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Chapter 4 

 

Applying the Intervention Model for Tactile Communication 

for People with Congenital Deafblindness and Their 

Communication Partners: A First Effect Study

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

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

People with Congenital Deafblindness and Their Communication Partners: A First Effect 

Study. 
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Abstract 

Introduction: We applied the Intervention Model for Tactile 

Communication (IMTC) to five persons (children and adults) with 

congenital deafblindness and their communication partners to examine 

whether communication partners’ use of tactile-bodily interactive and 

communicative behaviors improved during a 20-week intervention period. 

Methods: We measured the following interactive and communicative 

behaviors: 1) auditory initiatives, 2) tactile-bodily initiatives and 3) tactile-

bodily signs and/or gestures. Weekly video observations were recorded in a 

multiple-baseline design across subjects to assess the effects of the 

intervention. 

Results: Data analysis revealed measurable effects for all participants in the 

use of auditory initiatives, tactile-bodily initiatives, and/or tactile-bodily 

signs and/or gestures. 

Discussion: The intervention proved to be effective across communication 

partners, settings and interactional contexts. These outcomes endorse those 

of a previous single-case study on the IMTC. 

Implications for Practitioners: To create opportunities for persons with 

congenital deafblindness and their communication partners to optimally 

attune to each other in everyday interaction and communication, it is 

recommended that they are regularly coached about how to use tactile-

bodily interactive and communicative behaviors. 
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4.1 Introduction 

The interactive and communicative processes in which people with 

congenital deafblindness (CDB) and their sighted and hearing 

communication partners participate appear to be very challenging. These 

processes require the use of a communicative modality in which the near 

senses (e.g., tactile-bodily gestures, touch) are central: the tactile-bodily 

modality. Communication partners are confronted with interactive and 

communicative behaviors that are, to some extent, based on sign language, 

which is dramatically different than their mother tongues (Mesch, 2000). 

The need to rely on alternative and non-conventional communicative acts 

(e.g., bodily movements, muscle tension, natural gestures, tactile cues) that 

underlie the tactile-bodily modality inevitably leads to serious interactive 

and communicative problems between individuals with CDB and their 

communication partners (Chen & Downing, 2006; Daelman, Nafstad, 

Rødbroe, Souriau, & Visser, 1999; Goode, 1994; Janssen, Riksen-Walraven, 

& Van Dijk, 2002; Janssen & Rødbroe, 2007). The differences with regard 

to the preferred communicative modality illustrate the ‘communicative 

modality mismatch’ between the immediate interactive and communicative 

behavior repertoires of people with CDB and their communication partners 

(Huiskens, Janssen, Crasborn, & Ruijssenaars, submitted/a). 

This study describes the effects of implementing the Intervention 

Model for Tactile Communication (IMTC) for 5 persons with CDB and 15 

of their communication partners. We measured the following intervention 

effects: 1) increases in communication partners’ use of tactile-bodily 

initiatives and tactile-bodily signs and/or gestures; 2) decreases in 

communication partners’ use of purely auditory initiatives; 3) increases in 
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the use of auditory initiatives, tactile-bodily initiatives and tactile signs 

and/or gestures by persons with CDB; and 4) effectiveness across 

communication partners (teachers, therapists, caregivers and parents) and 

interactional situations (school, daytime activities center, group home and 

home). 

 

4.2 Method 

4.2.1 Participants and Settings 

This study followed 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 the five participants with CDB and from 15 of their 

communication partners. The participants with CDB are referred to using 

pseudonyms: Joost (age 18), Frank (age 20), Meral (age 4), Esther (age 25) 

and Thijs (age 13). See Table 1 for more information about the participants’ 

characteristics. For the actual data analysis, we selected five communication 

partners (one for each person with CDB). 
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Table 1 

Characteristics of Clients and Communication Partners 

 

Four communication coaches carried out the intervention program. The 

coaches followed an individual training program to familiarize them with 

the intervention protocol and the aim of the IMTC. The study was carried 

out in structured settings (school for Joost, home for Thijs, and a daytime 

activity center for Frank, Meral and Esther). 

These settings are historically oral-auditory settings where it is common to 

use personalized tactile gestures to support spoken language. The 

introduction of Tactile Sign Language of the Netherlands right from the start 

is uncommon in these settings. 



