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Abstract
Objective: To gain insight into how communication vulnerable people and health-
care professionals experience the communication in dialogue conversations, and 
how they adjust their conversation using augmentative and alternative communica-
tion (AAC) or other communication strategies.
Methods: Communication vulnerable clients and health-care professionals in a long-
term care institution were observed during a dialogue conversation (n = 11) and sub-
sequently interviewed (n = 22) about their experiences with the conversation. The 
clients had various communication difficulties due to different underlying aetiolo-
gies, such as acquired brain injury or learning disorder. Results from the observations 
and interviews were analysed using conventional content analysis.
Results: Seven key themes emerged regarding the experiences of clients and professionals: 
clients blame themselves for miscommunications; the relevance of both parties preparing 
the conversation; a quiet and familiar environment benefitting communication; giving clients 
enough time; the importance and complexity of nonverbal communication; the need to tailor 
communication to the client; prejudices and inexperience regarding AAC. The observations 
showed that some professionals had difficulties using appropriate communication strategies 
and all professionals relied mostly on verbal or nonverbal communication strategies.
Conclusion: Professionals were aware of the importance of preparation, sufficient 
time, a suitable environment and considering nonverbal communication in dialogue 
conversations. However, they struggled with adequate use of communication strate-
gies, such as verbal communication and AAC. There is a lack of knowledge about 
AAC, and professionals and clients need to be informed about the potential of AAC 
and how this can help them achieve equal participation in dialogue conversations in 
addition to other communication strategies.
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1  | INTRODUC TION

Conversations between clients and health-care professionals are 
widely recognized as important because of their contribution to 
quality of care.1-4 We define these conversations as dialogue con-
versations, in which essential exchanges between a client and any 
health-care professional take place and in which both play a signifi-
cant role. The exchanges concern, for example, health-related goals, 
activity and participation choices, and evaluation of treatment. 
Dialogue conversations have a particularly large impact on client 
involvement in the health-care process.1 In these conversations, 
effective communication is important and associated with patient 
satisfaction, patient safety and client-centred care.2,5

Effective communication can be defined as the successful joint 
establishment or co-construction of meaning, using a variety of 
strategies, including the simultaneous use of common modalities 
(speech, nonverbal communication, augmentative and alternative 
communication (AAC)).6 To be truly effective, communication re-
quires a two-way process (expressing and understanding) in which 
messages are negotiated until the information is correctly under-
stood by both parties.7 The present study used a broad definition 
of AAC, which includes formal assistive communication systems (eg 
voice output communication aids), conventional semiotic systems 
(eg handwriting), as well as commonplace objects (eg pictograms, 
or letters). Nonverbal communication (eg gesturing) is discussed 
separately.8

Dialogue conversations can be problematic for communication 
vulnerable clients, since their communication difficulties make it 
challenging for them to be actively involved.9 We define commu-
nication vulnerable people as people who experience difficulties 
communicating in particular situations. They struggle to express 
their needs, wishes and values, and/or to understand the informa-
tion in conversations with professionals. This may be the result of 
mild to severe communication difficulties, related to their sensory, 
emotional, physical or cognitive abilities.10 Numerous underlying ae-
tiologies and diagnoses can lead to functional communication diffi-
culties. Acquired brain injury can lead to aphasia, dysarthria, apraxia 
and paralysis, which can lead to difficulties in speech and use of lan-
guage. Learning disorders can lead to difficulties in understanding, 
memory and concentration. And physical or sensory disabilities can 
lead to speaking or hearing difficulties. In line with the ICF11 and 
recent developments in health care,12 we used a top-down approach 
to examine communication vulnerability and the functional commu-
nication in conversations. This relates to the client’s participation, 
and to the activities and participation levels defined in the ICF,11 and 
means that we focused on the experiences of clients in functional 
communication in conversations, rather than on the client’s diagno-
sis (bottom-up)13. It is important to acknowledge a person’s expe-
riences and elements of their environment, rather than focussing 
primarily on the diagnosis.11,13

Professionals are often not aware of the clients’ communication 
vulnerability or do not know which strategies they can use to en-
able clients to express themselves or to understand the professional 

during dialogue conversations.10,14 Other studies have reported that 
professionals can experience feelings of anxiety, fear and inade-
quacy when communicating with people with aphasia.15

