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UPFRONT

This issue investigates for you
current service delivery trends and
practices around the world. AAC
service delivery refers to the
various mechanisms (structures and
processes) involved in providing
services and equipment to indivi-
duals with severe expressive com-
munication impairments. Consider-
ations include what is provided, by
whom, to whom, where, when, how,
and for what cost. Successful service
delivery results in outcomes that are
satisfactory to consumers of the
services, to professionals, to institu-
tions and funding agencies.

A survey was conducted this
Spring by Augmentative Com-
munication News (ACN) to give

our readers a look at service
delivery from an international
perspective. A total of 125
responses were received from 31
states in the United States; 5 provin-
ces in Canada; England; Ireland,;
Victoria, Australia; New Zealand;
Isracl; Denmark; Norway; Sweden;
and the Netherlands. Thanks to all
who participated. Respondents rep-
resented multiple disciplines
(educators, research scientists,
occupational therapists, computer
access specialists, rehabilitation
engineers, administrators, and a
vision specialist). The majority were
speech-language pathologists (e.g.,
100% of responses received from
Australia, 75% from the U.S., 42%
from Canada, 43% from the U.K,,
50% in Israel). Some question-
naires were completed (cont. pg. 2)

Is demographic information
important to you? Yes! People and
agencies that control money, write
laws, and set policy often require
demographic information before
they will commit resources to a
program. In addition, demographic
information can help professionals
plan and implement relevant ser-
vice delivery programs. Demo-

graphic studies may, for example:

e count a specific population, e.g., those
with severe speech and/or writing impair-
ments within a specific geographic region
e.g., Israel;

ecount a portion of a target population
within a specific area, e.g., adults with
motor neuron disease seen from 1980-
1990 at a hospital in London;

edescribe characteristics of a targeted
population, e.g., age, sex, sociocconomic
status, living arrangements, disabling con-
ditions of children with C.P. in Victoria.

eidentify the needs of a population (e.g.,
telecommunications, writing, conversa-
tion, partner education, money for equip-
mcnt?m British Columbia.

- All types of demographic studies
exist; however, 62 percent of those
responding to the ACN survey
reported being unaware of any. Ex-
amples of published studies listed
by respondents are noted in Table L.

TABLE I. Examples Of Demographic Studies
(for complete reference see page 8

Bloomberg & Johnson (1990); Johnson & Bloom-
berg (1986) Statewide survey. All ages.
Victoria, Australia.

Burd, Hammes, Bornhoeft, & Fisher, (1988).
North Dakota survey. School-age children.

DeRuyter & LaFontaine, (1987). Rancho Los

Amiﬁ)s Rehabilitation Hospital. Survey of non

spea lg brain-injured. California.

Fristoe & Lloyd (1978). U.S. survey. Severely
impaired.

Green & Hopkins (1985). Canadian survey. Com
munication/telecommunication needs. AYl ages.

Kiernan & Reid (1984). United Kingdom survey.
Autistic and aphasic children.

Matas, Mathy-Laikko, Beukelman, & Legresley.
(1985' . Washington. School-aged children.

Reid, Jones, & Kiernan, (1983). Survey of use of
signs and symbols. School-aged children.

What we know

Demographic studies suggest:
(continued on page 2) A
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by a team of professionals. The primary places of
employment of respondents (cited most to least
often) were: schools, universities, hospitals/
rehabilitation centers, public and private agencies,
research institutions, communication aid centers,
computer groups, and long term care facilities.
Unique to the U.S. was the 16 percent of
respondents who were in private practice and the 6
percent employed by manufacturers.

Getting a handle on service delivery is not easy!
For one thing, there is not a single "best" way to deliver AAC services. What
may be optimal for a particular person or situation simply does not work for
another. In fact, realities about AAC service delivery that challenge us all to
remain responsive and flexible are:

#1: People who benefit from AAC intervention may have only one thing in common, i.e., dif-
ficulty speaking and/or writing. Some are young, others old. Some live in cities, others miles
from anyone else. Some are rich, many are poor. Some have supportive families, others do not.
Some are physically disabled, and some are not. Many can not read or spell, others are poets!