Chapter 4 

82 

 

 

4.2.2 Intervention Model for Tactile Communication 

The IMTC was designed to improve communication partners’ use of tactile-

bodily interactive and communicative behaviors in everyday situations with 

persons with CDB (see Phases I, II and III of the intervention, Figure 1). 

Intervention principles were defined to improve communication partners’ 

capacities to: a) introduce Sign Language of the Netherlands, also known as 

‘Nederlandse Gebarentaal’ (NGT) (Schermer, Fortgens, Harder, & De 

Nobel, 1991), in its Tactile form (TSLN); b) recognize individual tactile-

bodily behaviors of persons with CDB; c) attune behaviors to those of the 

person with CDB in a tactile-bodily way; d) create shared attention, and e) 

recognize highlights, in order to f) construct narrative-based 

communication.  

  During the intervention, the communication coaches followed the 

nine-step intervention protocol (Figure 2) and used individual and team 

coaching sessions to train communication partners. Video analysis and 

information transfer were used during coaching (Huiskens et al., 

submitted/a). 
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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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The intervention protocol was as follows: 

Step 1: Determining the question. The communication partners 

formulated coaching requests. 

Step 2: Clarifying the question. The requests were discussed with 

the coach, who collected information about the persons with CDB and, in 

consultation with the communication partners, selected relevant 

interactional situations for each setting. Table 2 gives an overview of the 

target questions for coaching and the relevant intervention aims. 

Step 3: Tactile sign language analysis. In consultation with a 

teacher specialized in using TSLN, the communication coach and the 

communication partners designed a tailor-made TSLN-course attuned to the 

person with CDB. 

Step 4: Implementing Intervention Phase 1: tactile sign 

language. The TSLN-course began and was aimed at improving 

communication partners’ skills in actively and adequately using tactile signs 

and/or gestures in everyday situations with people with CDB. In addition to 

basic information on TSLN and its use in practice (e.g., how to take turns), 

communication partners were taught specific tactile signs and/or gestures 

attuned to each participant with CDB (e.g., those that could be used with 

Joost during the weekly planning activity). 

Step 5: Interaction analysis. The coach analyzed video recordings 

of interactions to formulate intervention aims for Intervention Phase II. It 

focused on: 1) optimizing the use of tactile-bodily initiatives during 

interaction situations and 2) improving the use of tactile-bodily signs and/or 

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” (derived and adapted from 
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Janssen, Riksen-Walraven, & Van Dijk, 2003b; Trevarthen & Aitken, 

2001). An example of fostering tactile-bodily interactive behaviors is 

stimulating turn-taking processes by adequately changing hand positions in 

order to enable people with CDB to take tactile-bodily initiatives themselves 

or to enable them to react to communication partners’ 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 one-hour 

session focused on video analysis, information transfer and discussion. 

The three individual coaching sessions were spread over a 10-week 

period. During the first session, the coach gave information about the 

importance of optimal and adequate use of the tactile-bodily modality when 

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

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

communication partner (e.g., optimizing the turn-taking pattern by using 

fewer auditory initiatives and more adequately using tactile-bodily 

initiatives). 

Step 7: Communication analysis. The coach analyzed new videos 

of the communication pairs to formulate intervention aims for Phase III that 

focused on fostering the use of tactile-bodily signs and/or gestures to create 

narrative-based communication. ‘Tactile-bodily signs and/or gestures’ were 

defined as “utterances made by actively using the tactile-bodily modality,” 

which can be divided into utterances formed by: a) using tactile-bodily signs 

directly derived from TSLN and b) informal signs and/or gestures. For 

example, communication partners were taught to foster narrative-based 
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communicative behaviors by 1) recognizing highlights during interaction 

moments and using them as a starting point for fostering narrative-based 

communication and 2) creating shared experiences in a tactile-bodily way 

by using tactile signs and/or gestures and by adequately responding to them 

when observed in the interactive and communicative behaviors of a person 

with CDB. 

Step 8: Implementing Intervention Phase III: tactile-bodily 

strategies for creating narrative-based communication. Two individual 

and one team coaching session were scheduled for Intervention Phase III. 

Each one-hour session focused on video analysis, information transfer and 

discussion. 

