
Full Terms & Conditions of access and use can be found at
http://www.tandfonline.com/action/journalInformation?journalCode=tebc20

Download by: [College of St Rose] Date: 27 April 2016, At: 08:13

Evidence-Based Communication Assessment and
Intervention

ISSN: 1748-9539 (Print) 1748-9547 (Online) Journal homepage: http://www.tandfonline.com/loi/tebc20

Expertise in research-informed clinical decision
making: Working effectively with families of
children with little or no functional speech

Gillian King , Beata Batorowicz & Tracy A. Shepherd

To cite this article: Gillian King , Beata Batorowicz & Tracy A. Shepherd (2008) Expertise in
research-informed clinical decision making: Working effectively with families of children with
little or no functional speech, Evidence-Based Communication Assessment and Intervention,
2:2, 106-116, DOI: 10.1080/17489530802296897

To link to this article:  http://dx.doi.org/10.1080/17489530802296897

Published online: 12 Aug 2008.

Submit your article to this journal 

Article views: 80

View related articles 

Citing articles: 8 View citing articles 

http://www.tandfonline.com/action/journalInformation?journalCode=tebc20
http://www.tandfonline.com/loi/tebc20
http://www.tandfonline.com/action/showCitFormats?doi=10.1080/17489530802296897
http://dx.doi.org/10.1080/17489530802296897
http://www.tandfonline.com/action/authorSubmission?journalCode=tebc20&page=instructions
http://www.tandfonline.com/action/authorSubmission?journalCode=tebc20&page=instructions
http://www.tandfonline.com/doi/mlt/10.1080/17489530802296897
http://www.tandfonline.com/doi/mlt/10.1080/17489530802296897
http://www.tandfonline.com/doi/citedby/10.1080/17489530802296897#tabModule
http://www.tandfonline.com/doi/citedby/10.1080/17489530802296897#tabModule


106 EBP ADVANCEMENT CORNER

Review

Expertise in research-informed clinical decision making:
Working effectively with families of children with little
or no functional speech
Gillian King1, Beata Batorowicz2, & Tracy A. Shepherd3, 1Bloorview Research Institute, 2University of Western Ontario, and
3Bloorview Kids Rehab (Centralized Equipment Pool) and Thames Valley Children’s Centre
...............................................................................................................................................

Abstract
In this article, we consider what is known about how to work effectively with families of children with disabilities, including
those with little or no functional speech. Existing evidence about what families want from services is considered, along with
information about how expert therapists practice. Our review indicates the importance of understanding family needs,
preferences, and priorities, and of being sensitive to the demands of interventions on family life. The augmentative and
alternative communication (AAC) literature is linked to the broader literature, confirming what is known about how to work
effectively with families and illuminating the contribution of AAC research to this area of knowledge. In general, the AAC
literature highlights the importance of the parent-practitioner relationship, of parental involvement and engagement in the
intervention process, and of considering the demands that interventions place on families. We conclude that AAC
intervention will benefit from continuing therapist efforts to strengthen the client–practitioner relationship through greater
situational understanding and appreciation of family perspectives and life circumstances. Therapists’ efforts should also
focus on customizing intervention strategies in order to optimize clients’ sense of control, meaningfulness, and engagement.
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INTRODUCTION

What do families of children with disabilities want
from intervention services? How do expert practi-
tioners approach clinical practice? How can practi-
tioners meet the needs of families most effectively?
These questions are fundamental to the success
of interventions in pediatric rehabilitation. The
present article synthesizes what is known about
how to work effectively with families, highlighting
the contribution of the augmentative and alternative
communication (AAC) literature to this topic.

Families play a crucial role in the success of AAC
interventions. The active involvement and engage-
ment of parents in a collaborative partnership with
practitioners is considered essential to the successful
use of AAC (Angelo, Jones, & Kokoska, 1995;
Beukelman & Mirenda, 2005; Soto, Muller, Hunt, &
Goetz, 2001). Ensuring family acceptance or ‘buy in’
is a critical first step in the implementation of any
AAC device or strategy recommendation, and is
dependent on the practitioner’s understanding of the
needs, preferences, and priorities of families (Parette
& Angelo, 1996). Furthermore, family support and
commitment over time is a key contributor to
successful outcomes in AAC (Huer & Lloyd, 1990;
Lund & Light, 2007). The success of AAC

interventions depends on parents having detailed
knowledge about communication techniques and
technologies, being competent in the operation,
maintenance, and customization of AAC systems
(Light & Drager, 2007), and being enabled and
empowered as communication partners, teachers,
and advocates for their children (Goldbart &
Marshall, 2004).

