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General discussion   
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The aim of this study was to unravel the role of client-professional communication in 

psychosocial care for adolescents with emotional and behavioral problems. This study 

provides empirical evidence for the assumption that communication plays an important 

part in psychosocial care. We have gained insights into the associations between client-

centered communication and various outcomes of care in a broad client group, and into 

what is actually happening during specific client-professional encounters. In this general 

discussion we will first summarize the main findings for each of the research questions 

formulated. We will then discuss these findings in a broader context. We will also discuss 

some methodological considerations of the study and address implications for practice, 

education, policy, and further research. 

 

MAIN RESEARCH FINDINGS 

 

We unraveled the role of client-professional communication in psychosocial care for 

adolescents with emotional and behavioral problems by answering several research 

questions. Our main findings are summarized below. 

 The first research question (Chapter 2) was: What are the communication needs 

of adolescents and their parents before the start of psychosocial care, and are these 

related to socio-demographic, health-, and care-related characteristics? 

 We found that parents attached higher importance to all assessed 

communication domains, i.e. affective communication, information provision, shared 

decision-making, and interprofessional communication, than did their children. Affective 

communication had the highest priority for both adolescents and their parents, whereas 

shared decision-making had the lowest priority. Especially health- and care-related 

features such as type of psychosocial problems, satisfaction with previous care, and 

expectations about upcoming care predicted the importance adolescents and their 

parents attached to communication. 

 The second research question (Chapter 3) was: Are there discrepancies between 

adolescents’ needs for and experiences of communication across three domains (affective 

communication, information provision, shared decision-making), and if so: are these 

discrepancies associated with clients’ participation and learning processes after three 

months?  

We found discrepancies between adolescents’ communication needs before the 

start of their care trajectory and their actual communication experiences after three 

months. These discrepancies were negatively associated with clients’ participation and 

learning processes during treatment. “Important but less experienced” affective 

communication was associated with lower treatment adherence, less improvement of 

understanding, and less improvement in self-confidence. If information provision or 



G e n e r a l  d i s c u s s i o n  | 137 

 

 

shared decision-making was considered “important but less experienced”, adolescents 

were more likely to demonstrate less improvement of understanding during treatment. 

The combination “less important and then experienced” had an effect only with regard to 

affective communication; these adolescents were more likely to demonstrate less 

improvement in self-confidence. 

The third research question (Chapter 4) was: Are discrepancies between 

adolescents’ communication needs and experiences associated with changes in 

psychosocial problems after one year, and are these associations mediated by clients’ 

treatment adherence, improvement of understanding, and improvement in self-

confidence?  

We found that adolescents’ psychosocial problems were reduced during 

treatment regardless of the nature of client-professional communication, but this 

reduction was significantly smaller when their communication experiences did not match 

their needs (“important but less experienced”). We found a relationship between unmet 

needs for affective communication, information provision, and shared decision-making 

and less reduction of psychosocial problems. The association between the unmet need for 

shared decision-making and less reduction of psychosocial problems was partially 

mediated by less improvement in self-confidence during treatment. We found no 

mediators regarding affective communication and information provision. 

Our fourth research question (Chapter 5) was: How does a therapist use 

compliments to evaluate reported positive behavior of an adolescent in psychotherapy for 

severe emotional distress? 

We observed that one therapist used a recurrent interactional strategy to 

reinforce her client’s reported positive behaviors. The therapist used compliments, 

followed by an account for why she had given them; the evaluation was thus used not 

only to give a compliment but also to address the importance of the displayed behavior – 

its compliment-worthiness – in terms of therapeutic goals as well as in terms of general 

social norms and values. Furthermore, the account elicits an acknowledgement from the 

client, whereas the compliment in itself does not receive any response. By acknowledging 

the account the client agrees with the compliment-worthiness of her own behavior as 

proposed by the therapist. 

The fifth research question (Chapter 6) was: How do therapists deal with ‘I don’t 

know’ – responses to their questions by adolescents in psychotherapy for severe emotional 

distress? 