#2: Individuals who benefit from AAC live everywhere. However, no one lives in a country (or
I suspect, a city or town) where needed AAC services and aids are available to all. Even in areas
where one population is well served, AAC services may be unavailable to others.

#3: AAC services are often expensive; they require a high level of professional expertise, a
team approach, ready access to equipment, and lots of time.

#4: Professionals delivering AAC services require: a) knowledge and skills specific to a related
discipline; b) familiarity and experience with the entire range of AAC aids, techniques, symbols
and strategies; c) skills in providing support, education and training to the myriad of people
who live and work with individuals who use AAC techniques; and d) competencies necessary to
function as a productive member of a team (i.e., set goals, work in a collaborative manner over
time, implement best practices, and evaluate the effectiveness of approaches).

#5: Most professionals in AAC learn "on-the-job" and as a result of their own initiative. Even
those fortunate enough to have attended university programs specializing in AAC ultimately
face the never-ending job of "keeping up," although many say ACN helps tremendously.

#6: Public awareness is still very limited. Consumers, families, agencies often find information,
services, equipment, and funding options difficult to find and even more difficult to negotiate.

#T. i i featuring measurement tools, institutions and
agencies responsible for funding equipment and services are growing increasingly "concerned”
about the costs involved. Testimonials by professionals and manufacturers of communication
aids are perceived as self serving and unconvincing. You need to report data about the effect
AAC has on the quality of life, the opportunities, and the achievements of individuals with
various disability types!

Use information in this issue to make services better in your community!
In For Consumers you’ll read about demographic information as it relates to
current practices. Clinical News and Equipment focus on perceptions of best
practices and areas of concern related to the delivery of communication tech-
nologies and services. In the Governmental section, a discussion of public
law and policy issues reveals similar challenges world-wide. The University/
Research highlights the Literacy Program for Persons with Severe Speech
and Physical Impairments at the University of North Carolina-Chapel Hill.

In August, ACN staff are off to Norway, Sweden, and Denmark to spend
time with valued colleagues and participate in the 1990 Bicnnial Conference
of ISAAC (the International Society for Augmentative and Alternative Com-
munication) and ISAAC’s First Research Symposium. I will be chairing a spe-
cial session on Service Delivery and sharing information from the newsletter.
We shall return to ACN’s International Headquarters in Monterey on Sep-
tember 1, 1990. All this travel means the "hotline" [408-649-3050] will be "on
ice" during August. Till September! Sarah Blackstone

NEWS

For Consumers (cont. from pg. 1)

1. AAC symbols, aids, and techniques are
being used with individuals who have con-
genital, degenerative, acquired, and tem-
porary conditions severely affecting com-
munication.

2. The AAC "population" is small, repre-
senting less than one-half of 1 percent of the
general population. However, even small
percentages constitute a very large number
of individuals...literally millions in the world.

a) In Canada, for example, adults and
children with congenital, acquired, and
progressive disabilities and severe speaking
and/or writing impairments, were estimated
in the early 80s to number 200,000, repre-
senting .7% of their citizenry.

b) In Victoria, Australia, over 5,000 adults
and children have severe communication
impairments. Th%s represents .12% of their
total population.

¢) Data from 3 multiple studies suggests
that .15% to .6% of the total school age
population are "nonspeaking."" "

3. Although descriptive information is
limited, school-age children who are "non-
speaking” are also likely to be multi-ha?(ﬁi-
icapped (45%) and/or retarded (42%).”
Over 70% of adults and children with AAC

needs in Victoria are intellectually impaired &

4. Demographic information for adults is
very limited. However, it is reasonable to as-
sume that more adults than children require
AAC because: a) children grow up, b) many
children who require AAC do so over their
lifetime, c) adults acquire disabling condi-
tions associated with severe communication
impairment (e.g., head injury, stroke,
degenerative diseases), and d) most people
are adults longer than they are children.

5. Adults with some disabling conditions
are at very high risk for severe communica-
tion disabilities requiring AAC. For
example, most (90%) with amyotrophic
lateral sclerosis are unable to speak prior to
their death.” Other conditions have a lower
prevalence, e.g., only 4 percent of persons
with multiple sclerosis become nonspeaking.

You can use existing

demographics!

