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Abstract

Background: Training caregivers of young children with complex communication needs to
implement augmentative and alternative communication methods has resulted in various
communication gains for children. Such training may be a feasible, effective and socially valid
way of improving children’s communication outcomes in contexts where access to rehabilitation
professionals and resources is limited.

Method: This study employed an exploratory sequential mixed method design to develop and
evaluate a programme aimed at training Vhavenda caregivers of children living in low-income
contexts to implement augmentative and alternative communication strategies with their children
aged 2-6 years living with complex communication needs. In the exploratory phase, a scoping
review of the literature as well as interviews with cultural stakeholders generated data that
informed program design undertaken during the development phase. The development phase also
comprised an expert review and pilot study to further refine the programme. The evaluation
phase entailed testing the effects of the programme on three caregiver and two child variables by
means of a single case multiple probe design across three caregiver-child dyads. The social
validity of the programme was also evaluated.

Results: Medium to strong effects of the intervention on the five variables were established but
were not maintained three weeks post intervention. Social validity of the programme was found
to be high.

Conclusion: The caregivers were able to implement the strategies taught during the guided
practice phase, attesting to the effectiveness of the intervention. The fact that skills were not
maintained post intervention may point to a need for a longer period of support in order to firmly

establish the behaviours.

Keywords: Augmentative and Alternative Communication (AAC); aided language input;
augmented language output; caregiver training; child; communicative turns; complex
communication needs, contingent responding; cultural stakeholder; modelling; offering

communication opportunities; social validity.
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CHAPTER 1
PROBLEM STATEMENT AND RATIONALE

1.1 Introduction

This chapter provides an outline of the problem that is addressed in this study, the
rationale for the study and the significance of this study. Furthermore, this chapter provides
definitions of the terms and a list of abbreviations used in the thesis. In addition to that, an

outline of the chapters is provided.

1.2  Problem statement and rationale

Children with complex communication needs (CCN) present with significant speech,
language and communication difficulties. They encounter challenges, such as the inability to
express their needs and wants, express their emotions, make requests, protest and have social
interaction with the people around them (Beukelman & Light, 2020; Drager & Holyfield, 2016;
Drager, Light, & McNaughton, 2010). They also typically face various challenges that can have
life-long detrimental effects. Their communication challenges may result in difficulties forming
basic social relationships within their family and within their communities; and they may
experience restrictions and/or limitations when participating in activities related to community
living and family life. Furthermore, due to their limited communication skills, children with
CCN of school-going age are often denied the opportunity to participate in educational settings,
including mainstream and special education (Human Rights Watch, 2015; Light & McNaughton,
2015). There is a strong evidence base that children with CCN can benefit from augmentative
and alternative communication (AAC), as a method of improving various communication skills
as a basis for more active participation in all spheres of life ( Beukelman & Light, 2020; Crowe
et al., 2022; Light & Drager, 2007; Romski et al., 2015; Romski & Sevcik, 1997) .

This project was conceived during my work supervising final year speech-language
therapy and audiology (SLP&A) students at rural public hospitals in Limpopo and the North-
West provinces. As a speech-language therapist (SLP), an observation was made of the services
rendered through the public health system to preschool-aged children living with CCN and their

families; and I caught sight of the need to develop new models of delivering AAC intervention to
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this population. I then decided to target Vhavenda caregivers and their children living in the

Vhembe district in Limpopo as I originate from there and this was in line with observations made
and motivated by the proverb that says: “Charity begins at home”.

In the North West and Limpopo provinces, as in the rest of South Africa, children with
CCN, whose caregivers cannot afford private healthcare, receive pediatric rehabilitation services
free of charge through the public healthcare system (Rowe & Moodley, 2013). In my
observations, the services offered to these children and families are extremely limited and also
not always appropriate. This is due to a number of factors that have also been noted in the
literature globally. Many of these factors are specific to the South African public health context,
while others are observed more widely. The factors include (a) the limited number of
professionals trained in AAC, specifically in low and middle income countries (LMICs) and also
in the South African context (Dada, Kathard, et al., 2017; Dada, Murphy, et al., 2017; Fuller et
al., 2009; Pillay et al., 2020); (b) limited or no access to AAC materials and resources in LMICs
including South Africa (Fuller et al., 2009; Gona et al., 2013; McAllister et al., 2013; Tonsing et
al., 2018; Van Niekerk et al., 2017); (c) high caseloads in the South African public health system
leading to SLPs’ infrequent contact with service recipients (Saloojee et al., 2006), thus, children
and caregivers typically attend therapy only once a month or once every second month; (d)
inaccessibility of service locations to rural populations in South Africa due to distance and
transport fees and/or availability (Grut et al., 2012; Kathard et al., 2011; McKenzie & Miiller,
2006; Ned et al., 2017; Thomas, 2016; Uys, 2009); (e) service delivery models in the South
African public health system that emphasise individual one-on-one therapy with limited
caregiver involvement (Samuels et al., 2012); and (f) lack of access to SLP services (including
AAC services) that are contextually and linguistically appropriate and culturally sensitive in the
South African health system due to the mismatch between SLPs’ language and culture (mostly
first language Afrikaans and English speaking whereas families speak an African language)
(Barratt et al., 2012; Dada et al., 2017; Kathard et al., 2011; Romski et.al, 2018; Rowe &
Moodley, 2013; Tonsing et al., 2018; van Dulm & Southwood, 2013). It became clear that there
is a great need to offer more appropriate AAC intervention services to children with CCN and

their families.
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Training caregivers to implement AAC with their children with CCN in home and

community contexts has been shown to be an effective way to improve child communication
outcomes(Gona et al., 2013; Granlund et al., 2008; Thunberg et al., 2009). An increasing
number of studies over the past few years have shown that caregivers trained in AAC
implementation can successfully facilitate the use of AAC with their children, resulting in, for
example, more frequent communicative turns (Kent-Walsh, Binger, & Malani, 2010a; Nunes &
Hanline, 2007; Rosa-Lugo & Kent-Walsh, 2008), increased requesting using AAC (Gevarter et
al., 2021; Suberman et al., 2020), and using AAC to express multi-symbol messages during story
book reading (Binger et al., 2008). Training caregivers to implement AAC is also congruent with
a paradigm shift in pediatric rehabilitation services that suggests there is a need to facilitate
change in real-life contexts, and to focus on the transactional process of interaction (King et al.,
2018). The Transactional Model of Development that was initially developed by Sameroff and
Chandler in 1975, which was subsequently highlighted in Sameroff and Fiese (2000),
emphasizes the aforementioned paradigm shift, and will form a conceptual cornerstone of this
study. This model views child development as a product of the constant transactions between the
child and the experiences provided by the family and the context (Sameroft, 2013, 2017;
Sameroff & MacKenzie, 2003). Caregiver-mediated communication interventions acknowledge
this concept and are grounded on it. These interventions have become more popular in the past
20 years have been used in the field of AAC (Kent-Walsh et al., 2015; Smith & Hustad, 2015).