We found five types of therapist continuations after clients’ I don’t know-

responses (IDK-responses) to their questions: no IDK-related continuation; repeating or 

reformulating the question; proposing a candidate answer; taking the IDK-response as a 

starting point to work collaboratively on therapeutic goals, i.e. to come from a state of not 
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knowing to a state of knowing; and meta-talk on the problematic nature of the IDK-

response. We found that therapists treated IDK-responses not necessarily as expressions 

of non-cooperative behavior on the part of the client but also as opportunities to work on 

therapeutic goals. 

 

DISCUSSION OF MAIN FINDINGS 

 

Client-professional communication (CPC) is considered to be an important factor in child 

and adolescent psychosocial care practice and education. Professional handbooks, 

intervention protocols, and communication skills training manuals pay considerable 

attention to CPC.
1-3

 However, these guidelines on what constitutes good communication 

are usually not based on empirical evidence. Research on the role of CPC in the care 

process is limited,
4
 especially in the field of child and adolescent psychosocial care, where 

communication research is still in its infancy.
5
 This thesis provides important evidence-

based knowledge about the role and value of CPC in adolescent psychosocial care. We will 

discuss our most significant findings in the following. 

 

Client-professional communication: an important common factor determining 

effectiveness of adolescent psychosocial care 

Our findings show that client-professional communication is one of the factors 

determining effectiveness of psychosocial care. However, although communication 

research in health care has revealed associations of CPC with outcomes such as treatment 

adherence, patient satisfaction, and health,
6,7

 little has yet been done to explain how CPC 

could influence the effectiveness of care.
8
 Several important steps in our study gave us 

greater insight into CPC as a common determining factor in the effectiveness of 

adolescent psychosocial care. We started by analyzing the effects of different 

communication aspects on mid-term and long-term outcomes of care. Then, by looking 

into possible mediating effects, we further unraveled the pathways through which CPC 

may influence the effectiveness of care. Finally, we focused on details of the 

communication process by analyzing client-professional interaction during psychotherapy 

for adolescents with severe emotional distress. We will discuss these three steps in more 

detail below.  

First, in Chapters 3 and 4 we showed that inadequate communication, i.e. 

discrepancies between clients’ needs and experiences, negatively affects mid-term and 

long-term outcomes of adolescent psychosocial care. That this effect was independent of 

the type of intervention offered indicated that CPC is an important common factor in 

effective adolescent psychosocial care. This aligns with conclusions of Wissow and 

colleages,
9
 who suggested that common factors such as (inadequate) participant 
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interaction may explain why treatment of psychosocial problems among adolescents does 

not always lead to the intended goals. Currently, evidence-based care is being highly 

promoted, which has resulted in an extensive database of protocolled interventions for 

child and adolescent psychosocial care (for more information see: Netherlands Youth 

Institute, Database of Effective Youth Interventions). Evidence on common factors such as 

client-professional communication may help professionals to make more informed choices 

as to how to tailor intervention-specific goals, techniques, and activities to individual 

clients and situations. 

Second, also in Chapter 4, we revealed how unmet communication needs may 

have a negative effect on outcomes of psychosocial care. We analyzed how clients’ 

treatment adherence, improvement of understanding, and improvement in self-

confidence could have mediating effects in the relationship between CPC and changes in 

adolescents’ psychosocial problems. This revealed an indirect pathway between unmet 

needs for shared decision-making, through less improvement in self-confidence (mid-term 

outcome), to less reduction of psychosocial problems (long term health outcome). 

