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Chapter 3 
 

Effects of Applying the Intervention Model for Tactile 

Communication in a Boy with Congenital Deafblindness  

 

 

This chapter has been submitted as: Huiskens, H., Janssen, M.J., Crasborn, O.A., & 

Ruijssenaars, A.J.J.M. (2015). Effects of Applying the Intervention Model for Tactile 

Communication in a Boy with Congenital Deafblindness.  
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Abstract 

This single-case experiment analyzes and describes the effects of using the 

Intervention Model for Tactile Communication for a boy with congenital 

deafblindness (Tom) and two of his teachers. We examined whether the 

intervention increased the use of tactile-bodily initiatives and tactile-bodily 

signs and/or gestures between the teachers and Tom, and whether the 

teachers’ auditory initiatives decreased while Tom’s auditory initiatives 

increased. The intervention program resulted in the expected increases and 

decreases for most of the observational categories. Improving the use of the 

tactile-bodily communicative modality by training communication partners 

appeared to be successfully applicable in practice. 
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3.1 Introduction 

When conversations between persons with congenital deafblindness (CDB) 

and their sighted and hearing communication partners (partners) are 

analyzed, a highly uncommon communicative process might be observed: 

one that might, to a large extent, lack the use of conventional signs and/or 

words. This communicative process appears to be very challenging since 

participants are forced to use a communicative modality in which the near 

senses (e.g., touch, tactile gestures) play an essential role (Chen & 

Downing, 2006). 

The dual sensory disability that characterizes CDB obviously results 

in a very restricted access to both conventional communicative modalities: 

the oral-auditory modality and the visual-gestural modality. The modality 

that is optimally available to persons with CDB is a rather unconventional 

one in which the near senses are of major importance: the tactile-bodily 

modality. Partners of persons with CDB are raised in an environment with 

conventional communicative modalities and therefore lack the skills to 

adequately use tactile-bodily modality (Goode, 1994; Janssen, Riksen-

Walraven, & Van Dijk, 2002; Chen & Downing, 2006). Having to rely on 

alternative and unconventional communicative acts (i.e., bodily movements, 

muscle tension, natural gestures, tactile cues) inevitably leads to serious 

interactive and communicative problems (Chen & Downing, 2006; 

Daelman, Nafstad, Rødbroe, Souriau, & Visser, 1999; Goode, 1994; 

Janssen et al., 2002; Janssen & Rødbroe, 2007). The differences with regard 

to the preferred communicative modality illustrate the ‘communicative 

modality mismatch’ that was previously introduced (Huiskens, Janssen, 

Crasborn, & Ruijssenaars, submitted/a). The reliance of persons with CDB 
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on near-sense impressions requires using the tactile-bodily communicative 

modality and implies that the information that is gathered and processed is, 

to a large extent, fragmentary and based on bodily-emotional impressions 

(Daelman et al., 1999; Janssen & Rødbroe, 2007). The partners of persons 

with CDB, on the other hand, primarily use the distance senses for 

gathering and processing information, and the oral-auditory communicative 

modality for interaction and communication. 

Interacting and communicating with persons with CDB requires 

modality-specific adaptations from the earliest adult-child interactions 

(Trevarthen & Aitken, 2001). These adaptations are essential for the 

processes of language acquisition and communicative development. Earlier 

intervention studies demonstrated that communication partners are able to 

adapt their interactive and communicative behaviors to those of persons 

with CDB (Chen & Downing, 2006; Janssen, Riksen-Walraven, & Van 

Dijk, 2003a).  

