AMERICAN
SPEECH-LANGUAGE-
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ASSOCIATION

February 26, 2008

H.R. Brereton Barlow, President and Chief Executive Officer
Premera Blue Cross

P.O. Box 327

Seattle, WA 98111-0327

RE: Premera Blue Cross Corporate Medical Policy: CP.MP.PR.1.01.502 Augmentative
And Alternative Communication Devices (ACD) and Speech Generating Devices (SGD)

Dear Mr. Barlow:

The American Speech-Language Hearing Association (ASHA) is the professiona and
scientific association representing approximately 127,000 speech-language pathol ogists,
audiologists, and speech, language, and hearing scientists qualified to meet the needs of
the estimated 49 million (or 1 in 6) children and adultsin the United States with
communication disorders. ASHA has concerns regarding Premera Blue Cross' Corporate
Medical Policy (CP.MP.PR.1.01.502) on coverage for augmentative and alternative
communication devices.

The policy language of concern to ASHA is “(a)ugmentative communication devices and
speech generating devices are considered investigational in the management of speech
and language impairments that are due primarily to autism or other pervasive
developmental disorders.” Essentialy, this policy intends to exclude coverage for AACs
and SGDs for those whose speech-language impairments are “primarily due to autism or
other pervasive developmental disorders.” Premera s policy refers to augmentative and
alternative communication devices as “ACDs,” while ASHA uses the nomenclature
“AACs’ to mean the same class of alternative communication devices.

According to Premera’ s Web site, Premera Blue Cross presently covers “More than 1.4
million members in Washington and over 114,000 membersin Alaska.” The Premera
Family of Companies covers “more than 1.6 million membersin Washington, Alaska,
Oregon and Arizona.” An estimated 320 to 960 of Premera’ s approximately 1.6 million
members may have autism and be affected by this policy.

Background

ASHA wrote Premera aletter in July of 2006 on this topic, emphasizing that it is current,
standard practice for speech-language pathologists to use AACs and SGDs in treating
persons with autism and speech-language impairments. The latest iteration of Premera’s
AAC/SGD policy is effective October 9, 2007. In the decade from October 30, 1997, to
October 9, 2007, this policy has been revised nine times or nearly once per year. This
demonstrates admirable fluidity in Premera s willingness to revisit its coverage approach,
as new information in the field becomes available on AACs and SGDs.
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We are writing Premera for the second time about this topic. We remain highly
concerned about several aspects of Premera s Corporate Medical Policy
(CP.MP.PR.1.01.502), which:

1. was not developed in accord with Premera s stated policy-making method;

2. was not based on documented, current practice for treating autism-related speech-language
disorders;

3. was not reviewed or updated by a speech-language pathologist;
4. was not based on an accurate, in-depth analysis of published literature; and

5. inappropriately characterized all AACs and SGDs as “investigational,” when speech-
language pathol ogists have commonly and successfully used them for many years.

Further, this policy inappropriatel y aggregates into single categories: a) all beneficiaries
with speech-language impairments related to autism or other pervasive developmental
disorders (PDDs); and b) all AACs and SGDs used to treat beneficiaries with speech-
language impairments related to autism or other PDDs.

Policy was not Developed with Premera’s Stated M ethod

Premera devel oped the policy in a manner inconsi stent with its publicly stated method,
which existsto ensure that its policy is based on a thorough, balanced view of available
evidence: “The Company adopts policies after careful review of published peer-reviewed
scientific literature, national guidelines and local standards of practice.”’

However, this 2007 policy update was based solely upon review of published literature,
not with respect to any “national guidelines” or “loca standards of practice.” Literatureis
only one of three magjor information categories for Premera’ s corporate policy-making.
Although ASHA'’ s 2006 letter to Premera quotes from and cites to it, Premera does not
refer at all to the ASHA policy document, Guidelines for Speech-Language Pathol ogists
in Diagnosis, Assessment, and Treatment of Autism Spectrum Disorders Across the Life
Soan (ASHA, 2006). It is of concern that Premera would omit to consider the clinical
guidelines for speech-language pathol ogists issued from the profession’ s primary
authoritative source. ASHA'’ s Guidelines describe modern protocols to assess and treat
communication disorders associated with autism. The Guidelines speak to the
effectiveness of using AACs and SGDs to treat speech-language impairments in persons
with autism. There are various citationsin it to recent studies demonstrating the value of
these devices in improving patients: communication ability.