 Third, we revealed some details of the communication process by identifying 

interactional strategies used by clients and therapists during actual psychosocial care 

encounters. In Chapter 5 we described how the therapist accounts for her compliments to 

elicit an acknowledgement from her client, whereas the compliment in itself does not 

receive any response. By acknowledging the account the client agrees with the 

compliment-worthiness of her own behavior as proposed by the therapist. Furthermore, 

in Chapter 6 we identified five interactional strategies which therapists may use to deal 

with clients who respond to their questions with I don’t know (IDK-responses). With one of 

these strategies therapists use the IDK-response as an opportunity to work on therapeutic 

goals, leading to an interaction whereby client and therapist work together to come from 

a state of not knowing to a state of knowing. Both studies have shown how specific 

interactional strategies can be used in the context of therapeutic goals, in this case 

reinforcement of positive client behavior and strengthening of clients’ skills to gain more 

insight into their own behavior, thoughts, and emotions. 

 

Clients’ communication needs and determinants of these needs 

In this thesis we investigated the communication needs of adolescents with psychosocial 

problems and of their parents, because to be effective, true client-centered 

communication should be adapted to those individual needs.
10

  

In Chapter 2 we reported that at the beginning of a care trajectory, adolescents 

rated the importance of all communication aspects relatively low compared to their 

parents, indicating low attributed relevance to CPC. This finding indicates that adolescents 

may not always be open to communicate with psychosocial care professionals, at least not 
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at the start of a care trajectory. This may be a serious problem because if adolescents are 

not open to communicating with care professionals, treatment is less likely to be 

effective.
11

 Our findings align with a recent study in the same client group which revealed 

that 84% of all adolescents expect at least one barrier to psychosocial treatment, and 64% 

expect at least three.
12

 According to Nanninga et al
12

 an explanation may be that in this 

developmental stage adolescents, experiencing a growth in autonomy, self-directedness 

and the desire to solve problems on their own, seek to create distance from and less 

dependency on their parents and educators.
13-15

 This may lead them to reject interference 

from others, like psychosocial care professionals. This explanation also fits our finding of a 

relatively low attributed relevance to CPC at the start of a care trajectory. Adolescents 

may not be very inclined to disclose information about their personal problems to a care 

professional.
16,17

  

Another explanation for adolescents’ relatively low needs for CPC may be that at 

the beginning of a care trajectory they just do not know exactly what to expect from 

treatment and communication. Their needs may gradually become clearer during and due 

to the treatment. This explanation aligns with  results of a study comparing adult cancer 

patient preferences across two consultations (three to six months apart). At follow up only 

31% reported the same preferences regarding involvement in decision-making, while only 

53% reported the same preferences regarding information provision.
18

 During 

psychosocial care, communication needs may also change over time due to factors such as 

stage of treatment, personal development, and the therapeutic relationship. 

 We found that care-related factors such as satisfaction with previous care and 

expectations about upcoming care are strong determinants of clients’ communication 

needs. Unsatisfying experiences with previous care may make adolescents more skeptical 

about a new care process and a new care professional.
19

 This may in turn affect their 

expectations regarding upcoming care. Both of these care-related factors seem to be 

important to consider at the start of a care trajectory because they can be more easily 

influenced than factors like clients’ problem types or educational levels.  

 

The role of different communication factors in the psychosocial care process 

This thesis revealed variations in the effects of various communication aspects on the care 

process, emphasizing the importance of studying them separately.
4,8

 Affective 

communication (AFC) seems to be the most crucial communication factor in adolescent 

psychosocial care. Not only has AFC the highest priority for adolescents and their parents 

(Chapter 2), after three months the negative effects of unmet AFC needs on outcomes of 

care were the most significant (Chapter 3). These findings align with studies that show the 

high importance of affective factors like empathy, mutual respect, and active listening if 

one is to come to effective psychosocial care for children and adolescents.
1,20,21 



G e n e r a l  d i s c u s s i o n  | 141 

 

 

By analyzing client-therapist interaction in more detail we observed how a 

therapist used a recurrent interactional strategy to reinforce her client’s reported positive 

behaviors (Chapter 5). Analysis revealed that the therapist provided not only a 

compliment but also an account of why the reported behavior was compliment-worthy, 

thus addressing the importance of the displayed new behavior in terms of therapeutic 

progress. Our findings indicate that just paying attention to affective aspects of 

communication, in this case by giving a compliment, may not be enough to reach 

therapeutic goals. The therapist must decide if and how a compliment in a particular 

interactional context may actually affect the client and bring about long-term behavioral 

changes.  