However, existing studies on dialogue conversations have often 
focussed on a specific group of people with one specific diagnosis 
(eg aphasia) or do not provide in-depth information about the func-
tional communication problems that both professionals and clients 
experience.16-18 It is important to address the broad target group 
of communication vulnerable people, regardless of their underly-
ing diagnosis or symptoms,19 to be able to focus on ways of adapt-
ing communication to the specific needs of an individual client.20 
Furthermore, research about communication in clinical practice is 
mostly targeted at the process steps of dialogue conversations21 
or affective factors such as trust, respect and empathy, missing a 
focus on communication and AAC.22,23 There is a lack of knowl-
edge about the communication experiences of both communication 
vulnerable people and professionals, especially with regard to the 
way they overcome communication problems and use communica-
tion strategies during dialogue conversations.5,10 Research into the 
communication experiences of communication vulnerable people is 
challenging, due to their communication difficulties.10,24 Although 
quantitative data can be used, this does not provide in-depth infor-
mation about the way they experience their communication during 
dialogue conversations. Such insights are needed to advise profes-
sionals on how to engage with communication vulnerable clients.

Therefore, the purpose of this study was to gain insight into how 
communication vulnerable people and health-care professionals 
experience the communication in dialogue conversations, and how 
they adjust their conversations using AAC or other communication 
strategies.

2  | METHODS

A qualitative study was conducted, based on general tenets of natu-
ralistic inquiry, focussing on communication in the natural setting of 
a care institution.25 Observations were followed by semi-structured 
interviews with both clients and professionals.

2.1 | Setting and participants

This study was conducted in a long-term care institution for peo-
ple with acquired brain injury and physical limitations in the 
Netherlands. The local client advisory board advised the researchers 
about selected sites where they could find clients with a variety of 
communication difficulties who required various types of support 
(eg medical, living, daily activities). Professionals who regularly had 
dialogue conversations with clients were recruited by the managers 
using convenience sampling. Clients were recruited by the selected 
professionals using purposive sampling based on the following selec-
tion criteria: being older than 18, not completely blind or deaf, able 
to communicate experiences (with or without AAC), having at least 
one dialogue conversation every 6 months with the professional, 
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and providing more than two “yes” answers on the communication 
vulnerability screening list (Appendix S1).

2.2 | Data collection

Between March and July 2015, two researchers (SS, HS) observed 
dialogue conversations between pairs of professionals and clients. 
Immediately afterwards, the client was interviewed first (to prevent 
problems of recalling the conversation), followed by the profes-
sional. Each interview was conducted by two trained interviewers 
(SS, HS) using a self-developed interview guide that focussed on 
experiences of communication, adaptations and AAC. The ques-
tions were formulated using the literature about communication and 
AAC,5,6,10 supplemented by several additional items that emerged 
during the observations. The interview guide was discussed with 
the local client advisory board to enhance its accessibility. Different 
types of questions were tailored to the abilities of the clients, with 
or without pictograms showing several answer options, using short 
sentences and high-frequency words and providing sufficient time 
and short breaks.24 In addition, probing questions were used and the 
researchers took care to note nonverbal behaviour that indicated 
understanding of the questions. Field notes were taken after each 
observation and interview.

2.3 | Data analysis

The interviews and observations were audiotaped, transcribed 
verbatim and analysed using conventional content analyses.26 Two 
researchers (SS, HS) read the transcripts repeatedly and assigned 
codes to relevant fragments using the qualitative analysis software 
NVivo 11. Coding was derived directly from the text, focussing on 
experiences, adapting communication to the clients and the use of 
AAC. During their discussions, overarching themes emerged from 
the data, and the codes and themes were constantly compared be-
tween the observations, field notes and interviews. Other research-
ers (RD, AB, UR) took part in peer debriefing sessions where they 
reflected on the analysis.25 The themes were adjusted until a final 
thematic structure was decided on by all researchers. After 20 inter-
views and 10 observations, no new themes emerged and therefore 
we assumed that thematic saturation had been attained; the final 
two interviews served to confirm and verify the content analysis.