The implementation of AAC in LMICs with diverse cultural and linguistic groups has
received increasing attention in the past few years (Muttiah et al., 2015). However,
experimentally controlled studies that document the effect of caregiver training in these contexts
are missing. The aim of this study was therefore to develop and evaluate a culturally and
linguistically appropriate AAC caregiver training programme designed for Vhavenda caregivers
of young children living with CCN. This programme will enhance the current service delivery
model for children living in rural areas by using a caregiver-mediated AAC intervention

approach.

1.3  Terminology

The following terms are used frequently in this study and therefore defined.
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1.3.1 Augmentative and alternative communication (AAC)

This refers to the communication methods that are used to augment and/or replace speech
for individuals with CCN (Beukelman & Light, 2020; Bornman & To6nsing, 2016). Children with
CCN typically require AAC to express themselves, while some may need AAC to also augment
comprehension of the spoken language in addition to augmenting their expressive language

(Beukelman & Light, 2020; Romski et al., 2015; Sennott et al., 2016)

1.3.2 Caregiver
This describes a parent or someone other than the parent who is taking care of the child
and who is responsible for carrying out care-giving tasks on a daily basis (Department of Justice:

Children’s Act 38 of 2005).

1.3.3 Caregiver-mediated communication interventions
These are therapeutic approaches that involve the training of caregivers (including

parents) to adapt their communication style in order to be responsive to their children with CCN.

1.3.4 Caregiver training
Intervention where caregivers (including parents) acquire parenting skills (Kaminski et

al., 2008). It aims at giving parents or helping them build relationships with their children.

1.3.5 Communicative turn

A communicative turn is taken when the child transmits a message that is directed
towards the caregiver, for example when the child vocalizes in response to the caregiver; or uses
eye gaze towards an activity or object and then to the caregiver; or uses gestures to respond to
the caregiver; or touches or leans towards the caregiver or smiles at the caregiver (Kent-Walsh et

al., 2010; Muttiah et al., 2018; Rosa-Lugo & Kent-Walsh, 2008).
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The number of times a child independently points to a picture on the communication
board. The child can point to the symbols on the communication board in various ways such as
pointing using their hands or fingers or using their caregiver’s hand instead (Romski et al.,

2010).

1.3.7 Contingent responding

A contingent response entails any action from the caregiver (verbal or nonverbal) that
indicates that the caregiver has taken note of the child’s communication act and has either
understood it and responds promptly and appropriately to it verbally or non-verbally, or,
alternatively, seeks clarification if the caregiver has not understood it (Broberg et.al, 2012). The
caregiver can make a comment in response to the child’s communicative attempt or
communicative actions, ask the child questions, direct a question to the child for clarity if the
caregiver does not understand what the child wants, or the caregiver can comply with the child’s

request for action or for an item (Broberg et al., 2012; Shire et al., 2016; Yoder & Warren, 1999).

1.3.8. Cultural stakeholder

They are defined as persons who have knowledge about the culture of Vhavenda
regarding beliefs about communication disability, parent child interactions as well as those who
have experienced the culture through the lenses of their communities. This was custom

conceptualised for this study.

1.3.9. Modelling aided language input
This occurs when a communication partner points to a specific graphic symbol on the
communication board while at the same time saying the word or phrase which the symbol

represents (Borgestig et al., 2017; Dada & Alant, 2009; Dada et al., 2019; Jonsson et al., 2011).

1.3.10. Offering communication opportunities
Communication opportunities have been defined as situations where the communication

partner intervenes purposefully to require and ensure a communication response from the
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individual with CCN. The communication partner creates an opportunity for the individual with

CCN to respond appropriately and communicate what they need (Sigafoos, 1999).

1.3.11. Social validity

This is the degree to which the goals, procedures, and outcomes of a specific intervention
(in this study a training programme) are regarded as acceptable, appropriate and valuable by
stakeholders (i.e., recipients of interventions and also indirect stakeholders) (Snodgrass et al.,

2022).

1.3.12. Training program
A structured approach to training that can include the use of manuals, role playing, video

vignettes and homework (Kaminski et al., 2008).

1.3.13. Vhavenda
They are an ethnic group in South Africa living mostly near the South African-
Zimbabwean border. They speak Tshivenda as a first language which is one of South Africa’s

eleven official languages.

1.4. Abbreviations

AAC : Augmentative and alternative communication
app : Application

ASD : Autism Spectrum Disorder

CAQDAS : Computer Assisted Qualitative Data Analysis Software
CCD : Caregiver-child dyad

CCN : Complex communication needs

CCT : Child communicative turns

CgTP : Caregiver training programme

CR : Contingent responding

CuAO : Child using augmented output

DD : Developmental disabilities
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CP Cerebral palsy
DV Dependent variable
FCI Family centred intervention
HPCSA Health Professions Council of South Africa
ID Intellectual disabilities
I0A Inter-observer agreement
v Independent variable
LMICs Low- and-middle income countries
MACS Manual ability classification system
MALI Modelling aided language input
Mini MACS Mini manual ability classification system
NAP Non-overlap of all pairs
0CO Offering communicative opportunities
PCS Picture communication symbols
PMLD Profound and multiple learning difficulties
PND Percentage of non-overlapping data
RA Research assistant
RCTs Randomized control trials
SCED Single Case Experimental Design
SMC Synthesized member checking
SLP : Speech-language therapist (this also includes those with dual registration -
Speech-Language Therapist and Audiologist. In South Africa, dual
qualification and registration was common until relatively recently when
speech therapy and audiology programmes were separated).
VECS : Visual function classification system

1.5. Models for developing interventions

This study was conceptualised using a phase-based research model for developing
interventions. The design and development (D&D) model by Thomas and Rothman (1994) was
applied in this study and discussed in detail in Chapter 6 (Development phase). The study was
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further guided by the steps in intervention research as outlined by Fraser and Galinsky (2010)

wherein their steps were routed in the D&D model. The steps in intervention research include:
(a) developing a problem and program theories; (b) designing program materials and measures;
(c) confirming and refining program components using efficacy tests; (d) testing the
effectiveness of the program in different settings; and (e) disseminating the program findings and
materials.

1.6.  Outline of chapters

This thesis is presented in 10 chapters. Chapter 1 provides the problem statement and
rationale for conducting this study. Furthermore, definitions of terms used in the study and
abbreviations are also outlined in this chapter.