During the individual sessions, videotaped interaction episodes were 

used for discussion and goal setting. The coach provided feedback on the 

interaction episodes and related them to aspects of fostering narrative-based 

communication. Communication partners were taught about the general 

importance of using narrative-based communication during everyday 

interactions, which are often characterized by functional communication 

(i.e., imperative communication in which the communication partners are 

instrumentally used to fulfill the primary needs of persons with CDB). The 

coaches explained that a focus on functional communication is very likely to 

result in a striking lack of declarative, non-functional, narrative-based 

communication (e.g., communication that provides insight into the minds of 

persons with CDB and that focuses on really sharing feelings, experiences 

or thoughts). Furthermore, coaches explained that narrative-based 

communication serves several important functions in the processes of 

transferring, exchanging and structuring information in everyday life. 

Finally, they discussed modality-specific adaptations with regard to creating 
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narrative-based communication (e.g., creating opportunities for persons with 

CDB to take initiatives). 

The importance of narrative-based communication in everyday 

interactive and communicative situations was further elaborated on by the 

introduction of three competencies that a communication partner should use: 

1) creating shared attention (i.e., following the attention of a person with 

CDB while letting him or her know that the communication partner shares 

his/hers attention), 2) recognizing highlights (e.g., being able to recognize 

and define that particular activities planned in the weekly calendar are clear 

points of interest for an individual with CDB) and 3) being able to support a 

person with CDB in constructing narrative-based interactions and 

communication (e.g., by offering the tactile sign/gesture that can be used to 

talk about the points of interest). Several partner competencies were central 

to these individual sessions: creating equivalence (i.e., giving a person with 

CDB enough time and opportunities to take initiatives) and creating 

narrative-based communication that is spontaneous rather than planned in 

advance. 

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

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

received a written report that described findings and recommendations. 

Discussion of the written report was accompanied by a compilation of video 

fragments that illustrated the three intervention phases.
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Table 2  

Overview of the Target Questions for Coaching and Intervention Aims 
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4.2.3 Design 

A multiple-baseline design across subjects was used to examine the 

functional relationship between the different intervention conditions and the 

changes related to the use of tactile-bodily behaviors (Morgan & Morgan, 

2009). For each participant, the baseline started in the same week. Baseline 

was continued while the intervention was randomly introduced: Joost (week 

6), Frank (week 8), Meral (week 10), Esther (week 12) and Thijs (week 14). 

Unfortunately, due to major changes within the insitutional settings, follow-

up measurements were not possible. Due to illness only one observation 

could be made for Frank during intervention phase 3 and no observations 

could be made for Meral for intervention phase 2.  

 

4.2.4 Video Observations and Measurements 

We used 20-minute video recordings of interaction situations to observe the 

effects of the intervention. Each communication partner’s activities were 

videotaped weekly from Baseline to Intervention Phase III. 

 

Observation procedure.  

We used event-recorded time sampling to measure the occurrence of six 

observational categories (Morgan & Morgan, 2009). The observation form 

that had been designed for the IMTC was used to observe the frequency or 

duration of the observational categories during selected five-minute video 

fragments (see Huiskens et al., submitted/b). 

Video recordings of each communication partner were analyzed by 

two trained observers. Observers were selected from a three-person observer 
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group: the first author, a psychologist and a Master’s student in educational 

psychology. 

 

Observational categories.  

The six major observational categories were defined based on the interactive 

and communicative behaviors of the persons with CDB and their 

communication partners. They were: 1) auditory initiatives used by 

communication partners; 2) auditory initiatives used by the person with 

CDB; 3) tactile-bodily initiatives used by communication partners; 4) 

tactile-bodily initiatives used by the person with CDB; 5) tactile-bodily 

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

signs and/or gestures used by the person with CDB. 

 

Expectations based on the intervention aims.  

The following expectations (related to the intervention aims described in 

Figure 1) were defined for each of the six observational categories: a) the 

use of auditory initiatives was expected to decrease for the communication 

partners and increase for the persons with CDB; b) the use of tactile-bodily 

initiatives was expected to increase for everyone and; c) the use of tactile-

bodily signs and/or gestures was expected to increase for everyone. 

 

Training and reliability.  

