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ABSTRACT

ARTICLE HISTORY

Purpose: The inclusion of rehabilitation clients with communication and/or cognitive impairments after
stroke in person-centred goal-setting is challenging. Moreover, this group of clients has largely been
excluded from studies, resulting in a lack of knowledge about how to optimize their participation. The
aim of this study was to explore strategies that are used in rehabilitation to involve stroke survivors with
communication and/or cognitive impairment in person-centred goal-setting.
Materials and methods: Eleven stroke rehabilitation professionals participated in semi-structured
in-depth interviews. Thematic analysis was undertaken to describe their practice-based strategies.
Results: Twenty-one aspects of person-centred goal setting were described from the data and grouped
according to five themes: flexibility, trusting relationships, enabling empowerment, techniques for one-toone interaction, and involving relatives. Participants did not distinguish between approaches for clients
with either communication or cognitive impairments but drew from a repertoire of strategies to best
meet the individual person’s needs. Participants’ practice combined the conscientious and deliberate
application of various strategies with a mind-set that it is possible to involve clients with communication
and cognitive impairments in person-centred goal-setting.
Conclusions: These findings offer insights into inclusive person-centred goal-setting practices, based on
accounts from a group of experienced rehabilitation clinicians.
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ä IMPLICATIONS FOR REHABILITATION

 The goal-setting process is not rigid, but an evolving and individual practice, and should be individually adapted to the (changing) needs of the client during the continuum of rehabilitation.
 In practice, strategies tend not to be distinguished into those supporting communication and those
supporting cognitive difficulty; but strategies are applied flexibly and in combination, to meet the
needs of the individual client.
 It is important to provide specific and sufficient support as well as enough time to enable participation for clients with communication and/or cognitive impairment in goal-setting.
 Leaving one’s own values, preferences, attitudes and notions of “normality” behind can help rehabilitation practitioners to get to know the client, be sensitive towards all signs the client offers during a
conversation, and remain open to differing and alternative viewpoints when considering goals.

Introduction
Stroke is a leading cause of disability worldwide [1]. Due to functional deficits, stroke survivors often experience limitations in
activity and participation, which can lead to social isolation and
further negative health events [2]. Rehabilitation plays an important part in counteracting these negative consequences of stroke.
The International Classification of Functioning, Disability and
Health (ICF) [3] has introduced a shift towards a biopsychosocial
understanding of illness [4]. As a result, health professionals acknowledge that clients bring with them a unique set of values, preferences, attitudes and conditions, which are related to their personal
history and their social and physical environment [4]. In rehabilitation, this has led to an emphasis on addressing people’s biopsychosocial needs and their social and environmental contexts, which can
be achieved through person-centred goal-setting [3,5,6].
CONTACT Elisa D€orfler