With appropriate caution and
disclaimers, you can extrapolate
findings from some studies. For
example, you may estimate the num-
ber of students ages 6 to 22 years
that can benefit from AAC because
the prevalence is surprisingly consis-
tent across studies. Simply multiply
2% to .6% (you can use .4%) by
the total school age population in

your district, school, state, or region.

Unfortunately, too few studies
exist to use other data. However,
you could argue that more adults

<




than children are in need and could
benefit from AAC services.

Perceptions of professionals

Populations well served. As illus-

trated in Figure 1, respondents to
the ACN survey from all countries
feel children, specifically those with
cerebral palsy and good cognitive
abilities, are better served than any
other AAC group. Other popula-

matter what the disability type (i.e.,
aphasia, degenerative conditions,
traumatic brain injury), are not
perceived as receiving adequate ser-
vices. Also listed were: children
with severe/profound mental retar-
dation, those who are very young,
and those who are ambulatory [see
ACN, Vol. 2, #2, 6; Vol. 3, #1, 3,
which highlight these groups].

Figure 1. PERCENT JUDGING POPULATIONS AS "WELL SERVED"
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tions said to receive good services
were children with developmental
disabilities and adults with motor
neuron disease, as noted above.
Responses also included: adults in
rehabilitation hospitals and people
with advocates, insurance, and
money. The recent consumer sur-
vey, conducted by Bristow and
Creech,” asked consumer members
of ISAAC to describe and rate the
services they had received. Fifteen
users (ages 10 to 30 years), who
were physically disabled with good
cognition and who used a variety of
light and high tech devices, judged
the AAC professionals and services
they had received positively.

Populations not well served. Figure
2 also illustrates agreement among
respondents world-wide. Adults, no
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Age groups served by AAC
professionals

Respondents were asked to es-
timate the percent of clinical time
they spend with clients at various
ages: 0-3; 3-6; 7-12; 12-21; 21-65;
and over 65 years. No differences
were noted among respondents
from various countries, so data
were pooled prior to analysis.

Results showed that:

e Almost 80% of AAC professionals who
responded to the ACN survey serve
people less than 22 years of age. Only 8%
reported wo_rkmﬁ with people over 65 and
12% work with those in the 21 to 65 year
age range.

e Nearly all report working with many age
group)g. And, most spend a limited -
amount of clinical time with any age group.

Note: other responsibilities of respondents

e.g., teaching, research, administration,
working with non AAC clients) are not
reflected here.

Figure 2. PERCENT JUDGING POPULATIONS AS "NOT WELL SERVED"
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Conclusions

In light of the demographic informa-
tion considered earlier, here are
some arguments you can use fo ex-
pand AAC services:

1. Children, The majority of
children who can benefit from
AAC services are multi-hand-
icapped and retarded. Yet, world-
wide the focus is on the needs of
children who have cerebral palsy
and normal (or near normal intel-
ligence). Current AAC service
delivery efforts may be successfully
addressing the needs of less than 10
percent of children who could
benefit. With intervention,
ambulatory children and those with
mental retardation can participate
in and contribute to society. They
should not be given a back seat!

2. Adults, Respondents world-
wide agree. . . adults are not well
served. It is likely that more adults
than children are in need of AAC
services. However, results of the
ACN survey suggest most profes-
sionals serve persons under 22
years of age, while a comparatively
small percent work with adults.

3. Consumers and families be-
ware! Once you reach the age of 21,
it will become more difficult to find
professionals or places that provide
AAC services, no matter where you
live.

4. Demographic projections for
the general population reveal

individuals over 65 years of age will
represent a greater portion of the
general population. Many will have
serious communication needs. The
AAC area is not prepared to meet
either the current or the future
needs of this expanding group!

5. Professional skills. Many AAC
professionals are required to ad-
dress a wide spectrum of disability

types, assistive technologies, instruc-

tional strategies, funding ap-
proaches, and agency policies. No
wonder professionals feel "it is dif-
ficult to keep up" and "time is a
major problem!" Many find reading
ACN very helpful!