Our findings regarding shared decision-making (SDM) revealed its complex role in 

the psychosocial care process. First, we found among adolescents a relatively low need for 

SDM (Chapter 2). This finding aligns with research showing that not all clients prefer to 

play an active role in their own care and some may prefer to let the care professional 

make decisions for them.
22

 The relatively low importance attached to shared decision-

making may be due to the unequal power and knowledge base of professionals and 

laymen. Adolescents may feel they have little to contribute to the decision-making 

process, whereas their participation could actually augment the success of the treatment. 

Therefore, professionals should not just accept the low priority given to involvement in 

decision-making, but address these preferences and adapt their communication style 

where necessary. They could, for example, discuss the low priority with their client to 

discover the underlying reasons for it (e.g., satisfaction with previous care, expectations 

about upcoming care). It might well be that these underlying reasons can easily be 

eliminated, leading to more willingness of clients to participate in their own care process. 

Second, we found that adolescents’ high needs for SDM when unmet were 

negatively associated with improvement in self-confidence, and with subsequent 

reduction of their psychosocial problems (Chapter 4). These findings align with research 

that revealed positive effects of SDM on outcomes in various health care settings. 

Currently, SDM is being highly advocated as a key element in active participation by clients 

in the care process and an important factor in the client-centered approach.
23-25

 Our 

findings, presented in Chapters 3 and 4, indicate that SDM has positive effects on 

outcomes of care, but only when clients prefer an active role in the decision-making 

process. When clients do not prefer this, they pose a substantial challenge for 

professionals in the context of client-centered communication. On the one hand, clients’ 

communication needs should be taken into account, and on the other hand, it is beneficial 

to promote clients’ active participation.  

We found that therapists have several ways to handle the – potentially non-

participatory –  behavior of clients who respond to their questions with I don’t know 
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(Chapter 6). These interactional strategies vary. The first extreme is that the professional 

accepts the 'no knowledge' claim of the client as a legitimate response and turns to a new 

topic. The other extreme is that the professional treats the 'no knowledge' claim of the 

client as a sign of non-participation, thereby challenging the client’s commitment to the 

therapy and putting the therapeutic relationship in jeopardy. The broad range of 

interactional strategies shows how therapists deal with the dilemma either to align with 

the client by taking their 'no knowledge' claim seriously, or to encourage them to 

participate more actively so as to make therapeutic progress. The strategy of engaging in 

therapeutic talk to help the client to come from a state of not knowing to a state of 

knowing seems to be a good approach to this dilemma. However, whether it is an 

effective strategy may depend on the specific contextual and interactional situation in 

which it is used.  

 

METHODOLOGICAL CONSIDERATIONS 

 

To unravel the role of client-professional communication we adopted a multimethod 

research approach consisting of a quantitative cohort study and a qualitative conversation 

analysis. As both methods have their own strengths and limitations we will first discuss 

them separately and then reflect on the value of combining them. 

 

Strengths and limitations of the quantitative approach 

In the quantitative approach we used questionnaires to retrieve information about the 

psychosocial care process of a cohort of adolescents with emotional and behavioral 

problems. The strengths and limitations of this approach are discussed below. 

 

Quality of the sample 

In our quantitative cohort study we were able to obtain information on a large client 

group, and from various perspectives (adolescents, parents, and care professionals). The 

response rate of the study’s overall care sample, also including children aged 4 to 12, was 

56.6%. In this thesis we focused on adolescent clients aged 12 to 18. Their response rate 

was 54.3%. Respondents seemed to be representative for the population as a whole. At 

baseline, overall differences between respondents and non-respondents in age, gender, 

rural/urban area and difficulties experienced were small or trivial, with maximum effect 

sizes of 0.12.
26

 Loss to follow-up at the second and third waves was 6.9% and 8.8%, 

respectively. Attrition at follow-up was higher for children with a non-Dutch ethnicity and 

for children who lived in a low-income household and without both biological parents. 