Before formal video analyses began, two observers were trained to measure 

the observational categories, using eight videos for each person with CDB 

(two videos for each study phase). Observers were trained to reach 80% 

inter-observer agreement. Reliability of the measurements was calculated 
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for 25% of the observations (Barlow, Nock, & Hersen, 2009). When the 

percentage of inter-observer agreement fell below 80%, observers were 

retrained. 

Inter-observer agreement ranged from 67–100% (SD = 8.94) across 

communication partners and persons with CDB, with a mean agreement of 

84% across observation categories. Mean agreement for communication 

partners was 80% (range 75–92%) for auditory and tactile initiatives and 

89% (range 79–100%) for tactile signs and/or gestures. Mean agreement for 

persons with CDB was 83% (range 67–100%) for auditory and tactile 

initiatives and 90% (range 50–100%) for tactile signs and/or gestures. 

4.2.5 Social Validity 

The social and clinical significance of the intervention program was 

optimized by actively involving communication partners in the intervention 

process. To measure social validity, communication partners filled out the 

questionnaire that belonged to the adapted version of the Social Validity 

Scale (Huiskens & Janssen, 2011, adapted from Seys, 1987). 

 

4.3 Results 

Table 3 gives an overview of the mean scores for the six observational 

categories that were observed for all participants. Figures 2–6 show the 

observed occurrences of the observational categories ‘tactile-bodily 

initiatives’ and ‘tactile-bodily signs and/or gestures’ for each person with 

CDB and his/her communication partner. The left panels of these figures 

present the mean occurrence of a particular observational category for each 

phase of the IMTC; the right panels show the actual data and trendlines 
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during Baseline and Intervention Phases I, II and III. 

 

Table 3 

Mean Scores for Observational Categories 

 

 

Baseline
Intervention 

Phase 1

Intervention 

Phase 2

Intervention 

Phase 3

Joost

Auditory initiatives (d)

−         CP 10.20 22.00 2.20 2.25

−         Joost 0 0 0 0

Tactile initiatives (d)

−         CP 124.40 78.60 115.60 105.00

−         Joost 1.80 2.20 18.80 5.25

Tactile signs and/or gestures (f)

−         CP 15.53 9.67 19.00 14.92

−         Joost 0.33 0.27 2.07 1.67

Frank

Auditory initiatives (d)

−         CP 3.00 2.75 0.33 0

−         Frank 0 0 0 0

Tactile initiatives (d)

−         CP 144.75 127.00 164.00 141.00

−         Frank 12.50 13.75 12.33 18.00

Tactile signs and/or gestures (f)

−         CP 2.58 2.00 2.78 2.67

−         Frank 0.08 0 0 0
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Baseline
Intervention 

Phase 1

Intervention 

Phase 2

Intervention 

Phase 3

Meral

Auditory initiatives (d)

−         CP 194.00 146.00 - 85.00

−         Meral 4.00 2.17 - 0.50

Tactile initiatives (d)

−         CP 35.80 52.83 - 54.00

−         Meral 20.20 20.50 - 108.00

Tactile signs and/or gestures (f)

−         CP 15.07 10.94 - 7.67

−         Meral 0 0.06 - 0.17

Esther

Auditory initiatives (d)

−         CP 2.40 5.00 6.20 1.33

−         Esther 0 0 0 0

Tactile initiatives (d)

−         CP 36.00 79.20 149.00 210.33

−         Esther 41.80 66.60 61.80 50.67

Tactile signs and/or gestures (f)

−         CP 4.93 11.80 11.20 12.67

−         Esther 0 0 0.80 0.22

Thijs

Auditory initiatives (d)

−         CP 24.50 45.25 21.00 23.00

−         Thijs 0 0 0 0

Tactile initiatives (d)

−         CP 144.00 112.25 91.75 127.00

−         Thijs 58.25 75.00 110.25 83.25

Tactile signs and/or gestures (f)

−         CP 16.17 17.33 18.50 17.33

−         Thijs 4.17 9.50 10.50 9.25
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4.3.1 Individual Results 

Joost.  Auditory initiatives. His communication partner unexpectedly 

increased their use from Baseline to Intervention Phase I. In Intervention 

Phases II and III, the expected decrease occurred.  