Chapter 2 provides the literature review and conceptual framework of the study. This
chapter discusses research findings on the significance of the theories in child language and
communication development; the challenges that children with CCN experience; the significance
of AAC for children living with CCN; caregiver training in AAC; culturally and linguistically
appropriate AAC; AAC intervention services in the South African context and a discussion of the
conceptual framework.

An overview of the methodology of the three-phased study is presented in Chapter 3
commencing with the aims, study paradigm, and overall design used. This study made use of an
exploratory sequential mixed method design with three phases. The overview of the research
designs for the exploratory phase (Phase 1), development phase (Phase 2) and the evaluation
phase (Phase 3) is highlighted, although they are discussed fully in the chapters that follow.

Chapter 4 outlines the first sub-study of Phase 1, during which a scoping review of
studies focused on AAC caregiver training was undertaken. This chapter outlines the aims, sub
aims, methodology and the results of the review. Furthermore, the alignment of the caregiver
training approaches with characteristics of effective parent training is discussed. To conclude this
chapter, implications of the scoping review for the development phase are discussed.

The second sub-study of Phasel comprised of interviews with cultural stakeholders and
these are discussed in Chapter 5. The cultural stakeholder interviews were done to identify the
cultural practices of Vhavenda with regards to caregiver-child communication interaction, as

well as their beliefs about children with a communication disability; and to determine
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acceptability of the proposed programme strategies for the target population. The aim, sub-aims,

methods and results are discussed, as well as the implications of the results for the development
phase.

The development phase of this study is presented in Chapter 6 where the design,
development, expert review and piloting of the custom-made caregiver training programme and
associated materials will be discussed. The discussion includes the aims, sub-aims, theoretical
underpinnings for the development of the programme, and input from the exploratory phase
towards development of the custom-made caregiver training programme. The content of the
programme, the training materials developed, as well as all materials developed to measure the
effect of the programme are described. Changes made after the expert review and the pilot
investigation are also described.

Chapter 7 outlines the methodology of the evaluation phase of this study with regards to
the aims, sub-aims, and stages of the phase as well as the design used. The operational
definitions of the dependent variables are provided. Thereafter, the chapter highlights sampling,
selection and description of the participants. The additional materials (not described in Chapter
6) and procedures used to deliver the caregiver training programme are also discussed.
Furthermore, the procedures for collecting data on the five dependent variables during baseline,
intervention and maintenance probes are discussed. The data analysis procedures are explained.
Factors influencing the validity and reliability of the research are described, and ethical
considerations are discussed.

The results of the evaluation phase are described in Chapter 8. The results are presented
according to the sub-aims for this phase of the study. The effect of the training programme on
five dependent variables (three caregiver variables and two child variables) for each of the
caregiver-child dyads is presented using a graph. Visual analysis of each dependent variable is
described according to changes within conditions and across conditions in trend, level and
stability or variability. Effect sizes are provided (non-overlap of all pairs) with accompanying
confidence intervals.

The discussion of the results will be presented in Chapter 9. The effects of the caregiver

training are discussed according to the caregiver and child variables and then compared to other
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studies that measured these variables. The possible reasons for the differences and similarities
are also discussed.
In Chapter 10, which is the conclusion, a summary of results is provided and their

clinical implications are discussed. The strengths and limitations of the study are also discussed.

The chapter ends with recommendations for future research.

1.7. Summary

This chapter provided an outline of the problem that is addressed in this study, the
rationale for the study and the significance of this study. Definitions of frequently-used terms
were given, as well as a list of abbreviations used in the thesis. In addition to that, an outline of

each chapter was provided.

10



Chapter 2: Literature Review
&=

UNIVERSITEIT VAN PRETORIA
UNIVERSITY OF PRETORIA
Que® YUNIBESITHI YA PRETORIA

CHAPTER 2
LITERATURE REVIEW

2.1 Introduction

This chapter provides a review of literature that is relevant to the current study. First,
theories on language and communication development are reviewed, and Vygotsky’s
sociocultural theory is highlighted as a theoretical cornerstone of the study. The literature on
children with CCN, AAC for children with CCN, and caregiver training to improve
communication of children with CCN is reviewed next. Thereafter, the notion of culturally and
linguistically appropriate AAC is introduced, followed by a description of AAC intervention
services in the South African context. Lastly, the conceptual framework of this study is

introduced.

2.2 Language and communication development

Communication is central to our human existence and has been described as “the essence
of human life” (Light, 1997, p. 61). According to the International Classification of Functioning,
Disability and Health (ICF) (World Health Organization, 2001), communication is one of the
nine major life areas that form part of regular and necessary activities in which humans
participate. A major achievement of childhood is the acquisition of communication skills,
including the acquisition of language. Within the first few years of life, children’s
communication skills change as pre-intentional behaviours (e.g., reflexive crying) become
intentional, and as the child learns to use more conventional symbolic behaviours, that culminate
in the use of a sophisticated abstract conventional code (language) that enables the exchange of
decontextualized novel meanings with their communication partners (Bates et al., 1979;
Rowland & Fried-Oken, 2010). As a point of departure, it would be an oversight not to
acknowledge the significance of theories pertaining to typical language and communication
development as they underscore the importance of relationships that exist between individuals
and context and how this relationship influences communication and language learning. Thus,
the theories that form the foundation for this research stem from the fields of language and

psychology.
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It is apparent in the theories that will be discussed that the caregiver-child relationship is

interactional wherein there is co-construction of meaning and influences between both parties
that are bi-directional in nature. These interactions form the basis for cognitive, emotional and
language development. The theories that inform language development include nativism
(Chomsky, 1975), constructivism (Piaget, 1964; 1972), behaviourism (Skinner, 1985; Watson,
1924), Vygotsky’s (1962) language acquisition theory and sociocultural theory, as well as the
transactional model (Sameroft & Fiese, 2000) of development.

The nativist perspective (Chomsky, 1975) entails the view that children are born with the
ability to learn language as the features of language and grammar are innate. Though language is
said to have universal features and/or parameters that are abstract, it is believed that that these
features cannot be transferred from an adult to a child through imitation and communication.
Contrary to this theory, the constructivists are of the belief that cognition precedes language
development (Piaget, 1964; 1972). They believe that language is a manifestation of an
individual’s emotional and cognitive abilities to talk about the world, others and self. They argue
that the linguistic rules based on nativism are complicated and abstract, thus, they aim to give
clarity to the structure of the sentence and do not take into consideration the meaning and role
the adult in transferring the language features. Therefore, Piaget and his colleagues in (1962) put
emphasis of the role of cognition in language development rather than the innateness of one’s
ability to learn language. Piaget and colleagues saw language as an outcome of the interplay of
the child’s interaction with the environment; the interaction between cognitive perceptual
abilities and language experience. What an individual learns about language is determined by
what they have learned in the environment. A child is seen an active learner in the environment,
who creates complex intellectual structures in order to problem solve independently.