These are some major concerns ASHA has with the policy:

1. It doesnot accurately reflect findings in published literature as to the benefits of
AACs and SGDs in treating persons with autism and speech-language impai rments,



2. The policy was reviewed in November 2004 and July 2007 “by practicing Behavioral
Health Specialist,” which would appear to be someone with lesser credentials than a
psychologist or psychiatrist. In addition, a behavioral health speciaist of any typeis
not an expert in speech-language pathol ogy, thus, would not be in the best position to
assess research or determine appropriate treatments rel evant to speech-language
disorders;

3. The policy updates by Premera’s “behavioral headth specidist” reflect an inadequate
comprehension of the meaning of the literature and the most recent two Premera
updates were based on reviews two meta-anal yses performed by researchers: the 2006
Premera update was based on aMillar, et al, meta-analysis of literature from 1975 to
2003;"

4. The 2007 Premera update was based on a meta-analysis by Wilkinson & Hennig,
published in 2007, of literature dated from to 1985-2006;

5. It was developed without regard to two major information categories (national
guidelines” and “local standards of practice” that Premera publicly states forms the
basis for corporate policy-making; and

6. It doesnot accurately reflect current nation-wide practice in the field of speech-
language pathology, as endorsed by the American Speech-Language-Hearing
Association.

According to the “Disclaimer” on Premera s policy document, “(t)he Company adopts
policies after careful review of published peer-reviewed scientific literature, national
guidelines and local standards of practice. Since medical technology is constantly
changing, the Company reserves the right to review and update policies as appropriate.”
So, there are three primary categories of information that Premera considersin making
policy. However, in the “ Rationale/Source” part of the policy, the only category referred
tois“published literature.” Thereis no reference to the other two: 2. “national
guidelines;” and 3. “local standards of practice.”

Force and Effect of Premera’s Policy

As stated in this document, “medical policy is aguidein evaluating the medical necessity
of aparticular service or treatment.”"" Under “Scope,” Premera also clarifiesthat,
“(m)edical policies are systematically developed guidelines that serve as a resource for
Company staff when determining coverage for specific medical procedures, drugs or
devices.” So, the policy is not intended to be definitive, but isto be used by Premera staff
only asa“guide” or “resource’ in making coverage determinations, even where specific
plan contracts are completely consistent with this policy.

We note that this policy/guideis, indeed, not definitive for coverage determinations as to
aPremera Blue Cross member’ s particular contract in Alaska or Washington state. A
member’ s specific contractual termsin their benefit plan will ultimately govern coverage
of AACs or SGDs. Therefore, the policy has limited application, depending on the



construction of theindividua plan contracts, which can override or otherwise be
inconsistent with it.

“Medical Necessity”

Premera’ s policy states that, “(a)ugmentative communication devices (ACDs) and speech
generating devices (SGDs) are considered durable medical equipment.” According to this
policy, the “medical necessity” prerequisite for coverage of “durable medica equipment”
is met when al five criteria set forth in the “Policy Guidelines” are met. However, the
implication is that when Premeraterms a device “investigational,” that status will not be
considered consistent with afinding of “medical necessity.”

Presumably, Premera did not make use of an evidence-based technology assessment
relating to investigational status or medical necessity of AACs or SGDs from the
BlueCross BlueShield Association’s (BCBS Assn.) Technology Evaluation Center (TEC)
for the purpose of developing this policy. It is not mentioned in the policy and the BCBS
Assn. specifically states on its Web site that “ TEC Assessments are not recommendations
for coverage decisions by health insurance companies.” Also, aweb search for aTEC
Assessment on AACs or SGDs did not produce results. It does not appear that Premera
based its classification of AACs or SGDs as “investigationa” on any formal, objective,
technological assessment. Instead, that appears to be a subjective description.