&
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"What 3 service delivery prac-
tices work and what 3 do not work
well in your country?" Respondents
from 10 countries listed a total of
239 practices that "work” and 259
practices that "do not work."
Because responses were similar
within and between countries and
because only a few responses were
received from some countries, data
were combined prior to analysis.
The four most frequently cited

"practices that work" were:
@a team approach

eintervention that occurs in natural con-
texts

ean approach that supports and involves
families

e bank of equipment for rental and/or loan
The five items listed most frequent-
ly as "not working" were:
@ lack of funding
@ center-based evaluations
@ lack of team approach
e lack of follow up
@ "pull out” therapy

By grouping responses, major
categories emerged. Most
categories are represented on both
lists suggesting that both exemplary
and not so exemplary practices exist
within each service delivery area.
Items within major categories are
summarized below. Use this
information to help you provide bet-
ter services.

Professional practices

The good news: Respondents from

all countries consider a team
approach AAC’s very best practice.
Although the configuration is
described differently (e.g, interdis-
ciplinary, transdisciplinary), the
concept is a group of experts from
pertinent disciplines working together
to deliver AAC services. The
dedication of service providers is
perceived to underlie the success of
AAC intervention world-wide.

The not-so-good news: Respondents

said single discipline involvement,
lack of coordination between
service providers, lack of physician
awareness, and "self-proclaimed
AAC experts" are examples of prac-
tices that don’t work. In the U.S.

Clinical News

What your colleagues a manufacturer and/or their repre-
think about AAC intervention sentative be recommending devices

respondents have ethical and
quality control concerns: a) should

directly to families? b) should
professionals designate themselves
as augmentative communication
specialists?

Clinical practices

: Practices listed
underlying the success of AAC
intervention are: administrative sup-
port; intervention in natural con-
texts; intense, periodic time blocks
with flexible scheduling, and
ongoing follow-along.

The not-so- news: "Not enough
time" is a major concern. Other
practices that interfere with success-
ful AAC intervention are: "pullout”
therapy (working with a client in
isolated contexts); lack of follow

up, lack of central information and
equipment resources, and lack of
administrative support.

Equipment

The good news: Loan banks and ren-
tals work! Other practices that

work are: manufacturer support of
equipment (e.g., toll free numbers)
and the equipment itself (e.g., user
friendly with lots of options).

The not-so-good news: Quality
control issues are being raised
about how and by whom equipment
is being prescribed and distributed.
In countries where communication
devices are imported, respondents
want better access to equipment,
and to repair and maintenance
services. Respondents from all
countries agree it is not a good idea
to fund equipment without funding
services that train individuals and
their partners to use equipment in
various settings. Finally, some
professionals are concerned about
marketing strategies that raise
"unrealistic expectations" about
what technology can do.

Funding

The not-so-good news: There is little
good news here! Professionals from

most countries continue to perceive
funding of equipment (and
services) as a major challenge.
Specific items listed were the: time

required to procure funding,
inconsistency and rigidity of fund-
ing sources, limited availability for
some populations, and lack of
monies for upgrades and equip-
ment maintenance.

Professional training

The good news: The increased num-
ber of knowledgeable professionals
in some countries was noted.
Educational mechanisms respon-
dents feel work are: on-site train-
ing, training by manufacturers, and
ongoing training by experts and
regional centers. Some U.S. profes-
sionals listed the availability of
university programs as an asset.

The not-so-good news: Respondents

listed one-day workshops among
the educational mechanisms that do
not work. (Note: it appears training
needs to be ongoing). The limited
number of trained professionals
and lack of sufficient university
training programs are seen as
barriers to intervention.

Assessment

The good news: Specifically cited as
exemplary practices were: needs
assessments, ecological inventory of
settings, and task discrepancy
analysis of communication oppor-
tunities. The availability of com-
prehensive evaluations by experts is
perceived positively, but only under
certain circumstances, as described
below.

The not-so-good news: Long, one-
time evaluations carried out at
centers without the involvement of
professionals from the community
and the participation of the con-
sumer and family in the decision-
making process are perceived
negatively. Other "practices" respon-
dents do not like are evaluations
that result in written recommenda-
tions only; and multidisciplinary
assessments involving several agen-
cies that are not well-coordinated.
"Looking at assessment as a one-
shot deal in AAC is naive, at best."