Behaviourists (Skinner, 1985; Watson, 1924) agree to a certain extent with the
constructivists regarding the role of the environment in changing behaviour, as speaking a
language is viewed as a skill-like behaviour. Children learn language from their experiences with
the environment. The behaviourists emphasize that there is a stimuli-response relationship that
exists; thus, the child reacts to a stimulus in the environment, and this response is then

conditioned by reinforcement. When the child initiates some form of communication, the adult is
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bound to respond and vice versa. When there is a response, the stimuli can be deduced; and given

the stimuli, the response can be predicted.

With all these differing views from the different schools of thought, it can be concluded
that neither innate language abilities of the child nor environmental exposure alone can explain
language development; both aspects play a role as does cognition and thought. This is also
reflected in Vygotsky’s sociocultural perspective (1962) wherein he posits that language
development (and human development in general) is a socially and culturally mediated process
(Renner, 2003). More knowledgeable members of the community interact with the developing
child, and scaffold the acquisition of culturally valued skills, and the development of language
and cognition, by modelling the ‘ideal form’ (mature form) of a behaviour to the child. As the
child’s abilities and skills change, the more knowledgeable partner (parent, sibling, or other)
adjusts their behaviour to foster increasing independence (e.g., a toddler who can walk will not
be constantly carried any more).

The range of vocabulary development is dependent on the social contexts and language
resources available for the child in their culture. Children belong to a culture; regardless of where
it takes place and how it unfolds, interaction is always a social and cultural process. Thus, the
child’s sociocultural experiences occur through language and lead to thought development.

The child’s zone of proximal development plays a vital role in their learning. Learning is
achieved through the help of others. The child has the potential to problem solve while guided by
others. The competent partner plays a significant role in the child’s learning and helping them
achieve their full potential. Therefore, language is social and dependent on the context.

This view aligns with transactional model (Sameroft, 2000) of development, as child
development is viewed as a product of the dynamic continuous interactions between the child
and the experiences provided by the family and the context. This model embeds a child in an
environment of social relationship with the expectation that this will amplify and minimize
certain of the child’s characteristics. The experiences provided by the environment are not
viewed as independent of the child. The child could be a strong determinant of their current
experiences; however, developmental outcomes cannot be attributed without an analysis of the
effects of the environment on the child. Sameroft and Chandler (1975) mention that children

with high-risk births end up with later developmental problems, not because of the biological
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damage to the brain but because of the negative effects these children have on their caregivers.

How the child behaves is seen as a function of how the environment reacts, rather than as a
function of what is intrinsic to the child.

The responses from the environment therefore facilitate the child’s development.
Caregiver responsiveness is reported to take on different forms in different cultures; however, it
has been observed in a variety of Eastern, Western, and African cultures. Researchers have noted
cross-cultural “universal’ aspects but also culture-specific manifestations (Tamis-Lemonda et al.,
2014). Caregiver responsivity (or caregiver contingent responding) has been investigated as a
possible influencing factor on child language and communication development (Tamis-Lemonda
et al., 2001; 2014). In European American families, maternal responsiveness has been found to
predict the child’s learning of new words and promote communication. Specifically, maternal
responsiveness has been found to predict the vocabulary; diversity of communication skills and
other language skills in children who use speech for communication (Tamis-Lemonda et al.,
2001). Thus, children of extremely responsive mothers develop language and communication
earlier than those of minimally responsive parents. Tamis-Lemonda et al. (2014) theorise that
responsiveness fosters a young child’s understanding of the intentionality of communication
interactions as their behaviour is responded to and treated as meaningful by others. The temporal
continuity, contingency, informative nature and multimodality of contingent responses are further
believed to scaffold vocabulary acquisition.

Care must be taken in applying such findings across cultures. It would be amiss to
assume that caregiver responsivity is identical in form and has identical purposes across cultures;
likewise, it would be amiss to assume it has no role to play in some cultures. In this regard,
Morelli, Quinn et al. (2018) observed that, across cultures, the mother may not necessarily be the
person who primarily talks to the child, as peers, siblings and other competent members of the
culture may fulfil this function. Likewise, these authors note that maternal responsivity may take
on non-verbal forms and achieve the primary purpose of socialising the child into a relational
sense of self (i.e., to help the child see themselves as part of a community and be cognizant to the
roles and expectations of themselves in this community) rather than teaching the child
vocabulary. It is of vital importance to respect and acknowledge such cultural differences,

especially when some form of support or intervention is to be provided to families of children
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with communication disabilities (Morelli, Bard et al., 2018). It is far too easy to assume Western-
centric models of service delivery that annihilate valuable cultural child rearing conventions by
replacing them with culturally-incongruent but ostentatiously ‘better’ ways of interacting with
children. A deep and respectful engagement with cultural stakeholders, acknowledging their
competence and the legitimacy of culturally-rooted child rearing practices is necessary to avoid
culturally-incongruent forms of service delivery (Morelli, Bard, et al., 2018; Morelli, Quinn, et
al., 2018).

This is in line with the eco-cultural theory that alleges that the family is responsible for
socially constructing the child’s activity settings so as to accommodate the needs of children
within the family environment (Bernheimer et al., 1990). Furthermore, the theory posits that
family members are more likely to implement and sustain interventions that fit into their daily
routines and those that yield positive outcomes for the family as a whole, as well as those that are
in line with the parent’s objectives and beliefs. The components of the eco-cultural theory are
necessary to incorporate in intervention planning because it increases the “contextual fit”,
meaning that interventions for young children should fit into their daily routines and that of the
of a family and be incorporated therein (Brookman-Frazee, 2004). Interventionists need to build
on the strengths of the family and what the family is already doing rather than bringing in new
concepts and forcing them onto families because these new concepts might not build on their
strengths and what they know. The concepts might not be culturally appropriate and contextually
relevant. This might lead to interventions not being accepted by the families they are intended

for.

