are important.
4. The quality and content of the instruction given to both the student
who uses AAC and the peer partners.
5. Additional associated variables such as opportunities and reasons to
communicate.

knowledge, skills and expertise in MC, are additional barriers. The large
. ratio of students to teachers in classrooms and inadequate support serv
ices further complicate the inclusion of children with disabilities into
-mainstream schools in low-income countries.
A child's social development is inextricably linked to his or her devel
'opment in areas of language, cognition, sensorimotor skills, play and
'personality. More advanced skills are based on earlier skills and experi
ences, and we need to consider the influence of early social development
when evaluating the peer-interaction skills of the older child or adolescent,

Thus it can be seen that achieving successful communication for children
and adolescents who use AAC is a complex and demanding process
is directly determined by both the children who use AAC and their peer
partners.
The need to involve communication partners is substantiated by the
fact that both empirical research and clinical experience have proved that
intervention directed solely at the person who uses AAC is not sufficient
to ensure social competence (Light et al., 1992; McNaughton and Light.
1989). Sack and McLean (1997) have pointed out that professionals in the
field of AAC must conceive an expanded role that includes training and
supporting the daily communication partners of people who use AAe, in
addition to teaching new interaction skills and communication strategies
to the person who uses AAe (see Chapter 8: Support-based AAe inter
vention). This suggests that best practice in AAC intervention for children
and adolescents needs to be twofold: (a) addressing the needs and build
ing the competencies of the person using MC and (b) instruction and
training of Significant communicative partners including parents, teach
ers, facilitators and peers. Although partner training is
recommended in current AAe literature, there are few studies describing
partner training and even fewer studies on child or adolescent peer-part
ner programmes. A barrier to implementing peer training is that
peer-training programmes and models are not available, and thus the
development of training progr'.tmmes for the peers of children and ado
lescents who use AAC is essential.
Some of the difficulties experienced by children who require AAC in
industrialized countries are documented and will be discussed later in
this chapter. The difficulties experienced in low-income countries appear
to be similar but, in addition, are exacerbated by limited or minimal early
intervention services or access to therapy and education for children with
severe disabilities. This is particularly true for children in rural areas. No

The early social development of the child who
is likely to require AAe - the risk of learned
helplessness
The child with severe disabilities is frequently described as at risk for
developing learned helplessness a condition in which a child does not
initiate interactions or readily respond to communication attempts by
others. The child neither attempts to ask, nor do things, for him/herself.
It describes a state of excessive passiveness that is basically caused by
repeated experiences in which the child has not been able to have an
effect on other people or the environment, i.e. he or she does not have
an effect on what happens to himJherself. According to the learned help
lessness theory, supplying rewards that are not dependent on the
performance of an action can also lead to passivity (also see Chapter 3).
Children with severe physical, sensory or cognitive disabilities, who are
by the nature of their disabilities dependent, are at risk for learned help
lessness due to two reasons. First, because primary caregivers or
members are not able to interpret or respond to the child's early com
municative attempts, the child does not discern a relationship between
his or her own actions and a response from people or the environment,
eventually giving up. Parents and caregivers often do not respond contin
gently to early communication attempts by the child with disabilities, as
these are often ambiguous or abnormal. Second, they are given free
rewards, as adults seldom expect them to do or ask for anything, and so
try to satisfy all of their needs regardless of any specific initiation or
response from the children. A child with delayed social and communica
tion development is at most risk for learned helplessness, because adults
do not expect the child to indicate his or her needs and wants. In addi
tion parents anticipate, and frequently misinterpret, the child's needs. As
a result, the child may relinqUish any attempt to make his or her desires
known, is extremely passive and does not develop the necessary skills to
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interact with peers (see Chapter 4, particularly the section on social
exclusion).
In addition, concomitant motor, sensory and/or intellectual impair_
ments may impede the young child's ability to act effectively on people
in the environment. Many young children who will require AAC do not
have independent mobility or functional manipulation skills to inde
pendently access their environment - resulting in an impoverished
experiential base for the development of language, communication and
peer-interaction skills. The ability to use vocalizations to express likes
and dislikes does not develop and opportunities for choice-making arc
frequently absent or far more limited than with the typically developing
child. Parents and caregivers frequently underestimate the child with lit
tle or no functional speech (LNFS) and may assume responsibility for the
child, significantly reducing expectations of the child.

The social interaction of the preschool child who
requires AAe
Many children who have severe disabilities and require AAe lack oppor
tunities to participate in dyadic interaction. The result is that they do not
develop social contingency awareness and may not develop social signals.
develop them far more slowly or develop unusual signals (Schweigert and
Rowland, 1992). Social control and development by the child is further
compromised, as the parent frequently does not recognize the signals.
and without feedback from the child to the parent's initiations the parent
may become less responsive, resulting in the child having even fewer
opportunities to interact and develop social contingency awareness
. Additional social development in gaining attention of other indi
viduals, requesting an object, expressing needs, expressing an interest in
another person or an object, expressing preferences, or making choices 
may present difficulties for children with severe or multiple disabilities
who require AAC.
There appear to be few studies involving peer interactions of preschool
children who use AAC. In their studies of the communicative interaction
between young children who used AAC and their primary caregivers,
Light et al. (1985a, b, c) noted that:
• the patterns of interaction were highly asymmetrical, with the children
taking few turns and exerting minimal control;
• part of the reason for few initiations by the children was the lack
time given to them to do so;
• the children were dependent on the caregiver to expand their messages;
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• the interaction patterns of the caregivers with the children did not
encourage the independence or communicative competence of the
children;
• the children lacked attention-getting and initiation strategies;
• the range of communication functions used by tbe children was ex
tremely limited, mainly being confirmations and denials.
The researchers also highlighted the difficulty young children experience in
developing competence in using augmented modes to communicate when
they are primarily exposed to spoken models (Light et at, 1985a, b, c).
Schweigert and Rowland (1992) have described an instructional
sequence to teach social contingenc.1' awareness to children with dual sen
sory impairments and severe motoric disabilities. The children were aged
from 10 months to 10 years, and when they began the study none of the
children had any clear intentional communication. In many cases the use of
microswitches was necessary to' establish social contingenc.1' awareness,
often resulting in the development of further communicative behaviours
that were not reliant on switch use (Schweigert and Rowland, 1992). By the
end of the study all the children had learned new communicative skills,
from gaining attention to indicating choices (ibid.).
Janice Light (1997a), in her excellent article '''Let's go star fishing":
reflections on the contexts of language learning for children who use
AAC', defined clearly the various interrelated contexts that make up the
language-learning environment of the young child, and discussed the
implications for the child using AAC. The contexts she described includ
ed the physical, functional, language, social and cultural, and within the
discussion of the functional context, she highlighted findings that chil
dren with LNFS spent far more time in activities of daily living and
routines, and that this severely restricted the time they spent in play and
emergent literacy activities such as listening to stories. The importance of
peer interactions in language learning was also discussed (Light, 1997a).
The value of collaborative interaction as the context for learning lan
guage in young children with severe physical disabilities and limited
speech was suggested in a study by Letto et at (1994).

The importance of social interaction for
school-aged children and adolescents
Relationships with peers not only contribute to the social, cognitive, emo
tional and academic development of children, but also are extremely
important in a child's life, contributing to feelings of happiness and self
worth (Cartledge and Milburn, 1995). Generally the school-age years
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result in a major change in the social context for most children. The size
of the peer group is usually much larger and more diverse. Peer interac_
tions also make up a far larger proportion of interactions than previously
and are less closely supervised than during the preschool years (Rubin et
aI., 1998). The pattern of typical development clearly demonstrates that
interactions with peers become increasingly important as the child
matures, and are considered of utmost consequence during adolescence.
Competent social interaction in adolescence is based on social and com
municative skills that are learned in childhood through peer interaction
(Romaine, 1984). Peer relationships in adolescence are more complex
and differ in both quality and quantity from those of childhood (Meyer et
aI., 1998).
In early adolescence small groups of friends function as the primary
base of interaction with peers and allow for regular interaction that is
more spontaneous and relaxed than that with adults (Nippold, 2000;
Whitmire, 2000). Early adolescent groups are generally composed of only
one gender and these peer groups give adolescents the opportunity to
develop social skills, share personal problems, support one another and
develop mutual intimacy, allowing the adolescents to develop autonomy
from parents (Nippold, 2000; Whitmire, 2000). As they develop, adoks
cents spend Significantly greater amounts of time socialiZing with friends
(Nippold, 2000; Rubin et aI., 1998).
The goal of communication, which aims to develop interpersonal rela
tionships, is particularly relevant to the adolescent phase, compared to
the goals of expressing needs and wants, exchanging information and
meeting social etiquette or norms. It is in meeting the goal of developing
social closeness that people communicate to initiate, develop or sustain
personal relationships amI friendships (Light, 1988). The focus of tl1l"
communication is on the interpersonal relationship - the content of the
interaction is not significant (ibid.). Thus, in considering the relative
importance of the four objectives of communication at different stages of
life, communication to develop social closeness with peers is of increas
ing importance as the child matures and of supreme importance for
adolescents (Light, 1997b). Social closeness is critical for adolescents, as
it is during this life period that peer relationships and peer acceptance
assume prominence and take priority over family relationships (fine.
1980; see also Chapter 2, which describes the difference between sharing
messages (participation) and involvement in the communication
process).
The development of SOCial-competency skills and mature social be
haviours in typically developing adolescents is dependent on peer
interactions and relationships (Bigelow and La Gaipa, 1980; Cartledge
and Milburn, 1995). Both friendships and peer group acceptance are
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important influences on the development of social competence and on
the self-esteem of the adolescent (Azmitia et aI., 1998). The ability to be
outgoing, to amuse peers, to participate actively in peer activities as well
as the content and use of language all determine the social competence
of typically developing adolescents (Cartledge and Milburn, 1995).

The social participation of children and adoles
cents who use AAe in school settings
- Educational service delivery
Children with severe physical and/or intellectual disabilities are frequ
ently not accommodated in either mainstream or segregated schools
(schools for learners with special ec;lucational needs) in low-income coun
tries. In South Africa students with disabilities have experienced great
difficulty in gaining access to education. The Education White Paper 6
(2001) on special-needs education indicated that in 2001 an estimated
minimum number of 280,000 learners with disabilities did not have
access to either special or mainstream education. The report based this
figure on World Health Organization (WHO) projections that between 2.2
per cent and 2.6 per cent of learners in any school system could be iden
tified as disabled, and that only 64,200 learners with disabilities or
learning impairments were enrolled in the 380 special schools in South
Africa. The results of a lack of education and vocational training are self
evident but clearly, the impact in terms of limited social and community
participation on the quality of life of these children is immense.
The movement towards inclusive educational systems whereby chil
dren with disabilities are accommodated within mainstream schools or
'least restrictive environments' has gained momentum in many low
income countries. Current educational poliCies in South Africa, as in many
other low-income countries, are committed to a unified educational sys
tem of equal access that will 'cater for the needs of all learners within an
inclusive environment' (White Paper on Integrated National Disability
Strategy, 1997, p. 38). Yet few children with little or no functional speech
(LNFS) are admitted to mainstream schools, and children who require
MC are frequently excluded admission to school for learners with special
educational needs in South Africa. This problem is exacerbated in the
rural areas where minimal intervention and schooling, special or other
Wise, are available for children with multiple disabilities including those
With LNFS. In these contexts AAC implementation plans may need to be
structured to include not only the provision of suitable AAC systems,
family and caregiver training but also peer training programmes with
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community peers. A study conducted by the authors on the attitudes of
typical students towards a peer who uses MC, demonstrated that pro
grammes focused on the training of peers are necessary to facilitate
understanding between peers (Lilienfeld and Alant, 2002).

Participation of students using AAC
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Despite a history of inclusive educational policies in industrialized coun
tries, studies of children who use MC seldom describe communication
between individuals of equal status. Generally, the partners described
were adults and were familiar to the child who used Me. The social rela
tionships of the dyad were thus usually asymmetric, with the partner
being of a higher status (Light, 1988). Kraat (1987) also holds this con
tention and stated that, in most of the interactive research studies of
children using aided systems, the children communicated in a dyad with
a staff member or caregiver. In addition, the communication attempts of
children with LNFS are frequently misunderstood or ignored by teachers
and caregivers - with resultant communication breakdowns (Calculator
and Dollaghan, 1982).
Children and adolescents who have disabilities and LN FS have been
described as having limited opportunities to interact in peer groups and
that this negatively influences the development of communicative and
social abilities (Beukelman and Mirenda, 1992). Learning of communica
tive and social processes can only take place by regularly interacting with
and by developing friendships with peers. Furthermore, to enable children
and adolescents who use MC to generalize communication skills, it is
essential that opportunities exist with varied peer partners in natural set
tings. Thus communication and social-skills learning cannot be considered
as goals in themselves but as interactive processes essential to social par
ticipation (Butterfield et aI., 1995). Adolescents and young adults who use
MC have described feelings of isolation, barriers in getting to know peers.
barriers to meeting and making friends, frustrations with respect to initiat
ing and maintaining relationships with peers, and profound frustration
with negative experiences related to attempts at peer acceptance and
socialization (McCarthy et al., 2002).
With respect to the participation of students who use MC in inclusive
classrooms in America, Calculator (1999) observed two possible out
comes: (1) little or no evidence of social inclusion of some students using
MC, despite good operational competency skills, and (2) students using
MC who were active participants in academic and other activities
who interacted by initiating and responding to varied partners including
peers (Calculator, 1999). It is clear that we need to facilitate the latter out
come in both developing and industrialized countries.
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'I'he influence of partners in interactions involving AAC
The importance of the communication partner or partners in influencing the
success or failure of the interactions of persons who use MC has been found
to be decisive by many researchers (Bedrosian et al., 1992; Light, 1988).
Some partners are instinctively far more competent in adapting to the dis
tinctive requirement of interacting with a person who uses MC, whereas
other partners need to receive effective training in strategies to improve
communication with persons who use MC (MCNaughton and Ught, 1989;
see also Chapter 9). There is an interactive effect between the competence
of the peer partner and the competence of the person using MC, each
impacting on the other. The development of communicative competence is
therefore inseparable from socialization and partner interaction (Butterfield
et aI., 1995; Whitmire, 2000).

Peer training within AAC research
One of the few resources for peer training with children who use MC is
PACT (Partners in Augmentative Communication Training) by Culp and
Carlisle (1988). The programme was developed to facilitate the interac
tion of children who use MC and their communication partners
Communication partners addressed by the PACT programme include par
ents, teachers, siblings and peers (ibid.). 'topics include priority
communication behaviours, communication assessment guidelines, com
munication intervention guidelines, and psychological considerations, all
of which include behaviours for both the child who uses Me and the
partner (Culp and Carlisle, 1988).
With respect to creating opportunities for communication for students
with severe developmental disabilities, Sigafoos (1999) highlighted the
importance of developing training programmes and support for peers. A
communication opportunity was defined as a situation in which a partner
would deliberately intervene and require an appropriate response from
the child or adolescent who had a severe developmental delay and limited
communication. Besides training teachers and staff, the crucial need to
train and support other communicative partners who may be less familiar
with AAC, such as peer partners, was noted by Sigafoos (1999).
Five typically developing adolescents acted as peer facilitators in a
study by Hunt et al. (1988) to encourage the conversational interactions
of three adolescent students with severe cognitive disabilities and limited
speech. The students, two 16-year-olds and a 14-year-old, attended the
same high school as the peers but were accommodated in a separate class.
The training took place in a variety of the high-school campus and
community settings with peers, five regular high-school students who
worked as peer tutors and a university student doing a practical session
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(Hunt et al., 1988). Communication books of pictures were developed for
each student as a means of promoting conversation and the peers sup
plemented their verbal comments by pointing to the pictures in the
conversation books. The results of this programme of training included a
decrease in inappropriate social behaviours and improved conversational
skills of initiation and turntaking. Subjective data from the peer tutors,
parents and teachers indicated generalization of gains to other settings
(Hunt et aL, 1988).
In a later study, the same authors trained regular-education peer stu
dents as peer tutors to facilitate the conversational exchanges of three
children, two of whom were ten years old and the other six years old
(Hunt et al., 1991). The training included strategies to promote general
iZation of specific conversational skills. Brief instnlction was given to the
peer partners, who were regular education students at the same school
and had volunteered to take part in the study (Hunt et al., 1991). The
training of the peer partners took less than five minutes and was done
Singly or in pairs; it consisted of a demonstration with oral instnlctions on
how to use the conversation book, and a short role-play with the instnlc
tor (Hunt et al., 1991). The researchers concluded that peer training
appeared to be an essential component of the conversational training
programme for the students with severe disabilities.
An interesting approach, adopted by Buzolich and Lunger (1995), was to
train a 12-year-old girl, who used AAC, to train her partners. The interven
tion programme primarily focused on training the AAC-using girl to identify
the interaction styles of three peer partners and to adopt strategies to
greater conversational control, including topic direction, speaking-turn
control and communication-breakdown management (ibid.). Following
awareness and role-playing phases of training, five different peers took part
in 30-minute conversations with the girl who used AAC, who was cued dur
ing the conversations by the AAC interventionist without influencing the
peer partner (ibid.). Another approach proposed by Van Tatenhove (1992)
was to use persons who were competent in their use of AAC as peer trJ.in
ers and mentors.
Thus, although widely advocated, training of peer partners of children
and adolescents has received limited attention. One study that focused
exclusively on training peer-partner skills to increase the interaction of four
children (three five-year-old boys and a girl of nine years of age) was con
ducted by Carter and Maxwell (1998). The intervention programme did not
address the communication skills of the children who used AAe. During
their baseline observations the peers seldom waited for a response from the
child using AAC and frequently ignored the communication initiations of
the child using AAC (ibid.). The training consisted of an orientation session
during which the reasons for the study were explained and questions of the
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peers relating to both the disability (cerebral palsy) and the AAC systems of
the participants were addressed (Carter and Maxwell, 1998). In addition,
two peer instruction sessions were held lasting between 15 and 30 minutes
per session. During the first session the peers were informed of the diffi
culties in communication without the use of speech, and the
communication boards of the appropriate participants were discussed. The
peers then role-played an interaction in pairs using the communication
board (Carter and Maxwell, 1998). During the second lesson peers were
taught four specific interaction strategies to apply with the AAC-users: mak
ing eye contact, asking questions, giving time for a response, and
responding to initiations (ibid.). The researchers reported that the fre
quency of social interactions of the children who used AAC increased
during intervention and also that there was an increase in the use of the
taught intervention strategies by the peers (ibid.). Given that there was no
training offered to the children who used AAC the researchers suggested
that the increase in the communication interactions of the children who
used AAC may have been due to one or more of the follo~ing reasons:
1. increase in the number of opportunities for interaction;