Premera’s Pre-deter mination of All AACSYSGDs as“Investigational” is
nappropriate

Premera states under “Policy,” that “(a)ugmentative communication devices and speech
generating devices are considered investigational in the management of speech and
language impairments that are due primarily to autism or other pervasive developmental
disorders.”" ASHA believesthat the term “investigational” is sufficiently indefinable
(and undefined) in Premera s policy, asto render it meaningless for coverage purposes. It
is apurely subjective determination. An objective, legal definition can be taken from
FDA regulations, where “investigational” basically means a medical devicein the
preliminary, pre-FDA-approval stage of testing: “21 CFR § 812.3 Definitions. (Q)
Investigational device means a device, including atransitional device, that is the object of
an investigation. (h) Investigation means aclinical investigation or research involving
one or more subjects to determine the safety or effectiveness of adevice.” Many
AACS/SGDs are not the subject of clinica research trials because they do not pose a
safety concern, thus do not require FDA approval. Certain kinds of these devices (i.e., an
implantable prosthetic larynx) may already be FDA-approved, used in practice and well
beyond the FDA investigational stage.

ASHA does not find it appropriate for any insurer to blanketly re-classify medica
devices as “investigational” for purposes of restricting or excluding insurance coverage,
if those devices are no longer “investigational,” according to FDA’slega classification
and definition of the term.

Even if Premera prefers to take the meaning of “investigational” outside the accepted
FDA legal definition and traditional meaning, Premera should not pre-determine whether



or not AACS/'SGDs are categorically “investigational.” While some may be new and truly
“investigational,” others have a proven track record. For insurance coverage purposes,
differentiating between atruly “investigational” medical device and one beyond that
stage is an exercise that reflects the relative probability that a patient will benefit from
using the device. Different types of AACSSGDs have been used in certain patients for
some time now, to positive clinical effect. The idiosyncratic nature of speech-language
disorders, the art of speech-language therapy, and a patient’s individuated response to
therapy make it difficult to obtain purely objective, large-scal e popul ation-based data on
patient outcomes strictly attributable to the use of AACs or SGDs.

“Primarily Dueto Autism” Standard

How Premerawill determine whether or not a given speech or language impairment is
“due primarily to autism” or to other PDDsis not clarified. If Premera does decide that an
AAC or SGC is being used to treat a speech or language impairment is “due primarily to
autism” or other PDDs, the AAC or SGC will be automatically excluded from coverage.
However, those speech and language impairments that are not “due primarily” to autism
or PDDs are eligible for AAC/SGC coverage, if the patient’s case meets the five
coverage criterialisted in the policy. While not outrightly stated in the policy, the purpose
of Premera considering AACS/SGCs “investigational” isto classify them to be
inconsistent with being a“medical necessity” that would require coverage. However, that
equation is not entirely logical.

Whether or not amedical device is necessary for the treatment of a patient is afunction
of how well the device's characteristics mesh with those of the patient and her medical
needs. That is strictly an individual-level determination. The question is not how long or
broadly a device has been used within the population at large; that may have no bearing
on the individual patient’s situation.

AACS/SGDs are Established Treatment for Autism-related Speech and L anguage

I mpair ment

Asnoted in our previous 2006 letter to Premera on this topic, individuals with autism
often benefit from augmentative and alternative communication (AAC), including speech
generation devices (SGD), as part of the assessment and/or treatment process designed to
enhance functional communication. Asin the DSV-IV (APA, 1994), in the DSVI-HIV-TR,
autistic disorder is a subcategory of pervasive developmental disorders, along with
Asperger’ s disorder, childhood disintegrative disorder, Rett’s disorder, and PDD-NOS.