However, at baseline the emotional and behavioral problems of respondents and non-

respondents in the second and third waves did not differ.
26 
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Quality of the information obtained 

By using questionnaires we were able to obtain a broad range of information. When 

designing our study we took into account several considerations regarding the quality of 

the information. First, we had to deal with missing values, especially regarding the 

outcome variables in the mediation study described in Chapter 4. Missing values can 

generally cause problems for the robustness of findings. In order to achieve adequate 

efficiency of estimation and sufficient statistical power, we adjusted variables with the 

largest amount of missing values using multiple imputation techniques. 

Second, we assessed client-centered communication by comparing clients’ 

reported pre-treatment communication needs with their communication experiences 

after three months. Other studies on client-centered communication in healthcare usually 

measure (aspects of) the concept only once; for example “Did the care professional 

involve you in decisions regarding your treatment?” In this case shared decision-making is 

assumed to be an important aspect of client-centered care regardless of clients’ individual 

needs. Our approach of comparing needs with experiences aligns with Stewart’s
10

 

suggestion that truly client-centered communication should be about recognizing and 

adapting to the individual client’s preferences. Furthermore, we can most validly ascertain 

clients’ initial views on communication before the client’s first visit with the care provider; 

this prevents 'recall bias'.
27

  

A limitation in this context may be that we measured clients’ communication 

needs only once, before the start of treatment, whereas needs may change during and 

due to treatment.
18

 Another limitation concerns the way in which we measured 

communication. Importance scores and frequencies of experiences reflect only the level of 

need for and experience of affective communication, information provision, and shared 

decision-making (low versus high). They do not, for example, show whether clients prefer 

an active, passive, or collaborative role in decision-making, and they do not show 

nonverbal communication. 

Third, the fact that study outcomes were assessed by means of self-reporting 

might have led to some 'information bias'. For example, the answers of professionals 

concerning their clients’ learning processes may be subject to social desirability because 

these concern the effects of their own treatment. However, by also including the client 

perspective we reduced the likelihood of information bias. 

 

Confounding 

Our study aimed to assess associations between CPC and several outcomes of care. 

However, many factors may confound these associations, factors related to the client, the 

professional, the organization, or the context in which CPC took place. We therefore took 
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into account potentially confounding variables such as clients’ demographics and the type 

of care organization.  

 

Strengths and limitations of the qualitative approach 

In the qualitative approach we used conversation analysis (CA) to study in detail the client-

professional interaction of a small sample of subjects during a specific psychosocial 

treatment. The strengths and limitations of this approach will be discussed below. 

 

Quality of the sample 

Our qualitative study provided detailed information on the interaction of two therapists 

with six clients. This is a representative and rather homogenous sample for this specific 

psychosocial care context. Both therapists were female, had significant working 

experience in child and adolescent psychosocial care, and were trained in dialectical 

behavior therapy (DBT). Clients were also female, aged 14 to 19 years. All clients had 

experiences of severe emotional distress, and conducted into maladaptive behavior to 

handle their strong emotions.  

 A limitation is the relatively small sample. This makes it difficult to generalize our 

findings to client-professional encounters during other psychosocial treatments than DBT. 

 

Quality of the information obtained 

With conversation analysis (CA) we were able to study video-recorded naturally occurring 

interactions, which provided detailed information on how people interact in real life.
28-30

 

The central strength of CA is the description of practices and patterns of interaction. 

Because CA is inherently a fine-grained tool, one of its strengths is its precision, which can 

help to identify nuances otherwise possibly overlooked. It also allows analysis to focus 

specifically at the conversational level, which is not generally feasible with other methods. 