Family/consumers

Comment: "Approaches that active-
Iy support, involve, and empower
families work. Others do not," say
respondents.

4.




Public Law and Policy
The good news: The world-wide

disability rights movement, legisla-
tive initiatives in some countries,
and organizations (i.e., ISAAC and
ASHA) are perceived as making
positive contributions to AAC
service delivery.

The not-so-good news: The lack of
public awareness and consumer

advocacy is seen as a barrier. Also

mentioned were the low expecta-

tions of professionals, families and

the community. If we do not assume
roactive an igil n

laws and policies will be made that

do not reflect the needs of those

i munication

impairments!

School issues

The not-so-good news: Providing
services in the schools without
access to persons with expertise,
using itinerant services as major
sources of support, hit and run con-
sultations, self-contained (i.e.,
segregated) programs, a lack of con-
sistent AAC training in classrooms,
and staff burnout were cited.

Editorigl comment: Research activi-

ties are seen as positive aspects of
AAC service delivery but were men-
tioned by only a few. I believe it is
our growing research base that _4,
underlies our "best practices.” “M

Order ACN
Educational Packages
Now!!

You (and your students) can
select any 10 back issues of ACN
as a package at $30 U.S. Minimum
order of 6 packages. We package
your selections as a text for use in
your class, seminar, or workshop.

Each educational package
consists of black and white copies
(authorized for reproduction by the
publisher of ACN) and must con-
tain the same 10 issues. For more
information write ACN, 1 Surf
Way - #215, Monterey, CA 93940,
USA or call the Hotline!

University & Research

Literacy Center for Persons with SSPI:
University of North Carolina - Chapel Hill

The Department of Medical Allied Health Professions at the University of
North Carolina-Chapel Hill has received a two year grant from the Kate B.
Reynolds Health Care Trust to establish the North Carolina Literacy Center:
Serving the needs of persons with severe speech and physical impairments
(SSPI). Directed by Dr. David Yoder, with David Koppenhaver serving as
Associate Director, the mission of the center is to assist individuals of all ages
with SSPI to fulfill their literacy learning potential. It is the contention of Cen-
ter staff that literacy strategies addressing both prevention and intervention
can enable individuals with SSPI to read and write at levels commensurate
with their cognitive abilities. Goals of the Center are to:

e develop ecologically sound programs of prevention and intervention for
individuals with SSPL

e provide specialized education for parents and professionals who work with
this population.

@ cstablish a comprehensive library of source materials.

@ initiate and sustain inter-agency communication so literacy issues in homes,
communities, instructional settings, and vocational environments are
addressed.

Research Projects: A number of research activities will be carried out:
1. Interviewing parents of preschoolers and observing as they interact with children during read-
ing of bedtime stories. Staff will determine if and how impairments of speech and physical move-

ment alter or impede this type of social interaction. (D. Koppenhaver, P.J. Cushing, P. Coleman,
D. Yoder)

2. Developing and testing intervention strategies that foster more intensive and extensive
parent-child interactions to enhance language and literacy learning. Staff will determine the
efficacy of a preventive storybook reading program by measuring change in the number and
range of questions and comments from children and parents, communication attempts involving
use of an AAC device, story understanding and vocabulary of the children, and requesting be-
haviors by children for more or longer storybook reading sessions. (P. Coleman, D. Yoder)

3. Developing specialized reading materials and supportive learning activities in school-age
children with SSPI. An instructional approach that integrates the use of adapted reading
materials and supportive activities will be evaluated to determine if children with SSPI increase
their knowledge of the functions of print, spelling and word recognition, vocabulary and reading
comprehension, written composition, and enjoyment of reading and writing. (P. King-DeBaun)

4. Developing computer and video technology that serves to enable teachers to personalize
literacy learning and instruction. The efficacy of intervention using computers and digitizers will
be measured by gains made by individuals in spelling and word recognition, vocabulary and read-
ing comprehension, written composition quality, complexity and length, as well as by increases in
computer use and independent reading. (J. Steelman)

Educational projects: Staff will conduct workshops and host an annual
literacy symposium for parents, allied health professionals, and educators
beginning in March 1991. A graduate level seminar for speech language
pathologists and literacy specialists who work with SSPI individuals is planned
in the summer of 1992,