2. imitation of the peers who demonstrated the interaction strategies they
had been taught;
3. as a process of natural peer reinforcement that occurred when the chil
dren using AAC attempted to communicate (Carter and Maxwell, 1998).
No further training was instituted but intervention effects were noted f()r
between six and ten weeks for participants. Implementation of peer inter
vention programmes was suggested as a worthwhile method of increasing
the social interactions of children who use MC (Carter and Maxwell, 1998).
Butterfield et al. (1995) emphasize three aspects rdated to partner
skills: (1) attitudes, (2) knowledge/information and (3) increasing oppor
tunities to communicate. These three aspects are interrelated, as providing
information and knowledge about the peer who requires MC has a
tive effect on attitudes towards the individual (Gorenflo and Gorenflo,
1991). Providing inf()fmation and knowledge of how peers can improve
their ability to communicate with a peer who requires AAC will generate
increased opportunities for interactions (Butterfield et aI., 1995).
Additional charJ.cteristics of conversational partners mentioned
Calculator (1999) that could be addressed in peer training include
familiarity with the AAC system, motivation to communicate with the peer
who uses MC, and the nature of the messages including the verbal input
of the partners. It would appear essential to address all of these issues in
the peer training component of AAC intervention with childn:~n or ado
lescents who use Me and to increase the peers' awareness of the value of
their own skills as communication partners. In developing training
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programmes for adolescents who use AAe it is imperative to identify the
requirements of training and to ensure the training as well as the training
procedures have a sound theoretical basis. A peer training programme,
including the involvement of an adolescent who uses AAe, was conduct
ed by the first author as part of her doctoral study (Lilienfeld, 2003) and
relevant issues to this topic are briefly described.

students including Simon. There were eight boys and six girls in the class
and the mean age of the class was 14 years. The medium of instruction at
the school was English. Five of the children were from Zulu-speaking fam
ilies, two were from homes where both English and Mrikaans were
spoken, and the remaining seven were from homes where English was the
first language. Twelve members of the class were ambulatory and two
learners, including Simon, used power wheelchairs.

Discussion of a peer programme aimed at training
the peer group, including the adolescent who
uses AAe, in communicative skills

The training progranune

The adolescent
The adolescent who uses AAe, Simon, was 15 years 2 months old at the
onset of the peer training programme. He had severe athetoid cerebral
palsy and was the only student in the class who required AAe. He steered
his power wheelchair independently by operating a joystick with his left
hand but utilized a head pointer to directly select the keys on both his
computer keyboard and Deltalalker.
Simon was a multi-modal communicator whose preferred method of
communication was his natural speech, despite the fact that his speech
lacked intelligibility. He was operationally competent in using a
DeltaTalker with Unity 128 software.
He had mastered a core vocabulary of approximately 2000 words and
short phrases using Unity 128. This software encodes words and (:ommon
phrases by using sequences of pictures (icons). He understood the ration
ale of how the vocabulary was organized and was able to customize the
software by storing specific vocabulary according to his individual needs.
His rate of communication was slow, as he made frequent errors in a(:cess
ing the keys with his head pointer. If he had forgotten a specific sequence
of icons for a word or phrase he readily changed to the alternate spell
mode and spelt out the required words, letter by letter.
His teachers described his personality as positive, very friendly, warm,
affectionate - a likeable person who was fond of jokes aod who had an
excellent sense of humour. Although he stated that he particularly enjoyed
interaction with peers he was perceived by his teachers and parents as hav
ing poor peer relationships and no friends within his school peer group.
The peer group
Simon and his peers attended a school for students with physical disabil
ities. At the school there was only one Grade 8 class, consisting of 14

1. The aims of the training programme

The goals of the peer training were determined by the difficulties Simon
identified in his interactions with his peer group. The identified difficul
ties were matched with the desired interaction behaviours of peers, as in
the examples presented in Table 12.1.

Table 12.1 Examples of the communication issues and desired behaviours of peers
Difficulties identified by the
adolescent who used AAe

Desirable interaction
behaviours of peers

i.

Inadequate tim(~ was given to him
to formulate what he wanted to say
during small group discussions,
especially when using the
Del talld ker

Peers to be more aware of the tim{~
taken to interact using AAe strategies
and to allow time for the adolescent
who uses Me to formulate messag{~s,
P~""¥>""JII" when using the DeitaTalker

ii.

Insufficient opportunities to initiate
interactions about topics of concern

Increasing awareness of their behav
iours that block conversations with the
adolescent who uses AAC Improved
listening and negotiation skills

iii.

Peers often addressed the adolescent
who uses Me and asked him a
question but left before he could
answer their questions

Peers to learn the strategy of waiting for
a response from the adolescent who
uses Me

iv.

Peers pretended to understand his
message when they had not done so

Increase peers' awareness of how
frustrating it is for a person not to be
understood. Peers to learn importance
of telling the adolescent who uses Me
have not understood him and
to learn methods to assist in clarifica
tion of his messages

j

~
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2. The communication workshops

3. Development ofpre- and post-measures

The peer training programme consisted of eight workshops of 50 minutes'
duration. The objectives were grouped according to specific goals and
themes so that each workshop formed a cohesive unit. The units included:

Communication is a dynamic, complex process. The interactive behav
iours of the individuals concerned constantly affect the understanding
and behaviours of the other individuals involved in a process that is pri
marily managed by the cndes of social interaction. Interactions involving
a person using AAC are inherently multifaceted by virtue of the multi
modal nature of AAC and the effect of the AAC system used on the
interactional process itself. Some of the factors that impact on the com
munication process include:

•
•
•
•
•
•
•

conversation (turnabouts);
behaviours that block communication;
listening skills;
conversation maintenance;
group consensus;
feedback and clarification;
rate enhancement and negotiation.

The final workshop included activities to recall and review aspects of the
previous seven workshops.
U sing games is an effective tool to imTease rapport with adolescents
and to improve their effort in learning social skills. For this reason games
were used frequently during the workshops to reach specific objectives.
e.g. 'the common pool', a game devised by Malouff and Schutte (1998) to
increase peer co-operation, and 'What is my future?', a panel discussion
game used to teach peers the rate-enhancement strategy of asking yes/no
questions in appropriate settings.
Social modelling is the principle involved in the practice of teaching a
behaviour by presenting a model to be observed and imitated. Excerpts of
the videotape 'Face to Face: Facilitating adolescent communication ex
periences' (Hess, 1993) were used to model the use of contingent
questions and comments. Adolescents also learn and maintain behaviour
better when cognitive understanding is engendered. Throughout the
training sessions there were group discussions to facilitate meta
communicative skills and to encourage the peers to attach relevance to
specific skills. This seemed to increase the participants' motivation. Circle
seating with the technique of 'rounds' being used during group discus
sion times promoted cohesiveness and facilitated interactions.
Behaviour rehearsal is considered crucial to ensure that social skills are
learned effectively (Cartledge and Milburn, 1995). Activities were struc
tured to enable the peers to practise skills. After introducing conver
sational turns (turnabouts), for example, a game using tonic cards was
played that facilitated the peers' interaction witb Simon.
All the materials, including fun worksheets, topic cards, unfinished sen
tence cards, emotion cards etc., were carefully designed, multi-coloured.
attractive and suitable for use by all the peers, including those with visU
al impairments.

•
•
•
•
•
•
•

the attitudes and beliefs of the communication partner;
the behaviours of the speaking partner;
the multiple modes of communication, some used simultaneously;
the use of a device and the characteristics of the device;
the format of the message formulation and transmission;
issues of positioning and mobility;
context.

Observational data are described in this chapter although the perceptions
of the peers, teachers and parents with regard to the interactions and
social skills of Simon were measured before and after the intervention
using qualitative measures. These included peer-referenced assessment
strategies, sociometric measures, and qualitative analysis of interviews
with teachers and parents. Additional qualitative pre- and post-measures
included standardized self-concept scales and self-evaluation procedures
that were completed by Simon.
Observational data were obtained from extensive videotaping in the
natural context of the classroom during the normal school timetable.
Videotaping was selected, as it recorded verbal and nonverbal informa
tion, provided an accurate portrayal of interactions taking place between
Simon and his peers, and provided evidence that was accurate and veri
fiable. Filming was carried out during the teaching periods of three
teachers acrnss four schon I subjects English, drama, human social stud
ies and science. This strategy allowed for varied peer interaction
opportunities that were representative of typical interaction opportuni
ties throughout the normal school programme. The videotapes were then
viewed repeatedly, and trans<.:ribed verhatim according to
defined notation and transcription principles.
The transcription principles included that the transcription should pro
vide a functional perspective of the interactive behaviours, that the
Context was an important and integral part of the interaction, and that the
coding of each message shnuld provide an adequate and systematic
description of each message. Notational principles stated that equal

~
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prominence should be given to the child using AAC and speaking peers,
that equal value be given to verbal and nonverbal interactive behaviour,
and that interactive behaviours be shown as integrated and complemen
tary. Additional viewing of the videotapes resulted in coding procedures
being applied. Any interactions not readily understood by the researcher
were then shown to Simon who clarified the content and intent of
ambiguous interactions.
In order to compare effectively the interaction of Simon with his peers
pre- and post-intervention it was necessary to determine contexts that
reflected differing levels of opportunity for communicative interactions
within the classroom setting. The pilot study established that only three
different contexts allowed for varying densities of communication oppor
tunities. These were defined as follows:

Teacher-directed time included periods of teacher instruction as well
as periods when the students were engaged in independent academ
ic tasks. Teachers expected that during these times students would
not speak, with peer interactions discouraged. This context allowed
for minimal peer interaction.
(ii) Outcome-based educational (OBE) small-group discussion context,
during which the class was divided into small groups. Group mem
bers were expected to contribute suggestions and comments with
respect to speCified tasks. This context encouraged peer interactions
related to the task at hand.
(iii) Informal time context included times when no teacher was present.
This context allowed students to choose whether they wished to inter
act or not. Students also had relative freedom to choose with whom
they wanted to interact, about what, and how they wished to interact.
(i)

4. The effects of training
Changes in Simon's interaction included the development of friendships,
interaction out of the classroom and changes in the communication func
tions of his interactions with peers. Changes in his psychometric statuS
and self-concept as well as changes in the responses of his peers were
among the parameters observed and analysed.
Of interest was whether there was any change in the frequency or
extent of Simon's interactions with his peers. Changes in the frequency of
interactions (number of messages per hour) and in the extent of inter
actions (number of messages per interchange) were quantified using
descriptive statistics. An interchange was defined as a coherent segment
of interaction that was made up of one or more messages. Messages
constituted the basic unit of analysis and these could be classified as ini
tiations, responses or follow-ons. Additional parameters of the observed
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interactions that were of interest and were analysed included the dis
course functions, communication functions and modes of com
munication used by Simon as well as the responses of the peers.
The increase in the frequency of the messages between Simon and his
peers is graphically represented in Figure 12.1; context 1 refers to
teacher-directed time, context 2 refers to OBE small-group time and con
text 3 refers to informal times within the classroom.
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Figure 12.1 Mean number of messages per hour.
As can be seen the increase in messages was not uniform across con
texts. The greatest increase was during context 3 (informal times), with a
difference between pre-intervention and maintenance phases of 252 mes
sages per hour. The next largest increase was in context 2 (ORE small
groups), where the difference between pre-intervention and maintenance
phases was 217 messages per hour. The smallest difference was during
context 1 (teacher-directed time), which reflected an increase of 84 mes
sages per hour from the pre-intervention to the maintenance phase. The
principal increase in the informal time (context 3) was significant, as it is
during this context that peers can choose with whom, to whom and for
how long they wish to communicate and this would appear to indicate a
definite increase in the social interactions of Simon with his peers, as
measured in messages per hour. It is interesting to note that the number
of messages per hour is virtually the same during the maintenance phase
in both the OBE small-group time (context 2) and the informal time (con
text 3). This is a positive finding, as these contexts do offer different
opportunities for interactions and the results could have been disparate.
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In OBE small groups (context 2) all the participants in a group were
expected to offer opinions and to contribute to the group, whereas in
informal time (context 3) the adolescents were free to choose whether or
not they wished to communicate with peers.
The mean number of messages per interchange between Simon and his
peer partners was also of interest, the hypothesis being that, should the
peer training programme result in an improvement in the interactions
between Simon and his peers, this would be reflected in not only more
messages per hour but also the interactions increasing in extent. The
extent of interactions was not measured in time but rather as the mean
number of messages per interchange. These results are reflected graphi
cally in f:<'igure 12.2.
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Figure 12.2 Mean number of messages per interchange.

Considerable increases in the mean number of messages per inter
change indicated that interactions were maintained to a greater extent
than at pre-intervention.
The increase in the number of messages per hour (frequency of inter
actions) with peers following peer training was consistent with the
findings of other research studies during which peer training was imple
mented (Calculator and Luchko, 1983; Carter and Maxwell, 1998; Hunt et
al., 1988; Hunt et al., 1991). The low number of messages per hour of the
adolescent with peers at pre-intervention was also consistent with find
ings that children who use MC have few interactions with peers in school
(Harris, 1982; Kraat, 1987; Light, 1988).
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Results of the additional evaluation of the incidence of each of the
defined types of discourse analysis, communication functions, modes
used by Simon and the responses of his peers indicated the following:
(i) The most significant increase in the discourse functions monitored
was in discourse maintainers supporting the evidence of an increase
in the extent of interchanges. This was evident in all three contexts.
(ii) The most obvious increases relating to the communication functions
of requesting or asking questions, and teasing, pretending, and using
humour/sarcasm, were noted within the context of teacher-directed
time. During the OBE small-group context the most obvious increas
es were the communication functions of answering contingent ques
tions, requesting, expressing feelings/emotions and teasing. During
informal times Simon showed the largest increases in the use of
answering yes/no questions, requesting, as well as teasing and
expressing feelings.
(iii)At no time during the study did Simon successfully interrupt the con
versation of his peers. This was in contrast to most of his peers, who
readily interrupted the conversations of other students.
(iv) The use of his natural voice remained the most preferred primary
mode of communication by Simon with peers. However, his use of
body movements also increased, particularly in the context of OBE
small-group discussions.
(v) A positive factor of the peers' responses was a marked decrease in the
occurrence of the peers ignoring Simon.
Challenges of peer training: issues and reflections

1. Lack of validated peer training programmes in Me
The lack of validated peer training gUidelines, procedures and materials
was a Significant barrier. There was a need for the development of peer
training programmes as the peer partners needed to develop attitudes,
knowledge and skills to assist their understanding and ability to be effec
tive partners when communicating with other children who use Me
(Light, 1997). It may also be possible to adapt existing programmes that
target social interaction skills. In their review, Cartledge and Milburn
(1995) listed numerous studies that documented the effectiveness of
peer-mediated intervention to train social skills with speaking children
who have social-skill deficits. For peers to be influential in maintenance
and generalization of behaviours the following parameters should be met:
• the skills targeted must conform to skills demonstrated by the peers;
• the peers must receive instruction and be included in the training
sessions;
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• conditions to improve group cohesion and co-operation should be
instituted (Cartledge and Milburn, 1995).
Peer groups are widely used in life-skills training and psychological skill
training, including training in interpersonal communication skills with
speaking children and adolescents. One of the benefits of using peer
groups to develop skills directly related to the appropriate age of the stu
dents is that of mutual reinforcement. This is an important consideration
in training the peers of children who use MC to promote normalization.
It was also important that the training should focus on the quality of
interaction and communication and not merely focus on parameters such
as the number of exchanges.