Tactile-bodily initiatives. His communication partner unexpectedly 

decreased their use from Baseline to Intervention Phases I, II and III (Figure 

2a). Their use was lowest in Intervention Phase I and increased in Phases II 

and III, but never exceeded Baseline measures. Joost’s use of them 

increased from Baseline through Intervention Phases I, II and III as 

expected, with the largest increase between Phases I and II (peaking during 

Phase II).  

Tactile signs and/or gestures. His communication partner 

unexpectedly decreased their use from Baseline to Intervention Phase I 

(Figure 2c). From Intervention Phase I to Intervention Phase II, their use 

increased to measures above Baseline level (peak during Phase II); from 

Intervention Phases II to III, their use unexpectedly decreased to just below 

Baseline level. Joost’s use of them increased the most during Intervention 

Phases II and III, with the highest peak during Intervention Phase II (Figure 

2d). 

 

Frank. Auditory initiatives. His communication partner exhibited the 

expected decrease in their use from Baseline through Intervention Phases I, 

II and III.  

Tactile-bodily initiatives. His communication partner exhibited a 

small unexpected decrease in their use from Baseline to Intervention Phase 

I, but the expected increase was observed in Intervention Phases II and III 

(Figure 3a). Frank’s tactile initiatives appeared to increase from Baseline 
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through the intervention phases. A small, unexpected decrease can be 

observed in Intervention Phase II, but measures are still above Baseline 

level (Figure 3b).  

Tactile signs and/or gestures. His communication partner exhibited 

a small unexpected decrease in their use from Baseline to Intervention Phase 

I, but the expected increase was observed in Intervention Phases II and III 

(Figure 3c). Frank only used a single gesture during the whole research 

period (during Baseline). 

 

Meral. Auditory initiatives. Her communication partner exhibited the 

expected decrease in their use from Baseline through Intervention Phases I 

and III. Meral’s use of them showed an unexpected decrease from Baseline 

through Intervention Phases I and III, which appears to be related to an 

expected increase in her use of tactile-bodily initiatives.  

Tactile-bodily initiatives. Her communication partner’s use of them 

increased as expected from Baseline to Intervention Phases I and III (highest 

peak in Intervention Phase I). Meral’s use of them increased as expected 

from Baseline to Intervention Phases I and III (Figure 4b). 

Tactile signs and/or gestures. Her communication partner used 

fewer of them from Baseline to Intervention Phases I and III, which was 

unexpected (Figure 4c). The expected increase in Meral’s use of them from 

Baseline to Intervention Phases I and III can be observed to a small extent 

(Figure 4d). 

 

Esther. Auditory initiatives. Her communication partner exhibited an 

unexpected increase in their use from Baseline to Intervention Phases I and 
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II. For Intervention Phase III, the expected decrease can be observed, with 

measures below Baseline level.  

Tactile-bodily initiatives. Her communication partner’s use of them 

increased as expected from Baseline to Intervention Phases I, II and III 

(highest peaks in Intervention Phase III; Figure 5a). Intervention Phase II 

levels were slightly lower than those in Intervention Phase I, but they stayed 

above Baseline level. Esther’s use of them also increased as expected from 

Baseline to Intervention Phase I. During Intervention Phases II and III, her 

use of them slightly decreased, but measures stayed above Baseline level. 

Tactile signs and/or gestures. During Intervention Phase III, her 

communication partner’s use of them increased slightly (highest peaks 

observed in Intervention Phases I, II and III). Esther’s highest peaks were 

observed in Intervention Phases II and III (Figure 5d). 

 

Thijs. Auditory initiatives. His communication partner exhibited an 

unexpected increase in their use from Baseline to Intervention Phase I. The 

expected decrease occurred in Intervention Phases II and III.  

Tactile-bodily initiatives. His communication partner exhibited an 

unexpected decrease in their use from Baseline to Intervention Phases I, II 

and III (Figure 6a). It increased from Intervention Phase II to Intervention 

Phase III, but still remained below Baseline measures. Thijs’s use of them 

increased as expected from Baseline to Intervention Phases I, II and III 

(Figure 6b), with a slight decrease between Intervention Phases II and III 

(remaining above Baseline measures). 

Tactile signs and/or gestures. His communication partner’s use of them 

stayed around the same level across the different phases (Figure 6c). There 
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was one big dip with a downward trend during Baseline, one high peak 

during Intervention Phase I and two peaks during Intervention Phase II. 