The ASHA policy document, Guidelines for Speech-Language Pathologistsin Diagnosis,
Assessment, and Treatment of Autism Spectrum Disorders Across the Life Span (ASHA,
2006), describes protocols for assessment and treatment of communication disorders
associated with autism. The guidelines state that:

“(g)oals should incorporate the functional use of the individual's full communication abilities
using amultimodal communication system. Decisions about the integration of modes of
communication (e.g., spoken language, gestures, sign language, picture communication, speech
generating devices [SGDs], and/or written language) should be individualized according to
specific capabilities and contexts of communication, as well as cultural issues.” (p. 28)



“A recent meta-analysis of studies examining the efficacy of AAC indicated that the majority of
AAC interventions were either highly or fairly effective in terms of behavior change and
generalization (Schlosser & Lee, 2000), suggesting that astrong level of evidence exists for these
approaches (ASHA, 2004c, 2005; Mirenda, 2003). Nevertheless, the available literature does not
predict yet which forms of AAC will be most effective for a specific individual, particularly with
respect to individuals with ASD (NRC, 2001). Thus, clinical decisions about unaided AAC
techniques and aided AAC techniques should be made on an individua basis by examining the
quality and relevance of evidence available and using principles of evidence-based practice.” (p.
40)

“The use of both unaided and aided AAC approaches with individuals with ASD has been
associated with (a) improvements in behavior and emotional regulation (Freaet a., 2001); (b)
improvements in speech, expressive language, and social communication (Garrison-Harrell et d.,
1997; Light, Roberts, DiMarco, & Greiner, 1998; Mirenda, 2003; Schlosser, 2003); and ()
improvements in receptive language devel opment and comprehension (Brady, 2000; Peterson,
Bondy, Vincent, & Finnegan, 1995). Although consumers often raise concerns as to whether the
implementation of AAC approaches interferes with or inhibits the devel opment of speech, thereis
no evidence to support this notion (Mirenda, 2001, 2003; NRC, 2001). Thus, AAC approaches
can be useful components of a comprehensive educational program designed to promote social
communication, language, literacy, and related cognitive behaviors, and behavior and emotiona
regulation (NRC, 2001). The following three sections summarize evidence for the broad
applications of AAC for individuals with ASD.” (p. 40)

Literature Findings

The meta-analysis that Premera considered involved in-depth data analysis from the
studies of interest. Distinct communicative improvement in autistic patients treated with
AACsor SGDs isdemonstrated in avariety of studies analyzed for that meta-analysis.
(See attached Tables 1 and 2 from Millar, et a, 2006.) Premera recognized in the policy
that 94% of the participantsin these studies demonstrated increased speech production
during or following at least one of the AAC interventions investigated. Despite that
conclusion obviously supporting the clear benefit of AACsto patients and the fact that a
number of study participants had autism, Premera dismissed the importance of the 3,089
studies because the studies “had very small sample sizes,” “were not specific to a
particular developmental characteristic,” and did not have a primary goal of determining
the impact of AAC on speech development.” (See attached Tables 1 and 2 from the
Millar meta-analysis, showing speech improvements in autistic participants within a
number of studies.) There is considerable datato fully support the benefit of coverage for
the AAC/SGD cases that the policy, instead, targeted for exclusion.

Potential AAC/SGDs Users are Minuscule Per cent of Beneficiaries

Beneficiaries who have autism or a PDD and can benefit from an AAC or SGD area
miniscule percentage of any covered population. Based on the autism prevalence rate of 2
to 6 per 1,000 (Centers for Disease Control and Prevention, 2001), an estimated 320 to
960 of Premera’s approximately 1.6 million members could potentially have autism. That
rate would encompass the entire spectrum of autistic disorders at al severity levels. Out
of those, not everyone will need or seek an AAC or SGD.



Conclusions

Premera’ s coverage exclusions for certain AAC or SGDs legitimately used to treat
speech-language disorders should not be based simply on broad etiological or diagnostic
categories. Premera s coverage determinations should require a more sophisticated
analysis where Premera takes into account the specific AAC or SGD, the specific
disorder being treated, how the AAC or SGD fitsinto the treatment plan, and the

patient’ s specific characteristics. In other words, Premerd s coverage determination for
any AAC or SGD should focus on the individual case, just as any coverage determination
involving “medical necessity” should be handled.