2. Limited interactions between children who use AAC systems
and peers
As discussed the social integration of children and adolescents who use AAC

is frequently problematic. For many of these children both the quantity and
quality of their interactions with peers are negatively impacted upon by the
inherent disadvantages of using AAC, including the reduced rate of
exchange and different expressive mode. Additional factors related to the
AAC system may include limited or inappropriate vocabulary, limited range
of communication functions, increased demands on the peer in under
standing or even co-constructing messages, and the increased physical
effort required. Individualized training programmes that include both the
children who use AAC and their peers are one possible solution to this
issue. Other strategies have included what Musselwhite and Burkhart
(2001) have referred to as a Communication Circle, in their description of
co-planned social sCripts. The Communication Circle is a group of friends
or peers of a child requiring AAC who are directly involved in the develop
ment of sequenced scripts with the child who uses AAe. The objective of
co-planned sequenced scripts is to facilitate greater involvement of the
or adolescent who uses AAC with peers. The script categories described
include action scripts, class/work participation scripts and conversation
scripts (Musselwhite and Burkhart, 2001).
One practical guide to improving interaction between children that use
AAC and their classmates is the handbook Children Using
Communication Aids and their Classmates by Clarke and Price (2001).
Three themes targeted by the manual include improving the attitudes and
expectations of speaking peers, building interactional skills with both the
children using AAC and their peers, and the development of the knowl
edge of the peers of the communication aids. Key components of the
themes of 'attitudes and expectations' and 'building interactions' are
identified, and games and activities suggested for each component. The
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activities for the theme of knowledge of communication aids are present
ed in quiz format in two sections: peer and staff knowledge, and peer and
staff responsibilities.

3. Increasing opportunities to interact with peers
The strategy of increasing opportunities for communication is well
grounded in the literature of both assessment and implementation of
AAe. Greater emphasis needs to be placed explicitly on increasing the
opportunities to communicate with peers for children of all ages. At crit
ical times of risk for peer interaction, such as at times of change when a
child who uses AAC transfers to a new class and, specifically, at adoles
cence, the peer interaction of students who use AAC needs to be carefully
monitored. Even a child using AAC who has interacted well with peers
and had many friends at elementary school may find that this changes at
adolescence. Peer training may need to be considered at this stage for a
child who, previous to this, was considered socially competent and soci
ally accepted by peers.

4. Lessons from inclusive educational models
Models of educational practice need to be carefully considered to provide
the best fit at a particular time for the individual child or adolescent who
uses AAe. In low-income countries where mainstream schools do not
have support for special-needs students, have very high learner-to-teacher
ratios, and are frequently not accessible to people with physical disab
ilities, total inclusion could be detrimental to the child. However,
low-income countries need to carefully review the lessons learned from
industrialized countries and then adapt solutions to their own specific
circumstances.
In their review of the 'Critical issues in the inclusion of students who
use AAC: an educational team perspective', Soto et al. (2001) referred to
a number of key indicators of successful inclusive programmes. Key
indicators included:
• natural support from peers;
• social interaction between the student using AAC and peers both in the
context of the classroom and out of school; and
• participatory membership of the student using AAe.
The latter included themes such as that the child using MC had friends,
was happy, not physically marginalized and that the school community
accepted diversity and advocated for the students who used Me.
Significantly, another key indicator was that the classroom structure
supported participatory learning, including the use of co-operative
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learning and activities that built a sense of classroom belonging and
community.
Participants from the focus groups in their study included general edu
cation teachers, inclusion support teachers, instructional assistants,
parents and speech-language pathologists. They all noted the benefits of
full inclusion for: the students who required AAC, their peers, the parents
of students requiring AAC, the parents of peers, the teachers, and the
overall classroom programme. Positive outcomes for the students who
required AAC included increased academic expectations, increased social
opportunities, receiving the same peer support as typically developing
peers, improved communication and language skills, and a greater degree
of independence (Soto et al., 2(01). Several positive outcomes for the
peers included increased academic achievement, learning by teaching and
the ability to communicate with peers who used AAC (ibid.). Of addition
al interest was that the parents of children who used AAC were as, or
more, concerned about the social inclusion of their child as they were
about the academic inclusion.
Inclusive education using collaboration, co-operative learning, social
skills training and peer tutoring was an effective strategy to advance rela
tionships between children with severe disabilities and their typically
developing peers Oackson, Ryndak and Billingsley, 2(00). Peer-mediated
instruction or peer tutoring was noted to have the dual outcomes of
promoting learning and encouraging peer relations and friendships
Oackson et al., 20(0). In their study on useful practices in inclusive
education, Jackson et al. (2000) also refer to establishing a sense of com
munity in the classroom, using techniques such as teaching children to
advocate for each other, children sharing their similarities and dif~
ferences, facilitating appreciation between students, Hnding valued
functions for students with, disabilities, and entrenching disability
related topics in lessons. Techniques to allow children with severe dis
abilities to participate as fully as possible with typically developing peers
included using peer-buddy systems and adaptations to promote com
munication (ibid.).
The significance of focusing on improving the social and communica
tive competence of students who use AAC with peers is substantiated
by the results of studies of mainstreaming in other countries.
Communicative and social skills have been found to be better predictors
of success in integration of children with disabilities than academic
achievement (Goodman and Miller, 1980). Social interaction has been
recognized as cfOcial to successful integration (Ostrosky et al., 1993) and
is regarded as the essential criterion with which to measure the success of
inclusive programmes (Halvorsen and Sailor, 1990).
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5. Criteria to assess the effectiveness of AAC programmes
The effectiveness of AAC programmes with children and adolescents
should be determined by how well the child or adolescent is able to meet
the social and academic requirements of the classroom (Calculator and
Jorgensen, 1991). A"i AAC clinicians and researchers we need to observe
and understand the interaction opportunities and challenges faced by the
person using AAC in their natural settings. We need to gain knowledge of
how to improve the effectiveness with which children and adolescents
who have disabilities and use AAC manage their daily interactions and dis
course with peers.

6. The viability ofpeer training
The persistence of the intervention effects following what was a relatively
short period of intervention in the study described earlier suggest that
peer training is a viable option 'to include in the intervention of children
and adolescents who use AAe. This is substantiated by the maintenance for
two to three weeks of interaction gains noted by Light et al. (1992) after
intervention of four I-hour sessions with facilitators. Similarly, the respon
dents in the final field trial of the partner-training programme Developing
Communicative Interactions (Sack and Mclean, 1997) indicated that part
ner training had a positive ongoing impact on the interactions of persons
who used AAC and who had severe developmental disabilities.

Conclusion and implications
Communication is essential for participation in daily life situations.
Studies have shown that the implementation of multimodal AAC systems
for children requiring AAC resulted in an increase in their interactions
with adults, developed their language abilities and had positive effects on
literacy development. However, the provision of an AAC system cannot
guarantee increased social interaction, the main goal of AAC.
Implementation of peer training programmes, in addition to training
the child or adolescent who uses AAC in social skills and strategies, should
result in increased social interaction with peers. As mentioned, there have
been few studies describing the effects of peer training on the interaction
of persons who use AAe. Research studies are required to identify instruc
tional and motivational factors that are essential for the success of peer
training programmes and how these factors would differ in importance
according to the age of participants. It is necessary to define which vari
ables are relevant to the peer training process and the impact of each on
the interaction skills of the child or adolescent who uses AAe. Additional

j
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research to determine the effectiveness of different techniques in peer
training would assist in determining which techniques are most effective.
A comparison of peer training programmes would be instructive where
one programme included activities in which peers have to communicate
using AAe in simulated interactions, and another programme did not.
An important contribution would be to establish whether extending
peer training to include more natural settings, such as the playground,
would result in greater generalization of the social interaction gains.
Further studies may identify how the child or adolescent who uses Me
could facilitate the competence of peers in interactions. Speaking persons
differ in the way they interact with persons who use AAe and it may be of
value to identify and define which strategies used by speaking partners
improve interactions. The evaluation of peer training programmes when
included as part of inclusion programmes for students who use AAe
would usefully explore and compare the experiences and perceptions of
the student, peers, teachers and parents. Of additional interest would be
the impact of peer training on the interaction of Siblings with the child or
adolescent who uses AAe.
In the same way that it is now expected that literacy is an essential com
ponent of any AAe intervention programme with children who have
LNFS, it should be expected that no AAe programme is complete without
the successful facilitation of social interaction with both familiar and
unfamiliar peers.
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Training teachers for classroom
AAe implementation

SHAKILA DADA AND ERNA ALANT

This chapter aims to investigate issues relating to the use of augmentative
and alternative communication (AAC) strategies within the classroom con
text by focusing on the benefits of using aided language stimulation, a
description of a teacher training programme on classroom intervention
using aided language stimulation, and finallv an evaluation and critical
discussion on the implementation.
Issues surrounding AAC intervention in the classroom have received
significant attention in the literature as teachers take on the challenges
of engaging with the complex set of variables influencing learning with
in group contexts. Even in industrialized countries where financial
resources and professional services and expertise are more available and
accessible, difficulties surrounding AAC intervention within the classroom
context are well known (McCarthy and Light, 2000; Jorgensen and
Calculator, 1996). These difficulties (Alant, 2003) include:
• accommodating the individual who uses AAC within the physical
context;
• making adaptations to the curriculum for AAC-users;
• access to a communication system;
• managing the communication system and thus updating relevant
information;
• facilitating participation in the classroom - role of facilitators;
• training teachers in using the AAC system interactively.
In low-income countries the challenges are increased by various factors
including the lack of personnel trained in AAC, attitudes towards MC
devices (Dada and Alant, 2001; Dada and Alant, 2002) and a lack of
devices (Alant, 1996; see Chapter 7: Service delivery in low-income coun
tries). However, the need for AAC in low-income countries is great, owing
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to the high percentage of persons with disabilities (Bornman and Alant,
1996; Alant, 1999).
In discussing AAC intervention it is vital to acknowledge the imponant
role teachers play in implementing AAC in a classroom. Their commitment
and suppon are vital to the successful implementation ofAAC (Alant, 2003;
Soto, 1997). Supponing an AAC-user within a classroom context is a com
plex task. These teachers are faced with the primary responsibility of
facilitating learning for the AAC-user as well as other students in the class
room. They need to identify appropriate cun-iculum goals and determine
how an AAC-user can meet these goals (Kent-Walsh and Light, 2003).
However, often teachers do not have special training in working with
children with disabilities and have little or no exposure to AAC, indicating
the need for teacher training. Funhermore, they may feel threatened by
AAC, particularly technology, and therefore may not feel confident when
interacting with an AAC-user (Baker, 1993). 'reachers' skills in training stu
dents, panicularly students with disabilities, are diverse. 'Relatively little
attention is paid to the task of assisting teachers in developing skills to
engage in dialogue with children using augmentative and alternative com
munication' (Alant, 2003, p. 336).
Teacher training should address the needs of diverse classroom con
texts. The characteristics of these classrooms are that teachers have to
cope with multi-level teaching not only in relation to various levels of
competency of students, but also in relation to diverse languages and spe
cial needs. This chapter aims to investigate issues relating to the use of
AAC strategies within the classroom context by focusing on:
• the use of aided language stimulation in the classroom;
• a description of a teacher training programme on classroom interven
tion using aided language stimulation;
• an evaluation of the training programme with respe(:t to teachers' training;
• a critical discussion and recommendations for future consideration.

Aided language stimulation
Aided language stimulation is an intervention approach focusing on the
use of pictures and graphic symbols to enhance interaction with individ
uals with little or no functional speech (LNFS). Graphic symbols are used
to supplement verbal communication in order to enhance the compre
hension of speech for children with LNFS. These also serve to increase
their panicipation by allowing students to point to graphic symbols,
thereby communicating. Aided language stimulation aims therefore to
teach the use of picture symbols through modelling interactive use of
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these picture symbols in a meaningful context. It operates under the
premise that modelling of interactive use is necessary to promote the
interactive use of an aided communication system. This process requires
a facilitator, who could be a teacher, therapist, parent or aide, who points
to picture symbols on a facilitator communication board (Figure 13.1)
in conjunction with ongoing language stimulation (Goossens', 1989;
Goossens' et aI., 2000). Children with LNFS could participate expressive
ly through the use of the facilitator communication board or alternatively
through pointing to symhols on their personal (smaller) version of the
facilitator communication hoard.
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Aided language stimulation has a variety of instructional techniques
that facilitate the use of the communication displays. Various techniques
can he used to augment input by pointing or highlighting the graphic
symbols as spoken input is provided. The highlighting can be done using
the index finger, torchlight or a squeaky toy to draw attention to the sym
bols being used. The techniques are based on the way natural speakers
learn to understand language, and therefore are intended to teach lan
guage to an AAC-user in a natural way. The use of a naturalistic setting
implies that the instructions are emhedded within the activities of daily
life. There is an opportunity for joint experience in a routine that can
facilitate the development of communication (Beukelman and Mirenda,
1998).
Benefits of aided language stimulation

Figure 13.1 The translated arts and crafts activity board.

The approach of aided language stimulation is similar to that of total
communication approaches used in the population with hearing impair
ment. For example the facilitator may say 'Put the jelly in the howl' while
pointing to the symbols 'put', 'jelly', 'in' and 'bowl' on a board, vest or
electronic device or other display (see Chapter 3, as well as Wasson et al..
1997, p. 128). It is therefore imperative that the displays must he accessi
ble to the facilitator, and this requires the facilitator to prepare in advd.ncC
the vocabulary items for the students for each activity.

The henefits of using aided augmentative and alternative strategies as a
visual support has hecome increasingly important in a variety of interven
tions in children and adults with LNFS, including those with autism
(Cafiero, 1988; Quill, 1997; Mirenda and Ericson, 2000; Rowland and
Schweigert, 2000; Johnson et aI., 2003). Other benefits include prompt
ing joint attention in children (Quill, 19(8), establishing conversational
referents with children with multiple and severe disabilities (van Dijk,
1966; Hunt et aI., 1990; van Dijk and Nelson, 19(8), increasing the com
prehension of linguistic concepts in children (Quill, 1997), and
facilitating social interaction and communication intent with children
with severe disabilities (Mirenda and Santogrossi, 1985; Jolly et aI., 1993;
Krantz and McClannahan, 1993; Bondy and Frost, 1994; Zanoli et al.,
1996; Schwartz et aI., 19(8).
Those with LNFS can also benefit from aided language stimulation by
improving their expressive and receptive language abilities (Hodgson,
2000; Goossens', 1989; Romski and Sevcik, 1992; Romski and Sevcik,
1996; Romski et aI., ]994; Romski et a1., 1(96). It can also serve to facili
tate interaction hetween teachers and the learner as well as hetween
students. As aided language stimulation is a group strategy it is congruent
with the outcomes-based education philosophy used in schools. The
group strategy enables teachers to engage many students simultaneously
and move towards facilitating learning across students with various abili
ties. The use of graphic symbols is heneficial to a variety of students.
Students can benefit from the memory cue the symhols can serve, by facil
itating story-retelling or cueing the steps that are required for an activity.
A further advantage of aided language stimulation is that it is a technolo
gy that is appropriate for classroom contexts, as it uses laminated
cardhoards. This low-technology option would be familiar to teachers.
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Furthermore, the cost implications for further development of hoards for
instruction or students would he relatively affordable. It is against this
background that aided language stimulation could be a significant contri
hution as a strategy within the classroom.
A pilot project to investigate the application of aided language stimula
tion within special-education classrooms in one province in South Africa
was initiated and will be discussed in more detaiL

Description of a teacher-training programme on
classroom intervention using aided language
stimulation
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training workshops in which all teachers working with students with
special needs in the province were trained in aided language stimulation.
The second phase focused on specific teachers who were supported in
implementing the training in the classroom context. Three in-situ train
ing sessions were scheduled over a six-week period. A contract between
the school principal and teachers as well as the Centre for Augmentative
and Alternative Communication (CAAC) was entered into to serve as a
joint commitment to the project. Carol Goossens' highlighted the need
for contractual commitment during her visit to South Africa in Fehruary
2001. She uses a similar method with her consultations with schools
in New York and found a contract a useful method of enhancing
commitment.

Background to the schools and training
Identification of three target schools in collabora
tion with the province's Department of Education

The classroom context within the South African context is diverse. The
diversity extends to both teachers and students. Teachers have variations
in their teaching skills and academic qualifications. A study conducted in
special schools in the Pretoria region indicates that teachers' qualifica
tions range from university degrees while other teachers have not
completed their secondary school qualifications (Alant, 1999; Alant and
Emmett, 1995). This diversity in teachers' skills impacts on the students
who vary in their abilities. The ability of teachers to teach students with
differing needs can be facilitated through training programmes.
In order to address the need for teacher training, a programme was
developed; it was aimed at addressing two critical needs; first, encourag
ing a strategy that could he used with diverse students and could
therefore assist with multi-level teaching. Second, the training was aimed
at increasing teachers' self-reflection on their teaching strategies with chil
dren with diverse needs including those with LNFS.
The teacher-training programme that was developed included some
activities that were common to the academic programme of the schools.
This would allow integration of the programme into the existing academ
ic programme. An aided language stimulation programme was developed,
as it is ahle to address issues in classrooms that have diversity in terms of
students' languages, skills and ages.