The special demands of working with the families
of children with little or no functional speech draw
attention to several themes that are highlighted in
the present article; namely, the importance of the
parent–practitioner relationship, of parental involve-
ment and engagement in the intervention process,
and of considering the demands that the use of AAC
systems place on families. The AAC literature high-
lights the importance of family needs and expecta-
tions, which play an important role in device
abandonment. The heightened pressures and
demands on parents associated with AAC require
that practitioners display sensitivity, flexibility, and
responsiveness to family perspectives and situations
(Hammer, 1998; Robinson & Sadao, 2005). The AAC
literature has paid little attention, however, to how
to strengthen client–practitioner relationships, facil-
itate parental engagement, and reduce demands on
families. To understand these psychosocial processes,
we need to consider the nature of research-informed
practice, what families want in life and from
services, and how expert therapists strive to meet
family needs.
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In the following sections, we consider current
thinking about the nature of knowledge and
evidence, leading to the endorsement of a broad
definition of evidence-based or research-informed
practice (defined below). This broad definition leads
us to consider the importance of gaining knowledge
about clinical practice by explicitly examining
(a) what families want in life and from services,
and (b) how expert therapists endeavor to meet the
needs, preferences, and priorities of families. Two
streams of research are then summarized that
address these issues: (a) studies of family world-
views, beliefs, and priorities; and (b) studies of the
approaches, characteristics, knowledge, and skills of
therapists at higher levels of expertise. The article
concludes by integrating these two streams of
practice-relevant research into several bottom lines
about how to work effectively with families, includ-
ing families of children with little or no functional
speech. Throughout the article, the AAC literature
is linked to the broader literature, confirming general
ideas about how to work effectively with families
and highlighting the contribution of the AAC
literature to what we know about this essential
and complex process.

RESEARCH-INFORMED PRACTICE AND
PRACTICE-RELEVANT RESEARCH

The nature of evidence, knowledge, and wise
judgment

There is increasing consensus that knowledge is not
the same thing as evidence or information.
Knowledge is inherently contextual in nature, and
results when information is shared, acquired, and
used (Schwandt, 2005). There is also an increasing
emphasis on the idea of local knowledge, which is
created through people’s daily interactions in com-
munities of practice (Lave & Wenger, 1991; Stacey,
2001). Researchers have de-emphasized the split
between evidence and practice, seeing the generation
of knowledge and the use of knowledge as more
related than separate in nature (e.g. Wood, 2002;
Wood, Ferlie, & Fitzgerald, 1998).

Furthermore, knowledge is not the same thing as
wise judgment. Wisdom has been defined as the
ability to make the right use of knowledge, the
ability to make or advise the ‘best’ course of action in
a given set of circumstances (Csikszentmihalyi &
Rathunde, 1998), and also as expertise about the
fundamental pragmatics of life (Baltes & Staudinger,
1993). Wise judgment involves the ability to size up
and interpret a situation, and to understand what
general knowledge, principles, and values should be
used in deciding what to do (Schwandt, 2005).

Thus, the key to skill in complex human activities,
such as clinical practice, is in understanding and
correctly judging situations (Manley & Garbett,
2000). Well-informed clinical decision making is at
the heart of optimal clinical practice (Higgs & Jones,
2000). In everyday encounters, practitioners must
decide how and when to draw on research knowl-
edge, in combination with an understanding of
client needs, awareness of institutional and personal
resources and constraints, and a sense of what it
means to be a good practitioner on the occasion in
question (Schwandt, 2005).

Evidence-based and research-informed practice

There is growing consensus across the knowledge
translation literature in psychology, medicine, occu-
pational therapy, AAC, and speech–language pathol-
ogy are acknowledging that evidence-based practice
(EBP) should be defined in a broad and multifaceted
way. Broad definitions of EBP incorporate the
consideration of clinical experience, judgment, and
clinical knowledge (i.e. knowledge gained through
practice).

EBP can be defined as the integration of the best
available research evidence with clinical practice
(or clinical expertise) in the context of client (and
family and other stakeholder) characteristics, cul-
ture, values, resources, and preferences (American
Psychological Association Presidential Task Force
on Evidence-Based Practice, 2006; Sackett, Straus,
Richardson, Rosenberg, & Haynes, 2000; Schlosser &
Raghavendra, 2003; Schwandt, 2005; Walter, Nutley,
Percy-Smith, McNeish, & Frost, 2004). There are
three main aspects of this definition: (a) a contextual
view of knowledge and the decision-making process;
(b) recognition that research evidence is but one
input into decisions; and (c) recognition that
different types of evidence and knowledge are
obtained from systematic enquiry than from experi-
ence and practice.

In health services research, there has been a
movement away from the term ‘‘evidence-based
practice’’ toward the notion of ‘‘evidence-informed
decision making’’ (Canadian Health Services
Research Foundation, 2006) to reflect the reality
that characteristics of decision makers (e.g., values
such as consistency and equity) and the decision
making context (e.g., consideration of implications
of actions, the need to make quick decisions) play a
role in addition to the three cornerstones of EBP
(i.e., research evidence, stakeholder perspectives,
and clinical expertise). The notion of ‘‘evidence-
informed decision making’’ therefore takes into
account characteristics, proclivities, and pressures
that face the decision maker, encompasses
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managerial decision making (in addition to clinical
decision making), and views decision making as a
social process.