Under Dr. Yoder’s leadership the Department of Medical Allied Health
Professions utlizes a transdisciplinary model for educating professionals in
health related fields. Masters degree programs in speech-language pathology,
occupational therapy, and physical therapy are among those offered.
Practicum experiences are available to students with a major interest in AAC.
In addition, doctoral students can pursue areas of interest through the Special
Education and Literacy Studies Program in the Department of Special Educa-
tion. A focus on very young children with AAC needs is also possible in ~_&

cooperation with Dr. Don Bailey. Stipends are available. ]
For more information, contact Dr. Yoder, Chair, CD# 7120, Medical School Wing E, The
E&i\aersity of North Carolina at Chapel Hill, Chapel Hill, NC 27599-7120. Phone: 91@)
2343
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Governmental

s e Dealing with a
ol vde "Hot Potato"

Public laws and policies have a
major impact on AAC service
delivery around the world. So do
the attitudes of citizens about
people with disabilities. Although
AAC service delivery programs
should be referenced to the needs
of consumers, they more typically
conform to existing structures.

People requiring AAC (and
professionals who serve them)
depend, to some extent and often
concurrently, on multiple govern-
ment agencies, ¢.g., Health, Educa-
tion, and Social Services. Each
agency has a different way of doing
things. In places where the lead
agency is Health Services, medical
models of delivery (often with an
acute-care perspective) prevail.
When Depts. of Education, Local
Education Authorities or Social
Service Departments undertake a
leadership role, many people (e.g.,
adults) fail to qualify for services.

AAC is often treated like a "hot
potato,” i.e., no one wants it, be-
cause services and equipment cost
money. The likelihood is, however,
that no single agency can address
criteria for AAC service delivery as
delineated in Table IL.1%11#

Table II. Service Delivery Criteria
ea team of experts, who keep abreast of
instructional and technical developments, and
are available within reasonable travelling
distance, longitudinally.

e time to do what needs to be done.
®a focus that empowers consumers.

@ leadership that empowers team members
using consensus management strategies,
brainstorming, etc.

ebuilt in accountability for all involved with
regard to aspects of implementation.

e integration of _non-speakinig persons in their
local community for education, recreation,
and vocation. (8 ee ACN issue on this topic,
September, 1989.)

e comprehensive life-long management &
support.

e mechanisms to support communication
partners.

eaccess to equipment.

oongoing mechanjsms for judging the process
firglgggu come of intervenfion. (sée ACN, May,

e flexibility so as the consumer, living environ-
ment, and technologies change, so will AAC
intervention.

Government Effects on
Structure, Process, &
Outcome of Services

Government agencies provide struc-
ture to AAC service delivery. For
example, they may designate (or
recognize) certain places as centers
or people as experts and/or compile
i ipment. Profes-
sionals then, carry out the process
of assessment, prescription, train-
ing, and in some cases dispensing of

equipment, For example:

e Sweden has 35 mobility/communication
impairment centers as'well as regional
resource centers. They provide services
and sup%ort to consumers and ]?rofes-_
sionals. Professionals who work at desig-
nated centers prescribe communication
aids from approved lists.

e The United Kingdom’s original 6 Com-
munication Aid Centres have nearly
doubled in number. Located in large
pogulathn areas, they reflect local needs
and funding realities.” Although they meet
annually, the process of delivering Services
varies. "Link therapists" who receive train-
ing from center staff and work directly
with consumers in their communities, are
a component of some centres. An impor-
tant s ud{_lls being carried out by the
Dept. of Health in the U.K. Théy are look-
ing at the quality of services provided b
the centres and the cost effectiveness o
equipment and services!