To ensure internal validity, the preliminary analysis of the first 
three interviews was discussed with the client advisory board as an 
intermediate member check. After full analysis, another member 
check was performed by sending the participants a summary of the 
thematic results in accessible form.24

2.4 | Ethical considerations

The local Human Research Ethics Board Z (Heerlen, The 
Netherlands), which verifies if studies are conducted in accordance 
with the Declaration of Helsinki27 and other appropriate EU regula-
tions and laws, approved this study. Those willing to participate first TA
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provided verbal consent to the professional who had recruited them, 
and additionally written or audiotaped informed consent to the re-
searchers in accessible format.24

3  | RESULTS

In total, 11 observations and 22 interviews were conducted. The 
clients represented a heterogeneous group with considerably dif-
ferent scores on the communication vulnerability screening list 
(see Table 1). At the time of the study, none of the clients was 
consulting a speech and language pathologist, and only one of the 
clients occasionally used an AAC, namely a picto-book. The aim 
of the dialogue conversations differed, ranging from issues such 
as goal setting to the client’s satisfaction with the care process. 
The median duration of the conversations was 14 minutes (range 
5-47).

The content analysis revealed seven key themes (Figure 1). The 
results of the interviews and observations reinforced each other and 
are therefore presented together in the results section. Within each 
theme, we describe the perspectives of clients and professionals, as 
well as our insights from the observations.

3.1 | Clients blame themselves for 
miscommunications

The clients tended to take responsibility for communication prob-
lems during the conversations: they blamed their own disability. 
They explained that they could not understand difficult words be-
cause of their cognitive problems or that the professional did not 
understand them because of their speech problems.

Interviewer:	 “Yes, and she did not understand it?”
Peter (client):	“No!”
Interviewer:	 “OK, and why didn’t she understand it?”
Peter (client): Murmurs and points to himself.

The professionals did not mention this topic explicitly, but they did 
describe a need for adapting their communication to the client’s dis-
abilities. The question of blame was not discussed during the observed 
conversations.

3.2 | The relevance of both parties preparing the 
conversation

Both clients and professionals found it important to prepare the con-
versation and found it helpful to receive written information prior to 
the conversation. Several clients mentioned that this gave them time 
to think about the subject.

Some professionals prepared the conversation by preparing 
a fixed structure of topics to discuss. Others described support-
ing the clients by asking them to think about what they wanted to 
discuss.

Anne (professional): “If she is very tense then nothing 
comes out, but if she has a reminder on paper, then she 
thinks “Oh right, that’s what I wanted to talk about”; for 
her, that’s a kind of preparation.”

The observations showed that most professionals prepared 
the conversation, but only for themselves. The clients were not 
always informed about the structure or content in advance and 
often seemed to follow the professionals’ lead. For example, in 
conversation 2 the professional had brought along a list of goals 
to evaluate, which she used as a support for herself; the client 
had not received this information. However, in observation 9, the 
structure prepared by the professional was appropriately tailored 
to the client who had memory problems and he could follow the 
structure.

3.3 | A quiet and familiar environment benefits 
communication

The clients and professionals expressed that a calm and quiet 
environment without distractions is important in conversations. 
Noise makes it difficult for clients to concentrate or remember 
what the conversation is about. Background noise also ham-
pered the professionals’ ability to understand their clients. The 
clients specifically mentioned that it helped them to express 
themselves if the conversation took place in an environment 
where they felt comfortable, for example in their own living 
environment.

Interviewer:	 “Do you always have the conversations 
here [ie his own apartment]?”
Kevin (client): “Yes, I feel comfortable here, it’s more com-
fortable, and quiet, right?”

The researchers also observed that the conversations in the sup-
ported living facilities mostly took place in the client’s own room, which 
was a quiet environment, with the door closed, and no other people 
present.

3.4 | Giving the client enough time

The clients found the professionals’ time investment and patience 
very important, because they often need a lot of time to express 
what they wanted to convey, to complete their sentences or to come 
up with words.

Linda (client): “Let me complete my sentences, don’t do 
the talking for me, let me talk.”

Some clients had had unfavourable experiences, feeling that 
there was not enough time available for them to express them-
selves, or that the professionals completed their sentences for 
them.
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Interviewer:	 “How could she have helped you to make 
that clear?”
Peter (client):	“Yes but erm…it makes…waiting…but that 
erm…”
Interviewer:	 “ (…). And do you have the feeling she took 
enough time to discuss that with you?”
Peter: “No.”

Others had had favourable experiences, for example when the pro-
fessional showed patience while the client stuttered.

A few professionals also emphasized the importance of giving 
clients enough time, time to stutter, to find their words, or to process 
the information.

Monique (professional): “We must be careful, because 
you’ve worked here for so long, you know a lot about 
clients, that you do not quickly erm, provide the answer 
yourself (…) then you tend to, if they say one letter, to fill 
the rest in for them.”