‘‘Research-informed practice’’ is a broader con-
cept that builds on the notion of evidence-
informed decision making by highlighting the
importance of the enlightenment brought to the
decision-making process not just by evidence
generated from systematic enquiry, but also by
concepts and frameworks generated through the
research process (King, McDougall, & Russell,
2000). ‘‘Research-informed practice’’ therefore
refers to a broad orientation or approach to clinical
and managerial practice in which decision making
is seen as involving the simultaneous consideration
of research knowledge, clinical knowledge, client
characteristics and preferences, personal and
organizational values, and political and resource
considerations (Schwandt, 2005; Walter et al.,
2004). In research-informed decision making,
there is (a) an awareness of the varied uses of
both research-generated facts and concepts/frame-
works, and the proper role of these in decision
making (Champagne, 1999); (b) an understanding
that research information can help people identify
and formulate problems as well as make good
decisions (Ovretveit, 1998; Weiss, 1977); and (c)
an appreciation of the benefits that result when
managers and therapists examine their assump-
tions, articulate their values, and use an evaluative,
problem solving mind-set to guide their thinking
about an issue or problem (King et al., 2000;
Schwandt, 2005).

Practice-relevant research

Practice-relevant research investigates the experi-
ences and processes relevant to clinical practice.
When service providers engage in practice-relevant
research, they develop research-related knowledge
and skills, and gain practice-relevant knowledge,
both of which are important proximal goals related
to the ultimate goal of generating research-informed
practice and policy (King, Currie, Smith, Servais, &
McDougall, 2008).

Practice-relevant research focuses on obtaining
information about the process, content, and struc-
ture of the knowledge of two parties—the client
(i.e. child and family) and the practitioner. Practice-
relevant research encompasses understanding the
experiences of families of children with disabilities
and the outcomes they desire (Miller, Duncan, &
Hubble, 2004; Moore, 2006), as well as the con-
textualized knowledge and clinical wisdom of
practitioners (Orlinsky et al., 1999).

FAMILY-CENTERED SERVICE

The literature on family-centered service is a good
example of practice-relevant research, providing
a good starting place for understanding how to
work effectively with families. This literature
addresses the importance to families of partnership
and enablement, respect and trust, and the provision
of information and coordinated and comprehensive
care over time (Rosenbaum, King, Law, King, &
Evans, 1998). There is extensive literature on client-
centered and family-centered care and service that
outlines how clients and their families want to be
treated in the service-delivery process (e.g. Moore &
Larkin, 2006; Rosenbaum et al., 1998; Sumsion &
Law, 2006). The focus of this literature is on the
behaviors of practitioners and the interpersonal
interaction between clients and practitioners.

Family-centered service and AAC

AAC has been described as being too child-focused
and not focused enough on the family (Angelo
et al., 1995; Henderson, Skelton, & Rosenbaum,
2008). Relatively little has been explicitly written
about family-centered service in the AAC field, and
only a few studies have directly explored the
perspectives of parents of children with little or
no functional speech (e.g. Angelo et al., 1995;
Bailey, Parette, Stoner, Angell, & Carroll, 2006;
Goldbart & Marshall, 2004; McNaughton et al.,
2008). Instead, the AAC literature touches on the
importance of service elements that underlie the
notion of family-centered service. For example,
some authors have considered what parents
expect from AAC (Bailey et al., 2006; Parette &
Angelo, 1996) and have stressed the importance of
parental involvement (Crais, 1991).

The AAC literature on the wants and desires
of families also speaks to the importance of family-
centered service-delivery principles. Families want
to be respected as experts regarding their children
(Bailey et al., 2006), which is a fundamental aspect of
family-centered service (Dunst, Trivette, & Deal,
1994; Rosenbaum et al., 1998). Families desire
involvement in the entire and ongoing process
of AAC intervention and decision making (Bailey
et al., 2006), although this does not always occur
(Goldbart & Marshall, 2004; Parette & Angelo, 1996).
Furthermore, some families report feeling that they
need to push to get what they want from AAC
intervention (Goldbart & Marshall, 2004).

Together, these articles provide a strong message
about the importance of a family-centered approach
to service delivery for children with little or no
functional speech.
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Moving beyond family-centered service

The philosophy of family-centered service provides
a general sense of direction, but does not include
enough detailed, practical information about what
therapists need to know and do in order to work
effectively with families. An aspect of service delivery
not well covered by a family-centered perspective is
understanding the worldviews, beliefs, and priorities
of family members (King, 2008b). As well, there is a
need to integrate family-centered practice philoso-
phy with an emerging view of the approaches,
procedural knowledge, and core skills that expert
practitioners use to deliver services effectively (King,
2008b; King, 2008c).