23 Children with complex communication needs

Speech, language and communication are fundamental to participation, development and
well-being (McCormack et al., 2009). When speech, language and/or communication are
impaired, reading, writing, education, employment and forming social relationships are affected
negatively. Children with CCN present with significant speech, language and communication
difficulties. These communication difficulties are typically concomitant with congenital
neurodevelopmental disorders such as autism spectrum disorders (ASD), cerebral palsy (CP),

multiple and severe disabilities and cognitive impairments, but may also be caused by acquired
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disorders such as traumatic brain injury (Communication Matters UK Glossary, 2017). Children

living with CCN encounter challenges such as the inability to express needs and wants, express
their emotions, make requests, protest and have social interactions with people around them
(Beukelman & Light, 2020; Drager et al., 2010). They also encounter various challenges that can
have lifelong detrimental effects. Their communication challenges may result in difficulties
forming basic social relationships within their family and within their communities; put them at
risk for abuse; and they typically experience restrictions and/or limitations when participating in
activities related to community living and family life (Light & McNaughton, 2015).
Furthermore, due to their limited communication skills, children living with CCN who are of
school-going age are often denied the opportunity to participate in educational settings, including
mainstream and special education (Human Rights Watch, 2015; Light & McNaughton, 2015;
McCormack et al., 2009), resulting in limited opportunities to find employment as adults (Light
& McNaughton, 2015).

Viewed through the lens of sociocultural theory (Vygotsky, 1962), the reaction by the
environment to children with CCN can result in additional impairments in social functioning. For
example, the creation of special environments leads to social segregation because the child is
regarded as different (Renner, 2003). This has a more detrimental effect on the mental
development of the child than the disability itself. For this reason, Vygotsky advocated for
normal treatment and social contact for children with disabilities. Thus, always putting the
individual before the impairment. As a result, impairment becomes a normal state for that person.

When children living with CCN are treated differently from other children, the typical
process of enculturation is affected and this affects mastery of cultural tools, higher mental
functions and cultural forms of behaviour. The psychological development may also follow a
different course from the typical one, as opposed to following the typical path at a slower pace.
Therefore, the consequences of the impairment are influenced by attitudes and adaptations made
by the social environment.

In line with transactional theory, child and caregiver behaviour influence each other over
time. A child who communicates less and does not initiate or respond to communication from the
caregiver, will often induce less responsive behaviour from the caregiver. A study by Slonims et

al., (2006) for example, showed that 8-week-old infants with Down syndrome were less
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communicative than infants without disabilities, yet their mothers were as responsive as mothers

of infants without disabilities. However, their mothers were significantly less responsive when
the infants were 20 weeks of age. This demonstrates the bidirectional influence of the child on
the caregiver and vice versa, and that the reaction from the environment can lead to less than
optimal developmental conditions for a child with CCN.

On the other hand, the effects of impairment on functioning can also be minimised by
constructive reactions from the environment (Renner, 2003). The theory suggests that there is a
relationship that exists between personal traits and development of mental abilities of children;
and their relationship with significant others (in this case, the parent or caregiver). When a child
with disabilities interacts with a competent member of a particular culture, who could be an older
child or an adult, the social environment affords the child with a developed model of culturally-
valued skills and abilities.

For the optimization of development and overcoming disability, it is essential to create
developmental side-tracks of enculturation. This includes substituting functions by other
functions, thus preparing collateral pathways which open new possibilities of development for
the child with disabilities. For children living with CCN, their communication and language side-

tracks can therefore be created by employing the use AAC.

24  AAC for children with CCN

There is a great deal of stress and frustration encountered by the child and caregiver
where there is miscommunication and communication breakdown. To mitigate for the
miscommunication and effects they have on communication, AAC intervention should be
employed as it influences communication development of children living with CCN and
developmental disabilities (DD) (Branson & Demchak, 2009).

AAC refers to the communication methods that are used to augment and/or replace
speech for individuals living with CCN (Beukelman & Light, 2020; Bornman & Toénsing, 2016).
Thus, AAC offers children living with CCN a different or additional way of communicating and
thus supports communication and language development (Romski et al., 2015). The United
Nations Convention on the Rights of Persons with Disabilities (Convention on the rights of the

child, 2006). Children’s Charter states that communication is important for all children and that
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they have the right to communicate using their own preferred means of communication, which

includes AAC. AAC provides access to wider vocabulary and language (Pennington et al., 2018).
It has also been reported to improve turn-taking skills, commenting, mean length of utterance,
phonological awareness, reading and writing skills (Light & McNaughton, 2012). Additionally,
AAC has been reported to reduce challenging behaviour in children who experience frustration
due to their inability to communicate (Beukelman & Light, 2020; Light & McNaughton, 2012).
In a recent mega-review, Crowe et al. (2022) identified 84 systematic reviews, literature reviews
and meta-analyses summarizing the effects of AAC interventions for children with DD and
intellectual disabilities (ID) on their receptive and expressive communication. On the basis of the
results from these records, various AAC interventions (e.g., Picture Exchange Communication
System, high-tech AAC, and aided AAC modelling) have been found to effectively improve
children’s communication skills. Branson and Demchak (2009) systematically reviewed the
evidence base of AAC for use with infants and toddlers with disabilities. Positive effects in the
areas of functional communication skills, challenging behaviour, speech production, receptive
and expressive language skills were highlighted. Light and Drager (2007) also reported that
improvement can be seen when multi-modal forms of communication are used. The fundamental
goal of AAC intervention is for children to live happy and fulfilled lives; for children to realize
their full potential in communication and participate fully in their communities, educational and
social contexts (Light & McNaughton, 2015; Soto & Yu, 2014).

Children living with CCN typically require AAC to express themselves while some may
additionally need AAC to also augment comprehension of spoken language (Romski et al., 2015;
Sennott et al., 2016). AAC can be categorized into aided (uses external devices) and unaided
systems (utilizes the body of the individual only). Both aided and unaided systems can increase
access to a variety of communication partners and contexts. Aided systems, and particularly
those with voice output (i.e., speech generating devices (SGDs) typically allow more easily for
communication with unfamiliar partners, whereas unaided systems require use with partners who
are familiar with that mode. Unaided systems require the person who uses AAC to remember
how to form the symbols (i.e. signs) accurately (Bornman & Tonsing, 2016). Aided systems, on
the other hand, require that an aid (e.g., communication board, SGD) be available for use, and

this is not always practical or possible in all situations and contexts. The main principle of using
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AAC is that it should always be multimodal, and include both aided and unaided systems for

each individual, in order to have communication methods available for a variety of partners and
contexts.

At the same time, care needs to be taken to build on and encourage existing
communication methods. Since communication is a ‘two-way street,” communication partners
significantly contribute to the success or failure of joint interactions (Naraian, 2010). A close
collaboration between familiar communication partners is needed, as familiar partners are often
able to identify existing communication skills accurately. Conversely, frequent communication
partners such as caregivers may also need assistance in identifying, interpreting and responding
consistently to the child’s communication attempts in order for them to create communication
opportunities (Douglas et al., 2017; Gona et al., 2013; Ogletree et al., 2011; Sigafoos, 1999).
Caregivers are typically amongst the first and most important communication partners of young

children ( Kaiser & Roberts, 2013).