While the term “investigational” can be defined in many ways, it remains undefined in
the policy, presumably leaving it to individuals to define it subjectively for the purpose of
coverage determinations. It is unclear just how much evidence Premerawould require to
conclude that a device used commonly and successfully to treat a given disorder isno
longer “investigationa.” The nature of evolving, useful technology in any medical field is
that it will obviously continue to be investigated, modified, and improved over time while
used to benefit patients along the way. In the larger sense, any technology that is not
static can be considered “investigational.” Just based on the revision datesin this policy,
Premera has been looking at the use of AACS/SGDs for at |east the past decade.

That length of time alone would suggest that the use of at least some of these devicesis
well beyond an initial, investigatory stage. ASHA'’s careful scrutiny of research data (that
Premera citesin the policy) on patients with autism who have used AACS/SGDsin
treatment consistently demonstrates improvement in some aspects of communicative
function. Moreover, ASHA’s members routinely use AACSSGDs to treat speech-
language disorders related to autism. It is the common, accepted practice in the field of
speech-language pathology, publicly endorsed by the primary association for speech-
language pathol ogists and audiologists.

Whether a speech-language impairment is due to autism or any other etiology islargely
irrelevant to the question of whether or not the device in question can facilitate
Improvement in the patient’s condition and quality of life. Of course, the degree of
benefit conferred to any one patient will vary with a number of variables, regardless of
the etiology of the disorder treated. Some persons with autism may benefit spectacularly
with SGDs and others less so. There is no blanket situation that justifies a categorical
exclusion of SGD coverage solely on the basis of the patient’ s disorder, whether it is
autism or not. Premera s five criteria to determine medical necessity for AACS/SGDs
should be applied on a case-by-case basis, regardless of the disorder’s etiology.

To use an extreme but illustrative example, who would deny the vast public benefit from
physicist Stephen Hawking's use of a computerized speech generating device?’ A clinical
trial is not required to perceive its obvious benefit. It allows a person to communicate,
which would otherwise be impossible. While such devices do not necessarily enable or
improve a person’s ability to speak unaided, they certainly facilitate communication of
thoughts.



Demanding clinical trial-type evidence for a panoply of devices that do not require
clinical trialsisto miss the forest for the trees. The art of speech-language therapy is
highly individualized because the disorders at issue manifest in very idiosyncratic ways
within a broad spectrum of autism disorders. Autism itself is not well understood in the
medical community.

Communication is the foundation of human relationships that build a community.
Enhancing communication for healthier communitiesis consistent with Premera' s
corporate goals of social responsibility and of being a public policy leader.” Improved
communication relates to better physical and mental health for the person with autism
and their entire circle of family and friends. Premera recognizes thisin the policy:
“Communication of medica needs allows the individual to maintain or improve their
health.” A preventive health effect saves for healthcare services costs in the long run.
Certainly, even modest improvement in communications can reap great rewards for some
of the most vulnerable persons whom Premerainsures.

We gladly offer to consult with those of you at Premera about the positive impact you can
make by providing reasonable coverage of SGDs for those with communication disorders
of al etiologies, including autism.

Please contact Angela Foehl, ASHA’ s Director of Private Health Plans Advocacy, at
af oehl @asha.org or my phone at 301-296-5677, if you have any questions about this
letter.

Sincerely,

AngelaFoehl, J.D., M.P.H.

cc:
1. Brian Ancell, Executive Vice President of Health Care Services and Strategic
Development, Premera Blue Cross

2. Scott P. Serota, President and Chief Executive Officer and
Maureen Sullivan, Senior Vice President, Strategic Services
Blue Cross and Blue Shield Association Headquarters
225 North Michigan Avenue
Chicago, IL 60601

3. Stateinsurance commissioners AL, AZ, OR, WA:
Linda S. Hall, Director, Division of Insurance
Department of Community and Economic Development
Robert B. Atwood Building
550 W. 7th Avenue, Suite 1560
Anchorage, Alaska 99501-3567