One of these studies was explicitly designed to help partners interact 

through touch: project SALUTE (Chen & Downing, 2006). This project 

identified, implemented, and evaluated tactile strategies for four children 

with CDB and their families and educational teams. Results indicated an 

increase in communication partners’ use of appropriate tactile strategies 

(i.e., hand-under-hand guidance, object cues, adapted signs) and an increase 

in positive and more active responses from the children with CDB during 

interaction (i.e., increased attention to the communication partner, increased 

frequency of responses to object cues and signs, increased frequency of 

expressive communication) (Chen & Downing, 2006; Chen, Downing, & 

Rodriguez-Gil, 2000; Chen & Haney, 1999). 
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The Diagnostic Intervention Model (DIM) was designed by Janssen 

and colleagues (2003a; 2003b) to foster harmonious interactions between 

people with CDB and their communication partners (Trevarthen & Aitken, 

2001). The DIM defined harmonious interactions as essential prerequisites 

for creating high-quality communication. In this study, which involved 6 

children with CDB and 14 educators, partners were successfully trained to 

attune their interactive behaviors to those of the children. Clear intervention 

effects were observed for a majority of the interactive behavioral categories 

(i.e., initiatives, confirmations, affective involvement) and persisted over 

time for three children. 

The abovementioned intervention studies showed that communication 

partners can be successfully trained to adequately identify and respond to 

the interactive behaviors of people with CDB. Since these existing 

intervention models did not explicitly focus on the role of the 

‘communicative modality mismatch’ in the process of intervention, a new 

intervention model has been designed: the Intervention Model for Tactile 

Communication  (IMTC; Figure 1).  
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Figure 1: The Intervention Model for Tactile Communication 

  

 

Purpose 
To improve the use of tactile-bodily behaviors in interaction and communication 

between people with CDB and their communication partners 

 

Intervention principles 

Improving the communication partners’ capacities to: 

a) Introduce Tactile Sign Language 

b) Recognize individual tactile-bodily behaviors performed by the person with CDB 

c) Attune their own behaviors to those of the person with CDB in a tactile-bodily 

way 

d) Create shared attention  

e) Recognize highlights 

f) Construct narrative-based communication 

 

Intervention protocol 

1. Determine the question 

2. Clarify the question 

 

Phase 1: Tactile Sign Language 

3. Tactile Sign Language analysis 

Aim of the intervention in terms of the core behavioral category:  

     -   minimising the use of auditory initiatives by learning to use basic principles of 

Tactile Sign Language in practice  

4. Implementing intervention focussed on tactile signs  

 

Phase 2: Tactile interaction 

5. Interaction analysis 

Aim of the intervention in terms of the core behavioral category: 

 -   optimising the use of tactile-bodily initiatives 

6. Implementing intervention focussed on interaction 

 

Phase 3: Tactile communication 

7. Communication analysis 

Aim of the intervention in terms of the core behavioral category: 

         -  optimising the use of tactile-bodily signs and gestures  

       8.   Implementing intervention focused on narrative-based communication 

       9.   Evaluation  
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Following the DIM, the IMTC uses the following definitions to 

describe the processes of interaction and communication. Interaction is 

defined as “the process of mutually influencing each other’s behavior.” 

Communication is defined as “a form of interaction in which meaning is 

transmitted by use of utterances that are perceived and interpreted by the 

partner” (Janssen et al., 2003b, pp. 198).  

For the purpose of improving partners’ use of the tactile-bodily 

modality in interaction and communication, two new definitions have been 

developed for the IMTC: ‘tactile initiatives’ and ‘tactile signs and/or tactile 

gestures.’ ‘Tactile initiatives’ are defined as “starting an interaction or 

raising something new as part of a reaction by using the tactile-bodily 

modality”. ‘Tactile signs and/or tactile gestures’ are defined as “utterances 

made by actively using the tactile-bodily modality” which can be divided 

into: a) tactile-bodily utterances that are formed by using formal tactile-

bodily signs that have been directly derived from Tactile Sign Language of 

the Netherlands (TSLN) and b) tactile-bodily signs that are formed by using 

informal signs or gestures. This study describes the effectiveness of 

applying the IMTC to Tom (a boy with CDB) and two of his 

communication partners. 

3.2 Method 

3.2.1 Participants 

This study follows the tenets of the World Medical Association Declaration 

of Helsinki on Ethical Principles for Medical Research Involving Human 

Subjects and was approved by the Institutional Review Board of Royal 

Dutch Kentalis. Informed consent was obtained from the parents of Tom (a 

pseudonym) and the participating partners. 
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Tom. This boy with CDB was six years old when the pilot study 

started. Tom’s vision and hearing are impaired due to extreme prematurity: 

he was born after 28 weeks of pregnancy. Tom’s hearing impairment was 

caused by damage to the cochlea and his visual impairment was caused by 

severe premature retinopathy. His premature birth also caused his 

psychomotor functions to be underdeveloped, so he cannot walk and he has 

problems with regulating muscle tension in his entire body. Tom has worn a 

cochlear implant since he was one year old. 