There are, therefore, two types of practice-based
knowledge that provide important information
about how to work effectively with families. The
first is information about clients and their families.
What do families want and need from services?
What are their psychosocial needs? Are there
changes over time in what is important to families?
The second is information about practitioners. How
should they approach practice? What are the values,
beliefs, and skills of expert therapists? What strate-
gies do expert therapists use to bring about changes
desired by clients and their families? The following
sections summarize what is known about family
belief systems and expertise in human service
delivery.

FAMILY BELIEF SYSTEMS AND FAMILY ADAPTATION
TO LIFE WITH A CHILD WITH A DISABILITY

There is a growing (yet still sparse) field of literature
on family belief systems. This literature indicates
that family worldviews, beliefs, and priorities are
associated with family wellbeing and adaptation
(e.g. Antonovsky & Sourani, 1988; Hawley &
DeHaan, 1996; Kazak et al., 2004). Belief systems
provide a sense of meaning in life (Antonovsky,
1984), motivation or purpose to life (Glantz &
Johnson, 1999), and hope or optimism in the face
of adversity (Glantz & Johnson, 1999; King et al.,
2003; Wright, 1983). The literature on family well-
being has focused on issues of stress and coping.
Recently, however, there been consideration of
positive psychological concepts (Seligman &
Csikszentmihalyi, 2000), such as family adaptation
and resilience (e.g. Walsh, 2003), and consideration
of the positive contributions made by children with
disabilities to family life (e.g. Scorgie, Wilgosh, &
McDonald, 1999).

How belief systems operate and influence the lives
of children and families is an important but seldom-
addressed issue (Ransom, Fisher, & Terry, 1992).

Articles often stress the importance of understanding
family beliefs, including cultural worldviews, spiri-
tual beliefs, and beliefs about how to best bring
about desired changes; however, few studies have
directly examined whether and how families change
over time in their worldviews and priorities
(Hastings & Taunt, 2002). In addition, little is
known about the specific nature of the beliefs of
families of children with chronic disabilities—the
beliefs that reflect their views of the world, their
conception of themselves as a family, and how they
approach life’s opportunities and challenges.

Recent qualitative studies of the belief systems of
families of children with autism or Down syndrome
indicate that raising a child with a disability can
be a life-changing experience that spurs families to
examine their belief systems (King, Baxter,
Rosenbaum, Zwaigenbaum, & Bates, in press; King
et al., 2006). Raising a child with a disability can
cause parents to re-examine their values and
redefine them outside of societal norms. Parents
may come to value cooperation over competition,
connectedness over independence, and a sense
of ‘being’ or living in the moment over a future-
oriented approach to life.

Parents can, therefore, gain a sense of coherence
and control over their lives through changes in their
worldviews, values, and priorities, which involve
different ways of thinking about their child, their
parenting role, and the role of the family (King et al.,
2006). Parents’ experiences indicate the importance
of hope and of seeing possibilities ahead. Although
parents may grapple with lost dreams, over time
positive adaptations can occur, involving changed
worldviews on life and disability and an appreciation
of the positive contributions made by children to the
family and society as a whole.

As a result of their experiences, parents may come
to be more certain about what matters. They may
adopt perspectives of optimism, acceptance, and
appreciation, and of striving to change the environ-
ment or to meet their child’s needs as well as
possible (King et al., in press). These perspectives
provide parents with a sense of hope and control
over their situations, and an appreciation for what
they have in life.

Clinically useful information is provided by studies
that examine how a parent’s understanding of what
it means to parent a child with a disability evolves
over time. Service providers can use this practice-
relevant knowledge in several ways: (a) to ascertain
the perspectives and priorities of particular families
(since this knowledge indicates what is typically
attended to by families); (b) to engage families in
the intervention process (by showing understanding
of their needs and issues); (c) to sensitively tailor
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recommendations and services to meet family situa-
tions, concerns, and preferences; (d) to engage in
anticipatory guidance and proactive planning with
families; and (e) to provide strengths-based or
resilience-oriented services and supports to families
(which fosters family empowerment and capacity by
encouraging hope and strengthening family bonds)
(Walsh, 2003). Thus, understanding and respecting
the perspectives and belief systems of families of
children with disabilities is essential for the devel-
opment of effective working relationships with
families and the implementation of effective service
delivery (Danseco, 1997).