The researchers observed that time was not always used efficiently. 
Conversations that took longer did not necessarily mean that clients 
had more time to express themselves. For example, while conversation 
2 took 28 minutes, the professional talked fast, used long sentences, 
completed the client’s sentences and asked multiple questions at a 
time. These actions meant that less in-depth information was received 
from the client. By contrast, the researchers observed that in conversa-
tion 5, which took only 9 minutes, the client who stuttered was encour-
aged to complete her own sentences and to initiate topic shifts.

3.5 | Importance and complexity of nonverbal 
communication

The clients stated that nonverbal communication was very impor-
tant for them to express themselves, for example using gestures in 
combination with speech.

Interviewer:	 “Do you use any aids to help you communi-
cate, talk?”
Peter: “Yes (makes a lot of gestures).”
Interviewer:	 “Gestures?”
Peter: “Yes.” (keeps making gestures).

The professionals also reported that nonverbal communication, 
specifically facial expressions, body language and eye contact, was 
important to understand the client better or to ascertain whether the 
client understood them.

However, the professionals also explained that the nonverbal com-
munication of communication vulnerable clients was complex and often 
difficult to interpret, due to physical disabilities such as spasms. Knowing 
the client well helped them interpret the nonverbal communication.

Vera (professional): “At a specific moment you just no-
tice, (…) for example that she keeps adjusting the seating 
position of her electric wheelchair, she cannot sit still any 
more, yes then the conversation is taking too long.”

The researchers observed that clients used a lot of nonverbal com-
munication, mainly gestures, and the professionals did pay attention 

F IGURE  1 Themes relating to the 
experiences regarding the dialogue 
conversations, and the adjustments made
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to this. In fact, some professionals relied almost entirely on nonverbal 
communication. The client and professional in conversation 1 had a 
conversation relying only on nonverbal signs and the client’s yes/no/
hmm answers. This, however, restricted the client in introducing a 
topic, feeling, or thought of his own.

Huub (professional): “I think I already see in your eyes 
what you want to do?”

3.6 | Tailoring communication to the client

The next three subthemes describe the experiences of clients and 
professionals as regards tailoring the communication.

3.6.1 | Tailoring communication speed and  
complexity

The clients described that the professionals had helped them to bet-
ter understand the conversation, by repeating information and speak-
ing slowly. However, some of the clients could not always understand 
the professionals, because they used difficult words, talked too fast, 
used sentences that were too long, or gave too much information.

Interviewer:	 “Not quite, okay, …what didn’t you 
understand?”
Kevin (client): “The difficult words.”

Professional 5 explained that using simple language helped the cli-
ent to understand her. The professionals emphasized the importance 
of adapting the conversation to the clients’ degree of tiredness and 
their concentration, mood and cognitive abilities.

The researchers observed that in conversations 1 and 2 the 
professionals talked fast and used long sentences, they asked for 
clarification many times (13 and 14 times), indicating difficulties in 
understanding each other (Table 2), and clients had difficulties fol-
lowing the conversation or responding to questions. In other con-
versations, the professionals talked calmly and clearly and enhanced 
understanding using examples.

3.6.2 | Preparing a structure for both 
professional and client

The professionals emphasized the importance of structuring the 
conversation, using a predefined structure, summarizing, paraphras-
ing and guiding the client back to the topic of conversation. The cli-
ents did not mention the concept of structure.

The observations showed that some clients had difficulties stay-
ing on topic and following the conversation. In conversations 4, 6, 
7 and 9, the professionals managed to guide the clients back to the 
topic while also giving them enough time to tell their story. Their 
strategies involved: paraphrasing, asking questions, clearly indicat-
ing a topic shift and pointing it out to them when they deviated from 
the topic.

Bart (professional): “Of course that has to do with his 
brain injury (…), then you have to get him back to the sub-
ject we were talking about (…) I first let him talk, then 
I say “okay fine, but let’s go back to the topic we were 
talking about”.”

3.6.3 | Tailoring questions to the client’s needs

The professionals described that it helps the clients to ask one 
question at a time; the clients did not mention this strategy. 
However, the observations showed that not all professionals used 
this strategy. In conversations 2 and 3, the professionals asked 
multiple questions at a time, leading to unclear answers from the 
clients.

Karin (professional):	 “But, do you think, like, I need to 
keep working on this goal? Or do you say, now I’m ready? 
Now it’s ready, now I don’t need to work on it.”
Hendrik (client): “Yes that’s right.”