2.5  Caregiver training to improve communication of children using or in need of AAC

As discussed in Section 2.2, the environment plays an important role in language and
communication development of the child. The family or extended family in particular provides
an important environment for language and communication development of the young child. A
child continues to search for connections between the reactions of the environment and their own
actions as well as events in the environment. Communication development with alternative
means also needs to be supported by the environment (Renner, 2003).

Congruent with the paradigm shifts from professional-led, clinic-based early intervention
services to family-centred intervention (FCI) ( Dunst, 2002), AAC intervention programs for
young children have also recognized the importance of a family-centred approach (Granlund et
al., 2008; K Mandak & Light, 2018). Family-centred intervention focuses on building the
capacity of caregivers and interaction partners to provide for the needs and support the
development of their children (Dunst et al., 2014). It is also grounded in the belief that, when
afforded appropriate and customized support from interventionists, caregivers and interaction

partners of children with disabilities have the capacity needed for stimulating their child’s
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development (Dunst et al., 2014; Ingber & Dromi, 2010; Maluleke et al., 2021). As noted before,

who these caregivers and interaction partners are, may differ between cultures.

Teaching caregivers and interaction partners to include language-enhancing strategies in
daily routines may offer children learning opportunities in their natural environment and daily
routines, thereby allowing for authentic learning experiences and greater generalization of
children’s language skills (Bornman et al., 2020; Ann P Kaiser & Roberts, 2011). Furthermore,
interventions that are conducted in a family-centred manner may result in benefits for caregivers,
such as reduced stress and anxiety, better psychological welfare, increased caregiver knowledge,
as well as improved self-efficacy and proficiency in carrying out intervention (Bailey et al.,
2012; Carnes, 2012; King et al., 2017). A further benefit of focusing on caregivers is that
caregiver-child interactions can improve, which positively impacts the family’s quality of life
(King & Chiarello, 2014).

Caregiver-mediated communication interventions acknowledge the transactional nature
of caregiver-child interactions. These interventions, which have become more popular in the past
20 years, have been used in the field of AAC (Kent-Walsh, Murza, Malani, & Binger, 2015;
Smith & Hustad, 2015). Caregiver-mediated AAC interventions are founded on the assumption
that caregivers and partners who interact frequently with the child should play a central role in
the intervention of young children, as they are present in the contexts within which the children
live, interact, learn, and play (Granlund et al., 2008). They are also essential communication
partners for young children (Ferm et al., 2011). While the primary female caregiver often plays a
prominent role in this regard in Western culture, peers, siblings and the extended family and
community may play a more prominent role in some non-Western cultures (Geiger & Alant,
2005; Morelli, Quinn et al., 2018). Several programs aimed at training caregivers to implement
AAC strategies with their children with complex communication needs have been developed and
reported in the literature (Adamson et al., 2010; Ferm et al., 2011; Kent-Walsh & Binger, 2015),
and two reviews have been published on communication partner training programmes.

Kent-Walsh, Murza, Malani and Binger (2015) conducted a meta-analysis aimed at
determining the overall effects of partner instruction on the communication of people who use
AAC; and whether the outcomes were influenced by any moderating variables that relate to the

participants, intervention and outcome characteristics. Of the studies included in the meta-
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analysis, seven involved training caregivers as communication partners. Studies that employed

experimental designs such as randomized controlled trials (RCTs), quasi-experimental and
single-case experimental designs were included. The authors concluded that there is strong
evidence for the effectiveness of communication-partner instruction on improvements in the
communication of the person using AAC, with the strongest evidence being for children under
the age of 12 years.

A systematic review by Shire and Jones (2015) included four additional studies on
caregiver training (Cafiero, 1995; Chang, 2009; Iacono et al., 1998; Romski et al., 2010). This
review included experimental group designs, and not only single-case experimental designs
(SCEDs). In addition, the authors also included grey literature (e.g., unpublished dissertations).
Mixed results were reported for caregiver and child outcomes (i.e., the mean length of utterances,
communication turns, caregiver utterances, total caregiver turns, the implementation of
strategies, caregiver-child communication, and the frequency of use of the strategies and skills).
The effect sizes ranged from small to large.

Subsequent to these reviews, a number of additional studies have been conducted on the
effects of training caregivers to support AAC implementation for their children (e.g.,
Alsayedhassan et al., 2020; Douglas et al., 2017; 2021; Suberman & Cividini-Motta, 2020;
Timpe et al., 2021; Treszl et al., 2022). As part of the exploratory phase of this study, a scoping
review of studies reporting on the effect of training programmes aimed at training caregivers of
children to implement AAC was undertaken, and a detailed summary of these studies is provided
in Chapter 4.

Training programmes that have aimed to assist caregivers to scaffold language and
communication development of their children have targeted a number of caregiver behaviours,
including contingent responding (as discussed under Section 2.2), providing appropriate
language models, and encouraging children to take communicative turns by prompting and
environmental arrangements. Roberts and Kaiser, (2011) conducted a meta-analysis on parent-
implemented language interventions and found that responsiveness was taught in 10 of 18
studies, and also measured as a parental outcome in seven studies. Providing general or specific

language models was taught in 15 studies, and measured as an outcome in five studies. Creation
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of communication opportunities through, for example, environmental arrangement, was reported

in two studies.

Contingent responding (as discussed under Section 2.2) describes any action from the
caregiver (verbal or nonverbal) that indicates that the caregiver has taken note of the child’s
communication act and has either understood it and responds appropriately to it verbally or non-
verbally, or, alternatively, seeks clarification if the caregiver has not understood it (Broberg et al.,
2012; Shire et al., 2016; Yoder & Warren, 1999). As noted in Section 2.2, caregiver
responsiveness manifests in different forms in various cultures, but has been found to be present
across cultures, and can scaffold communication development as the child comes to understand
the intentionality of communication behaviours and also learns to map the meaning of words by
the caregiver’s contingent responses. As will be seen from the scoping review (Chapter 4),
responsiveness has also been targeted in AAC-focused caregiver training.