The AAC literature on the importance of
understanding family perspectives and priorities

The AAC literature indicates that effective service
delivery requires an understanding of family needs,
priorities, and preferences (Angelo, 2000). Since the
goal of AAC intervention is to promote child and
family participation in meaningful activities
(Beukelman & Mirenda, 2005), the family’s ‘mean-
ing’ and values must be understood. According to
Crais (1991), practitioners should determine how
they can be meaningfully involved and helpful in
families’ lives, rather than focusing on how to
involve families in existing interventions. This
broader approach entails backing up from a focus
on implementation, and directing attention instead
to understanding the family situation through
exploration and discussion with the family. Seeking
situational understanding is a key skill in clinical
practice and other complex endeavors.

The AAC literature also stresses the importance of
understanding the family’s cultural background
and traditions, which influence communication and
decision-making processes in the home (Vanbiervliet
& Parette, 2002). Cultural preferences for speed and
intimacy in communication influence whether
family members perceive AAC devices to be useful
for interactions with their children (McCord & Soto,
2004). The AAC literature also highlights the
importance of determining the most effective way
to adapt professional interpretations and recommen-
dations to the value systems and life circumstances
of families so that the most appropriate solutions
and selection of devices are made (Parette, Huer, &
Brotherson, 2001).

The demands of AAC on families

Compared with other pediatric rehabilitation inter-
ventions, AAC interventions can have a significantly
and qualitatively different level of impact on family
life. Practitioners need to be aware of the technical,
financial, role, and time demands that the use

of AAC devices and strategies place on families
(Angelo et al., 1995; Angelo, 2000; Goldbart &
Marshall, 2004). These demands influence whether
parents support their child’s use of AAC interven-
tions across various environments (Bailey et al.,
2006).

Studies suggest that practitioners may not fully
understand the perspectives of families of children
who need or use AAC assistance. Parents report that
their roles and responsibilities increase following the
acquisition of AAC devices (Angelo, 2000; Goldbart
& Marshall, 2004). Consequently, device abandon-
ment is a serious issue in the field, requiring further
investigation (Johnson, Inglebret, Jones, & Ray,
2006; Phillips & Zhao, 1993).

The issues involved in device abandonment are
complex, but in essence appear to involve client–
practitioner relationship issues and issues of lack of
fit with the family context. Device abandonment has
been linked to relationship-related factors, such as
families not feeling heard or supported by practi-
tioners, parents not feeling like partners in decision
making (Parette, Brotherson, & Huer, 2000), and
discrepancies between the views of families and
practitioners (Angelo et al., 1995). Differing concerns
or priorities of families and practitioners can result
in unsuccessful AAC outcomes, child and family
dissatisfaction, and parent–practitioner discord
(Beukelman & Mirenda, 2005).

The family context also plays a role, as device
abandonment can result from a lack of fit between
device usage, family belief systems, family routines,
and the demands of everyday life (Parette & Angelo,
1996). The pressures, frustrations, and sense of
burden associated with AAC systems can cause
parents to give up AAC devices (Jones, Angelo, &
Kokoska, 1998). In addition, parents’ perceptions
of the social acceptability of devices can affect their
use in the community (Angelo, Kokoska, & Jones,
1996).

In conclusion, the AAC literature indicates the
fundamental importance of knowing family priori-
ties with respect to communication and the use of
AAC devices and strategies, as this knowledge drives
the success of AAC intervention and the satisfaction
of families with the service-delivery process. The
AAC field would seem to benefit from a broadened
view of the client–practitioner relationship and the
psychosocial factors that influence the acceptance
and adoption of AAC, including recognition of the
importance of careful consideration of family per-
spectives and situations, including their hopes and
expectations, as specified in a relational goal-
oriented model of service delivery (King, 2008b;
King, 2008c).
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EXPERTISE IN CLINICAL DECISION MAKING

Practice-relevant information is also needed about
the clinical understandings of service providers.
According to Schwandt (2005), practice changes as
service providers develop new forms of under-
standing about themselves and clients, and when
they change their sensibilities and sensitivities, and
their responsiveness and receptivity, towards situa-
tions. There is much to be learned by under-
standing how highly skilled or expert therapists
think.

Our program of research on expertise has been
guided by a multifaceted definition of expertise,
developed from a review of the literature on
expertise in psychology, education, medicine, nur-
sing, physical therapy, and occupational therapy.
We defined ‘expertise’ as the ability to show
appropriate, exceptional, or adaptive performance
or behavior in response to a situation that contains
a degree of unpredictability or uncertainty (King,
Bartlett et al., 2008; King et al., 2007). Expertise is,
therefore, the ability to do the right thing at the
right time (Dorner & Scholkopf, 1991). This concept
of expertise has parallels with the notion of clinical
wisdom, which entails pragmatism, flexibility, and
complexity of approach to decision making (Baltes
& Staudinger, 2000; Csikszentmihalyi & Rathunde,
1998).