Reports on his receptive communication indicate that Tom 

understands several concrete objects of reference and some basic gestures. 

Tom relies on bodily gestures for expressive communication. He imitates 

sounds and actively vocalizes when wearing his cochlear implant. His 

communication partners reported that a certain turn-taking pattern occurs 

during daily interactive and communicative situations. Tom was selected 

for participation in this study based on the following criteria: a) his dual 

sensory impairment from birth; b) his showing tactile-bodily interactive and 

communicative behaviors in everyday situations; and c) a request for 

coaching from his communication partners. 

Staff. Two of Tom’s teachers (referred to as Partners 1 and 2) 

participated in this study. They worked with Tom at a school for the 

deafblind. Both partners are certified teachers (working with people with 

CDB for more than 15 years) who had worked with Tom for three years at 

the time the intervention started. The partners were chosen based on two 

criteria: 1) working with Tom frequently and 2) having difficulties in using 

tactile-bodily interactive and communicative behaviors in everyday 

situations with Tom. 
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Communication coach. The coach (first author) designed the 

intervention. She is a trained supervisor for communication coaching and 

has a Master of Arts in Linguistics with a specialization in Sign Linguistics 

and Clinical Linguistics. She also has a Master of Arts in Dutch Language 

and Culture with a specialization in Language Development. 

3.2.2 Setting 

This study was carried out in a school for children with deafblindness at 

Royal Dutch Kentalis in the Netherlands. 

 

3.2.3 Study Design  

This experimental study follows a single-case design (Barlow, Nock, & 

Hersen, 2009; Morgan & Morgan, 2009) in order to evaluate the effects of 

the intervention on the occurrence of the interactive and communicative 

target behaviors in Tom and his communication partners. The intervention 

was preceded by a six-week baseline period. During the first intervention 

phase, the communication partners participated in a tailor-made course on 

Tactile Sign Language of the Netherlands. In both the second and third 

intervention phases, the coach was actively involved in the intervention in 

order to train partners in tactile interaction (Phase II, 10 weeks duration) 

and tactile communication (Phase III, 5 weeks duration). 

In order to measure the effects of the intervention program, six 

observational categories were defined. Each of the following categories of 

behavior were observed for Tom and for his partners: a) the use of auditory 

initiatives; b) the use of tactile-bodily initiatives, and c) the use of tactile 

signs and/or gestures. All observational categories were observed repeatedly 

in five-minute video segments during the baseline condition and the three 
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intervention conditions. Due to staff changes in the school setting, follow-

up measures could not be taken. 

 

3.2.4 Intervention Protocol 

Aim. The purpose of the IMTC is to teach the communication partners of 

persons with CDB the skills to enable them to improve their use of the 

tactile-bodily modality in everyday interactive and communicative 

situations. 

Carrying out the intervention protocol. The intervention protocol was 

carried out in nine steps:  

Step 1: Determining the question. Tom’s partners indicated that 

they needed coaching because they were searching for ways to optimally 

use tactile strategies to support Tom’s interactive and communicative 

development. Tom appeared to be very interested in and willing to gather 

tactile-bodily information from his environment and to be in contact with 

his partners. Partners observed a certain turn-taking pattern in daily 

situations. According to them, a more adequate and more optimal use of 

their tactile strategies for interaction and communication was necessary for 

Tom’s communicative development. 

Step 2: Clarifying the question. The communication partners’ 

requests were discussed with the coach, resulting in two questions: 1) how 

can communication with Tom be developed further by using the tactile-

bodily modality and 2) how can interaction with Tom be extended by using 

the tactile-bodily modality? 

The coach collected information about the characteristics of Tom’s 

functioning and his physical and social interaction context from his personal 
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file, video observations, and live observations. In consultation with Tom’s 

partners, the coach chose a daily interaction situation with Tom in which 

each partner could use the intervention. The chosen interaction situations 

had to last at least 25 minutes and had to be video recorded on a weekly 

basis. 