A limitation may be that the analytic process of CA is a subjective one, with 

potential pitfalls such as stereotyping and overgeneralization. However, by working 

intensively on the data with several researchers we were able to reduce the subjectivity of 

the analysis. First, two data sessions were organized with six to eight trained conversation 

analysts to study the data with an open mind. Second, we performed a study of the 

literature and the therapeutic handbooks. This combination led to the research themes 

described in Chapters 5 and 6. The analyses presented in these chapters were performed 

by two trained conversation analysts. Findings were discussed repeatedly with the 

research team, thereby increasing the intersubjectivity of the analyses. 

 CA studies how people interact, but does not provide a lot of clues as to the 

effects of CPC on outcomes of care. For example, in Chapter 6 we have described various 

professional strategies to continue interaction after clients’ IDK-responses. However, 
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whether and how these strategies are associated with the effectiveness of treatment 

cannot be determined with CA alone.   

 

Using a multi-method research approach 

In this thesis we used a multi-method research approach,
31

 combining two very different 

research methods, i.e. quantitative cohort study and qualitative conversation analysis, to 

shed light on client-professional communication in psychosocial care for adolescents. The 

two approaches have their own strengths and limitations, as has been discussed in the 

preceding sections. However, the limitations of the quantitative method are often the 

strengths of the qualitative method, and vice versa. The methods complement each other, 

thereby enabling us to present a richer picture of the role of CPC in adolescent 

psychosocial care. 

First of all, our combining of quantitative and qualitative methods in this study 

has allowed us to gain insight in the role of CPC in adolescent psychosocial care at both 

aggregated and detailed levels. The quantitative method was used to gain information on 

a large client group at an aggregated level and to identify overall patterns that may easily 

apply to a large population. However, this method does not provide information on what 

is actually happening during the interaction between clients and professionals. We 

therefore adopted conversation analysis (CA) as our qualitative method to identify specific 

interactional strategies in detail. CA thus provided us with more insight into what is 

actually happening during psychosocial care encounters. However, it is more difficult to 

generalize these findings for a large client group, unlike the findings of the quantitative 

method that we used.   

A limitation of our combination of quantitative and qualitative methods is that we 

could not make a “full linkage” between the findings. Although both samples were part of 

the same target population, i.e. adolescents with emotional, behavioral, and/or social 

problems, the young people in the qualitative study did not participate in the quantitative 

study, and vice versa. The interactional strategies identified in the qualitative studies are 

likely to have an effect not only on the immediate progression of the interaction, but also 

on mid-term and long-term care outcomes. Unfortunately we were not able to study 

these outcomes with our research design.  

Nevertheless, the findings of the qualitative research can to some degree be 

linked to the findings of the quantitative research. First, the in-depth analyses of the use 

of compliments and accounts to positively evaluate client-reported behavior show how 

affective communication, which came out as the most crucial factor in the quantitative 

study, may be managed interactionally in client-professional encounters. Second, our 

findings revealed the challenge for professionals to adapt their communication to the 

individual needs of their clients, i.e. by not involving them against their will in decision-
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making processes, but still motivating them to be active participants in their own care 

process, thereby increasing the chances of positive care outcomes. The in-depth analysis 

of interaction following clients’ I don’t know – responses showed a wide variety of 

continuation strategies that therapists can use to deal with this non-participatory 

behavior. 

 

IMPLICATIONS FOR PRACTICE, EDUCATION, AND POLICY 

 

Our findings have implications for practice, education and policy regarding three domains: 

(1) to increase awareness, (2) to further develop professional skills, and (3) to enhance 

evidence-based knowledge.  

 

Practice 

Our findings have implications for the practice of adolescent psychosocial care, including 

diagnosis and treatment. First, they suggest that CPC could be improved by better tailoring 

to the needs of individual clients. This implies that at the start of each new care trajectory 

professionals should become aware of their clients’ communication needs. Furthermore, 

professionals should openly discuss their clients’ individual communication needs and 

experiences during the entire further treatment. This is important because clients’ needs 

regarding care and communication may change during the care process.
18

  

One way to facilitate recurrent reflection on CPC is by using questionnaires, like 

the ones used in this study, to assess and monitor clients’ communication needs and 

experiences. The usefulness of these questionnaires in daily practice should be examined 

to find out whether they should be filled out by the client, or just used as supportive tools 

to help care professionals to reflect on CPC. 