-

"nitial visits to target
CAAC
I
staff with the general conditions and resources

'
Phase 1: formal two-day training to all interested
teachers in the province on AAC implementation

The training approach included two main phases as illustrated in Figure
13.2. The first was to familiarize the teachers with communication boards
and their use in the classrooms. This was conducted during two full-day

I
I

_ _ _ _ _J __

sessions of in-situ training in
r.i;ol.:,.:,m()m.:, at three targeted schools

#

Training phases

,
sCh~~:~amiliarize

,------------------

School 2

'"

School 3

Figure 13.2 Schematic representation of the structure of the training.

j
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Training objectives

Phase 1: Formal two-day training workshop
A formal two-day training workshop for all the teachers in the province
was conducted. The workshop focused on various topics including the
importance of participation in learning for children with LNFS, govern
ment policy regarding education of students with LNFS and special
needs, aided language stimulation and finally evaluating and monitoring
teachers' and children's progress. Role-play and modelling of techniques
were used to demonstrate important concepts. A total of 130 teachers
were trained during the two-day workshop. The workshop was received
positively, with 84 per cent of the teachers rating the training as 'very
good'.

The training objectives of the in-situ training in the schools included:

;

• selection of particular curriculum activities to be targeted and video
taped for monitoring purposes;
• self-evaluation by the teachers in relation to their interaction patterns
with students in the classroom using the tool developed;
• demonstration of activities that enhance interaction in the classroom;
• re-evaluation of teacher interaction at the beginning of every follow-up visit;
• videotaping of teacher interaction during the final follow-up visit and
discussion of further development in the classroom.
Two teachers at three different schools in the province were identified for
the in-situ training sessions. These schools were involved in the in-situ
training sessions and were diverse, with two schools having resources for
teaching in an urban and peri-urban context and one school with very few
resources in the same area, made up of tin structures that functioned as
cla..<;srooms. The teachers' skills also varied. Four of the six teachers had
teaching degrees and two had teaching diplomas. The teachers' experi
ence in teaching children with special needs varied with each teacher
having a minimum of four years' experience. The ages of the teachers
varied from 28 to 40 years of age. The teachers all taught in primarily pre
primary or primary school classrooms.

Training objectives
The training objectives for the formal two-days' training were:
• to familiarize teachers with the philosophy of communication boards in
the classroom;
• to a..<;sist teachers with identifying relevant content for communication
boards for use in the classroom;
• to develop a monitoring system for use by teachers to monitor
progress;
• to assist teachers in developing skills in using communication boards
in interaction within a classroom context.

Outcomes for phase 1
The outcomes of the training were that capacity in terms of dealing with
diverse students was developed in the province among special-education
teachers. In addition, teachers in the province were able to have a com
mon vision and understanding of facilitating participation of students in
the classroom. They also had the opportunity to develop communication
boards and observe demonstrations of their use. Finally teachers were
able to identify resources within their province and surrounding areas to
cope with the diversity of students.

Phase 2: In-situ training in schools
Trainers went into the classroom at the selected schools to support the
teacher in implementing aided language stimulation.
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Figure 13.3 The translated food preparation board.
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Each school was provided with the following training materials:
• two wooden display boards;
• four communication boards (facilitator boards) for the teacher to use
for instruction;
• loose symbols for facilitator boards and for teachers' own boards;
• checklist of classroom interaction patterns (see chapter appendix);
• up-front preparation list;
• handout on the process of teaching;
• smaller communication boards for use by children with LNFS.
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All the basic training materials for the in-situ training were provided to the
teachers. These included four facilitator boards or communication boards
for use by the teacher. Four activities were trained, namely arts and crafts
(Figure 13.1), food preparation (Figure 13.3), song board for 'Mr
Crocodile' (Figure 13.4) and the 'gingerbread man' storyboard (Figure
13.5)

Figure 13.5 The translated 'gingerbread man' storyboard.

There were three in-situ visits during the training, The aims for each
visit are shown in Table 13.1.

Outcomes for phase 2

Figure 13.4 The translated 'Mr Crocodile' board.

Teachers improved their skill in aided language stimulation as they were
able to use pointing and talking Simultaneously. In addition they were
successful in adapting and aligning the aided language stimulation con
cept with the current teaching curriculum including assisting with
focusing on activities of literacy development and placing literacy activi
ties high on the teaching agenda, Additional resources were also
developed in accordance with the curriculum. The teachers developed
storyboards based on stories that were told in the class, and SetsW'ana
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Table 13.1 Aims for each of the in-situ training sessions
In-situ training

session 1
• To obtain an idea of
teachers' current practice
• To introduce teachers to
the resources and skills
required to do aided
language stimulation
• To assist with the
implementation of aided
language stimulation in
the classroom through
physical organization of
the class for optimal
learning, identifying the
unique challeng(~s in
each classroom
• To expand and
generate ideas of how to
achieve greater
student partkipation in
the classroom
• To help teachers to
develop better under
standing of the level of
representation of each
student
• To demonstrate the lise
of the communication
boards in the classroom
by the trainers
• For teachers to practise
doing aided language
stimulation with a
song board

In-situ training
session 2

In-situ training
session 3

• To observe and video
record the teachers using
aided language stimulation
with a song and story
board activity

• To observe the
teachers' skills in
using aidt~d
language stimula
tion for the food
preparation and an
arts and crafts
activity

• To facilitate the implemen
tation of strategies learnt
at the rwo-day training
course including the use
of the communication
boards in the class, using
the principles of aided
language stimulation
• 'Ib slow down the rate of
input
• To use symbols with dual
representation (Le. pes
and gloss)

• 10 discuss
implementation of
aided language
stimulation with
the teachers

i

I,
J
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prey. Numeric skills were included here on a basic level. For the older stu
dents, the teacher used the board as a memory cue to assist the student
in telling the story to the class using the communication board. The stu
dents with LNFS were also able to participate in the activities through the
use of their own communication boards. Other students who participat
ed and directed activities in the class also used the facilitator boards. The
teacher-directed adaptations facilitated greater participation of students
and the group, which is in line with the current outcome-based education
philosophy used in schools in South Africa. The participation of all the
students in(Teased and there was more consistent and interactive partici
pation from the students. The implementation of the aided language
stimulation principles facilitated 'calmer' classrooms with children seated
and concentrating. Teachers were also encouraged to keep records of
their own progress as well as of the students to facilitate an increased
awareness for the need of monitoring and reflection on the teaching
process.

• 1b problem·solve

some of the
difficulties
experienced

make recommendations
based on the video record
ings for the next visit

• 'Ib

• To facilitate the students'
participation in the
activities
translate the concepts
on the communication
boards into Setswana for
easier aided language
stimulation

• 'Ib

• To assist teachers with
keeping records of
progress made by both
teachers and children

song boards were also developed. The existing boards were used repeat
edly in a creative manner to teach curriculum themes. For example, the
gingerbread man was used to teach body parts. Another activity was to
teach clothing items and this was done by dreSSing the gingerbread man.
The 'Mr Crocodile' song was adapted using different predators and their

Evaluation of the training programme by trainees
and trainers
After teachers implemented aided language stimulation using an activity,
they completed an evaluation of their performance on a four· point scale
using a checklist of 'Classroom Interaction Patterns for Teachers' (see
chapter appendix). The checklist was developed specifically for the train
ing, and considered five areas:

1. The teacher's awareness of her interaction - this section asked ques
tions relating to the teacher's familiarity with the students' prior
experiences and learning.
2. Language use of the teacher - refers to the use of communication
boards by the teacher during the activity.
3. Comprehension of training - this section deals with the teacher's skill
in determining students' comprehension of instruction and the activity.
4. Knowledge of teacher - refers to the teacher's skill in planning lessons
that are appropriate for the students.
S. Progress - this section deals with the teacher keeping records of her
own as well as students' progress.
The trainers also completed the same checklist for the teachers and iden
tified skills that could be further developed for the next session. After the
evaluation, the trainers and teachers would discuss the strengths of
the session and would suggest strategies for the next session. These
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suggestions were then jointly agreed upon and provided to the teacher in
written form for reference.
The results of one school (two teachers) are discussed below to high
light common issues. The results are discussed by presenting the
teacher-trainer discussions for each session. In addition, the teachers'
self-evaluation as well as the trainer's evaluation on the pre-training and
post- in-situ training are presented and discussed. Table 13.2 illustrates
the discussions and suggestions between the teachers and trainer after
each in-situ training session. Figures 13.6 and 13.7 illustrate the teacher's
self-evaluation as well as the trainer's evaluation.

Training teachers for classroom AAe implementation

,
r

i

!.
~i

Table 13.2 contd.
In-situ Aim!
training objective
2
contd

I

I
l'

augmented
language
stimulation
for students
with LNFS

Strategies

Results

Recommendations

The written
gloss was
translated
into
Setswana

the activity boards more
difficult to use than the
song and storyboard

that this could be
removed as their
skills increased

The translation of the
boards reportedly made
instructions easier

To expand the use of
the boards in creative
ways to meet other
academic agendas by
developing work
sheets around the
activities and includ
ing literaq agendas

lable 13.2 In-situ training discussions between teachers and trainer
In-situ Aim/objective
training
1

1eachers to
demonstrate
the use of the
'Mr Crocodile'
and
'gingerbread
man' facilitator
boards

Strategies

Results

Recommendations

Aided
language
stimulation,
i.e. point
and speak

Teachers were
inconsistent
with pointing
and speaking
simultaneously

Incorporate
all the children in the
class

Thc teachers
demonstrated
that they were
able to engage
the entire
class

Teachers to practise using
the activity boards by
writing the sentences that
can be said using the
words available on the
board
Increase student partici
pation by organizing the
seating of the children to
be more conducive to
participation
Ideas for storing symbols
were introduced as well
as ideas to facilitate chil
dren's participation
through the use of boxes
for picking symbols

2

To demon
strate the use
of the activity
boards
To demon
strate how to
block out sym
bois to
facilitate the
use of

The teachers
Use aided
language
were able to
stimulation, incorporate the
I.e. point
strategies into
the session.
and speak
The use of
as well as
using more aided language
statements stimulation
improved;
than
however,
questions
teachers found

Teachers were asked to
block out some of the
symbols on the 36 matrix
activity boards (Goossens
et aI., 2000). Only 20
symbols were then
exposed. This would
facilitate their skill with
aided language stimula
tion greatly. It was
further fecommended
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Facilitate the partici
pation of children
with LNFS
encouraging the use
of the individual com
munication boards

3

To demonstrate the
usc of all
the facilita
tor boards
1b engage
the group
equally in
the
activities
To extend
the activity
by incorpo
rating
literaq and
academic
agendas

Demon
strate aided
language
stimulation
in terms of
pointing
and
speaking
simultan
eouslyand
using more
statements
than
questions

Teachers found the method
of blocking of symbols
facilitated aided language
stimulation in the early
stages of implementation
tt)f the activity boards
Group participation
W'as facilitated and the
children using
communication boards
successfully incorporated
Finally, teachers used
worksheets to include a
literaq agenda for the
older children and fine
motor activity and
matching skills for the
younger children. They
also extended the
themes in accordance
with the curriculum by
including body parts
and animals of prey etc.
into the activity

Teachers were
encouraged to con
tinue with the aided
language stimulation
and to develop more
boards for their activ
ities
They were encour
aged to gradually
increase the matrix
size of the activity
boards as their skills
developed (Goossens'
et aI., 2000)
IncreaSing strategies
like prompting, time
delay and pausing to
facilitate participa
tion were also
encouraged
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related to facilitating participation of children with LNFS. It would appear
that the recommendation was carried out, as is evident in the trainer's
higher rating on the teacher's awareness of interactions. The nature of the
language used by teachers was another area on which the trainer rated the
teacher higher (58-92 per cent). It is evident that the recommendations
made in the in-situ training sessions 1 and 2 had a positive impact on
Teacher l's use of language with the children.
In the post-in-situ training, it is evident that the teacher's and trainer's
ratings were more congruent. The implications of this congruence are
twofold. The first is that the teacher's skills had improved and therefore
the trainer rated leacher 1 higher on the scale. The second postulation is
that Teacher 1 developed critical and reflective skills about her own teach
ing and was therefore able to evaluate herself more stringently.

W.1

i

Results and discussion of Teacher 2
Knowledge
of teacher

Teacher's
awareness
of interaction

Progress

Sections
Teacher pre-in-sltu training

Teacher pre-in-situ training

Teacher post-in-situ training

Teacher post-in-situ training

Figure 13.7 illustrates that 'Ieacher 2's rating of her skills on the pre-in
situ training was high, with 'Ieacher 2 rating herself 100 per (:ent and
per cent on the sections on language use and knowledge. The ratings for
the other sections were between 75 and 92 per cent. The trainer, howev
er, rated leacher 2 consistently low on all five sections with scores
Teacher 2

Figurc 13.6 Comparison of evaluation: self-rating of Teacher 1 and trainer
evaluations pre- and post-training.

120
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Results and discussion of Teacher 1
It is evident from Figure 13.6 that leacher 1 rated herself as having skills
in all the five sections, Le. between 58 and 100 per cent. Her ratings were
consistently higher when compared with the trainer's ratings on the pre
in-situ training which were generally between 50 and 83 per cent. The
teacher's ratings on the post-in-situ training indicated an improvement in
skills in all sections except the section on teacher's awareness of interac
tion and language use of teachers. The trainer, on the other hand, noted
differences in aU but the section on knowledge of the teacher. Also, min
imal progress was made on the section of monitoring progress (50-58 per
cent). Table 13.2 shows that this was not a matter strongly focused on by
the trainers, which may be a reason for the lack of progress in this regard.
The teacher's perceived lack of improvement in comprehension training
may be attributed to the teacher becoming more critical of her skills, par
ticularly in relation to facilitating comprehension of all the children in her
class and not only those with verbal skills. It is evident from Table 13.2
that the recommendations for in-situ training session 2 were specifically
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100

100

60

-10
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Teacher's
awareness
of interaction

Language
use of
teacher

Comprehension
training

Knowledge
of teacher

Progress

Sections
Teacher pre-in-situ training

Teacher pre-in-situ training

Teacher post-in-situ training

Teacher post-in-situ training

Figurc 13.7 Comparison of evaluation: self-rating of Teacher 2 and trainer
evaluations pre- and post-training.
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between 50 and 67 per cent. Tbe discrepancy between Teacher 2's and
the trainer's ratings for the pre-in-situ training is evident. The discrepan
cy may be attributed to 'Heacher 2 having difficulty with critical reflection.
A similar trend is seen in the post-in-situ training ratings. Teacher 2 rated
her skills between 83 and 100 per cent with the trainer's ratings being
between 58 and 100 per cent. From the trainer's ratings it is indicated that
'teacher 2 had improved in all five sections of the scale; however, the gap
between the two ratings remained quite big. It is interesting to note that
the raters noted substantial improvements in the sections relating to all
the areas except monitoring progress. The areas that showed progress are
those that were focused on the in-situ training. Table 13.2 illustrates that
the emphasis of the in-situ training was on developing the teachers' skills
in providing aided language stimulation and facilitating participation of
all children.
Figures 13.6 and 13.7 indicate that the training improved teachers'
skills in all of the areas on the checklist, particularly the areas pertaining
to the teachers' awareness of interaction, the language used by the
teacher, comprehension training and teachers' knowledge. These were
the areas directly focused on during the initial formal two-day training. It
is, however, clear from the above ratings that teachers still experienced
difficulties with the monitoring of progress in the classroom and that
additional assistance in this area was needed.