Step 3: Tactile Sign Language analysis. In consultation with a 

teacher who is specialized in using TSLN, the communication coach 

designed a tailor-made TSLN-course that was attuned to Tom and was 

designed in consultation with both partners. 

Step 4: Implementing intervention phase 1: Tactile Sign 

Language. Implementation of this intervention phase consisted of starting 

the TSLN-course, which was aimed at improving the partners’ skills in 

using tactile signs and/or tactile gestures. During the course, partners were 

trained to actively and adequately use tactile signs and/or tactile gestures in 

everyday situations with Tom. In addition to general basic information 

about TSLN and its use in practice (e.g., how to use TSLN in taking turns 

with Tom), his partners were taught specific tactile signs and/or tactile 

gestures that were attuned to Tom (e.g., signs and/or gestures that could be 

used with Tom during the daily welcome song). 

Step 5: Interaction analysis. The coach analyzed video recordings 

of Tom and his partners to formulate intervention aims for Phase II. These 

intervention aims focused on: 1) optimizing the use of tactile-bodily 

initiatives during interaction situations and 2) improving the use of tactile-

bodily signs and/or tactile-bodily gestures during interaction situations. 

Tactile-bodily initiatives were defined as “starting an interaction or raising 

something new as part of a reaction by using the tactile-bodily modality” 
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(adapted from Janssen et al., 2003b). Examples are: a) recognizing and 

interpreting Tom’s individual tactile-bodily behaviors by adequately 

reacting to his tactile-bodily behaviors; b) attuning partners’ tactile-bodily 

interactive behaviors to Tom’s by confirming his tactile-bodily initiatives in 

a tactile-bodily way; c) regulating interactive behaviors by following and 

imitating Tom’s expressions in a tactile-bodily way; and d) stimulating the 

turn-taking process by adequately changing hand positions in order to 

enable Tom to take tactile-bodily initiatives himself or to enable him to 

react to his partner’s initiatives in a tactile-bodily way. 

Step 6: Implementing intervention phase II: tactile-bodily 

strategies in interaction. Three individual coaching sessions and one team 

coaching session were planned for intervention Phase II. Each session lasted 

60 minutes. Video analysis, information transfer, and discussion were 

central to each session. 

The three individual sessions were spread over a 10-week period. 

During the first session, the coach gave the partners information about the 

importance of optimally and adequately using the tactile-bodily modality to 

interact with people with CDB. Based on the information and the video 

feedback provided by the coach, individual aims were defined for each 

partner. Examples of individual aims are: 1) optimizing the turn-taking 

pattern by using fewer auditory initiatives and more adequately using 

tactile-bodily initiatives and 2) recognizing and adequately reacting to the 

tactile-bodily initiatives that Tom uses. 

Step 7: Communication analysis. The coach analyzed videos of 

Tom and his partners to formulate intervention aims for Phase III. These 

intervention aims focused on fostering the use of tactile-bodily signs and/or 
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tactile-bodily gestures to create narrative-based communication. Examples 

were: 1) teaching partners how to recognize Tom’s highlights during 

interaction moments and how to use these highlights as starting points for 

fostering narrative-based communication and 2) teaching partners how to 

create shared experiences in a tactile-bodily way by using tactile signs 

and/or gestures and by adequately responding to the tactile-bodily signs 

and/or gestures that are observed in Tom’s interactive and communicative 

behaviors. 

Due to the communicative difficulties that persons with CDB and 

their partners encounter, there tends to be a focus on functional, imperative 

communication in which persons with CDB use communication partners in 

an instrumental way to fulfill primary needs. This focus is likely to result in 

a lack of narrative-based, declarative communication that focuses on the 

feelings, emotions, impressive experiences, and thoughts; it therefore 

provides little insight into the minds of persons with CDB (Nafstad & 

Rødbroe, 1999; Rødbroe & Souriau, 1999; Souriau, Rødbroe & Janssen, 

2008; 2009).  