Second, our findings show that care professionals use specific interactional 

strategies to reach their goals in treatment. Making these interactional strategies and 

their interactional and therapeutic effects explicit can enhance professional skills. 

Examples can show how care professionals use accounts, in addition to compliments, to 

reinforce positive client behavior. They can also show the range of interactional strategies 

that care professionals have at their disposal to continue interaction after clients’ IDK-

responses to their questions.  

Such interactional strategies can be facilitated by including these in training 

manuals, professional handbooks, or online courses. An excellent example is our current 

effort to develop the Toolkit Client-Professional Communication. This Toolkit aims to 

provide psychosocial care professionals with accessible tools to use in daily practice, such 

as factsheets, the above mentioned questionnaires, and examples of interactional 

strategies taken from naturally occurring client-professional encounters. These tools are 
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based on empirical evidence such as that described in this thesis. This is in turn enriched 

by extended discussions with professionals working in the field of psychosocial care for 

children and adolescents, i.e. practice, education, and research. On a national level we are 

involved in the combined dissemination of outcomes of several projects with three other 

collaborative centers similar to C4Youth. The central theme of this ‘umbrella project’ is 

client-centered care. Like C4Youth these projects are made possible by The Netherlands 

Organization for Health Research and Development (ZonMw). 

 

Education 

The implications for practice discussed above can be incorporated into higher education 

curricula and other educational services. We will present below several measures that can 

be taken to facilitate implementation of our findings in psychosocial care education.  

First, educators can use the evidence from this thesis as major input to enhance 

students’ awareness and knowledge of the importance of CPC in the care process, in turn 

motivating them to get more training in professional communication skills.  

Second, (prospective) care professionals should have opportunity to practice and 

reflect on their communication skills in a wide range of situations. Educators could 

incorporate a variety of scripts into role-play methods based on the empirical evidence 

provided in this study. For example, scripts could differ regarding the level of client 

participation, e.g., low versus high needs for shared decision-making, and no versus many 

I don’t know – responses to questions.  

Third, a training method such as the Conversation Analytic Role-play Method 

(CARM)
32

 could be used to train (prospective) care professionals. CARM uses video-

recorded client-professional interaction and conversation analytic research as starting 

points to reflect on client-professional communication. For example, students may view a 

video-recorded client-professional encounter in which a client answers almost all 

questions of the care professional with I don’t know. In the CARM approach the trainer 

stops the video immediately after an IDK-response and asks the students to discuss how 

the professional could respond to this client behavior. After this discussion, the video is 

played again and the students can reflect on their own ideas in relation to the actual 

interactional behavior of the therapist in the video. 

 

Policy 

Our findings on the importance of CPC in adolescent psychosocial care also provide a basis 

for evidence-based policies to improve the quality of child and adolescent psychosocial 

care. When monitoring the quality of care, policy makers should see CPC as an important 

common factor in the effectiveness of psychosocial care and support ongoing learning for 
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professionals. Continued improvement of communication strategies should be at the core 

of the R&D agenda of policy makers. 

 

IMPLICATIONS FOR FURTHER RESEARCH 

 

This thesis has provided greater insight into the role of client-professional communication 

in psychosocial care for adolescents with emotional and behavioral problems. Our findings 

also have implications for further research.  

First, this thesis showed that using very different research methods, quantitative 

and qualitative, leads to a more complete picture of what is going on in care processes. 

However, we were not able to apply these methods to the same groups of participants. To 

fully understand the role of CPC in psychosocial care, combined use of quantitative and 

qualitative methods within (parts of) the same group of participants, i.e. a mixed methods 

approach, is needed. 

Second, we studied some of the mechanisms influencing associations between 

communication and outcomes of psychosocial care, but much more can be explored. 