Critical discussion and recommendations for
future consideration
The results of the training programme indicated that the aided language
stimulation programme is a programme that is easily accepted and uti
lized as a group strategy in a classroom. The teachers were positive about
the impact it had on the students in terms of controlling disruptive behav
iour and the manner in which it facilitated group work. It also provided
teachers with the skill to cope with students with diverse needs and skills.
This was evident in the graphic symbols serving various functions for the
students. For some students it served as a means of expression and for
others it served as a memory cue and facilitated their independence. The
teachers' responses to the strategy were positive and they were keen to
see its application more widely.
There were some concerns, however, about the adaptation of the strat
egy to fit more closely with the curriculum. Advice and support for
ensuring that the strategy used in a manner congruent with the curricu
lum was needed. In addition, the cultural appropriateness of the stories
and activities needed to be increased to ensure that communication
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boards enhance the dynamic process typical of classroom interaction. For
example, the activities needed to be based on those used within the set
tings. Information on stories or information exchanged in the classroom
need to be visually represented to ensure that communication remains
relevant and stimulating to children. In addition, the food preparation
and arts and crafts activities needed to be based on the resources available
as well as types of activities typically done in such a setting. These are piv
otal in enhanCing sustainable interaction between teachers and students.
From the above it is indicated that although teachers used these facilita
tor boards to interact with the students, concerns were r'J.ised in relation
to long-term use of these boards as a dynamic force in classroom interac
tions. More support will be needed to assist teachers in expanding on the
present interactions using aided language stimulation strategies.
An additional concern was the difficulties that teachers experienced in
monitoring the progress of individual children in the classroom while
using aided language stimulation. This aspect needed to be addressed,
because the documentation of what learners gained from class activities
forms an important part of the outcomes-based education philosophy in
the schools.
Another important aspect was that the boards were made and devel
oped based on the English language. However, they were used in two
schools in the vernacular languages of Afrikaans and Sepedi. The gloss
above the graphic symbols were therefore translated into the languages
and used on the boards. Hence, attention needs to be placed to the devel
opment of the boards when used in different languages. The vocabulary
used on the boards should then also lend itself to translation and also
facilitate grammatically correct aided language stimulation. Figure 13.4,
for example, clearly indicated the different types of pictures introduced
to facilitate first-exposure familiarity to the children. These aspects are
indeed important as discussed in Chapter 6. Sensitivity thus relates not
only to the vocabulary introduced in different languages, but also to the
visual representation of these concepts to facilitate identification with the
process. Clearly, as children become more familiar with the process these
issues might become less important as students relate better to more
abstract symbols (see Chapter 3).
The advantage of aided language stimulation is that it is a group
strategy that lends itself to use with multiple and diverse students simul
taneously. However, this strategy requires that the teacher or facilitator
engage with all students equally and not be distracted by a particular stu
dent. Hence, the facilitator needs the support of a secondary facilitator.
Given the scarcity of resources in most schools in low-income countries
or contexts, schools require new methods of incorporating secondary
facilitators. These options may be to get volunteers to assist on a

318

Augmentative and Alternative Communication and Severe Disabilities

rotational basis or to get teacher aids to assist where necessary. This issue
needs further exploration to ensure sufficient support for the implemen
tation of this strategy in the classroom context.
Another observation relates to the discrepancy between the trainees'
self-evaluations and the trainers' evaluation, particularly in the beginning
of the process. This observation is not new, as trainers have often report
ed on trainees' rather uncritical appraisal of their own skill before training
(Wium, 1994; Bornman, 2001; Reed et al., 2002). There are various pos
sible explanations for this phenomenon, including lack of proficiency in
the English language, lack of knowledge or insight in being able to rate
their own behaviour and attitudes and lack of trust in the context as to
how the information will be used (Reed et al., 2002). The tendency to
become more self-critical after training is, however, a positive indication,
as the trainees' and trainers' evaluation clearly tended to converge in their
perceptions. Perhaps the meaningfulness of this process is centred more
on the convergence of opinions and discussion of the participants than
on the individual ratings between trainees and trainers.
Aided language stimulation is a strategy that works particularly well
with preschool and beginning primary school children. However, its role
in stimulation with older children needs to be further explored. Typically
the classes were diverse in the ages ofthe students in the class: some chil
dren were seven years of age while others were older. Hence, the strategy
needs to be flexible to facilitate and meet the needs of diverse students
and needs. The use of this strategy to facilitate multilingual interactions
also needs to be further expanded on.
In conclusion, the introduction of aided language stimulation as a strat
egy in schools for children with varied disabilities proved a most exciting
and meaningful venture. The refinement of this approach in assisting
teachers both to monitor progress of individual students and to make
adjustments necessary to maintain and enhance the dynamic interaction in
the dassroom (see Chapter 2) pose substantial demands on the teachers.
Clearly this is a strategy that can best be implemented within a strongly
teacher-supported context where teachers can work together to make
material, but also can focus on the system as an open system to enhance
learning not only between teacher and class but also between students.
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Appendix
A CHECKLIST OF ClASSROOM INTERACTION PATTERNS: TEACHERS

Teacher:

Date: ________

Period/Lesson rated: ____________
This rating is aimed at providing the teacher with a basic understanding of
the interaction patterns in the class. It is intended for use as a guideline to
improve classroom interaction within a specific lesson context.

2

Section 1: 1eacher's awareness of interaction
1. Does the teacher ensure that the children are fdmiliarl

with the classroom routine, i.e. interactional rules?
2. Is the teacher able to introduce a topic and share
her teaching agenda to ensure that students under
stand the purpose of the teaching session?
{

t

3. Does the teacher show an awareness of prior
experiences and knowledge of the children?

i

j

4
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1

Section 2: Language use of teacher
4.

Does the teacher use the communication board
when speaking?

5.

Does the teacher co-ordinate her pointing and
speaking simultaneously?

6.

Does the teacher use more questions than
statements in the interactions?

Section 3: Comprehension training
7.

Does the teacher probe to determine the
comprehension of the pupils?

8.

Is the teacher able to assist the students who
demonstrate a breakdown in comprehension'

9.

Is the teacher able to make all the children
participate?

Section 4: Knowledge of teacher
10. Is the teacher knowledgeable about the social
environment of the children?
11. Is the teacher aware of the personal needs of
the children?
12. Is the teacher focused in what she wants to teach
the children, i.e. are the lesson goals specific?
13. Does the teacher help to organize new infonnation
into existing frameworks for the children?

Section 5: Progress
14. Docs the teacher usc a system for describing the
progress of each student?
15. Docs the teacher record progress consistently?
] 6. Does the teacher record her own progress?

4

CHAPTER

14

Promoting leadership and
advocacy

Roy MCCONKEI' AND ERNA

AlANT

This chapter focuses On the formation of service-user groups, either of
parents who have children with disabilities or people with disabilities
themselves. The role they can play in lobbying for and providing better
services to children and adults with communication disabilities is exam
ined. Ways are described in which rehabilitation profeSSionals can nurture
and support these associations. However, there are particular challenges
that these associations face, especially in low-income countries, that can
not be easily overcome given the many socio-economic problems these
countries face. Even so there are some examples of self-help among par
ents and people with disabilities in many low-income countries that can
provide hope and inspiration to others seeking to promote associations
of augmentative and alternative communication (AAe) users or their fam
ilies and friends.

Changing times
Internationally there has been a shift from organizations that speak for
people with disabilities towards those made up of persons with disabili
ties who speak for themselves. The perspectives of AAe-users in the book
entitled Speaking Up and Spelling It Out by Fried-Oken and Bersani
(2000) also reflect this important paradigm shift. In fact the slogan that
originated in South Mrica, 'Nothing about us without us', coined by
Disabled People South Mrica (DPSA) is a clear reflection of the movement
towards self-determination and self-representation of people with disabil
ities. This group also includes associations of parents who have children
with disabilities, as they are the persons best suited to advocate for their
sons and daughters. With some disabling conditions this may have to
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Promoting leadership and advocacy

extend also into the adult years although this at times may generate ten
sions between parents' views and those of the people who have the
disability.
This development has followed in the path of wider societal trends
such as the promotion of human rights for women and ethnic minorities,
the outlawing of discrimination on the basis of sexual orientation and reli
gion, for example, and the promotion of democratic principles of justice
and freedom of speech. There has also been an increasing awareness of
issues surrounding women and children with disabilities as well as the
association between poverty, disabilities and social exclusion (see Chapter
4: Disability and poverty). Arguably these trends have opened up the pos
sibility for the voice of people with disabilities to be heard.
Yet this comes after generations when disability was seen as a stigma
and a curse on the person and the family; when people with disabilities
were seen as worthless and a drain on tile family and the tribe; when peo
ple with disabilities were denied the opportunities offered to others to
grow and develop, such as attending schools. The centuries of oppression
in nearly all societies around the world have left a legacy of insecurity and
inadequacy among persons who are labelled disabled preventing them
from advocating for their rights and to assume the responsibilities that
flow from them.

to speak for themselves. The rallying cry became 'disability is not inabilty'.
Self-determination and one's ability to make independent de{'isions are
highly valued, as the leadership in disability movements becomes more
focused on how to promote more appropriate role models for young peo
ple with disabilities.
Good communication skills and a good understanding of issues facing
people with disabilities across many different groups in society are but two
of the most important leadership attributes (Fried-Oken and Bersani,
2000). Networks of contacts who could help to further the cause, first
among other people with disabilities but also among the non-disabled, and
seeking out the sympathizers and turning them into activists too are rele
vant in working for change within a broader community context. Among
the latter, community leaders, politicians and journalists were especially
helpful. This interaction between people with disabilities and those with
out is increasingly important due to the focus on social inclusion.
Invariably within associations there are disagreements on priorities and
strategies, so effective leaders are required to be diplomats and negotia
tors yet keeping to the fore a vision of how the future could be different,
and bringing others along in pursuit of their goals.
Perhaps the pre-eminent qualities though are those of energy and
enthusiasm. The many tasks undertaken by leaders are draining, physi
cally and emotionally, yet they need to maintain their enthusiasm if they
are to win over the hearts and minds of others to their cause. The self
sacrifices that so many leaders of disability associations have been pre
pared to make for the greater good of their constituents are indeed
humbling. It is truly remarkable to note the talented people who have led
disability associations around the world, many without high educational
attainments and from poor backgrounds and little or no previous experi
ence save that of disability. Hence there is hope that around the world
there are many more potential leaders waiting to be nurtured.

Leadership
Nevertheless in the past 20 years there has been a growth in disability
rights movements internationally. A variety of documents facilitating these
movements in both industrialized and low-income countries include the
United Nations' (UN) Declaration of the Rights of Mentally Retarded
Persons in 197] and the UN Declaration on the Rights of Disablcd Persons
in 1975, the adoption by the UN General Assembly in 1981 of the World
Programme of Action Concerning Disabled Persons (WPA), which was fol
lowed in 1993 by the UN Standard Rules on the Equalization of
Opportunities for Persons with Disabilities.
The success of these actions is due in no small measure to the leader
ship of certain individuals, be they parents or people with disabilities,
who brought a unique combination of talents to the task.
First, they were personally credible in that they had various disabilities
or were parents of people with disabilities. They knew at first hand what
it means to have a disability and to have experienced the stigma and dis
crimination that flowed from it. No longer were able-bodied people
promoting the cause of the disabled. No matter how good their inten
tions, it maintained the myth that people with disabilities were not able
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Nonetheless people with disabilities who also have communication diffi
culties are doubly disadvantaged from taking up leadership positions
within society. It is so much harder for them to speak up for themselves.
The importance of good communication skills on different levels is, how
ever, widely acknowledged by AAC-users themselves, as Johnson (2000)
stated: 'Honest and effective communication is crucial for any healthy
relationship and even more so when one of the partners is an augmented
communicator' (p. 47). Like various other AAC-uscrs, she describes life
as a series of challenges and sees her ability to develop a streak of
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stubbornness eady on as essential in coping with these. Bersani and
Fried-Oken (2000) summarize the essays of all the AAC-users in their book
as defining five main areas of support: access to devices and equipment,
direct support staff, training, funding and supportive peers to facilitate
integrdted and active lives for those with little or no functional speech.
These supports focus on the importance of not only access to technology
and training, but also facilitating the supportive network of friends to
increase the opportunities for communication.
Herein lies a major challenge facing AAC intervention: people with
severe communication disabilities need assistance to not only supple
ment their existing communication but simultaneously to expand
opportunities for communication, within the personal network of the
individual, but also within (~ommunities (Beukelman and Mirenda, 1998).
Blackstone and Hunt-Berg (2004) developed the social network system
that describes the personal interaction opportunities of AAC-users in an
effort to broaden the analytical as well as intervention framework of AAC
users. The challenge, however, remains one of ensuring that the AAC sys
tem becomes integrated within the lifewodd of the individual - to
facilitate interaction in an authentic way. Too often are MC systems pre
scribed and purchased without sufficient collaboration between the
individuals with severe communication disorders and the environment
they live in. Integration of assistive technology within the lifeworld of the
individual therefore remains one of the major challenges facing self-rep
resentation for people with severe communication difficulties (see
Chapter 9). The Augmentative Communication and Empowerment
Supports (ACES) (2004) programme (run by the Institute On Disabilities,
Pennsylvania's University Center for Excellence in Developmental
Disabilities based at 'Iemple University) is one prime example of a train
ing programme focused on broader self-representation issues for people
with severe speech difficulties. Not only does this programme include
issues surrounding access to communication, but also much attention is
focused on the vision of the individual in planning and gaining control
over their own life.
Another consideration is for different organizations for people with
disabilities to work together on common goals. This offers another way
whereby the needs of people with communication impairments can be
articulated but this time it is by persons with other disabilities rather than
able-bodied interpreters. Even so, people with communication difficulties
will often need someone to effect these introductions and to assist with
their integration in the wider disabled grouping.
It is not surprising then that all over the wodd it has fallen to parents
to speak up for their children with communication difficulties. Many
parent associations have achieved great things for their members, and
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their formation in countries or regions where previously there were none
can only be commended. Yet it is important to see them as complemen
tary and not alternatives to organizations for people with disabilities.
Sadly there are many examples of conflicts between these two types of
associations, which are perhaps not surprising as they may have different
aspirations and needs to promote and defend. But these differences
weaken the message which the wider society needs to hear, and much
energy gets expended in 'internal battles'. Partnership working between
associations of parents and those of disabled people is the ideal goal.

The role of associations
In this section we examine the role of associations and how they help fam
ilies and people with communication difficulties. We identify three main
functions: providing members with solidarity, information and advocacy
that are common across all associations for people with disabilities or of
parents irrespective of their size and sophistication.
Solidarity
Parents who live in poverty often are demoralized and not able to rep
resent their own children adequately. This is particularly evident as
generational or chronic poverty (see Chapter 4) is often associated with
social isolation. In recent interventions with a group of parents in a rural
area outside Pretoria in South Africa, for example, parents were asked to
identify their social structure by filling in a modified version of the
Inventory for Social Support developed by Trivette and Dunst (cited in
Dunst et aI., 1988). Figure 14.1 describes whom they see as their major
sources of support.
Parents had to rate the frequency of support they receive from differ
ent social sources on a scale of 1 (not at all) to 5 (almost every day).
Ratings 1 and 2 were combined and categorized as 'not helpful', while rat
ings 4 and 5 were categorized as 'very helpful'. From this figure it is
evident what number of these parents (total n = 25) experience support
from people in the community. Parents found their contact with profes
sional helpers most helpful whereas friends, neighbours and other
community-oriented contacts were rated as less helpful. This could reflect
the lack of social capital and distrust, which are often associated with fam
ilies who live in poverty contexts. Parents also admit their hesitan<..'Y to
engage in each other's lives. It is also important to point out that the pro
fessional assistance, which is rated so highly, is a social worker from a
church group who visits the area twice a week. Clearly, within this
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and longer-established associations to share their expertise and resources
with those who are struggling to make their VOice heard at a national leveL
Exchange visits can assist greatly in cementing these relationships.
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Parents bemoan the lack of information that is available to them even
when they have access to a range of professionals (Chen and Simeonsson,
1994). 'Today parents expect straight talk, not evasion. They want as
much information as possible about their child's condition, and they
expect truthful answers to their questions and in terms they can under
stand' (Batshaw, 1991, p. 3). Often the need is for information tailored to
their present needs and concerns and presented to parents in readily
accessible ways. In Lesotho, Southern Africa, the leaders of nine branches
linked to the national parent association identified the following needs
for their parents, who had children mostly with intellectual disabilities
(McConkey and Mphole, in press):
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rights of people with disability;
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Figure 14.1 Support structures of parents in parent group (n
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context, the development of associations for parents as a means to
empower themselves to act more effectively as advocates for their chil
dren becomes most important.
Meeting others who have been through or who are going through sim
ilar experiences can assuage the heartache that comes from feeling alone
with a problem. This emotional support can be crucial in helping families
adjust to the birth of a child with severe disabilities or when a mother is
shunned by the family because they blame her for the child's disability
(Balasundaram, 1995). For people living in poverty this solidarity is often
difficult to achieve due to suspicion and lack of trust.
Equally it is easier to join others to challenge prevailing attitudes and
practices in society rather than to take action single-handedly.
Membership can also boost self-confidence and help to create a sense of
pride in having a child with disability. This appears to be best fostered at
a local level; hence national associations need to develop a network of
branches. Alternatively, groups of parents and/or people with disabilities
can come together to form their own association that may later affiliate
with regional or national bodies.
Solidarity can also be nurtured internationally through regional group
ings of national associations or by linking organizations in the industrialized
world with those in low-income countries. These linkages enable stronger

i

Disability associations often produce newsletters for their members; most
organize meetings, conferences and training events with invited speakers;
some have telephone helplines and others employ 'parent advisers' or
development workers to prOVide information and training for their mem
bers. Russell et aL (1999) demonstrated the gains to families in Southern
India of participating in ten weekly group-based sessions that proVided
information on a range of topics.
Advocacy
National associations have a vital role to play in speaking up for the rights
of people with disabilities. The first declaration of rights adopted by the
United Nations for people with disabilities was that for People with
Mental Disabilities in December 1971, followed in 1978 by a statement of
the Rights of Persons with Disabilities. Many of these statements remain
inspirational in many countries of the world.
Disability associations often organize events to profile issues of con
cern and gain the interest of media such as radio and newspapers.
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Delegations from the association may also meet government officials to
press their case. Likewise, the national association may support individual
members as they confront local issues. In Lesotho the parent association
lobbied on the school enrolment of children with communication diffi
culties, and the police refusing to prosecute the rapist of a lady with
intellectual disabilities.
The advoca<-l' role is likely to be more effective if alliances are made
with other disability organizations that share a common interest. In many
countries there is now some form of national disability council that brings
together all the disability organizations.