Expertise is a key construct in many professions,
including professional psychology and mental
health, counseling, medicine, nursing, and educa-
tion. Little work has been done on expertise in the
allied health professions, including speech–language
pathology (King, Bartlett et al., 2008). A review of the
main concepts of ‘expertise’ across various fields of
literature indicates that it is a multifaceted concept
consisting of knowledge, personal qualities and
characteristics, skills and abilities, experience, repu-
tation, and superior outcomes (King, Bartlett et al.,
2008). Expertise is not just about having technical
know-how or good interpersonal skills. It also
involves the development of self-awareness, the
ability to provide family-centered service, and the
development of a sound understanding of how to
maximize the likelihood of change in children and
families (King et al., 2007). Practitioners require
strong relationship skills and intervention manage-
ment skills, so that clients feel engaged in the
intervention process, perceive interventions to be
manageable and feasible, and feel in control of the
clinical decision-making process (King, 2008b).
Clients and families may chose to be more or less
involved in decision making; they are, therefore, in
control, in that they decide on the level of their
involvement.

Changes in knowledge associated with developing
expertise

With developing expertise, therapists engage in more
complex thought in three areas: content knowledge,
self-knowledge, and procedural knowledge (King
et al., 2007). With respect to content knowledge,
therapists with higher levels of expertise espouse and
display a supportive, educational, holistic, func-
tional, and strengths-based approach. Experts in all
professional disciplines have been shown to have a
broad approach to practice (Dorner & Scholkopf,
1991; Skovholt, Jennings, & Mullenbach, 2004).
Expert pediatric-rehabilitation therapists see their
role as facilitators of change; this role encompasses
educating, supporting, and facilitating a sense of
empowerment in children and families (i.e. provid-
ing them with information, emotional support, and
resources, and encouraging their sense of control
over their circumstances) (King et al., 2007).

With respect to self-knowledge, therapists with
higher levels of expertise display humility about their
role, related to a growing openness to experience and
more realistic expectations about their ability to
ensure appreciable, large-scale outcomes for clients.
At the same time, expert therapists have a greater
sense of confidence in the therapy process. They trust
that things will evolve in an appropriate and effective
way, are more confident in admitting that they do
not know all the answers, and are more comfortable
in working with parents who have different points of
view or who disagree with their recommendations
(King et al., 2007).

With respect to procedural knowledge, therapists
with higher levels of expertise have a greater
understanding of how to do things and why.
Expert therapists are able to attend simultaneously
to short-term, mid-term, and long-term client goals
(King et al., 2007). They create optimal conditions for
change by creating an intervention atmosphere that
engages the child and family, and in which the plan
and interventions make sense and are manageable.
They use the principles of engagement, coherence,
and manageability so that clients feel confident in
being involved in the process, find the interventions
to be meaningful and relevant, and feel confident in
being able to play a role in bringing about the
changes they desire (King et al., 2007).

Strategies to bring about change

Therapists who have higher levels of expertise use a
broad array of enabling and customizing strategies to
develop strong relationships with clients and assist
them in achieving their goals (King et al., 2007).
Enabling and customizing are two main approaches
to intervention, which have been discussed
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extensively in the literature (King, 2003). Enabling
strategies are relationship-oriented strategies that
empower and provide a sense of control, whereas
customizing strategies involve matching the inter-
vention to the unique goals and needs of each child
and family and ensuring the appropriateness of
services and interventions. Customizing strategies
are ‘focusing’, ‘pacing’, and ‘narrowing’ strategies
related to providing practical or instrumental support
to clients so that they are able to reach goals.

One example of an enabling strategy is ‘under-
standing the client’. This involves ‘putting the pieces
together’, getting a sense of the client, gauging the
client’s readiness to be involved in bringing about
change, and knowing where to ‘meet’ the client.
These aspects reflect the expert practitioner’s recog-
nition of the fundamental importance of taking time
to understand family situations, concerns, priorities,
and preferences as fully as possible, before beginning
to conceptualize the direction of the intervention
approach. Experts spend more time constructing a
mental model or analysis of a situation than do
novices (Phillips, Klein, & Sieck, 2004). They take
time to understand the perspectives of all involved
stakeholders, by assessing, asking questions, listen-
ing, and observing. Care and time are required to
obtain a sense of each family’s unique set of beliefs,
and to be sensitive to how parents view their family
situation and the realities of their everyday lives
(Moore & Larkin, 2006).

The issue of what ‘listening’ is and what it entails
is extremely important in developing situational
understanding. Mindful listening ensures that prac-
titioners appreciate the uniqueness of each family
and of each family’s situation. Relatively inexper-
ienced therapists may not know how to listen, what
to listen for, or how to create a respectful, supportive,
and encouraging environment that is conducive to
effective dialogue and communication. These are
skills that develop over time, based on growing
awareness of the importance of developing a
strong relationship with families; growing skill in
ascertaining people’s underlying beliefs, motivations,
and concerns; growing awareness of one’s own
strengths, beliefs, and skills; and increasing knowl-
edge of strategies to support people in bringing about
their desired changes (Duncan, Hubble, & Miller,
2006; King et al., 2007; McWilliam, Tocci, & Harbin,
1998).