In order to support persons with CDB, partners should be actively 

trained in creating shared attention, recognizing highlights, creating 

opportunities to take initiatives, and adequately using tactile signs and/or 

gestures in a tactile-bodily way. Such modality-specific adaptations during 

narrative-based communication can create opportunities for enlarging the 

amount of tactile-bodily input that a person with CDB receives. For the 

purpose of this study, ‘tactile-bodily signs and/or tactile-bodily gestures’ 

were defined as “utterances made by actively using the tactile-bodily 

modality,” which can be divided into: a) utterances that are formed by using 
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tactile-bodily signs that are directly derived from TSLN or b) utterances that 

are formed by using informal signs and/or gestures. 

Step 8: Implementing intervention phase III: tactile-bodily 

strategies for creating narrative-based communication. For this 

intervention phase, two individual coaching sessions and one team coaching 

session were scheduled. Video analysis, information transfer, and 

discussion were central to each session. Sessions lasted 60 minutes and 

were spread over a five-week period. 

During the individual sessions, the partner’s video recorded 

interaction episodes were used for discussion and goal setting. The coach 

provided feedback on the episodes that were shown and related them to the 

aspects of fostering narrative-based communication. 

During the first individual session, partners were informed about the 

general importance of using narrative-based communication. They were 

taught about the focus on functional communication that often characterizes 

everyday situations in which partners and persons with CDB participate. 

The coach explained that this focus is very likely to result in a lack of 

narrative-based declarative communication. Furthermore, the coach 

explained that narrative-based communication serves several important 

functions in everyday life that are related to the processes of transferring, 

exchanging, and structuring information. Finally, the coach and partner 

discussed modality-specific adaptations that can be used to create narrative-

based communication.  

During the second individual session, the coach elaborated on the 

importance of the occurrence of narrative-based communication. She 

introduced three competencies that the partner should use: 1) creating 
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shared attention (i.e., following Tom’s attention, for example, by letting 

Tom know that the partner shares his attention while cutting oranges to 

make orange juice), 2) recognizing highlights (i.e., being able to recognize 

and define that cutting oranges into two pieces is a point of interest for 

Tom), and 3) being able to support a person with CDB in constructing 

interactions and narrative-based communications (i.e., by teaching Tom or 

searching with Tom for gestures and/or signs that could be used to refer to 

cutting the oranges into two pieces). 

During the third and final individual session, partners were trained to 

use two more partner competencies: 1) creating equivalence (i.e., giving 

Tom enough time and opportunities to take initiatives during everyday 

situations) and 2) creating ‘spontaneous’ narrative-based communication 

(e.g., communication about the fact that one of the orange slices can no 

longer be found on the table since it fell on the floor) versus narrative-based 

communication that is planned in advance. 

Step 9: Evaluation. The three intervention phases were evaluated in 

a separate team session. Prior to the evaluation session, partners received a 

written report that described findings and recommendations, accompanied 

by a compilation of video fragments that illustrated the three intervention 

phases. During evaluation, partners indicated that they had become more 

aware of the importance of using the tactile-bodily modality during every 

day interactive and communicative situations with Tom. The partners 

experienced that by doing so, they enabled Tom to become more actively 

involved. Partners also reported that they had experienced several practical 

problems (e.g., creating optimal attunement between the partners with 

regard to the tactile-bodily behaviors that were used, feeling insecure about 
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how to use different tactile-bodily behaviors adequately). 

 

3.2.5 Observation Procedure and Measurements 

Observation procedure.  

In consultation with both communication partners, a daily, 1-on-1 

interaction play situation at school with Tom was chosen to be video 

recorded. The recorded situations lasted for 25 to 30 minutes each and were 

recorded on the same day and time every week. Videos that were used 

during the individual coaching sessions were excluded for research 

purposes. Finally, 40 video recordings (five from each intervention phase 

and the baseline phase) were selected for analysis. Five-minute fragments 

from the middle of each recording were selected for analysis, since these 

fragments were the most likely to be good representations of the complete 

recordings. 

Event-recorded time sampling was used to measure the occurrence 

of behavior that fit four major observational categories (Morgan & Morgan, 

2009). An observation form was used to score the frequency and duration of 

behaviors in the six observational categories. 