I
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themselves and their fellow members. Still others may support the con
tinuation of special and segregated systems which, they feel, advantage
disabled people. It requires skilled leadership and strong powers of nego
tiation to mould these diverse aspirations into one set of common aims.
Not surprisingly, in absence of this, associations can split into factions that
expend energy in arguing among themselves rather than promoting the
cause of disabled people.

Fostering associations for parents of children with
disabilities

Common challenges facing disabled people's
organizations

Much of the foregoing is just as applicable to associations of parents of
children with disabilities. However, it should be noted that these group
ings are rarely confined solely to parents, as they usually welcome other
family members or people who are 'friends'. The latter can include pro
fessional or community personnel involved with the client group. The
mix is valuable, especially as it brings a wider range of experience and
expertise to the group, but care must be taken to avoid a takeover by pro
fessionals with an agenda that can be different to those of the parents for
whom the association was created. One safeguard is for parent.'i to be in
the majority on the management committee of the associations.
The form and functions of parent associations can vary. Three main
models can be distinguished, although they may co-exist to some degree
in all parent associations.

Allover the world, disabled people's organizations face various challenges
that reduce their effectiveness and indeed may even threaten their con
tinuing existence. Among the most common are the following.
Fragmentation
The needs of people with different impairments and talents are hard to
reconcile within the one association. Indeed the practical difficulties of
finding a common means of communication and an accessible venue for
meetings can prove impossible to overcome, not to mention the different
priorities and aspirations held by various constituents.

Empowermcnt model
Maintaining cnthusiasm
Life is a struggle for many people with disabilities. They may have prob
lems with travelling from home and insufficient disposal income to cover
travel and entertainment expenses, and are more likely to feel ill
equipped to undertake the tasks involved in the smooth running of an
association. Nor are they immune to the inter-personal conflicts and petty
jealOUSies that afflict many community associations.
Conflicting aspirations
Associations also have to contend with different views among their mem
bers as to their main aims. Some will want to adopt a rights perspective
and will be prepared to advocate protest and political actions in pursuit
of justice. Others are more comfortable with bUilding coalitions and net
works of support in the hope of providing a better quality of life for

1

i

The three functions of building solidarity, supplying information and pro
moting advocacy noted earlier are all summarized in the concept of
empowerment, which some would see as the pre-eminent function of par
ent associations or organizations for persons with disability (Skogmo,
1995). This model of association has certain implications. The manage
ment and control of the association rests solely with parents and people
with disabilities; professionals can only have a supportive role to them.
Associations must grow indigenously; they cannot be imposed hy govern
ments or by professionals or from outside the country, no matter how
well-meaning the donor agency is to develop these sorts of associations.
The empowerment model has many achievements to its credit, not le~'it
through raising the profile of disability and making sure these issues are
given attention in the media and by politicians. However, it is not without
its critics, notably from disability specialists who feel that only minority
views are represented and the needs of more vulnerable and weaker
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persons are not voiced. Moreover the fragmentation among the disability
movement into groups that focus on different disabling conditions has
produced unwitting competition for attention.

Service model
In many countries, associations have gone on to organize services for
their members and for other families who have a child with disabilities.
Most often these have been day centres and schools for children, and
sheltered workshops for adult persons. However, other associations have
launched preschool home-visiting services, supported employment
schemes and residential facilities. In Zanzibar, the community-based reha
bilitation programme is run under the auspices of the Zanzibar Society for
People with Disabilities. Often these new services were developed as
'model schemes' with the hope that they would be taken over or emu
lated by government, which has indeed happened in many instances.
These endeavours, however, produce a very different model of associ
ation. Greater priority has to be given to fundraising with a consequent
danger of perpetuating the charitable image of people with disabilities
rather than promoting them as members of society with equal rights
(Bersani, 1998). A... more paid professional staff join the association,
power and influence can slip away from the members as they defer to
those with training and expertise in disability such as doctors and thera
pists or those with backgrounds in financial and personnel management.
The organization can shift away from addressing the needs and concerns
of people with disabilities and their families, towards an agenda set by
staff and the funding agency.
Two broader risks are also present. First, the services are more likely to
be available to the more affluent, better educated, urban-based families
and people with disabilities, especially if charges are levied for using the
service. Second, government agencies are given the perfect excuse for not
developing services or making mainstream services available to those with
disabilities, as the special services set up by the associations are already
doing the job!
In reality, most associations invariably end up providing some services
to their members, and it can hardly be otherwise when the needs in some
countries are so great. Often this takes the form of food distribution and
clothing, the provision of medicines or aids such as wheelchairs, or the
development of income-generation schemes for members or family carers
such as mothers. In more industrialized countries, leisure schemes and
holiday breaks for people with disabilities are common, as these forms of
services are unlikely to receive government funding or require profes
sional involvement. However, knowing what not to do is as crucial for the
future well-being of an organization as knowing what to do.
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The advent of community-based rehabilitation (CBR) schemes has given
rise to another model of association (Helander, 1993). Although CBR pro
grammes were initially conceived as being led by professionals who
instigated the training and support of the support workers, more recently
the emphasis has shifted onto bUilding community ownership of local
schemes (O'Toole, 1995). Local management committees are established,
conSisting of persons with disabilities, family members, community lead
ers, and interested community staff such as teachers and health workers.
This group takes responsibility for different aspects of the CBR pro
gramme, such as the support and training of families, provision of resource
centres, community education initiatives and the development of commu
nity fd.cilities that promote the well-being of everyone in the community.
LikeWise, in parts of China, neighbourhood resident committees under
take some of these functions' as part of the welfare system (T.')e, 1995).
This model brings together families and people with various disabilities,
unlike the previous ones that tend to concentrate on a specific disability.
Moreover relationships are forged among the various stakeholders; mem
bership is not confined to parents or people with disabilities. These
schemes are, however, invariably localized often based in rural areas as
it is difficult to replicate this model at a national level. Instead a national
federation of local CBR schemes that retain their autonomy holds promise
as a means of attaining a national voice and profile.
In sum the tensions among these three main models of parent associ
ations are likely to persist for some time within lOW-income countries,
although in the industrialized world two trends are becoming clear. First,
parent organizations are including persons with disability as full members
and consequently shifting more towards an empowerment rather than
service modeL Second, a partnership model is becoming more remote as
associations for more specific disabling conditions proliferate, each intent
on ensuring that its particular demands are met. The consequences of
both these trends will become apparent in the years ahead.

Common challenges facing parent associations
There are challenges that parent associations in low-income countries
share with their sister organizations in more affluent countries.

Involving fathers
Invariably women have been to the fore in instigating and managing par
ent associations. A common complaint is the lack of support received
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from fathers. In part this may be because professional services have tend
ed to relate more directly with mothers, although it is likely also to be
reflective of a wider cultural ethos in which child-care is predominantly
women's work (Herbert and Carpenter, 1994). This has undoubtedly
weakened the impact of parent associations, especially in their dealing
with male-dominated politics and governmental systems. Few solutions
have been found, although there are notable exceptions from around the
world - so it is perhaps too soon to give up on the male of the species!
Redefining families

--~--

I

As the incidence of divorce rises, so too does the number of Single-parent

families (Kwok, 1995). Likewise the number of children living in reformed
families is increasing as parents remarry and children are adopted by fos
ter parents or live in child-headed households due to the devastation of
the HN/AlDS epidemic, particularly in southern Mrica. Moreover, with
the breakdown of the extended family, parents come to depend on sup
port from their friends, who may become more part of the nuclear family
than the child's blood relatives (Carpenter, 1997). The impact of these
worldwide social changes on parent associations has not been studied but
a pragmatic response would be to ensure that membership of such
groups is welcomed from all those who are playing a 'parenting' role.

The role of rehabilitation professionals
Werner (1995), a disabled activist, asks: 'What kind of rehabilitation
efforts would be most appropriate from the perspective of people with
disabilities?' He answers his own question thus: 'Clearly they are ones
which will help us to empower ourselves, so that we can join with other
disadvantaged and SOCially concerned groups, both locally and globally, to
work towards changing the power structures that deny us our basic rights'

Recommendations
If associations exist, then specialists need to get to know the leaders and
the work they are doing so that they can personally recommend the asso
ciation to the parents and disabled people they meet in their work. If
there are no asSOciations, the role is then commending the idea of form
ing one to the parents and people with disabilities they know who have
leadership potential.

Networking
Disability specialists should be able to put local people in touch with simi
lar associations in other parts of the country or in neighbOuring countries.
If finance permits, exchange visits could be arranged. Alternatively, litera
ture could be sent, telephone calls made or emails despatched. A key step
is helping local groups affiliate to regional or national groupings, as this will
not only build links with people who have come through similar experi
ences but also strengthen feelings of solidarity and progress being made.

Ageing associations
Many associations are started by parents who have young children. As
their sons and daughters grow older the needs and interests of the mem
bership change. In time, it can mean that the association is no longer seen
as relevant to younger parents and so the association or branch 'dies out'.
Equally, ageing parents may no longer be able to play an active part in
associations. This may mean that pertinent issues for this group are not
addressed. One solution is to try to enlist the adult siblings of the people
cared for by ageing families, although to date this does not appear to be
happening to any great extent (Krauss et aI., 1996).

(p. 17). This is indeed an important call, as it not only focuses on the
internal interests of the specific organization for people with disabilities,
but also makes a plea for the broader identification with other equally
important social causes. Disability speCialists can support associations in
a number of interrelated ways, such as the following.

f
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Resources
Specialists can also assist associations in accessing resources. These can
include making available a room for meetings, covering postal and tele
phone charges, providing administrative support for typing letters or
sending emails, the provision of refreshments at meetings and identitying
possible donors.

I

Training
Disability specialists can prOvide advice on identifYing training needs,
devise awareness-raising and training inputs, acting as a trainer/facilitator
for the committee and for the association members on pertinent topics,
and locating colleagues who could do this also. The provision of training
resources such as video equipment and the photocopying of leaflets can
also be of great assistance. The example from Guyana demonstrates
the impact which disability speCialists can have when they work with local
groupings of disabled people, parents and interested community
supporters (see box on p. 336).
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these centres start in borrowed accommodation such as nursery school
classrooms, halls linked to churches or temples, clinics or community
centres. Some make progress to having their own rented accommoda
tion in an ordinary house or office-block, usually at favourable rates from
a local supporter.
In all these roles, the disability specialist has to 'lead from behind' and
preferably work in partnership with members of the aSSOCiation, thereby
building their capacity to undertake these roles for themselves.

Training initiatives in Guyana
The Community Based Rehabilitation (CBR) Programme in Guyana, South
America, produced a number of training packages based around specially
made video programmes recorded in family and community settings. These
programmes were shown in villages with a locally recruited person to act as
course leader (O'Toole and McConkey, 1998).
Experienced community volunteers (including parents of people with
disabilities) organized local courses for various groups, using specific tmin
ing packages. For example, a tmining package on integrating children into
mainstream schools has been used by a cadre of experienced CBR workers
to provide a 20-hour tmining course for teachers from nursery and primary
schools in their areas. Nearly 300 teachers participated in local courses in
one year.
Likewise a tmining package giving basic health messages - Facts for Life
was presented by local eBR teams to over 4000 persons in the interior
region of Guyana, and twO recently produced packages aimed at promoting
the well-being and development of all children and hence preventing devel
opmental disabilities have b<.'Cn used with approximately 2000 persons.
When we free our mind from the traditional image of 'trainers in dis
ability' services, then we can begin to appreciate that the number of
potential tutors could be very much greater if they were provided with
suitabIc rt:source materials. Community staff, parents of people with dis
abilities and people with disabilities themselves are but three groups
who would be well motivated to undertake the task. Their skills and
confidence for this task can be developed through training workshops
(McConkey et al., 2000).

Counselling
Association leaders and committee members often benefit from having a
trusted counsellor with whom they can discuss in confidence some of the
difficulties they are encountering, and talk through with them the variouS
options open to them and the likely consequences of following each.
Throughout, the role must be one of empowering the leaders to make
their own decisions rather than trying to solve the problems for them.

Resource centres
Many associations have started a resource centre in their locality which
acts as a focal point for a range of activities such as preschool creches,
income-generation activities, book and equipment library, advice centres,
tmining location or simply a meeting place. Disability specialists can
often assist with the setting up and funding of such locations. Many of
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Priorities for promoting AAe by associations
In this section the focus is on three priorities for which associations in
low-income countries need to advocate and support through local action.
These hold the promise of giving people with disabilities and their fami
lies a fuller and productive life.

Early intervention from the first months of life
The growth and development of infants with disability needs to be stim
ulated through regular interaction with other people and involvement in
family routines. The impact of early intervention programmes is well doc
umented in aff1uent countries (Farran, 1990) and there is every reason to
believe that similar interventions will be equally effective in poorer
countries despite the extra economic and social stresses these families
face (Zinkin and McConachie, 1995).
Associations can provide parent-counsellors who will visit families after
the child has been diagnosed, and share with them their experiences and
how they set about helping their child. These parent-to-parent schemes
operate in various low-income countries with mothers sometimes volun
teering, although others are paid an honomrium to undertake this work
in their local community.
Likewise training can be offered in AAe to families at an earlier stage,
and opportunities offered for the child's enrolment in preschool facilities,
possibly provided directly by the association on certain days of the week
or by mainstream facilities whose staff have been trained by members of
the association and which they continue to support.
The support of parents with young children clearly needs to be focused
on the identification of strengths and resources (Dunst et al., 1988), in an
active attempt at building capacity and networks within the context to
support early childhood development. Dealing with the child in fostering
communication and other developmental processes needs to be an inte
gral part of increaSing parent self-efficaq' and feelings of self-worth.
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Education
Although the world's nations aspire to making education available for all
children, a recent review paper prepared for the World Education Forum,
held in Senegal in April 2000, estimated that 113 million children have no
access to primary education; particularly disadvantaged were girls, work
ing children and those with special needs.
Within affluent countries, children with disabilities have traditionally
attended special schools - where they were available - but increasingly
parents are opting for regular schooling with extra supports. In the
developing world, few special schools exist and for most countries this is
an unaffordable option even if it was thought desirable. Hence the only
opportunity for many children with disabilities is to be educated by
attending their local school (Hegarty; 1993). For these families, inclusive
education is not an option but a necessity.
Yet given class sizes and the lack of expertise among teachers, it is vital
that families continue to support the child's use of MC and learning at
school. This may mean associations maintaining close contact with teach
ers, finding people who can assist in classes - such as retired teachers or
older siblings - as well as families assisting with homework. Integrating
MC systems as an integral part of the individual and family's life becomes
the pivotal issue in strengthening educational opportunities for MC-users
and their families. Sound understanding and support of the values asso
ciated with participation of all individuals in society, regardless of their
disability, language or race, is needed. Clearly, this becoming a reality
requires exposure and involvement in activities and processes that can
facilitate the development of positive attitudes as part of the education
process. Apart from school-gOing individuals, teenagers and adults should
also avail themselves of further education opportunities, such as
vocational training courses provided locally.
Associations have a vital role to play in lobbying for these opportuni
ties, in identifying allies among educationalists in their locality and
encouraging parents to play an active role in supporting schools.
Productive employment
Disability and poverty are often first cousins throughout the world but
more especially in poorer countries where there are no social security
benefits (see Chapter 4: Disability and poverty). Any member of the fam
ily who is not productive is then a drain on family resources. Hence, as far
as possible, children with disabilities need to become self-reliant in their
personal care and be able to undertake jobs around the house, such as
water-fetching, so that the family workload is shared.
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It is better still if the young people can playa part in income
.
generation,
. ' .
perhaps by asslst10g on the famIly farm or bUSiness or by holdin down a
job with local employers (Neufeldt, 1995). The latter Option is :ecomin
more of a reality in in~ustri~ized countries with the advent of supporte~
employment schemes 10 which a support worker trains the person with a
disability on the job, and remains availahle to offer support and gUidance
to employers and co-workers should problems arise. It is possible that sim
ilar schemes could operate in low-income countries - espeCially in urban
areas and as industrialization advances. If people have a source of income
the options for their care outside of the family are also increased.
Associations thus have a vital role to play in advocating for increased
training and employment opportunities for MC-users and in deVelop
ing networks with potential employers to make them aware of people's
talents. Some organizations for people with disabilities arrange capacity
building training for their. members as well as organizing self-employment
and co-operative work schemes.