The expertise-development process

The literature indicates that there are three main
strategies by which to facilitate the learning process
that leads to the development of competence and
expertise: (a) personal experience to develop skills

and knowledge (personal-level strategies); (b) the
provision of supports and resources (person–envir-
onment ‘fit’ strategies); and (c) workplace opportu-
nities (environmental strategies) (King, 2008a).
Together, these strategy groups provide a compre-
hensive understanding of how to facilitate the
experiential, instructional, and observational learn-
ing of practitioners.

Personal, self-directed strategies include seeking
opportunities for challenging experiences (Kendall,
1999), engaging wholeheartedly in deliberate prac-
tice (Guest, Regehr, & Tiberius, 2001), obtaining
feedback through self-reflection or from others
(Jennings & Skovholt, 1999), and reflecting on
what this feedback means for performance and
self-knowledge (Schon, 1983). The second group of
strategies consists of support and resources: tools for
self-assessment, feedback, and reflection (e.g. Johns,
1995); frameworks and models outlining how expert
therapists think, and the nature of the changes that
occur along the trajectory towards expertise; proto-
types and exemplars of expert characteristics
(Skovholt et al., 2004); and coaching and mentoring
(Dracup & Bryan-Brown, 2004). The third group of
strategies consists of environmental opportunities or
features of work settings, such as ensuring complex
and challenging caseload experiences and providing
structured formal opportunities such as opportu-
nities to take on mentoring roles and opportunities
for dialogue and reflection.

Practitioner skills highlighted in the AAC literature

Not surprisingly, the AAC literature discusses the
importance of several skills that are known from
the broad literature on therapist expertise to be
relevant to working effectively with families. The
skills required to work effectively with the families of
children with little or no functional speech include
relationship skills (listening, partnership building,
counseling, consultation, collaboration, etc.) and
intervention management skills (consensus build-
ing, decision making, goal setting, etc.) (Beukelman
& Mirenda, 2005; King, 2008c). Parent–practitioner
partnerships are seen as crucial in AAC (Berry,
1987), indicating the importance of effective teaming
skills and the ability to engage the child and family
in goal-setting and problem-solving. The ASHA
document on knowledge and skills for service
delivery (American Speech–Language–Hearing
Association, 2002) outlines the minimum skills
necessary to deliver a continuum of AAC services.
Most of these skills are discipline-specific and
technical in nature, but the document also mentions
the importance of effective teaming skills and

112 EBP ADVANCEMENT CORNER

D
ow

nl
oa

de
d 

by
 [

C
ol

le
ge

 o
f 

St
 R

os
e]

 a
t 0

8:
13

 2
7 

A
pr

il 
20

16
 



collaboration to ensure that the services provided are
responsive to the needs and desires of AAC users.

The heightened demands on families arising from
the implementation of AAC devices and strategies
call for particular skills in practitioners. The AAC
literature indicates that parents want greater sensi-
tivity and understanding from practitioners (Jones
et al., 1998; Parette et al., 2000). Consequently,
practitioners need to be mindful of the stress that
can be imposed with the introduction of AAC
interventions (Parette & Angelo, 1996). The
demands that AAC interventions place on family
life and parents’ time and resources mean that
therapists must be sensitive to family needs and take
care to ensure that parents do not feel overwhelmed.
Practitioners need to develop empathy and observa-
tional skills, which will allow them to develop
effective working partnerships with parents, recog-
nize demands on parents, and know when to reduce
expectations (Goldbart & Marshall, 2004). The AAC
literature also indicates that practitioners should be
flexible in striving to meet changing family needs,
and should provide needed support based on an
understanding of each family’s knowledge, ability,
and willingness to be involved in decision making
and intervention (Goldbart & Marshall, 2004).
Practitioners need to give permission to families to
say ‘no’ and need to be creative in suggesting
strategies that do not impose too many demands.

The AAC literature, therefore, highlights the
nature of the skills that parents desire in the
individuals who provide them with services. There
is much to be gained by incorporating an under-
standing of family perspectives and situations, and
of the expertise-development process, into AAC
clinical practice and professional development.
AAC practice will be enhanced by an explicit
consideration of the psychosocial factors that shape
the perspectives of the two key players in the human
service delivery process—clients and practitioners.
In the following section, we link the client perspec-
tive with what is known about practitioner expertise
to extract key features of how to work effectively
with families.