Repeated measurements of needs, experiences and outcomes may in future studies may 

enhance our understanding of the causal relations between client-centered 

communication and outcomes of treatment. This may help to clarify the role of other 

potential mediators such as motivation, social support, or trust in the system.
4,8

 Future  

research could focus on factors that contribute to changes, both positive and negative, in 

CPC during the care process. Such factors may include client-related characteristics, e.g., 

level of health literacy or cultural habits; professional-related characteristics, e.g., 

communication skills or work experience; and relationship characteristics, e.g., mutual 

respect or the working alliance.   

Third, we assessed parents’ communication needs, but not their experiences. The 

role of parents should be further explored because the active participation of both 

adolescents and their parents in psychosocial care makes the communication process 

even more challenging. Future research could, for example, focus on the communication 

experiences of parents and care professionals, and on the detailed analysis of three-party-

encounters (involving care professional, adolescent and parent).  

Fourth, we assessed the role of the client, but not of the care professional, in CPC. 

Perspectives on communication may well differ between the two.
33

 Future studies could 

focus on possible disagreement between the views of clients and professionals on 

communication, what factors may influence these disagreements, and the possible effects 

of disagreements on the care process.  

Fifth, we analyzed in detail the interaction between clients and professionals in 

dialectical behavior therapy, but not in other psychosocial treatments. Future research 



G e n e r a l  d i s c u s s i o n  | 149 

 

 

could include detailed analysis of client-professional encounters in other psychosocial 

treatments to see to what extent our findings are applicable in other contexts. 

Sixth, we described how CPC influences the psychosocial care process, but not 

how this could best be implemented in practice. Additional research is needed to develop 

and evaluate guidelines and training programs to improve CPC in psychosocial care. This 

could include evidence-based tools to adapt communication to individual clients’ needs, 

thereby contributing to the quality of care.  

Finally, although we used considerable information from the TAKECARE-database 

to answer our research questions, we did not use everything. Future research could assess 

associations between CPC and outcomes two and even three years after the start of a care 

trajectory. This could help to determine differences in the role of CPC between care 

trajectories, which may provide more clues on the determinants of effective 

communication in psychosocial care. Moreover, in this thesis the focus was on 

communication with adolescent clients, whereas the database also provides information 

on children aged 4 to 12 and their parents. More could be done with this information. 

 

FUTURE PERSPECTIVES 

 

This thesis provides empirical evidence as to the importance of client-professional 

communication in adolescent psychosocial care. An important topic that could be 

developed further is the way we measure and reflect on CPC. In this thesis we have 

combined two research methods, each of which provides insight into the individual 

contact between care professionals and clients which is at the core of the psychosocial 

care process. These and other methods to study CPC should be applied more, both in a 

research context to enhance the evidence-base on CPC, and in a practical context to 

improve CPC in adolescent psychosocial care.  

We believe that more attention to the micro level of the care process would 

improve the quality of psychosocial care. At present it is common for professionals in 

psychosocial care to reflect on specific cases at a general level: what went wrong and how 

can we make sure this will not go wrong again in the future? Based on our research, we 

would recommend integration of professionalization methods at a micro-level, focusing 

on the question: which aspects in the communication process might explain the 

unsatisfactory care outcome? Our study provides starting points to develop these 

methods. Giving CPC the attention it deserves is an important step in improving the 

quality of care.  
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CONCLUSION 

 

This study provides empirical evidence for the assumption that client-professional 

communication plays an important role in psychosocial care for adolescents with 

emotional and behavioral problems. We have gained insights into the associations 

between client-centered communication and various outcomes of care in a broad client 

group, and on what is actually happening in client-professional encounters. Moreover, our 

findings provide starting points for further research to unravel pathways through which 

CPC influences the care process. Finally, our study provides routes to enhance 

(prospective) care professionals’ attitudes, skills, and knowledge regarding CPC in 

adolescent psychosocial care, based on empirical evidence. 
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