Challenges facing low-income countries
Finally, associations in the world's poorer nations face some particular chal
lenges that modern technological society struggles to understand and which
can easily be overlooked. These are listed here with some possible solutions.
We end this chapter with them because it is in future years that we will
discover how these apparently insurmountable obstacles can be overcome.
Reliance on international donors
The amount of money that organizations or parent associations can raise
is often inadequate for them to develop the infrastruc£ures to meet
their members' needs, and neither will their governments contribute to
these costs. For many groups, the solution has been to seek donations from
abroad, although this has often compromised their autonomy and means of
working. International funding agencies need to develop more equal,
trusted relationships with the groups whom they fund (Brohier, 1995).
Government prohibition
In some countlies, the formation of associations is deemed unlawful and
perceived as a threat to government. Official sanction may be obtained for
associations to be formed, although this may be at the price of being a tool
for the 'party' or government. Another alternative is for groups to meet
under the name of 'Social club' and ostenSibly to eschew any form of action
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that could be construed as political. Finally, in some cultures, men may not
allow their wives to become involved with associations and they can also
prevent visitors coming to the family home. Progress in these domains will
only come about through wider cultural changes and democratization.

the incidence of disability is set to rise internationally over the coming
decades (Helander, 1993). Hence the need for effective supports for fumi
lies will continue to be present despite the demographic and societal shifts
in affluent countries which are already impacting on low-income coun
tries, such as the drift to the cities, retraction of the extended family and
breakdown of localized communities, to name but three.
Yet the past decades have brought greater hope to families who give
birth to a child with communication disabilities than in any previous gen
eration. The vision of an ordinary lifestyle is coming closer to reality as
these young people attend schools, obtain paid work and gain their own
homes. Moreover there is greater acceptance internationally of human
rights and equality of opportunity.
These gains did not come by chance or as the side-effect of other
efforts. Rather they were hard-won through the efforts of parents, profes
sionals and people with disabilities. Their legacy is not just the tangible
services they have helped to create but also the systems and processes
that produced these outcomes, most notably the family associations and
organizations for people with disabilities that now exist in nearly all coun
tries. 1b let these initiatives wither through apathy or ignorance is to put
at risk a better life for those world citizens as yet unborn who will bear
the label 'disabled'.

Communications
Telephone, fax and electronic communications are still sparse in many
countries, certainly outside of the major cities. Likewise road transporta
tion can be poor and even non-existent. O'Toole (1995) recounts how a
husband and wife travelled ten days by canoe and on foot to attend train
ing workshops in the Amazonian forests.
Satellite communications and modern information technology offer
some hope but dependable electrical supply is often the greater problem.
Again, as the national economic prosperity increases, these issues will fade.
leadership
The initiative to form and maintain parent associations often comes from
a few exceptional parents. The danger is that these same persons are
likely to be the ones who will move on to fresh challenges. Hence the con
tinuity and expansion of associations depends on developing the
leadership skills of the membership. In Lesotho, for example, the nation
al association organized training for committee members of branches in
skills such as training, chairing meetings and raising community aware
ness (McConkey et aI., 2000). Likewise, in USA, Canada and Britain, there
is increased interest in training parents in policy-making and how they
can influence service systems and practices (Barenok and Wieck, ]998).
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In many low-income countries, but especially in Mrica, HIV/AIDS is taking
a heavy toll on families, leaving many children orphaned and in the care
of ageing grandparents and relatives. Among these are teenagers and
adults with disabilities who will require lifelong care - yet who will pro
vide it? The full impact of this tragedy has yet to be felt and may never be
fully known. The hardships and misery for these families and their depen
dants will only be alleviated through planned and sustained programmes.

Conclusion
Disability affects every nation and many millions of families around the
world. Despite the best efforts of medical science and disability specialists,
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necessitate caution in the seaf(~h for intervention strategies. Over-general
izations and stereotyping have never positively impacted on the
development of meaningful solutions in any intervention context.
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Epilogue

Synopsis of main issues
It is against this background that the following major, underlying ideas

can be identified as basic themes that run through this book.

ERNA AuNT AND

LYLE L. LLoYD

This concluding chapter briefly summarizes the main issues raised, and
discusses some of the implications for future research and training.
The main impetus for this book grew from the need to raise more
explicitly some of the issues and ideas that many profeSSionals, AAC-users
and communities have to deal with on a daily basis when planning and
implementing the use of AAC strategies for people who have little or no
functional speech (LNFS) within low-income contexts. Even though many
of the intervention issues remain the same as in industrialized countries,
the intensity of the challenges tend to be much greater due to poverty, i.e.
adverse socia-economic, health and educational conditions. It is this inten
sity of human suffering on individual, family and community levels that
necessitates a commitment towards collaborative partnerships in moving
towards long-term impact. Clearly, the call is for critical reflection on
approaches towards MC intervention to ensure that professional efforts in
working with AAC-users and their families can have more lasting impact
not only for individual families, but also for communities. While various
challenges are identified, certain suggestions are described as potential
solutions. The operative word clearly is potential - as many of these ideas
need to be applied in systematic ways to assist us in furthering the field
with a view to evidence-based practice (Schlosser, 2003). As we move
towards this process, it is pertinent to recognize that while the aim is to
enhance understanding of processes underlying MC intervention in low
income contexts, one of the biggest challenges remains the diversity and
heterogeneity typical of low-income or poverty contexts. Whereas lack of
trust and limited social capital can be a typical characteristic of many
poverty contexts, trainers and researchers need to remain cognizant of the
diversity represented in low-income communities. As stressed in Chapter
4, the complexity of the associations between disability and poverty
344

• Sustainability in intervention: Perhaps one of the strongest underly
ing threads of the book lies in the focus on intervention impact. Issues
of effectiveness, sustainability and versatility of intervention are dis
cussed in an attempt to highlight different components of the process.
What is emphaSized is the responsibility of interventionists to move
beyond the confines of the therapy or intervention context, to facilitate
the development of better support structures for the family or imme
diate support network of the individual, i.e. sUPPo11-based MC
intervention.
• Collaborative team intervention: leams that include professionals,
immediate support networks and representatives from the community
need to form the basis for intervention. 10 work for 'the good of all'
and to extend intervention beyond the limits of the individual context
need to become priorities if intervention in low-income contexts is to
become sustainable. A joint vision needs to be developed to build
capacity beyond the 'here and now' individual intervention context.
This in no way involves minimizing the importance of a focus on the
individual in MC interventions, but requires a new approach in using
the individual intervention context for broader impact.
• Cultural and socio-economic influences on AAC intervention strat
egies: There is a need to understand more clearly the different ways
in which individuals and communities perceive and interpret visual
symbols in communication. The field of sociolinguistics has largely
focused on the study of verbal language variations, but these principles
need to be extended into the field of MC symbols to facilitate more sys
tematic investigation. While it can be argued that the main issue for
AAC-users is 'Iearnability' of symbols rather than iconicity, the associa
tion between iconicity or familiarity of symbols and ease of learning has
been well explored (for reviews see Lloyd and Fuller, 1990; Lloyd et al.,
1997). These issues, together with a better understanding of the impact
of different MC systems on interactional patterns within socio-cultural
contexts, are pivotal in furthering the field of MC intervention within
diverse sociocultural contexts.
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• Accessibility and appropriateness ofAAC technology: Rather than deal
ing with MC technology with the focus only on individual needs,
implementation of assistive technology needs to be seen within a
broader development perspective. The development approach has
been well formulated internationally (Chambers, 1983; Riedijk, 1987),
but there has been limited reflection on this process in the field of MC
technology.
The notion is dearly that technology is not good, bad or neutral: it
depends on how it is used, to either facilitate socio-economic and polit
ical autonomy or dependence. The use of technolob'Y is a value-driven
process, and communities and individuals might vary greatly in relation
to their perceptions and evaluation of the outcomes of using technol
ogy. Reflecting on the basic tenets for the use of assistive technology
(AT) within specific contexts is thus most relevant. It is not good
enough for manufacturers and distributors to 'wait and see' if infra
structures for the use of technology can be developed in low-income
countries. They also need to actively problem-solve with intervention
ists, communities and poli<.:y-developers towards facilitating access to
state-of-the-art MC technology for people with little or no functional
speech in low-income countries.
• Resource-based approach in dealing with challenges: Although it is a
major underlying issue within poverty contexts, the book includes rel
atively little discussion on funding issues. Clearly, financial issues are
important, but only as an outflow of a resource-based approach
towards intervention. For many years, the approach has been to high
light upfront the economic difficulties and lack of resources (needs
based approach - see Chapter 2. While these remain important, the
context within which they need to be raised has to be based on an
approach that focuses on empowering communities. Challenges need
to be addressed from a position of relative strength rather than from a
position of economic need.

Future needs for research and training
1. Changing the training paradigm ofprofessionals: Focusing on profes

sionals' roles in facilitating the development of support systems for
intervention dearly implies a changing paradigm in professional train
ing. Although the issue of transdisciplinary intervention has received
some attention in the field of MC (Lloyd et al., 1997; Beukelman and
Mirenda, 1998) and the field of early childhood intervention (e.g. Winton
et al., 1997), more specific guidelines for the training of profeSSionals

need to be developed. Issues revolving around multi skilling of all
involved in the intervention team need to be considered as a basis for
developing support-based approaches to MC intervention. This might
well indicate a need for web-based training programmes focused on
addreSSing issues relating to implementation ofMC within a diversity of
poverty contexts to enhance multiprofessional and international collab
oration in moving towards solutions.
2. The development ofa methodology for the use of individual case stud
ies in intervention as a basis for extending capacity into the com
munities: Conscious effort needs to be exerted to involve more than
just the individual and close family members in the intervention
process, by induding relevant members from community associations
that can facilitate the integration of the individual into the community.
These community members are then in a position to use the informa
tion gained through the intervention process to the benefit of the
broader community. Clearly, this approach to intervention necessitates
careful planning to ensure that the process of capacity-building into the
community is well-structured and accountable. Strategies of how to
involve community associations in intervention with a view on extend
ing the benefits of exposure beyond the individual level need to be
understood and refined to ensure more extensive impact of interven
tion efforts.
3. Exploration of models for the effective transfer and development of
AAC technology for sustainable use in low-income contexts: While
manufacturers and distributors need to make a living, it is important to
realize that infrastructures take time and effort to develop. Only by
investing long-term effort into conceptualizing and assisting in the
building of support structures in low-income countries will MC tech
nology become integrated into these contexts.
4. A more fundamental understanding of factors impacting on long
term effectiveness of AAC strategies in culturally and socio
economically diverse contexts: There is a critical need for data in
relation to the effectiveness of MC strategies in varied cultural con
texts, induding both industrialized and low-income countries. This
implies systematic research into perceptions and processes that both
facilitate and inhibit the implementation of MC strategies. For this to
happen requires more basic research on how symbols are used and
interpreted within different cultural contexts.
5. Research studies on dual or multiple disadvantage: From discussions
in various chapters, but particularly in Chapter 4, it is clear that more
attention should be paid to projects focusing on dual or multiple dis
advantage, for example disability and poverty as well as gender
concerns. Priority funding needs to be conSidered to ensure that at
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least some specified percentage of funding is allocated for research on
dual or multiple disadvantages, particularly in relation to disabilities.
Only by developing a more in-depth understanding of the interplay
between these different variables can we make progress to facilitate
socio-economic and policy development oriented towards facilitating
vocational placement and integrated community living for those
involved.

6. Further exploration of the theoretical paradigms of communication
to emphasize the symbolic interaction process and the development of
meaning between people: A closer association between theoretical
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impose on MC-users and their families. These exchanges could be for
mal - between training institutions - or through community
organizations such as Rotary International.
• Joint postgraduate training at Master's and PhD levels through web
based interactions as well as on-site visits to the different locations.
Exchanging research agendas and the development of cross-cultural
studies need to be high priorities for facilitating quality data on cultural
influence in MC interventions.
• Faculty exchanges between training institutions to allow staff to gain
first-hand experience of training and research in different locations.

models used and the impact of MC strategies in facilitating these com
munication processes is important in the further development of MC
strategies. Interaction is much more than a routine exchange of mes
sages (participation); it implies involvement in a rich, creative process
of developing meaning between people. This process needs to be
better understood to further enhance and refine MC intervention
strategies.

Perhaps the most fundamental point of departure in all these ventures is
sharing and mutual gain. Gone are the days where industrialized-country
solutions can be 'transferred' to low-income countries. The challenge is a
joint responsibility - to develop long-term, sustainable MC-intervention
solutions while accepting tIle heterogeneity and richness of the contexts
and countries that MC-users and their families live in.
To communicate is human; to keep communicating - is what living is
7. The need for the development of collaborative partnerships in train
about.
ing and research between industrialized and low-income contexts: It
is evident from the discussions that there are indeed many similarities
and differences between the MC intervention challenges experienced
in both low-income and industrialized contexts. The solutions to these
difficulties do not lie in isolated struggles of profeSSionals within coun
tries, but rather in the building of international support, training and
research networks. The complexity of moving towards sustainable
solutions in intervention requires professional preparation pro
grammes that are sensitive to the facilitation of international dialogue
on cultural and socio-economic issues represented by a broad range of
countries and contexts. This could take the form of informal interac
tions, for example through the ISMC Emerging Countries Committee
www.isaac-online.organdthelistservisaacem@kendy.up.ac.za. where
people from both low-income and industrialized countries can share
ideas, or it can be more formalized in the way of training and research
collaborations.
The collaborative efforts between the MC Programme at Purdue
University and the CAAC at the University of Pretoria identified a variety of
ways in which more formal collaborations can be initiated, which might
stimulate further thinking in this regard. These include:
• Pregraduate study-abroad programmes that sensitize students to the
different cultural and socio-economic contexts, to learn more about
the diversity of conditions, activities and needs that varied contexts
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environmental resources for families,
174
equivalence
concept of, 103-104
paradox, 110
ethical issues. 2
assistive technolog}\ 196-197
E-tran (Eye Gaze Display), 51
European Union, 77, 78
evidence-based practice (EBP), 26-27
service delivery, 133, 147
exchange visits
between associations, 329, 335
between training institutions, 349
exclusion, social, 77-78,85,89,91
and peer learning, 273
expert model, 13
expressive group, 54
eye-blink message codes, 44
Eye Gaze Display (E-tran), 51
eye-gaze systems, 48-49, 51
facilitators, local, 139-140
family accommodation, 228
family and caregivers
assistive technology, 194, 198-199
integration within a development
framework, 203-207
models, 200-201
supportive infrastructure, 207-208,
212-214
disability and poverty, 85-86
family-centred early childhood
intervention, 221-222, 225-227, 237
collaborative problem-solving,
233-237
communicative environment, family
as, 227, 228-229
consumers, family as, 227, 229
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crisis, family in, 277, 229-250
decision-makers, family as, 227, 228
effectiveness, sustainability and
versatility, 251-237
poverty perspective, 222-224
trainers, family as, 227, 250-231
intervention issues, 10
Me model, 25-26
asset-based approaches, 14-16
needs-based approaches, 12
and parent associations, 354
redefining, 334
service delivery, 145
community-managed services, 143
home supporters, 142
support-based MC intervention, 157,
164-166, 187
challenges, 189
identification of resources, 174-175,
177-179, 180
principles, 180, 182
process, 170, 172
resource-based approach, 158-159,
16:;
see also parents; siblings
fathers, see parents
feedback in communication, -'2
financial issues
aided language stimulation, 304,
517-318
assistive technology, 195
challenges, 216
integration within a development
framework, 207
life-cycle, 199
supportive infrastructure, 209, 210,
214
economic resources for families, 174
case study, 177
fundraising, 60
international donors, 339
needs-based approaches to
intervention, 15
research funding, 547-548
service delivery
challenges, 133
constraints, 150
finger-painting, Early Intervention Play
Package, 261
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fingerspelling, 46-47
first exposure of graphic symbols
aided language stimulation, 317
experiential variations, 124-126
learnability issues, 116-117, 126-127
fixed displays, 49
food resources for families, 175
case study, 178, 179
four-handed signing, 46
fragmentation, challenge for disabled
people's organizations, 330
France, 77, 78
freedom perspective on poverty, 76-77
friends, see peer learning and panicipa
tion in Me intervention
funding, see financial issues
Gabon, 71
games, peer training programme, 286
gender factors
disability, 84, 86, 87
organizations, 333-334, 340
generic workers, see multiskilling
Germany, 84
gestures, 45
Ghana, 73
globalization, 12, 197
government prohibitions of
organizations, 339-340
grandparents, 145
see also family and caregivers
graphic symbols, 40-43, 108, 127
cross-cultural reseaf(~h issues, 108-111
culture-specific studies, 111-124
first exposure, experiential variations,
124-127
see also aided language stimulation;
pictures
Grid, The, 50
Guinea, 73
Guyana, 335-336
hand-cued systems, 46
head mouse, 50, 51
head pointer, 50
helplessness, learned,
59, 275-276
high-context cultures, 99
HIV/AIDS, 2-3, 82-83
chaUenges for organizations, 340

orphans, estimated numbers, 164
and poveny, 69
and f'ace, 86
home-based approach, assistive
technology, 200-201
home supponers, 142-143
Human Activity Assistive Technology
(HMT) model, 200, 201-202
human development, and poverty,
72-73,80
Human Development Index (HOI), 72,
73
iconic symbols, 34-35, 37
aided, 39-42, 43
cultural issues, 112-116
unaided, 45-46
icons, line drawings as, 43
income
and disability, 84
and poverty, 70-72
India
disability, 87
information role of associations, 329
PCS symbols, cultural validation of,
116-117
poveny, 71
infant monality and income,
relationship between, 71
information role of associations, 329
infra-red tracker, 50
insurance, and poverty, 75
intentional communication, 31-32
International Classification of
Functioning, Disability and Health
(lCF),222
Beginning Communication
Intervention Protocol, 254
Internet!World Wide Web, 138, 139, 149
intervention issues, 9-11
MC model, 21-27
asset-based approaches, 13-16
components, 16-20
needs-based approaches, 11-13
panicipation and involvement, 20-21
involvement in communication, 20-21
Me model, 23-24
ISMC Emerging Countries Committee,
348
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Jamaica, 71
job satisfaction, and multiskilling, 243
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key word signing, 46
knowledge, sharing, 136-138, 140

line drawings, 40-42, 43
linguistically appropriate resources,
61-63
LinguisticS of Visual English (LOVE), 46
literacy rates, gender factors, 84
loans, and poverty, 75
local facilitators, 1.19-140
local supervisors, 142-143
logographs, arbitrary, 42-43
low-context cultures, 99

land mines, 83
language variation
aided language stimulation, 317
and graphic symbol comprehenSion,
120-123
leadership, 146, 323-325, 340-~41
associations
disabled people's, 324-325,
330-331
parents', 324, 326-328, 331-334,
340
priorities, 337-339
role, 327-330
challenges
for MC-users, 325-327
for disabled people's organizations,
330-331
for low-income countries, 339-340
for parent associations, 333-334
learnability of symbols, 37-38, 53
cultural issues, lO'!, 117-120
and first exposure, 116-117, 126-127
learned helplessness, 56, 59, 275-276
learning
collaborative, see peer learning and
panicipation in MC intervention
Early Intervention Play Package, 264
social,265
learning organizations, 146
legal issues, multiskilling, 248-249
Lesotho, 329, 330, 340
lexigntms, 42
life expectancy and income, relationship
between, 71-72, 73
lifestyle concept, family-centred
intervention, 236
Lighted Signal SWitch, 51
LightWriter, 51, 52