elisa.doerfler@gmx.at

Goal-setting has become standard practice in rehabilitation,
as a way of generating outcome expectations and prioritizing
rehabilitation activities, but there are different approaches to its
implementation [7–10]. Similarly, understandings and interpretations of person-centredness differ to some extent, and various
terms have been used to express the concept: patient-, client-,
person-, individual-/-centred, -orientated, -focused, -directed.
Four common dimensions of person-centredness have been
described as: (a) addressing the person’s specific and holistic
properties, (b) addressing the person’s difficulties in everyday
life, (c) the person as an expert: participation and empowerment, and (d) respecting the person “behind” the impairment
or disease [6].
Several studies have investigated client involvement during
goal-setting in rehabilitation. A recent Cochrane systematic review
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concluded that client involvement in goal-setting contributes to
subjective client outcomes such as motivation, quality of life and
self-efficacy [11]. Another systematic review by Rose et al.
described that including clients in the goal-setting process results
in improved confidence and a sense of ownership, which can
increase motivation to achieve goals and impacts positively on
rehabilitation [12]. But the literature also describes reasons and
circumstances when clients do not want, or do not feel ready to
participate in goal-setting: requiring time to reflect, lack of knowledge around stroke recovery and goal-setting, inability to process
the questions asked, reluctance to share personal goals with
others, feeling obliged to take a passive role, fear of challenging
professional power or knowledge, perceiving staff as being
stressed, and assuming that verbal expression is the only possible
way to participate [13–16]. As Rosewilliam, Pandyan, and Roskell
stated, good goal-setting practice considers contrasting client
attitudes, and it is therefore necessary to explore clients’ preferences to participate [17]. Furthermore, Playford suggested that,
when clients demonstrate passivity during decision-making, the
reasons for this should be considered [4]. Studies have shown
that to enable participation (including for clients with communication and/or cognitive impairment), health professionals need to
provide support that is both specific and sufficient [13,18–20].
However, also when clients are able to and would like to be
involved, goal-setting is often not conducted in a person-centred
way [21–24]. The main barriers identified in the literature relate
to mismatch between client and staff perspectives, clinicians’ lack
of confidence to manage client expectations, clients’ stroke
related impairments, insufficient time, and ineffective organizational systems [25]. The literature describes some approaches to
overcome these barriers, such as tailoring the goal-setting process
individually to clients’ preferences, strategies to promote communication and understanding of goal-setting, and sufficient time
and expertise [25,26]. But clients with communication and/or cognitive disorders have largely been excluded from these studies,
resulting in a lack of knowledge about how to optimize participation in rehabilitation goal-setting for these groups [27,28].
Communication and cognitive disorders are common after
stroke and therefore pose a considerable challenge to goal-setting. Some studies demonstrate how, given the appropriate support, clients with communication and/or cognitive impairment
can actively participate in the goal-setting process [18,28–31]. It
has been asserted that professionals require a high level of skill
and experience to realize person-centred goal-planning [32], yet
clinicians often express a lack of strategies or tools to implement
it [22]. In response to these clinician-related barriers, authors
agree that there is an urgent need to further discover and
describe strategies for involving clients with communication and/
or cognitive disorders in person-centred goal-setting [13,18,32].
To address this gap, this study aimed to explore and describe
practice-based strategies for involving stroke survivors with
communication and/or cognitive impairment in person-centred
goal-setting.
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Participants and recruitment
Recruitment took place in Austria from December 2016 to March
2017. Eligible were health professionals from the following disciplines: physicians, allied health professionals (occupational therapists,
physiotherapists, speech and language therapists) and psychologists.
Participants had to have at least two years of clinical work experience with a focus on person-centred goal-setting processes in the
rehabilitation of stroke survivors. They had to express personal commitment to involving people with communication and cognitive
impairment in goal-planning. To screen against inclusion criteria, the
researcher had preliminary discussions with potential participants
prior to the interview, in person or per email.
Snowball sampling was used to purposively identify key
informants [33]. The first author (ED) initially approached two
former work colleagues, who then suggested further professionals engaged in advanced training in goal-setting and personcentred practice. Overall, sixteen individuals were contacted per
email or in person, out of whom thirteen expressed interest in
the study. One person was excluded because of insufficient
work experience in stroke rehabilitation, and twelve were
invited to give an interview. One interview was subsequently
excluded from the dataset, because it became apparent during
the interview that the participant had insufficient experience
and therefore did not meet the inclusion criteria. Eleven interviews were used for data analysis.
Data collection
For participants’ convenience, interviews were conducted face-toface, via telephone, or video call online. ED conducted all interviews.
A semi-structured interview schedule was used (Table 1). The interview schedule was piloted with a professional who was familiar
with the topic. Minor amendments were made for clarity, but overall
the interview schedule was considered appropriate for eliciting the
desired content. Prior to the interview, participants received a worksheet to prompt reflection on their experience and practice, in preparation for the interview. Interviews were audio-taped and lasted on
average 48 min (range 32 to 57 min).
Data analysis
Interviews were transcribed verbatim by ED [34]. All participants and
interview transcripts were anonymised and given a participant code.
Where queries emerged during the transcription process, clarification was sought from participants via telephone or email and the
transcripts were amended. Data were analyzed by ED using thematic analysis [35]. Transcripts were read repeatedly and analyzed
using MAXQDA computer software (Version 12.3.1, 1995–2017,
VERBI GmbH, Germany) and manual analysis techniques (handwritten memos, mind-mapping, and cards with codes which were
placed and grouped according to themes). Passages describing
strategies for facilitating person-centred goal-setting were coded,
categorized and re-checked against the entire data set.
Rigor

Method
Research design
This study used a qualitative design with semi-structured in-depth
interviews and thematic analysis, to describe self-reported practicebased strategies from health professionals’ clinical experience.