Christina Urias, Esq., Director
Arizona Department of Insurance
2910 N. 44th St. Suite 210
Phoenix, AZ 85018-7269

Scott Kipper, Insurance Administrator
Department of Consumer & Business Services
Insurance Division

P.O. Box 14480

Salem, OR 97309-0405

Mike Kreidler, Commissioner

Washington State Office of the Insurance Commissioner
P.O. Box 40255

Olympia, Wash. 98504-0255

Mark B. Ganz, President and Chief Executive Officer and
Bill Barr, Executive Vice President, Health Care Operations
The Regence Group Corporate Headquarters

200 Southwest Market Street

Portland, Oregon 97201



Table 1 Excerpts

Excerpted data on study participants with autism who used aided AAC interventions, from
the Millar-Light meta-analysis: “Table 1 Studies, published between 1975 and 2003,
involving AAC interventions with individuals with devel opmental disabilities that
documented speech production before and during/after intervention.” ““Data regarding
changes in speech production were not reported for individua participants but as a group.
The authors concluded that the children demonstrated increases in speech production.”

Source: Millar DC, Light JC, Schlosser RW, “The impact of augmentative and aternative
communication intervention on the speech production of individuals with developmenta disabilities:
A research review;” J. Speech Lang Hear Res 2006;49(2): 248-64

Study/design Goal No. of participantsand  AAC Authors' conclusions
age™” intervention re. speech (no. of
participants)
Bondy & Frost (1994) Teach 1 participant with autism  Aided with no Increase (1)
function speech output
Bonta & Watters Teach 1 participant with autism  Unaided Increase (1)
(1983) single
words
*Charlop-Christy et . Teach 3 participants with autism ~ Aided with no Increase (3)
(2002) function speech output
DiCarlo, Stricklin, &  Teach 6 participants with Down  Unaided Increasec
Banajee (2001) single syndrome, autism, or
words cerebral palsy
Multiple baseline 1-3yearsold
Fulwiler & Fouts Teach 1 participant with autism  Unaided Increase (1)
(1976) single
words
Case study 5yearsold
Garrison-Harrdl, Teach 3 participants with autism  Aided with no Increase (3)
Kamps, & Kravits function speech output
(1997)
Kravits, Kamps, Teach 1 participant with autism  Aided with no Increase (1)
Kemmerer, & Potucek function speech output
(2002)
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Table 2 Participant information, AAC interventions, and speech outcomes for studies
presenting the "best evidence" regarding the effects of AAC intervention on the speech
production of individuals with developmental disabilities.

Source: Millar DC, Light JC, Schlosser RW, “The impact of augmentative and aternative
communication intervention on the speech production of individuals with developmenta disabilities:
A research review;” J. Speech Lang Hear Res 2006;49(2): 248-64

Study/design

Barrett &
Sisson (1987)

Alternating
treatments
design within
amultiple-
baseline
design

Charlop-
Christy et al.
(2002)

Multiple
basdline

Participant

Participant

ID and
gender

Male

Male

Mae

Male

Disability?

Mod. MR;
behavior
disorder

Mod. MR;
behavior
disorder

Autism

Autism

Autism

AAC intervention

Age Typeof
AAC

5;3 Unaided
manua
signs

13

12 Aided
with no
speech
output

3.8

5.9

Treatment
condition®

T1(TC)

T2(MTC)

TL(TC)

T2(MTC)

T1 (PECS-
Academic)

T2 (PECS-
Play)

T1 (PECS-
Academic)

T2 (PECS-
Play)

T1 (PECS-
Academic)

No. of
sessions’

87 (2)

87 (2)

67 (2)

67 (2)

Speech outcomes

PND Changein

57

51

38

72

67

33

82

73

43

speech
production
during/after
AAC
intervention®

Increase; 3
words*, 1
word*

Increase; 2
words, 1 word

Increase; 2
words, 1 word

Increase; 3
words*, 2 words

Increase; 60%
of
opportunities*®

Increase; 40%
of
opportuniti es*

Increase; 100%
of
opportunities*

Increase; 80%
of opportunities

Increase; 80%
of
opportuniti es*
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Conaghan et
al. (1992

Alternating
treatments
design

Kouri (1988)

Withdrawal
design

Linton &
Singh (1984)

Alternating
treatments

Male

Male

Mae

Male

Female

JS.