Modelling of general and specific language targets provides children with an example of
the communication behaviours they are expected to produce, in line with Vygotsky’s
sociocultural theory (1962). Children who use speech to communicate are typically exposed to
speech on a continuous basis, and, in European American families, have been reported to hear
approximately 26 million words between birth and age 4 (Hart & Risley, 1995). It has been
proposed that children using AAC should also be exposed to models of AAC use by their
partners (Allen et al., 2017; Sennott et al., 2016). Specifically, partners should pair their spoken
language models with AAC. Such modelling (also called augmented input or aided language
input — the latter in case of modelling an aided system) may have a number of benefits for
children learning to use AAC. Firstly, such models can strengthen the receptive language
foundation as the augmentation of speech by another mode can strengthen the salience of the
message meaning (Allen et al., 2017, Dada, Flores, et al., 2017; Dada, Murphy, et al., 2017).
Secondly, such modelling reduces the input-output asymmetry that children using AAC typically
experience, where they hear spoken language but are expected to express themselves in an
alternative modality (Sennott et al., 2016). When adults provide language models using AAC to
demonstrate the use thereof, children may imitate these models and also learn to use the system
(Allen et al., 2017). Finally, when using the child’s AAC system, (specifically aided systems with

limited vocabulary options), partners may identify shortcomings of the system and learn to
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overcome them (Allen et al., 2017) . Therefore, the systematic integration of AAC into the social

environment by partners also emphasises the acceptability of these methods and contributes the
creation of a communication environment that supports and promotes these methods.

Creating communication opportunities through, for example, environmental
arrangements form an integral part of milieu teaching strategies, a partner-implemented
communication intervention strategy that has been found effective for children with a variety of
language and communication disorders, including those in need of AAC (Kaiser et al., 2001;
Kaiser & Wright, 2013; Yoder & Warren, 2002; Yoder & Stone, 2006). Environmental
arrangements entail setting up the environment in such a way that children are enticed to
communicate, for example, by offering them choices or making a desired item visible, but
inaccessible without help. While responsivity and modelling may be observed in the inactions
between children without disabilities and their more competent partners, environmental
arrangements are arguably more purposeful strategies that may be helpful when children do not

acquire communication adequately through routine interactions.

2.6  Culturally and linguistically responsive AAC service provision

Like other fields of allied health, the field of AAC has its roots in Western scientific
models and values (Muttiah, Gormley et al., 2022; Pillay & Kathard, 2018; Ténsing & Soto,
2020). An increasing number of authors and researchers have critiqued the limited
acknowledgement of a Western and Anglo-centric bias in the field. For example, authors have
reported limited cognizance of bilingualism and limited recognition of the home language in
AAC interventions (Stone, 2019; Soto & Yu, 2014; Tonsing & Soto, 2020; Tonsing et al., 2018;
2019). Thus, interventions are still carried out in one language instead of recognising
multilingualism (Tonsing & Soto, 2020). Furthermore, there is still a paucity in research which
then affects availability of evidence based interventions for multilingual children. Furthermore,
carrying interventions in one language might neglect the sociolinguistics in multilingual families
(Soto & Yu,2014; Tonsing & Soto, 2022).

Also, the way in which AAC interventions are conceptualised and implemented does not
always respect cultural customs and values around communication (Dada et al., 2017; Kulkarni

& Parmar, 2017). Most of the aided AAC systems available do not cater for the multilingual and
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multicultural context of South Africa. The common picture-based communication symbols do

not cater for some of the commonly used words found in South Africa such as a symbol for
“pap” (maize porridge), thus making the symbols not congruent with the context of South Africa
(Dada et al., 2013). Furthermore, most SGDs do not allow the AAC user to use different
languages or have an option for a different language on their system. This then poses difficulties
as most South Africans to switch between languages as they move from one context to another.
Most of the text to speech aided AAC devices do not cater for most of South Africa’s indigenous
languages. It is of significance that AAC intervention in the South African context should be
multilingual, because the population is diverse, languages and the contexts are multilingual
(Mccord & Soto, 2004; Tonsing & Soto, 2020; Van Niekerk & Tonsing, 2015). Where culture is
concerned, the majority of the therapist in the public healthcare system that serves majority of
the South African population (Rowe & Moodley, 2013) come from cultural backgrounds the
differ significantly to the population they serve. Thus, it is important for the therapists to exercise
cultural humility (Chang, Simon et al., 2010; Kirby, Spencer et al., 2022; Wright, 2019).

To counteract this bias, authors have called for increased respectful and deep engagement
with persons from diverse language and cultural backgrounds who require AAC, as well as their
families and stakeholders to bring about more respectful, appropriate and meaningful AAC
research and intervention. Qualitative, descriptive and collaborative, participatory methodologies
have been called for in an effort to form respectful partnerships and develop appropriate AAC
resources and models of service delivery that promote agency and respect indigenous knowledge
(Amery et al., 2020; Dada et al., 2022; Kulkarni & Parmar, 2017; Stone, 2019).

With regards to young children in need of AAC from diverse backgrounds, engagements
with caregivers and other stakeholders can foster an understanding of caregivers’ lived reality of
caring for a child with CCN, as well as typical interaction patterns between children and
caregivers, expectations of interventions, views about AAC systems and strategies, and possible
implementation barriers (Gona et al., 2013; Muttiah, Seneviratne, et al., 2022; Pickl, 2011).
These aspects are crucial to consider in AAC interventions for young children from diverse

backgrounds.
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2.7 Provision of AAC services in the South African context

South Africa has two healthcare systems; namely the public and private. The public
sector functions on the district health system approach that emphasises primary healthcare (Rowe
& Moodley, 2013). Sixty eight percent of South Africa’s population relies on the public
healthcare sector and only 16% on the private healthcare sector. Consequently, children with DD
and CCN aged 0 - 6 years receive rehabilitation services through the public healthcare system as
the majority of families cannot afford private healthcare (McKenzie & Miiller, 2006; Rosenbaum
et al., 2011; Saloojee et al., 2006). Speech-language pathology services are scant in South Africa
and this can be viewed by the results of the World Bank report of 2013 as reported by McAlister
and colleagues. The speech-language therapist (SLP) to client ratio was 1:8000 in the 2013 report
and the number has since risen to 1:2-4 million clients as compared to 1:2400/2500 in developed
countries such as United Kingdom, United States of America, Canada, etc. (Crowley, Baigorri,
Ntim, Bukari, Oseibagyina, et al., 2013; McAllister et al., 2013; Popich et al., 2007). In
agreement with the World Bank report, Pillay et al.,(2020) profiled the South African SLP
workforce. They found that between 2002 and 2017 there were about 2613 therapists registered
in South Africa: some as SLPs (n=1086) and some as both SLPs and audiologists (dual
registration) (n=1527). The demographics showed that the majority of the practitioners were
white, followed by Indians and blacks and most are independent practitioners practicing in the
private sector. This then contributes to the challenges experienced in the public healthcare sector.
These challenges include, but are not limited to, high caseload; limited resources; and the
linguistic and cultural diversity of the population.