Strategies to enhance trustworthiness included member-checking,
peer review and researcher reflexivity [36]. Summaries of analyses
of individual interviews were emailed to participants, who were
invited to review and amend. Peer review was conducted by STK,
who compared a sub-sample of coded transcripts against the proposed theme structure. Researcher reflexivity was important, due
to ED’s professional background as an occupational therapist in
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Table 1. Semi-structured interview schedule (authors’ translation from the original German).
Questions and optional prompts
1. Please state: your age, profession, educational level, general work experience.
2. Please describe your work experience with people after stroke.
a. Setting
b. Length of time
3. What is your current employment setting?
a. Clinical specialty
b. Type of institution/self-employed
c. Town/county
4. Please describe how you would usually arrive at goals with your clients with stroke.
5. Thinking about your clients with communication impairments, can you talk about goal-setting with these clients?
a. What are the particular considerations during goal-setting with clients with communication impairments?
b. Are there any specific communication techniques, which you use specifically with clients with communication impairments? Which ones?
c. How do you prepare the environment for the goal-setting discussion with clients with communication impairments?
6. Which strategies do you use with clients with communication impairments, to actively involve them in the goal-setting discussion?
a. What is particularly important for you?
b. Do you use specific assessments or other materials to support communication?
c. What are your experiences with those?
7. What differences are there in the goal-setting process in different clinical settings?
8. What differences are there in the goal-setting process in different phases of rehabilitation?
9. Thinking about your clients with cognitive impairments, can you talk about goal-setting with these clients?
a. What are the particular considerations during goal-setting with clients with cognitive impairments?
b. Are there any specific communication techniques, which you use specifically with clients with cognitive impairments? Which ones?
c. How do you prepare the environment for the goal-setting discussion with clients with cognitive impairments?
10. Which strategies do you use with clients with cognitive impairments, to actively involve them in the goal-setting discussion?
a. What is particularly important for you?
11. What differences are there in the goal-setting process in different clinical settings?
12. What differences are there in the goal-setting process in different phases of rehabilitation?
13. What are your experiences with respect to clients’ relatives during the goal-setting process? How can relatives best be involved?
14. How much time do you need for a client-centred goal-setting discussion?
15. What is your understanding of “client-centredness” in general?
a. What is your understanding of “client-centredness” in the context of goal-setting?
16. Is there a topic we haven’t discusses so far, but which you think is noteworthy?
17. Do you have any further questions, wishes or suggestions?

neurological rehabilitation. There was the potential that ED’s collegial relationship with some of the participants in the study, and
her personal experience of goal-setting could have influenced the
research process. ED enacted researcher reflexivity by raising her
own awareness of these issues to reduce potential bias. ED
focused on conducting research activities in a neutral manner and
placing equal value on participants’ differing views and experiences. Regular debriefing meetings with the coauthor ensured decisions could be reflected on, evaluated and defended [36].
Ethics
At the time of conducting this research, Austrian research governance did not require that studies involving key informant (expert)
interviews with health professionals undergo formal review by a
research ethics committee. Ethical research standards were
adhered to and overseen by faculty at FH Campus Vienna,
Austria, where the study was conducted. Study participation was
entirely voluntary. All participants were provided with an information sheet and had time to consider the study and opportunity to
ask questions. All participants provided written informed consent
to take part, including publication of anonymised direct quotes.
Participants retained the right to withdraw without giving a reason and without incurring any negative consequences.

Results
Participants
The sample consisted of eleven stroke rehabilitation professionals
from a range of employment settings (Table 2). Interviewees’
responses demonstrated participants’ knowledge, awareness and

application in practice of a person-centred approach to goalsetting. [5,6] For example, participants talked about focusing on clients and their wishes and needs; taking clients’ priorities seriously;
and giving clients control in decisions about the process:
To look at the client as an individual, to try to get to know him [sic], to
find out what is important for him in his life and his personality. (SLT2)
The deficits that I see, that I’m trying to put those into the background,
and to see what really stands in the foreground for the patient and has
priority. (PSY1)
That the person can show who he is, without one somehow exerting an
influence, [ … ] to be on an equal level with the client. [ … ] I see myself
more as a supporter. (OT5)

Themes
Twenty-one aspects of person-centred goal setting were described
from the data and grouped according to five themes: flexibility,
trusting relationships, enabling empowerment, techniques for
one-to-one interaction, and involving relatives (Figure 1). In the
following, these five themes and corresponding aspects/subthemes are described and supported with anonymised participant
quotes, which have been translated from the original German by
the authors.
Flexibility
Participants conveyed how their practice was guided by the overarching ethos that person-centred goal-setting was not only desirable, but principally possible in stroke clients with cognitive and/
or communication impairment. To realize such a goal-setting practice, the process should not be viewed as rigid, but rather as a