@ Ontario, Canada has a network of 14
centers designated lﬁjt\hc Department of
Health to carry out AAC related func-
tions, including the delivery of services
and prescriptions for approved equip-
ment. As in other areas, education of com-
munity personnel and families is a major
component of their system.

o In Australia, the U.S., and Canada, prac-
tices vary. Each state or province "does it
their own way" [or doesn’t do it!]. Provid-
ing services or equipment through a
health service agency, for cxampcfc _often
requires physician involvement. Within
educational agencies, on the other hand,
Departments of Education (from the na-
tional to local level) provide services and
buy cqi.ulpment. Many excellent models
exist.12 For e)gamgle, in Pennsylvania, the
Assistive Device Center (funded by their
State Department of Education) 10ans
equipment to students (short or long
term) after considering requests from
local’augmentative communication
specialists. However, in some areas, per-
sonnel who may (or may not) have ex-
perience in AAC, are expected to recom-
mend communication aids that are then
Burchasqd by administrators, who often

ave no information either about the
equipment or the student.

The service delivery problem to
solve in AAC is not what equip-
ment to recommend, but how to
promote the growth of expertise
and support needed to implement
plans within the community.
Structures and processes that ad-
dress these elements of delivery
programs are more likely to result
in successful outcomes.

Models of service delivery describe
how services are provided. Authors
may use different terms; however,
the concepts depicted are similar.

Definitions used in the ACN survey
are found in Table III. Of those
responding, 42% use a center-
based model; 36% use a com-
munity-based model; and 10% use
a collaborative model. The respon-

Table II1. Service Delivery Models

¢ CENTER-BASED:; Professionals with rtise
work at a center where equipment is available. Con-
sumers come to the center for assessment/training
with caregivers. Itinerant services are sometime
provided.

© COMMUNITY-BASED: Professionals with exper-

tise work at the school, home, work site, etc. and pro-
vide assessment and ongoing implementation.

@ COLLABORATIVE: Professionals from various
agencies (resource centers, schools, private prac-
tices, AAC centers) work together on the basis 9,5
formal agreements to provide
ongoing assessment and training to consumers
within natural settings.

@ OTHER. Respondents selecting this option did so to

reflect their use of a combination of the approaches
described above.

dents (12%) selecting "other" use a
combination and are moving
toward collaborative models.

Center-based: Major centers imple-
ment a three-tiered approach to ser-
vice delivery, as described by Par-

nes:

o Research, i.e., investigating issues and
practices in the field

@ Education, i.e., disseminating information
and training to service providers

e Clinical service, i.e, providing quality inter-
vention to individuals with seévere speech-
language impairments and their
caregivers.

of center-based
delivery are the availability of ex-
perts, who work as a team, and lots
of equipment under one roof.
Realities are assistive devices, to be
effective, depend on services such
as training, maintenance, environ-
mental modification, and follow-
along that are difficult for centers
to address. Disadvantages of
centers are: a) their location. Con-
sumers often must travel at some ex-
pense; b) limited time available for
assessment/education of partners;
¢) a focus on assessment and
prescription, not implementation.

Community-based: Also observed
internationally. Advantages of the
community-based delivery model
are assessment and intervention
occur on-site. Reglities are a) AAC
experts are often brought into the
community without the provision of
systematic, ongoing follow-along; or
community-based intervention is
provided without AAC experts.

A
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Administrators may not support
team approaches and may expect
professionals to deliver services in
traditional ways, which are not
effective in AAC intervention.
Disadvantages are community
resource personnel feel isolated,
"burn out," and become frustrated
with the lack of local support. Also,
equipment may not be available.

Collaborative: The wave of the fu-
ture. Advantages are mostly concep-
tual at this time because few models
are in place. Practitioners strive to
empower consumers and families
by drawing on expertise and
support from multiple agencies, in-
stitutions, etc. Reglities are adminis-
trators MUST be supportive. This
approach requires management by
consensus and formalized proce-
dures that drive the intervention
process. Success is determined by
measuring functional outcomes and
consumer satisfaction. Disadvan-
tages are related to problems
encountered encouraging
interagency agreements and profes-
sional collaborations.

Service delivery options that reflect
best practices

Alternative models promise
workable options for both profes-
sionals and consumers. Consider
these varied examples:

1. Speech-language pathologists, educators,
occupational and physical therapists, and
rehabilitation engineers in private practice
are delivering AAC services across environ-
ments. This professional option (originally
described i{n AAC by Dr. Marilyn
Buzolich)I enables "experts" to provide
community-based intervention and educa-
tion. Accountability and credentialing issues
are being raised. How is the public (and
funding agencies) to judge who is (and is
not) qualified to provide AAC services and
under what circumstances?