Made

T.A.

Mae
B.V.

Female

Mae

Profound
MR; mod.
bilateral HI

Severe
MR; mild
bilateral HI

Profound
MR;
bilateral
high-freq.
HI

Severe
MR; mild
HI in left,
severe HI
in right

Autism

Dev. delay

Down
syndrome

Profound
MR; mod.
bilateral HI

18 Unaided
manual
signs

36

60

18

3 Unaided
manual
signs

2.4

2;10

18 Unaided
manual
signs

T2(PECS 9
Play)

TI(DR) 27
T2(DR+ 56
PR)

TI(DR) 23
T2(DR+ 39
PR)

TI(DR) 16
T2(DR+ 31
PR)

TI(DR) 11
T2(DR+ 25
PR)

T1(TC)
T1(TC)
T1(TC)
T2(PP+ 30
R)

24 (2)

17 (2)

25 (2)

50

93

98

94

94

100

100

21

45

90

Increase; 100%
of
opportuniti es*

Increase; 6 two-
word phrases*

Increase; 7 two-
word phrases*

No change

No change

Increase; 7 two-
word phrases*

Increase; 7 two-
word phrases*

Increase; 4 two-
word phrases

Increase; 4 two-
word phrases*

Increase; 0
words, 10 words

Increase; 20
words; 20 words

Increase; 5
words, 52 words

Increase; 2
words*
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design

F. Severe 59 T1(PP) 9 0 No change
MR;
bilateral
high-freq.
HI
Male T2(PP+ 19 63  Increasg 1
R) word*
Sisson & E. Mod. MR; 7 Unaided T1(TC) 127(3) 100 Increase 4
Barrett (1984) Behavior manual words*, 2
disorder signs words*, 2
words*
Alternating Male
treatments
design within
amultiple-
basdline
design
M. MildMR; 8;1 T1(TC) 206 (3) 100 Increase; 4
Behavior words*, 4
disorder words*, 4
words*
Male
T. MildMR; 4,8 T1(TC) 113(3) 98  Increase 4
Behavior words*, 3
disorder words*, 3
words*
Male

Note. PND = percentage of nonoverlapping data; mod. = moderate; MR = mental retardation; TC = total communication,
MTC = modified total communication, PECS = pi cture exchange communication system; HI = hearing impairment; DR =
directed rehearsal; DR + PR = directed rehearsa plus positive reinforcement; PP = positive practice; PP + R = positive
practice plusreinforcement; DDdev. = developmental; freq. = frequency.

*Disability is reported per the studies cited. *The different intervention conditionsin each study are designated by different
numerals (e.g., in Conaghan et al., 1992, the treatment consisted of instruction in manual signs using directed rehearsal alone
[Treatment 1 = T1] and in combination with positive reinforcement [ Treatment 2 = T2]). The types of intervention are coded
as described in the studies. “Thetotal number of sessionsis reported. If the sessions occurred in two or three sets (asin a
multiple baseline across two or three sets of stimuli), the number of sets of sessionsis indicated in parentheses (e.g., in the
Barrett & Sisson study, there were atotal of 87 sessions for J. in T1, grouped in two sets: one set of 75 sessionsthat targeted
thefirst set of sentences and one set of 12 sessions that targeted the second set of sentences). “The gain scores represent
approximate values because they were extrapolated from the graphic presentation of the datain the studies. Gain scores are
reported separately for each application of the AAC intervention when the intervention was applied to more than one set of
stimuli, asin a multiple-baseline-across-behaviors design, or when the treatment was replicated, asin an ABAB design.
Gain scores are marked by an asterisk if there were celling effects. For example, in the Barrett & Sisson study, in T1 (TC), J.
demonstrated an increase of 3 spoken words when the AAC intervention was applied to thefirst set of sentences and again
of 1 spoken word when the AAC intervention was applied to the second set of sentences; celling effects were observed for
both sets of sentences. °The percentage of structured opportunities with spontaneous speech was measured in each session
with the participants. Gain scores are reported as a change in the percentage of opportunities with spontaneous speech,
comparing the maximum point in baseline with the maximum point following AAC intervention.
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ENDNOTES:

' Premera Blue Cross' Corporate Medical Policy (CP.MP.PR.1.01.502), effective October 9, 2007:
“Disclaimer: This medica policy isaguide in evaluating the medical necessity of a particular service or
treatment. The Company adopts policies after careful review of published peer-reviewed scientific
literature, national guidelines and local standards of practice. Since medica technology is constantly
changing, the Company reserves the right to review and update policies as appropriate. Member contracts
differ in their benefits. Always consult the member benefit booklet or contact a member service
representative to determine coveragefor a specific medical service or supply. CPT codes, descriptions
and materia are copyrighted by the American Medical Association.”

"' J Speech Lang Hear Res. 2006 Apr;49(2):248-64. Links

The impact of augmentative and alternative communication intervention on the speech production of
individuas with developmental disabilities. aresearch review.

Millar DC, Light JC, Schlosser RW.The Pennsylvania State University, University Park, USA.
dcmillar@radford.edu

“PURPOSE: This article presents the results of a meta-analysis to determine the effect of augmentative and
aternative communication (AAC) on the speech production of individual s with developmenta disabilities.
METHOD: A comprehensive search of the literature published between 1975 and 2003, which included
data on speech production before, during, and after AAC intervention, was conducted using a combination
of electronic and hand searches. RESULTS: The review identified 23 studies, involving 67 individuas.
Seventeen of these studies did not establish experimental control, thereby limiting the certainty of evidence
about speech outcomes. The remaining 6 studies, involving 27 cases, had sufficient methodological rigor
for the "best evidence analysis' (cf. >R. E. Savin, 1986). Most of the participants (aged 2-60 years) had
menta retardation or autism; the AAC interventions involved instruction in manual signs or nonelectronic
aided systems. None of the 27 cases demonstrated decreases in speech production as aresult of AAC
intervention, 11% showed no change, and the majority (89%) demonstrated gains in speech. For the most
part, the gains observed were modest, but these data may underestimate the effect of AAC intervention on
speech production because there were ceiling effects. CONCLUSIONS: Future research is needed to better
delineate the relationship between AAC intervention and speech production across a wider range of
participants and AAC interventions.”

PMID: 16671842 [PubMed - indexed for MEDLINE]

" Premera Blue Cross' Corporate Medica Policy (CP.MP.PR.1.01.502), effective October 9, 2007:
“Disclaimer: This medica policy isaguidein evaluating the medical necessity of a particular service or
treatment. The Company adopts policies after careful review of published peer-reviewed scientific
literature, national guidelines and loca standards of practice. Since medical technology is constantly
changing, the Company reserves the right to review and update policies as appropriate. Member contracts
differ in their benefits. Always consult the member benefit booklet or contact a member service
representative to determine coveragefor a specific medical service or supply. CPT codes, descriptions
and materia are copyrighted by the American Medical Association.”

V Premera Blue Cross' Corporate Medical Policy (CP.MP.PR.1.01.502), effective October 9, 2007, p. 2.
¥ “Professor Hawking "speaks" using a computer running a program called EqualizerTM from Words Plus
Inc.” Retrieved February 26, 2008, from http://www.patts.org/defined.htm

V' Premera Blue Cross “ 2006 Corporate Social Responsibility Report” from the Premera Blue Cross
website: “ Premera provides important thought leadership on strategic areas of public policy that directly
affect the quality, affordability and accessibility of health care in our regions. We collaborate in

organi zations engaged in addressing broad issues of public policy, lending our business acumen and
industry expertise to inform public debate and identify possible solutions that support our ability to serve
our members and improve health care in our communities.”
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