The professionals used both open and closed questions and re-
ported that using closed questions could help the clients. However, 
the observations showed that using too many closed questions led 
to a lack of depth in conversations 1, 2 and 3 and that in these situa-
tions clients struggled to initiate a topic shift. During conversation 2, 
the professional initiated 12 topic shifts and the client none (Table 2). 
In contrast, other observations showed that professionals who used 
mostly open questions and follow-up questions supported the client in 
initiating topic shifts. Observation 5 shows that the professional asked 
28 questions, the client none, but the open questions enabled the cli-
ent to introduce 13 topic shifts (Table 2).

3.7 | Prejudices and inexperience with regard 
to AAC

The clients did not know if they would like to use AAC, due to a lack 
of experience. Some clients thought pictograms were childish, while 
others found them helpful during the interview with the researchers.

Interviewer:	 “Do these pictograms help you?”
Mark (client): “Yes!”

A few clients explained that it is helpful to use conventional semiotic 
systems, such as writing, to express themselves during a conversation.

Interviewer:	 “What could she have done to enable you 
to tell it? Except for giving more time.”
Peter (client):	“Plants, pen.”
Interviewer: “Pen? Oh, she could have written it down? (cli-
ent shakes his head) Oh, she could have given you the pen?”
Interviewer gives Peter paper to write on, Peter writes 
down “plant” to indicate which topic he wanted to 
discuss.
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The professionals explained that they did not use formal assistive 
communication devices or pictograms because they thought it was 
not necessary, it was childish, or it was for “stupid” or “crazy people”.

Interviewer:	 “And do you ever use communication de-
vices to talk to him?”
Sandra (professional): “Yes, he uses the clock he has with 
pictograms, but apart from that no, that is totally not 
necessary’(…) ‘That’s because he’s not stupid right, it’s 
more like yeah he’s not stupid.”

Two of the professionals indicated that clients could benefit from 
photos or a picto-book, but did not use this strategy during the ob-
served conversations.

Other professionals described that written information would 
probably help the client to understand them, or to remember what 
was said. Such written information had to be adapted to the client’s 
abilities, presenting it in large font, including only a limited amount 
of information, and using simple words.

Anne (professional): “Then I write it down on paper 
in advance, using a larger font, so that she can read it 
more easily (…) No difficult words and not too much 
information.”

The observations showed that only one professional, Laura, used 
written information, by using the computer. Client and professional 
described that it was helpful for the client to hear as well as read the 
information.

Even though the use of formal assistive communication systems, 
pictograms, written information and writing were sometimes men-
tioned as helpful, the researchers observed that these were not used 
in the dialogue conversations.

4  | DISCUSSION

The purpose of this study was to gain insight into how communica-
tion vulnerable people and health-care professionals experience the 
communication in dialogue conversations, and how they adapt their 
conversations to their clients using AAC or other communication strat-
egies. Seven key themes emerged: the question of blame, preparing 
the conversation, the environment of the conversation, giving clients 
enough time, nonverbal communication, tailoring communication and 
prejudices regarding AAC. Clients and professionals acknowledged 
the wide range of communication strategies, but our observations 
showed that they mostly relied on verbal and nonverbal communica-
tion, and did not use AAC. Clients were often insufficiently enabled to 
express themselves, whereas client-centred care and shared decision-
making require an active role of clients in dialogue conversations.28

It is striking that the clients thought they were to blame for diffi-
culties in the conversation. Clients were not aware that profession-
als could have used AAC to enable them to become more involved.TA
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Sufficient time was considered important by clients and pro-
fessionals; however, more time was not always the solution. The 
duration of the conversations we observed fluctuated, regard-
less of where they took place, that is at an activity centre or as-
sisted living facility. Time must be used efficiently, using the right 
communication strategies tailored to the client, supporting ef-
fective communication and involving clients in their health-care 
process.1,2,19

Professionals and clients agreed about the importance of pre-
paring conversations and ensuring a suitable environment, which 
has also been emphasized in previous research.29 Our observations 
showed that environmental issues were taken into account, but the 
preparation mostly did not include the clients.

The current study showed that the professionals had difficulties 
using adequate communication strategies. Whenever clients found 
it difficult to talk and remained silent, some professionals filled the 
silence with information or questions. This finding is in agreement 
with those reported by Wylie and colleagues, who stressed that 
communication vulnerable people often do not receive the support 
they need to overcome their communication difficulties.14 The three 
conversations in which the professionals and clients had the most 
difficulties in their conversations all took place in an activity centre. 
However, we cannot link the lack of skills and awareness shown by 
the professionals to the type of facility, since this study had a limited 
number of participants.