Thijs exhibited the expected increase in their use from Baseline to 

Intervention Phases I, II and III (highest peaks during Intervention Phases I 

and II; Figure 6d). There was a small decrease between Intervention Phases 

II and III, but measures remained above Baseline levels. 
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Figure 2a 

 
Figure 2b 

 
Figure 2c 

 
Figure 2d 

 
Figure 2: Joost’s (CL) interactive and communicative behaviors and those of his communication 

partner (CP). Left panels: mean occurrences of ‘tactile initiatives’ (durationin seconds) and ‘tactile 

signs and/or gestures’ (frequency). Right panels: occurrences of these behaviors during the weekly 

observation sessions.   
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Figure 3a 

 
Figure 3b 

 
Figure 3c 

 
Figure 3d 

 
Figure 3: Frank’s (CL) interactive and communicative behaviors and those of his communication 

partner (CP). Left panels: mean occurrences of ‘tactile initiatives’ (duration in seconds) and ‘tactile 

signs and/or gestures’ (frequency). Right panels: occurrences of these behaviors during the weekly 

observation sessions. 
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Figure 4a 

 
Figure 4b 

 
Figure 4c 

 
Figure 4d 

 
Figure 4: Meral’s (CL) interactive and communicative behaviors and those of her communication 

partner (CP). Left panels: mean occurrences of ‘tactile initiatives’ (duration in seconds) and ‘tactile 

signs and/or gestures’ (frequency).  

Right panels: occurrences of these behaviors during the weekly observation sessions. 
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Figure 5a 

 
Figure 5b 

 
Figure 5c 

 
Figure 5d 

 

Figure 5: Esther’s (CL) interactive and communicative behaviors and those of her communication 

partner (CP). Left panels: mean occurrences of ‘tactile initiatives’ (duration in seconds) and ‘tactile 

signs and/or gestures’ (frequency).  

Right panels: occurrences of these behaviors during the weekly observation sessions. 
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Figure 6a 

 
Figure 6b 

 
Figure 6c 

 
Figure 6d 

 

Figure 6: Thijs’s (CL) interactive and communicative behaviors and those of his communication 

partner (CP). Left panels: mean occurrences of ‘tactile initiatives’ (duration in seconds) and ‘tactile 

signs and/or gestures’ (frequency).  

Right panels: occurrences of these behaviors during the weekly observation sessions. 

 
 



Applying the Intervention Model for Tactile Communication for People with Congenital 

Deafblindness and Their Communication Partners: A First Effect Study 

 

103 

 

4.3.2 Social Validity 

Interpretations of the ratings on the five-point Social Validity Scale 

(Huiskens & Janssen, 2011) were based on the average scores across 

communication partners (1 = low; 5 = high). The outcomes described in this 

section are based on questionnaires that were filled out and returned by 

seven of the 15 communication partners who participated in this study. 

Coaching on the use of the tactile-bodily modality was rated as “effective” 

to “highly effective” (M = 4.8).  

The different parts of each intervention phase were rated as 

“somewhat effective” to “very effective.” For Intervention Phase I, “actively 

using tactile sign language” was rated as “difficult” to “easy” (M = 3.0). For 

Intervention Phase II, “recognizing initiatives taken by the person who is 

CDB” and “taking tactile-bodily initiatives” were rated as “difficult” to 

“very easy” (M = 3.4). For Intervention Phase III, “creating shared 

attention,” “recognizing highlights” and “creating narrative-based 

communication” were rated as “difficult” to “easy” (M = 2.8).  

In general, communication partners indicated a preference for 

individual communication coaching over team coaching (M = 3.8). 

Furthermore, communication partners rated both their attitudes and 

communicative skills (M = 4.2) and the behaviors of the people with CDB 

(M = 4.1) as “somewhat positively changed” to “very positively changed.” 

 

4.4 Discussion 

This study describes how the IMTC can successfully improve the use of the 

tactile-bodily communicative modality in interaction and communication 
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between people with CDB and their communication partners. All five 

clients and their communication partners showed increases in the use of the 

tactile-bodily modality. Furthermore, the intervention proved to be effective 

across communication partners, settings and interactional contexts. These 

outcomes endorse those of a previous study on the IMTC (Huiskens, 

Janssen, Crasborn, & Ruijssenaars, submitted/b). In most cases expected 

improvements were reached with regard to auditory and tactile initiatives 

and tactile signs and/or gestures for the persons with CDB. With regard to 

the behaviors of communication partners the results varied. Unexpected 

results are discussed further for the individual cases. 