There are factors contributing to the high caseloads and these include: (1) communication
rehabilitation services are primarily available in regional and tertiary hospitals that are located in
the cities, far from rural areas where they are also needed (Kathard et al., 2011; McKenzie &
Miiller, 2006; Uys, 2009); (2) limited resources and speech-language pathology professionals in
relation to the population in need of the services (Pascoe et al., 2013); and (3) South Africais a
linguistically and culturally diverse country; however, the majority of professionals trained in
AAC are first language English and Afrikaans speakers and do not speak the first language of

their clients, thus linguistic and cultural sensitivity might be compromised during service
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delivery and might lead to low interest in using AAC (Dada, Murphy, et al., 2017; van Dulm &
Southwood, 2013).

South Africa is a multilingual country and has diverse cultures, thus it is described as “a
rainbow nation” coined by the late Archbishop Desmond Tutu in 1994. The diversity in language
and culture poses challenges in offering rehabilitation services, specifically Speech-Language
therapy and AAC intervention. Providing any form of rehabilitation services in LMICs appears
to be a challenge because they are largely constituted by rural areas, and poor performing
economies in LMICs lead to scarcity of resources, materials, AAC technology and limited
healthcare services (Wylie et al., 2013; World Bank, 2012). Some of the challenges related to
AAC provision children with CCN are faced with in LMICs are as a result of: (1) limited number
of professionals who are trained in AAC in developing countries (Fuller et al., 2009); (2) limited
or no access to AAC materials and resources (Fuller et al., 2009; Gona et al., 2013; Wylie et al.,
2013); (3) lack of awareness and knowledge of AAC by people living in rural communities
(Fuller et al., 2009); (4) limited training available for caregivers in AAC (Fuller et al., 2009;
Gona et al., 2013; Muttiah et al., 2015); and (5) limited or lack of access to quality AAC service
provision that are contextually fit, linguistically and culturally sensitive (Barrett & Marshall,
2013; Bunning, Gona, Odera-Mung’Ala, Newton, et al., 2014; Fuller et al., 2009; McAllister et
al., 2013; Muttiah, 2016; Pickl, 2011).

In order to overcome these challenges in AAC intervention, implementation and service
provision in South Africa for children with CCN, researchers have advocated for a paradigm
shift from child-centred interventions to caregiver mediated interventions (Popich et al., 2007).
Caregiver-mediated interventions have proven to be effective because caregiver involvement has
been reported to be indispensable to the success of most AAC interventions (Gona et al., 2013;
Balton, 2004). Balton (2004) reports on 16-week caregiver training intervention called the
parent-child programme that is implemented at Chris Hani Baragwaneth Academic Hospital.
Caregivers bring their children when they go for training. This programme teaches caregivers of
children who are at risk of and those who have been diagnosed with communication disabilities
some skills. The skills include, but are but not limited to communication, communication
facilitation techniques, child development and needs, play, early literacy, having fun with

movement, eating healthy, attention-deficit hyperactivity disorder (ADHD) and self-esteem.
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Caregivers who participated in the study reported that their children showed increased

communicative attempts, vocabulary, listening, concentration and play creativity. Caregivers
reported that they saw improvement in their own effective communication with their children
regarding, providing communication opportunities, play, reading, parent child interaction and
that their relationship with their child improved as they became knowledgeable about their
child’s disabilities and impairments. Although not aimed at AAC in particular, this report
suggests the potential for caregiver-mediated communication intervention through a public
health avenue in South Africa.

In an attempt to improve services for caregivers, options such as caregiver education or
training have been recommended (Popich et al., 2007). It empowers the caregiver in such a way
that they feel they are no longer constantly dependent on the healthcare professional and that
they do not feel isolated anymore . They become empowered to problem solve and meet the
needs of their children . It is important to realize that professionals will continue to play a
consultative role with the trained caregivers (Popich et al., 2007).

For this reason, training caregivers to carry out interventions in low-income rural
contexts could be a solution to challenges related to access to services; and this form of
intervention would meet the basic needs of caregivers at a community level (Mandak, O’Neill, et
al., 2017; Hamblin & Koul, 2004). By the same token, caregiver involvement is important for the
success of interventions in contexts where the child lives, interacts, learns and plays (Granlund et
al., 2008). They also provide healthy, nurturing and stimulating environments for children (Child
Gauge, 2013) and most importantly they are the most essential communication partners for
young children (Ferm et al., 2011). Correspondingly, parents and/or caregivers are reported to be
their children’s first teachers (Kaiser & Hancock, 2004). Additionally, involving caregivers and
the family in interventions may be effective because they spend most of their time with the
children and interact with them in a variety of contexts, which will help with generalization of
skills. Caregivers are able to provide communication, participation and interaction opportunities
for the child (Granlund et al., 2008; Marshall & Goldbart, 2008). Interventions that occur
throughout the day of the child and within their families are reported to be less stressful and have
better results on communication development (Kashinath et al., 2006). When caregiver training

is provided in a systematic way, it has the possibility of alleviating the burden within the South
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African healthcare system in terms of rehabilitation for young children with DD and CCN. In

addition, teaching caregivers to implement AAC strategies within the child’s natural context
could increase the likelihood that such support will be maintained outside of therapy sessions,
which could result in positive communication outcomes for the children.

Vhavenda are an ethnic group of people residing predominantly in the Vhembe district of
the Limpopo Province in South Africa and they speak Tshivenda and its different geographical
dialects. They are descendants of various clans. The Vhavenda ethnic has a variety of cultures
stemming from Africa. Their economy is dependent on farming, manufacturing and mining.
People residing in Vhembe district are serviced by one regional hospital, six district hospitals,
one specialised psychiatric hospital, eight community health centers, 112 primary healthcare
clinics and 22 mobile clinics. Due to the district being predominantly rural, patients typically
have to travel distances of more than Skm by foot to access services either at a district hospital,
community healthcare centre, primary healthcare centre or mobile clinics that go into the deep
rural communities. There is a surge of undocumented and documented nationals from
neighbouring South African Development Community (SADC) countries such as Mozambique

and Zimbabwe who share the same strained public healthcare system in Vhembe.

2.8  Conceptual framework

The main aim of this study is to develop and evaluate the effectiveness of a caregiver
training programme designed to train Vhavenda caregivers of children aged 2-6 years with CCN
to implement AAC in a low-income rural context in South Africa. It is hypothesized that
caregiver training on various skills will improve the caregiver variables and the concomitant
child variables.

The study is grounded on the transactional model of development (Sameroff & Fiese,
2000), proposing that there is a bi-directional influence between the caregiver and the child that
shapes their communication in