This study showed that asking more questions appeared to be 
not necessarily better or worse, but that the types of question need 
to be tailored to the client and his or her communication difficulties. 
The study by Gordon and colleagues, including people with aphasia 
and dysarthria, also found that nurses often controlled the topic of 
the conversation, while clients were limited to responding to closed 
questions.16 Another study found that clients are often not enabled 
to initiate a new topic or provide new information.30 It could be 
concluded that awareness of communication vulnerability10,14 and 
awareness regarding effective use of communication strategies are 
both needed in order to enable clients to be more involved.

In the current study, the professionals and clients did not use 
formal assistive communication devices such as picto-books, dy-
namic communication devices or conventional semiotic AAC, such 
as writing, drawing or photographs, which are readily available. This 
is remarkable considering the communication vulnerable group. This 
lack of AAC use was noticed both in activity centres and in assisted 
living facilities. Blackstone and colleagues also identified a lack of 
AAC use in hospitals.31 It is a striking result, since AAC could sup-
port clients in expressing their views and preferences,32,33 providing 
them with the opportunity to be more fully engaged in the conver-
sation. Some professionals in the current study also had negative 
prejudices about AAC, which indicates some sort of stigma on using 
AAC.34,35 Therefore, it is important to pay attention not only to di-
agnostic factors but also to environmental and psychosocial factors 
when choosing communication strategies. Some professionals in 
this study were aware of the client’s diagnosis, but did not always 
understand the relation between the diagnosis and the difficulties 

emerging in the communication, indicating a lack of knowledge 
about communication disability. This is in accordance with previous 
studies, which indicated that professionals are insufficiently aware 
of the communication vulnerability and the potential of AAC.10 AAC 
is frequently seen as a last resort, while professionals can involve 
the clients in choosing and using AAC from the moment a difficulty 
in communicating arises.33

5  | STRENGTHS AND LIMITATIONS

In our qualitative design, data triangulation was ensured by combin-
ing field notes, observations and interviews. The heterogeneous 
sample of clients with various communication difficulties, and the 
description of the contexts (thick description)25 may imply transfer-
ability of the thematic results. However, professionals should take 
cultural differences and the relatively small sample of this study into 
account.

Including communication vulnerable people in this study re-
quired significant time and effort, but provided much added value. 
Many studies about communication do not include the views of the 
clients or the users of AAC, whereas this vulnerable group in partic-
ular needs to have a voice and be heard.4,14,36

Weaknesses of this study relate to potential bias due to sam-
pling and socially acceptable answers.25 The professionals could 
have chosen the clients who they thought were satisfied with the 
conversations, and the managers could have chosen professionals 
who they thought had good or poor communication skills. We used 
a preliminary member check with clients, but did not include the 
views of professionals. Furthermore, we cannot be sure that no 
socially acceptable answers were given during the interviews. The 
information letter and informed consent, however, clearly indicated 
confidentiality. The qualitative nature of this study and the hetero-
geneity of the participants prohibit the investigation of interrela-
tions between certain characteristics of participants (eg diagnosis), 
setting (eg activity centre or supported living) and the functional 
communication difficulties experienced. Future research with a 
more homogeneous target group and a larger sample could provide 
insights into the association between functional communication 
difficulties experienced, diagnosis and effective communication 
strategies.

6  | CONCLUSION

Both clients and professionals appreciated the benefits of pre-
paring the conversation, ensuring a suitable environment for the 
conversation, giving clients enough time, using nonverbal com-
munication and tailoring communication to the clients. However, 
appropriate application appears to be complex and difficult. Our 
findings show that these conversations are skewed towards the 
professionals, their preparation, their structure, their topics and 
their opinions about AAC. There is room for improvement since 
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clients are often insufficiently supported in expressing themselves 
or understanding the professional, thereby limiting their involve-
ment in the conversation. Professionals could use the screening list 
we developed to identify hidden communication difficulties. This 
study highlights that professionals are often unaware that using 
AAC can empower clients to be more involved in conversations. 
Future research should examine how professionals and clients can 
select and use communication strategies, including AAC, to help 
them achieve equal participation in dialogue conversations. Studies 
about the link between the functional communication experienced 
and the communication strategies/AAC tools, and about shared 
decision making, would be particularly interesting for dialogue 
conversations.
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