 

4.4.1 Individual Results 

Joost. There was an unexpected increase in the use of auditory 

initiatives by his communication partner that might be explained by the fact 

that the actual coaching by analyzing video fragments had not started during 

Intervention Phase I (communication partners only began receiving explicit 

training based on video analysis in Intervention Phase II). His 

communication partner used fewer tactile initiatives and tactile signs and/or 

gestures during Intervention Phases II and III; this might be explained by 

the observed increase in Joost’s use of them during those phases.  

Frank. The unexpected decreases in the communication partner’s 

use of tactile initiatives and tactile signs and/or gestures from Baseline to 

Intervention Phase I might be explained by the observed increase in Frank’s 

use of tactile initiatives from Baseline to Intervention Phase I; since Frank 

took more initiatives himself, the communication partner needed to take 

fewer. 
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Meral. The unexpected decrease in her communication partner’s use 

of tactile gestures and/or signs from Baseline through the intervention could 

be explained by the fact that Meral used more of them herself, which forced 

her communication partner to attune to Meral rather than using signs and/or 

gestures as input for interaction with her. The unexpected decrease in 

Meral’s use of auditory initiatives was likely caused by her increasingly 

effective use of the tactile-bodily modality. 

Esther. The unexpected increase in her communication partner’s use 

of auditory initiatives from Baseline through Intervention Phases I and II 

might be explained by the fact that the communication partner needed quite 

some time to get used to the intervention’s tactile-bodily approach. It is 

important to note that this increase in auditory initiatives was combined with 

an increase in the use of tactile-bodily initiatives by both the communication 

partner and Esther.  

Thijs. As in Esther’s case, the unexpected increase in his 

communication partner’s use of auditory initiatives from Baseline through 

Intervention Phase I might be explained by the fact that the actual coaching 

by video analysis had not begun during Intervention Phase I. His 

communication partner’s use of tactile-bodily initiatives decreased from 

Baseline through the intervention. This can likely be explained by the 

increases in Thijs’s use of tactile-bodily initiatives and tactile signs and/or 

gestures; Thijs and his communication partner might have become better 

attuned communication partners during the intervention. 
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4.4.2 Study Limitations 

One critical consideration related to the intervention effects of the IMTC 

described in this study concerns the small sample size. As the target group 

(people with CDB) is relatively small, it would have been very difficult to 

investigate a large sample. The sample was also quite heterogeneous, 

resulting in many individual differences between the participants with CDB. 

Other limitations are related to the fact that, for two settings, it appeared 

impossible to carry out all the video observations that were planned at the 

start of the study. Since Frank’s communication partner became ill during 

Intervention Phase 3, only one observation could be made during this 

intervention phase. For Meral, the fact that she experienced urgent health 

problems made it impossible to carry out the video observations that were 

planned for Intervention Phase II.  

Finally, it is plausible that an extension of the observational 

categories that were used to measure the effects of the IMTC would give a 

more complete view of the effects of the intervention program, for example 

categories for tactile-bodily responses of the communication partners. 

 

4.4.3 Implications for Practice 

Based on the experiences the participating communication partners 

described in the questionnaire that underlies the Social Validity Scale, the 

practicality of the IMTC might be improved by changing the order in which 

the intervention phases are presented: we could start with the interaction 

phase, followed by the sign language phase and the communication phase. 

Effectiveness could also be improved by expanding the duration of the 

intervention phases on tactile sign language and tactile communication from 
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5 weeks to 10 weeks. 

Consistent with previous research (Huiskens et al., submitted/b), this 

effect study indicates that the tactile-bodily communicative modality can be 

successfully improved if interaction and communication coaching is 

implemented on a regular basis. Of course, it remains a constant challenge 

for people with CDB and their communication partners to optimally attune 

to each other in everyday interaction and communication. Therefore, it is 

recommended that coaching about using tactile-bodily interactive and 

communicative behaviors is regularly given to people with CDB and their 

communication partners. 
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