 

Observational categories.  

The six major observational categories were defined based on the 

interactive and communicative behaviors of Tom and his communication 

partners: 1) auditory initiatives used by communication partners; 2) auditory 

initiatives used by Tom; 3) tactile-bodily initiatives used by communication 

partners; 4) tactile-bodily initiatives used by Tom; 5) tactile-bodily signs 

and/or gestures used by communication partners; and 6) tactile-bodily signs 
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and/or gestures used by Tom. 

 

Expectations based on the intervention aims. 

For each of the six observational categories, the following expectations (see 

the intervention aims in Figure 2) can be defined: a) the use of auditory 

initiatives will decrease for Tom’s partners and increase for Tom; b) the use 

of tactile-bodily initiatives will increase for both Tom and his partners; and 

c) the use of tactile-bodily signs and/or gestures will increase for both Tom 

and his partners. 

Inter-rater reliability.  

Before formal video analysis began, 10 videos were used to train two 

observers to score video fragments for the central observational categories. 

The first observer (first author) is a linguist specialized in sign language and 

language development. The second observer has a Master’s degree in 

psychology. Ten anonymized video fragments were used to calculate inter-

rater reliability. 

The observers were trained to observe the following separate 

observational categories until a reliability of 80% was obtained: ‘auditory 

initiatives used by communication partners,’ ‘auditory initiatives used by 

Tom,’ ‘tactile-bodily initiatives used by communication partners,’ and 

‘tactile-bodily initiatives used by Tom.’ The observers were also trained to 

observe the following separate major observational categories: ‘tactile-

bodily signs and/or gestures used by the communication partner’ and 

‘tactile-bodily signs and/or gestures used by Tom.’ 
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3.2.6 Social validity  

The social and clinical significance of the intervention program were 

optimized by actively involving communication partners in the intervention 

process. For example, they were actively involved in defining and clarifying 

intervention aims and selecting situations for intervention. When the 

intervention program was finished, the communication partners filled out a 

questionnaire that served as a pre-version of the Social Validity Scale that 

had finally been developed to measure the program’s social validity 

(Huiskens & Janssen, 2010, adapted from Seys, 1987). 

3.3 Results 

Effects of the intervention are discussed for both partners and for Tom. 

 

3.3.1 Communication Partner Behavior 

The mean scores presented in Table 1 and Figure 4 (left panel) suggest that 

the use of tactile initiatives increased as expected for Partner 2. The right 

panel of Figure 4 indicates that the highest peak in weekly observations was 

during Phase III. 

For Partner 1, on the other hand, both Figure 2 and Table 1 indicate 

an unexpected decrease in the use of tactile initiatives from baseline through 

intervention Phases I and II, followed by a small increase during 

intervention Phase III. The mean scores (Table 1 and Figure 2, left panel) 

and scores of weekly observations (Figure 2, right panel) for all three 

intervention phases were below baseline scores. For Partner 2, the expected 

increase with regard to the use of tactile initiatives and tactile signs and/or 

gestures occurred in combination with an expected decrease in the use of 

purely auditory initiatives (Table 1). 
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With regard to the use of tactile signs and/or gestures, the left panels 

of Figures 3 and 5 indicate a clear effect for both partners from baseline 

through intervention. Mean occurrences increased during intervention from 

Phases I to III for Partner 1 (Figure 3, left panel). For Partner 2, the use of 

tactile signs and/or gestures also increased from baseline through 

intervention, with the largest increase between intervention Phases II and III 

(Figure 5, left panel). The weekly observations presented in the right panels 

of Figures 3 and 5 also indicate effects from baseline through intervention, 

although large peaks are interspersed with quite low scores for both 

communication partners. 

With regard to the use of auditory initiatives, the mean scores 

presented in Table 1 indicate that there was an expected decrease for both 

partners. For Partner 2, the decrease occurred in combination with the 

desired increase in the use of tactile-bodily initiatives and tactile-bodily 

signs and/or gestures. On the other hand, the expected decrease in the use of 

auditory initiatives occurred in combination with an unexpected decrease in 

the use of tactile-bodily initiatives and an expected increase in the use of 

tactile-bodily signs and/or gestures.  
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Table 1. Mean scores for observational categories. 