EXPERTISE IN WORKING EFFECTIVELY WITH FAMILIES

It requires expertise to build the enabling client–
practitioner relationship that is the basis of change
(to understand what motivates children and parents,
to truly hear what families are saying, to know what
to listen for) and to plan customized interventions to
meet the needs, values and worldviews of families.
The fundamental characteristics of expertise are,
therefore, the sincere recognition of the importance

of enablement (i.e. a family-centered approach) and
of tailoring intervention to fit in with family world-
views and priorities. In fact, expertise has in the past
been explicitly defined as involving the consideration
of client worldviews (American Psychological
Association Presidential Task Force on Evidence-
Based Practice, 2006).

In essence, working effectively with families
involves placing the family at the center of the
universe (Summers, Behr, & Turnbull, 1989), where
therapists are the supporting cast and families are
the main players (Duncan et al., 2006). Expert
therapists employ a number of approaches and
strategies that dovetail with family needs. They
employ a strengths-based approach to meet family
needs for hope and to envision possibilities for a
more positive future. They focus on appreciating
family needs and issues, so that family members feel
understood and have their concerns validated (and
ultimately addressed). They address the priorities of
families, and they work on what is meaningful to
families, so that parents have a sense of control and
coherence.

In these ways, expert therapists strive to meet the
fundamental psychosocial needs of parents, which
involve ‘doing’, ‘belonging’, and understanding the
self and the world (Cohn, 2001; King, 2004). All
individuals gain a sense of meaning in everyday life
by making meaningful contributions (doing), by
feeling loved (belonging), and by living in a world
that makes sense (understanding). Maslow (1954)
talked about various types of needs, including the
need for self-actualization (self-esteem), needs for
belongingness and love, and the need to know and
understand. Families want coherence in their lives—
they want comprehensibility, manageability, and
meaningfulness (Antonovsky, 1984), and this is
what expert therapists strive to provide.

How do expert practitioners place the family at the
center of the universe? How do they keep the needs
of families at the forefront of their thinking and
intentions? The answer lies in three main aspects of
therapists’ skills—breadth of perspective, sensitivity,
and meta-cognitive ability. Expertise in working
effectively with families involves (a) a broad view
of the scope of practice, (b) sensitivity to the
situations, issues, concerns, priorities, and prefer-
ences of children and their families, and (c) meta-
cognitive ability and confidence gained through
well-developed procedural knowledge. A broad
view of practice entails seeing a range of health
concerns as relevant to practice (including issues of
impairment, functioning, participation, and adapta-
tion or quality of life), paying attention to parent/
family outcomes as well as child outcomes, and
considering the short-term, mid-term, and long-term
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goals of intervention efforts (King, 2008b).
A sensitive approach to practice involves seeking to
understand family perspectives and situations,
appreciating differences, and displaying an empa-
thetic and nonjudgmental approach (McWilliam
et al., 1998). A confident approach to practice is
based on knowing what to do when, how to facilitate
change and adaptation, how to customize
approaches, and how to enable clients to make
informed decisions.

WORKING EFFECTIVELY WITH FAMILIES IN DELIVERING
AAC SERVICES

The specialized nature of AAC makes the partnership
with families especially critical, as AAC places high
expectations and demands on parents and other
family members as communication partners, sup-
porters, facilitators, educators, and advocates, so that
the voices of children are heard. AAC device/strategy
recommendation and implementation is a remark-
ably complex area of professional practice, in which
it is crucial to be aware of family perspectives and
situations, and to understand the strategies by which
expert therapists facilitate successful interactions
and outcomes. Working effectively with families
involves understanding what families want and
expect from AAC services, being aware of
and sensitive to their situations and perspectives,
and striving to meet their needs, preferences, and
priorities.

Although the AAC literature considers the needs
and desires of families, there is relatively little
literature on the nature and development of the
skills of expert AAC therapists and on the perspec-
tives of parents of children with little or no
functional speech. The AAC literature recognizes
the importance of the parent–practitioner relation-
ship, of parental engagement in the intervention
process, and of considering the demands that the
implementation of AAC places on families. AAC
intervention will benefit from continuing therapist
efforts to strengthen the client–practitioner relation-
ship (through greater understanding and apprecia-
tion of family situations, perspectives, and life
circumstances) and customize intervention strate-
gies (in order to optimize clients’ sense of control,
meaningfulness, and engagement).

This article began by endorsing a broad definition
of ‘research-informed practice’, which highlighted
the importance of considering family perspectives
and situations and the role played by therapist
expertise. The simultaneous consideration, in every-
day clinical practice, of evidence, professional values,
political considerations, and individualized goals

(Sanderson, 2003) requires the broad orientation to
practice that expert therapists display. Research-
informed decision making is enhanced by systematic
enquiry into the nature of what families want in life
and from AAC services, and how practitioners who
have developed high levels of expertise strive to meet
these expectations and needs. Research-informed
practice will be enhanced by attention to lines of
enquiry that address the experiences of the key
players in the service delivery process—therapists,
children, and their families. ‘‘If we want more
evidence-based practice, we need more practice-
based evidence’’ (Green & Glasgow, 2006, p. 126).
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