Macaw, 51, 52
Makaton,46
malnutrition, 82
manual MC symbols, 36, 44-47
complexity, 39
manually coded languages, 46
marketing, 12
Mauritius, 84
Mayer-Johnson Inc., 50
meaning-based process, communication
as, 20-21
assistive technology, 209
support-based Me intervention, 186
means to represent, 32, 33-35
means to select, 32-33, 35
means to transmit, 33, 35-36
medical model for intervention
and asset-based approach to
community development, 161-162
intervention issues, 10
nUrsing practice, 249
support-based MC intervention, 188
teniary service provision, 135
medical resources for families, 175
case study, 178, 179
memory load on user, 33
aided symbol displays, 48
mentoring
of peers of MC users, 282
of suppon-Ievel pf'actitioners, 249
mid-level workers, 150
Minspeak, 43
culture-speCific icons and overlays,
124
displays, 50
and language variation, 120-123
and traditional orthography, 44
UniChat, 121
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isiZulu, 110, 111
isolation, social, 75-76, 91, 92
and peer learning, 273, 280
support-based Me intervention, 179
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misconceptions related to AAC, 58-59
mobile phones, 139
modelling
aided language stimulation, 302
asset-based approaches to
intervention, 15
peer training programme, 286
monitoring interventions
service delivery, 146-147
support-based interventions, 173
morale. and muitiskilling, 243
Morse code, 44, 47
mortality and income,
between, 71
mothers, see parents
motivation
of AAC user
challenges for disabled people's
organizations, 330
to communicate, 56
to learn symbols, 37, 53
team involvement in
implementation, 59-60
of community, 188-189
of peers, 283, 286
motor skills, 35
aided symbol displays, 48, '19
matching to AAC strategies, 53
Mozambique, 83
multiskilling, 243-24.5, 347
administrative issues, 248-249
Beginning Communication
Intervention Protocol, 249-260
dimensions, 245
Early Intervention Play Package,
260-268
implications, 246-248
successful components, 248-249
related to AAC, 58-59
Namibia, 71
Nederlands met Gebaren (NmG). 46
needs-based approaches to intervention,
9, 11-12
assistive technology, 212-213. 214,
216
critical appraisal, 13
networking between associations, 329,
335

Nicaragua, 73
non-dedicated vs. dedicated devices, 52,
215
Northern Sotho, 117-120
nurses, multiskilling of, 249-253
Beginning Communication
Intervention Protocol
effectiveness, 257-260
implementation, 253-257
object-based symbols, .)9-40
object interaction, Early Intervention
Package, 264
obsolescence, artificial, 199
opaque symbols, 37, 38
aided, 40-44
unaided, 44, 45-47
organizations, see associations and
organizations
outreach services, 141
outside reviews of services, 147
Paget Gorman Sign Systems (PGS), 46
Pakistan, 73, 87
paradox of equivalence, 110
parents
assistive technology, 209-210, 211
associations, 324, 326-328, 331-334,
340
fathers' involvement, 333-334
disability and poverty, 91-92
intervention issues, 11, 12
leadership and advocacy, 324,
326-328, 331-334, 340
learned helplessness, 275-276
peer interactions of child, concerns
about, 294
preschool children requiring AAC,
276-277
service delivery, 145, 149
see also family and caregivers
participation in communication, 20-21
AAC model, 23-24
school settings, 280
participation model of AAC intervention,
156
partner-assisted scanning, 50
partnership model for parents'
aSSOciations, 333
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Partners in Augmentative
Communication Training (PACT), 281
partfw'hole perception, graphic symbols,
115
Pathfinder, 51, 52
Minspeak icons, 43, 44
PCS, see Picture Communication
Symbols
peer learning and participation in AAC
intervention, 272, 295-296
case study, 284-295
importance within educational
context, 272-275
learned helplessness, risk of,
275-276
social interaction
preschool, 276-277
school-age, 277-284
peer-reviews of services, 147
perception, visual, 100-104
personal vs. social development, 198
photographs, 40
physical abuse and disability, 84, 86
physical resources for families, 174
case study, 177
PIC (Pictogram Ideogram
41-42, 112
Picture Communication Symbols (PCS),
40-41
cultural issues, 41, 112-117
culture-specific symbol sets, 124
translation issues, 109-110, 111
Pictogram Ideogram Communication
(PIC), 41-42,112
pictures, 40
visual perception and comprehension,
100-104
see also aided language stimulation
plate switch, 51
policy framework, 68-69, 70, 71, 79-80
assistive technology, 211
populations in need of AAC, 54
alternative language group, 54-55
expressive group, 54
supportive language group, 54
pop-up toys, Early Intervention Play
Package, 261
postgraduate programmes, 348-349
postural capabilities, 48-49
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poverty, 69, 70
capabilities and freedom, 76-77
and disability, relationship between,
68-70,80-81,89-92,344-345
from disability to poverty, 83-86
from poverty to disability, 81-83
and other disorders, 86-89
policy implications, 79-80
family-centred early childhood
intervention, 222-224, 237
human development, 72-73
income and consumption, 70-72
isolation and powerlessness, 75-76
listening to the poor, 73-74
policy implications, 79-80
social exclusion, 77-78
vulnerabili ty and risk, 74-75
poverty lines, 70
powerlessness, and poverty,
79
pregnancy, disability resulting from
complications of, 82
Premack symbols, 42-43
Prentke Romich Company (PRC), 50
preschool children
aided language stimulation, 318
social interaction, 276-277
pr{~ventative service nrnv1,,;nn 131, 132,
136
challenges, 133
emphaSis on, 146
primary service provision, 131-132
challenges, 133
and secondary services, bridging,
135-140
problem-solving, collaborative, 233-237
professional guidelines, and multi
skilling, 249
promoting AAC, organizations' priorities,
337-339
prompting, Early Intervention
Package, 263
psychological issues
family-centred intervention, 230, 237
war/violence, 83
quality issues, service delivery, 133, 148
race factors and disability, 86, 87
rate of conversation, 57
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real objects, 39-40
recreational resources for families, 175
case study, 178
represent, means to, 32, 33-35
researchers, nurses as, 252, 259
research needs, 346-349
resource-based approaches to
intervention, 346
assistive technology, 212, 214
associations, 335, 336-337
support-based MC intervention, 155,
158--159, 162-164
identification of resources, 174-180
principles, 180-181
process, 171
see also asset-based approaches to
intervention
resourcc materials, development, 150
risk, and pOVt~rty, 74-75, 79
and disability, 87
role enrichment, 247
role exchange, 247
role expansion, 247
role n:tension, 247
role models, lack of, 57
role release, 248
role support, 248
role transition, and mUHlSKHlI
246-248
Rotary International, 349
rural areas
disability and poverty, 86-87
graphic symbol comprehension, 115
intervention issues, 12
peer learning, 274
service provision challenges, 133
Saltillo Corporation, 50
sand play, Early Intervention Play
Package, 261
satellite communication, 139, 340
Saucer Switch, 51
scaffolding, 97
scanning aids, 50
school-aged children
aided language stimulation, 318
social interdction
MC use, 279-284
importance, 277-279

schools/schooling, see education and
schools
secondary service provision, 131, 132
and primary services, bridging,
135-140
and tertiary services, bridging,
140-144
Seeing Essential English (SEE-I), 46
select, means to, 32-33, 35
selection sets, aided symbol displays,
47
self-determination, family-centred
therapy, 236
self-help groups, 149
self-instructional training manuals, 138
semiotic mediation, 98-99
Sensory Software International Ltd,
50
service delivt~ry in Low-incomt~ countries,
Ul-132,151
bridging secondary and primary
services, 135-140
bridging tertiary and secondary
services, 140-144
challenges, 133-134, 148-151
desirable features of tertiary provision,
134-135
processes, 144-148
service model for parents' associations,
332, 333
service-review meetings, 147
sexual abuse, and disability; 84, 86
shapes, arbitrary, 42-43
Shonaquip, 51
siblings
intervention issues, 15
peer training, impact on, 296
service delivery, 145
see also family and caregivers
sign languages, 45
'small is beautiful' concept, effective
interventions, 17-18
social cohesion, 92
social development vs. personal
development, 198
social exclusion, see exclusion, social
social isolation, see isolation,
social learning, 265
social model for intervention
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intervention issues, 10
and multiskilling, 246
nursing practice, 249
social modelling, see modelling
social resources for families, 175
social support, see support networks
socio-economic status (SES), 345, 347
assistive technology, 193,201
supportive infrastructure, 207
communication, 95-96, 104
as symbolic interaction, 99-100
visual perception, 103
family-centred intervention, 229, 237
sociolingusitics, 120
solidarity role of associations, 327-329
South Africa
aided language stimulation,
teacher-training programme
critical discussion and
recommendations, 316-318
description, 304-311
evaluation, 311-316
CyberGlyphs and Blis!>ymbols, learnand recognition of. 117-120
educational service delivery, 279
Minspeak icons, 120-123
PCS symbols, iconicity of, 112-116
poverty,71
and disability, 81. 86-87
rural clinics, 249-250
self-representation of people with
disabilities, 323
symbolic interaction, communication
as, 97
South African Sign Language (SASL), 45
'more' sign, 37-38
Speaking Dynamically Pro, 50
speech development. 58-59
speech generating devices, 43, 52
see also voice output communication
aids
speed of conversation. 57
Sri Lanka, 71, 73
staffing models, 150
stigmatization, 89, 91
~-'- Intervention
Package, 261
stress, and
lilv-centre.1 intervention,
229
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supervision of SUpp~~d~"ul
practitioners, 249
support-based MC
155-157, 164-168, 187-188
asset-based approach to
community development, 160-164
assL"tive technology, 207-214, 215,
216-217
challenges, 188-189
identification of assets and resources,
174-180
principles, 180-186
process, 169-173
resource-based approach, 158-159,
162-IM
supported employment schemes, 339
support in implementation, 60-61
supportive language group, 5,j
support networks
and service delivery, 133
solidarity role of associations, 328-329
sources, 176-177
team involvement in
59
see also community;
caregivers; parents; peer
and participation in AAC
intervention; siblings
sustainahility of interventions, 17. 18.
19-20, 345
AAC model, 22-25, 2...!, 25, 27
assistive technology, 210, 347
family-centred intervention, 231,
232-23~)

service delivery, 147-148
support-based MC intervention, 173
switches, 50-51
symbolic interaction, communication as,
96-97
sociocultural variations, 99-100
Symbolic Play Scale (SPS), 266, 267
symbolization, see means to represent
symbols, AAC, 36
aided, see aided MC symbols
descriptive parameters, 36-39
iconic, see iconic symbols
opaque, see opaque symbols
sets, 38, 39
systems, 38, 39
unaided, see unaided MC symbols
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synthesized speech, 52, 61
tactile AAC systems, 47
Tadoma,47
Tanzania, 85
teachers, see education and schools
teamwork, 59-60, 345
assistive technology, 217
service delivery, 145-146
technical aids, 47
aided symbol displays, 47-50, 51
to select symbols, 50-51
voice output, 52
technology, 192-199,217,346,347
challenges, 215-217
integration within development
framework, 203-207
intervention issues, 12
life-cycle, 199
models, 200-203
organizations, 340
supportive infrastructure, 207-214
for training, 138-139
tertiary service provision, 131, 132
challenges, 133, 134
desirable features, 134-135
and secondary services, bridging,
140-144
textured symbols, 40
'therapy aides', recruitment and training
of,141-142
three-dimensional symbols, 39-40
lbby Churchill Ltd, 51
traditional orthography (TO), 43-44
trainers, family as, 227, 230--231
training
of AAC users, 60-61
asset-based analyses, 24
assistive technology use, 210, 213
by association members, 337, 339
for association members, 335-336
cultural issues, 145
future needs, 346--349
of home visitors, 143
knowledge sharing, 137-138
of mid-level workers, 150
for multiskilling, 244, 245, 249
Beginning Communication
Intervention Protocol, 253-260

Early Intervention Play Package,
260-268
for peers of AAC users, 274, 281-296
of specialists, 148--149
support-based AAe intervention, 157
for teachers, 300-301
aided language stimulation,
301-318
classroom interaction patterns,
checklist, 321-322
technology options, 138--139
of 'therapy aides', 141-142
TransdiscipHnary Play-Based Assessment
(TPHA), 266, 267
translation issues, graphic symbols,
109-111
translucent symbols, 37
aided,43
cultural issues, 104
transmit, means to, 33, 35-36
transparent symbols, 37
transportational resources for families,
175
case study, 178
tuberculosis, 2
Ultimate SWitch, 51
unaided AAC symbols, 33, 34, 36, 44
alphabet-based, 47
culturally and linguistically
appropriate, 61
manual, 44-47
tactile methods, 47
vocal and eye-blink message codes, 44
unemployment
and disability, 84
disadvantages associated with, 71
UniChat, 121
United Kingdom
Department for International
Development (DFID), 69
parent associations, 340
poverty and disability, 84, 85
social exclusion approach to poverty,
77, 78
United Nations (UN)
Declaration of the Rights of Mentally
Retarded Persons (1971),68,32'1,329
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Declaration on the Rights of Disabled
Persons (1975), 68, 324, 329
Development Programme (UNDP),
72, 73
Standard Rules on the Equalization of
Opportunities for Persons with
Disabilities, 68, 324
World Programme of Action
Concerning Disabled Persons (WPA) ,
68,324
United States of America
assistive technology, 192
parent associations, 340
poverty and disability, 81, 84, 85-86
Technology Related Assistance for
Individuals with Disabilities Act
(1988), 192
Unity software
and language variation, 120-124
peer training programme, 284
Vantage, 50
versatility of interventions, 17, 18-20
AAC model, 23, 26, 27
family-centred interventions, 230, 231,
233-237
support-based AAC intervention, 173
vibrotactile symbols, 44
video-based training packages, 158-159
video-conrerencing, 139
visual skills/perception
aided symbol displays, 48
cross-cultural perspective, 100-101
Early Intervention Play Package, 263,
265,266
pictorial comprehenSion, 101-104
visual symbols, 34-35
see also graphic symbols
vocabulary
aided language stimulation, 302, 317
culturally and linguistically
appropriate, 62
support-based AAC intervention, 186
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vocal message codes, 44
vocational resources for families, 175
voice output communication aids
(VOCAs), 36, 52
Alpha Talker, 50
ChatBox,50
Chat Pc' 50
dedicated vs. non-dedicated, 52
Delta Talker, 284, 285
display screens, 50
Dynamo, 50
LightWriter, 51, 52
Minspeak icons, 43
Pathfinder, 51, 52
synthesized vs. digitized speech, 52
vulnerability, and poverty, 74-75, 79
and disability, 87, 91
war, and disabili ty, 83
World Bank, 69
World Health Organization
disability estimation, 81, 82
educational service delivery, South
Africa, 279
International ClassHication of
Functioning, Disability and Health
(ICF), 222, 254
World Programme of Action Concerning
Disabled Persons (WPA), 68, 32-i
World Wide Webi1nternet, 138, 139, 149
Yerkish lexigrams, 42
Zambia, 76
Zanzibar Society for People with
Disabilities, 332
Zulu culture, 112-116
Zygo Industries Inc., 51, 52