2. In Canada, the Hugh MacMillan
Center’s Augmentative Communication
Service (ACS) is implementing a new col-
laborative model linking their central
resource to community-based programs.
Here’s a sketch of how it works. " All clients
and facilitators are contacted yearly to out-
line upcoming service needs. Each client is
assigned to a level of service for that year:
@ Full service: those requiring substantial

support;

@ Select service: those with fewer, well-

defined needs;

e Indirect service: those with minimal needs
@ No service

For those requiring services, the client,
ACS staff, facilitator, and local team meet to
sct priorities and develop a service plan and
timeline for the delivery of services. Com-

= Equipment
' Funding: Things may
be getting better!
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munity agencies supporting these individuals
determine levels of services available locally
for the client. A plan is developed, written
down, and signed by those involved. This
approach provides Centre staff with a rela-
tively fixed caseload. Preliminary results?
Staff are expressing greater job satisfaction.
Consumers and facilitators are progressing
faster because adequate support is provided.

3. I am currently working with the Berkeley
school district in California to develop and
evaluate a collaborative model of delivery.
Goals are to insure students who have AAC
needs achieve within their cducational and
vocational curriculum, empower familics,
develop professional expertise within the
district, and facilitate linkages among com-
munity agencies and professionals who are
or will be involved with each child. Each
child’s team meets regularly (e.g., monthly)
to generate an Action Plan (see Table IV.
for an example). This process builds in

Table IV. SAMPLE ACTION PLAN FORMAT
Robin Billes - 7/90
List of communication needs Team members

GOAL 1: Increase active participation in class
Plan _Who When How Measured Status
Obja SLP 9/10/90 Take baseline ---
Objb OT/Aide 9/5/90 Checklist Set up

& teacher workstation

accountability and literally drives the team
through each phase of intervention (screen-
ing and assessment, communication system
development and implementation, expan-
sion and independence, and integration and
growth.) After 1 year, functional student out-
come and consumer satisfaction measures
suggest we are on the right track!

Final Comments: Advocacy,
accountability, and interagency
cooperation are the major challen-
ges professionals and consumers
face in countries around the world.
AAC leaders (sec list of resources
and references) are working hard
to encourage government agencies,
professionals, and institutions to
cooperate and collaborate. You can
help! Because all governments have
limited resources and a myriad of
special interests trying to capture
"their fair share," advocacy and
education are required if AAC
service delivery is to improve.
Working together, costs can be
"effective,” duplication of efforts
will diminish, and a continuity of
services may be provided to a
greater number of citizens in need
of AAC. .:

"Finding Monies SO Consumers
can purchase equipment" was the
concern mentioned most often by
those responding to the ACN sur-
vey. An old, familiar problem. Is it
getting any better?

Responses to the question "What
are the 3 most common funding sour-
ces of AAC related equipment in

your country" are discussed below:

Note: the small number of responses from
some countries, precluded use of their data.

e Funding for AAC equipment
comes from a variety of sources.

e Children: When responses from
each country were rank ordered,

the top 3 funding sources were:
U.S. - Private insurance, clubs, public
schools
Canada - Provincial government, clubs,
public schools

LK, - State/local governments, clubs,
public schools

Australia - National government, family
savings, state government

Public schools and the "state" are
perceived to be assuming a major
responsibility for funding. When
compared to past information, a
positive trend toward more reliable
funding sources may be emerging.
® Adults: Rank ordering responses

from each country for adults, the

top 3 sources noted were:

U.S, - Private insurance, family savings,
public insurance

Capada - Clubs, private insurance, family
savings
LK. - Clubs, state government

Australia - Clubs, savings, national
government

Clubs, family savings and in-
surance continue to be major fund-
ing sources for adults. Unfortunate-
ly these resources are less reliable
that institutional or governmentally
supported programs. Respondents
perceive that adult services are not
well supported by formal structures.
e Insurance, both private and

public, seems to be becoming

more of a resource to con-
sumers. If so, this represents an
improvement.

AAC professionals, consumers, and
manufacturers have been actively
advocating to improve the funding
picture.'® Looks like the work may

be beginning to pay off! ":
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