 
 

Baseline
Intervention 

Phase 1

Intervention 

Phase 2

Intervention 

Phase 3

Communication Partner 1

Auditory initiatives (d)

CP 29.8 1.6 2.8 5.4

Tom 3.6 5.6 30.0 47.7

Tactile initiatives (d)

CP 131.6 99.2 90.0 116.6

Tom 30.6 106.6 62.4 80.8

Tactile signs and/or gestures (f)

CP 11.2 18.0 25.6 37.8

Tom 2.6 14.8 4.8 4.2

Communication Partner 2

Auditory initiatives (d)

CP 114.8 5.0 8.4 4.0

Tom 0.0 39.0 31.8 20.6

Tactile initiatives (d)

CP 118.0 67.8 74.2 225.0

Tom 24.4 124.0 93.4 50.0

Tactile signs and/or gestures (f)

CP 6.8 12.4 12.0 64.0

Tom 3.6 15.0 8.4 4.0
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Figure 2: Tactile initiatives communication partner 1 (CP). Left panel: mean occurrences (duration in 

seconds) / Right panel: occurrences during the weekly observations. 

 
Figure 3: Tactile Signs and/or Gestures communication partner 1 (CP). Left panel: mean occurrences 

(duration in seconds) / Right panel: occurrences during the weekly observations. 

 
Figure 4: Tactile Initiatives communication partner 2 (CP). Left panel: mean occurrences (duration in 

seconds) / Right panel: occurrences during the weekly observations.

 
Figure 5: Tactile Signs and/or Gestures communication partner 2 (CP). Left panel: mean occurrences 

(duration in seconds) / Right panel: occurrences during the weekly observations. 
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3.3.2 Child Behavior 

Tom’s use of tactile initiatives in the interaction situations with Partners 1 

and 2 are presented in Figures 6 and 8. The mean scores (Figures 6 and 8, 

left panels) indicate an expected increase from baseline through intervention 

in the interactive situations with both communication partners. For both 

partners, the number of tactile initiatives taken by Tom shows the highest 

increase during intervention Phase I, followed by a small, unexpected 

decrease during intervention Phase II. In the interactive situation with 

Partner 1, Tom’s tactile initiatives eventually increased (as expected) in 

intervention Phase III. In the interactive situation with Partner 2, on the 

other hand, Tom’s tactile initiatives decreased further (and unexpectedly) in 

intervention Phase III. 

With regard to Tom’s use of tactile signs and/or gestures, both the 

left and right panels of Figures 7 and 9 indicate the expected increase from 

baseline through intervention. Although the general trend appears to be 

similar for both partners, there are differences with regard to the amount of 

decrease between the different intervention phases. The expected increases 

in Tom’s use of tactile signs and/or gestures seem to show similar trends 

with the expected increases in his use of tactile initiatives. 

When analyzing the mean scores with regard to Tom’s auditory initiatives 

from baseline through intervention (Table 1) an expected increase in both 

interactive situations with Tom’s communication partners can be defined. 

For Tom, the expected increase in the use of auditory initiatives occurred in 

combination with the expected increase in the use of tactile-bodily 

initiatives and tactile-bodily signs and/or gestures.
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Figure 6: Tactile Initiatives Tom in the interactive situation with communication partner 1. Left panel: 

mean occurrences (duration in seconds) / Right panel: occurrences during the weekly observations.

 
Figure 7: Tactile Signs and/or Gestures for Tom in the interactive situation with communication 

partner 1. Left panel: mean occurrences (duration in seconds) / Right panel: occurrences during the 

weekly observations. 

 
Figure 8: Tactile Initiatives for Tom  in the interactive situation with communication partner 2. Left 

panel: mean occurrences (duration in seconds) / Right panel: occurrences during the weekly 

observations 

 
Figure 9: Tactile Signs and/or Gestures for Tom in the interactive situation with communication 

partner 2. Left panel: mean occurrences (duration in seconds) / Right panel: occurrences during the 

weekly observations. 
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3.3.3 Social Validity 

The intervention procedure and the results were evaluated with Tom’s 

partners individually and, later, during a team meeting in which 

communication partners from different settings (e.g., school, home 

situation, institutional setting) participated. Finally, in the absence of a 

definitive social validity scale, the participating communication partners 

were asked to fill out a small questionnaire with some general questions to 

give a first impression about the intervention procedure and the results. The 

partners characterized the intervention and its results as very positive and 

practicable, and reported that both individual and team coaching sessions 

were effective for changing interactive and communicative strategies and 

client behavior in a tactile-bodily way. 

 

3.4 Discussion 

This study was performed to reveal the effects of an intervention program 

aimed at fostering the use of the tactile-bodily modality in everyday 

interaction and communication between persons with CDB and their 

communication partners. The findings indicate interesting improvements 

within different interactive settings. The IMTC proved to successfully 

increase interactive and communicative behaviors between Tom and both 

his partners. 

For both partners, clear improvements were observed in the use of 

tactile signs and/or gestures from baseline through intervention. 

Intervention effects for the use of tactile initiatives appeared to differ 

between partners: Partner 2 showed an increase, while Partner 1 showed a 

small, unexpected decrease. 
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A possible explanation for the unexpected decrease in the partner’s 

use of tactile initiatives might be found in the expected decrease in auditory 

initiatives taken by both partners. Their awareness of taking fewer purely 

auditory initiatives might have encouraged them to take fewer initiatives in 

general, since using fewer auditory initiatives might have made them aware 

of the fact that they should take fewer initiatives in general in order to 

enable Tom to take more auditory and/or tactile-bodily initiatives himself 

(to which the partners can then react). This explanation seems to be 

confirmed by the increases in means with respect to Tom’s use of auditory 

initiatives, tactile initiatives, and tactile signs and/or gestures from baseline 

through intervention (left panels of Figures 6, 7, 8, and 9): means for 

observations during the different intervention phases never fell below the 

baseline means. An increase in auditory initiatives, tactile-bodily initiatives, 

and tactile signs and/or gestures taken by Tom resulted in a more 

harmonious interaction pattern. It is possible that the partners’ input in 

everyday conversations might have shifted from initiatives to confirmations 

or other aspects of interaction that create more harmonious interaction 

patterns. 

For Tom, clear intervention effects were observed for the 

observational categories of ‘tactile-bodily initiatives’ and ‘tactile signs 

and/or gestures’ in the interactive settings with the different partners. Tom’s 

use of auditory initiatives, tactile initiatives, and tactile signs and/or 

gestures all showed the expected improvement. 
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3.4.1 Study Limitations 

This study has several limitations. First, the single-subject design makes it 

impossible to generalize empirical findings to other settings in which 

persons with CDB and their communication partners play a role. Second, 

we analyzed relatively short, five-minute video fragments. Analyzing 

longer video fragments might have resulted in different outcomes. Finally, 

we analyzed a limited number of observational categories. Analyzing a 

wider range of observational categories that focus on more interactive and 

communicative behaviors (e.g., confirmations) might have enabled us to 

make a more detailed description of the intervention program’s effects. 

 

3.4.2 Implications for Practice 

Explicit training on more optimal use of the tactile-bodily language 

modality proved to be successful. Video analysis during both individual and 

team sessions seems to be an adequate tool for improving everyday 

interactive and communicative situations between people with CDB and 

their partners by focusing on the use of the tactile-bodily communicative 

modality. These outcomes correspond to the outcomes of a previous study 

on the effects of an intervention program for persons with CDB and their 

partners in which video analysis during individual and team supervision 

sessions appeared to be very positive (Janssen et al., 2003a; 2003b). 

The positive effects of intervention programs in which video 

analysis forms the basis for training partners of persons with CDB to use 

interactive and communicative strategies more adequately, indicate that 

systematic implementation in everyday practice is likely to be successful. 

Obviously, such implementation requires profound investment in 
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developing dynamic systems that follow the interactive and communicative 

development of persons with CDB. As a result, communication coaches 

should be trained to develop training programs that, on a very regular basis, 

teach communication partners how they can optimally support persons with 

CDB in achieving their interactive and communicative potentials. 
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