PERSON-CENTRED GOAL-SETTING
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Table 2. Participant characteristics.
Work experience
Code

Profession

Gender

Years working in
stroke rehabilitation

Acute
rehabilitation

Inpatient
rehabilitation

Outpatient
rehabilitation

OT1
OT2
OT3
OT4
OT5
PT1
PSY1
PSY2
SLT1
SLT2
SLT3

Occupational therapist
Occupational therapist
Occupational therapist
Occupational therapist
Occupational therapist
Physiotherapist
Psychologist
Psychologist
Speech and language therapist
Speech and language therapist
Speech and language therapist

Female
Female
Female
Male
Female
Female
Female
Male
Female
Female
Male

11
5
24
16
10
7
7
28
3
3
30



a
a




a

a
a
a
a
a
a

a


a
a



Education

a
a
a


current employment setting.

a trusng client-therapist relaonship

TECHNIQUES FOR
ONE-TO-ONE INTERACTION

importance of informing and educang clients

create a comfortable atmosphere

set achievable intermediate goals

encouragement for acve parcipaon

an open atude

accommodate cognive and emoonal needs

clients’ ownership of goals

TRUSTING RELATIONSHIP

ENABLING EMPOWERMENT

make use of ‘experienced acvity’

FLEXIBILITY

use adequate language

a ﬂexible, evolving, individual pracce

use strategies to support communicaon

connuous evaluaon of goals

‘get at’ the main problems

consider the phase of rehabilitaon

seek mutual understanding

allow a ‘relaxed’ wording of goals

idenfy personal movaon ‘behind’ goals

INVOLVING RELATIVES
inform and educate relaves
consider the ‘client-system’
conduct COPM with two statements

Person-Centred Goal-Seng
Figure 1. Person-centred goal-setting.

flexible, evolving and individual practice that might take anywhere
from five minutes to several therapy sessions:
Some need more time. [ … ] If one is a little bit more directive, you often
realize at the end that one wasn’t on the same page, that the client had
a different expectation. [ … ] Therefore, I allow myself to really take time
for this goal-setting process. (OT5)

As clients’ personal needs may change during rehabilitation,
participants considered it important to adjust goals when necessary. Therefore, continuous evaluation of goals was considered
essential: “If one realizes, that this goal isn’t achievable, or the goal
is overwhelming for the client, then it could well be that one adapts
the goal during the therapy.” (PSY1)
Several participants described, that it can be useful to consider the phase of rehabilitation and the experiences clients have
made in their daily routines, to understand and support them,
and to identify adequate goals. In the early stages, clients often
start by discovering the consequences of the stroke: “[ … ] it’s
about the patient getting to understand, what can I do? What
can’t I do? What matters most to me at all?” (OT3). Subsequently,
the focus often shifts to experiencing daily routines and
(re)learning to negotiate these. As part of this process, clients
often realize or reflect on what is important to them, and goals
become more concrete, usually on an activity or a participation
level. Health professionals could support the process of self-discovery flexibly according to the phase of rehabilitation, for
example by providing clients with adequate support for

functional limitations and offering clients activities to discover
strengths and weaknesses.
Some participants described the advantages of a “relaxed”
wording of goals, and that it is not always appropriate to
formulate goals according to all SMART-criteria. SMART is an
acronym that describes how goals should be worded in a particular way, so that they are specific, measurable, achievable,
relevant and time-specific [37]. Participants suggested that
more flexibility in goal formulation would allow for more
freedom to react to clients’ changing needs; and that discarding SMART-criteria could facilitate daily routines by saving time:
I don’t have the impression that in this way our goal-setting process is
less effective or less meaningful or less client-centred, if one doesn’t use
[all SMART criteria], not in such a strict way at least. I think it’s right to
bear this in mind. (OT5)

Trusting relationships
Most participants stressed the importance of establishing a trusting client-therapist relationship. This involved showing sincere
interest in the client and their individual situation and making an
effort to get to know the person. Participants described it as useful to take a calm and relaxed attitude, to build a dialog (as
opposed to directing the conversation), and to make decisions
together: “Create mutual trust, where the people know that they
are in good hands and that they are being accepted and taken seriously and appreciated, also with their deficits.” (OT1)
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Participants described the need to create a comfortable atmosphere during the goal-setting dialog. To achieve this, health professionals should be patient and give clients the time they need
to understand the questions and the situation, and to reflect and
express themselves. Further, several participants agreed about tailoring the dialog to avoid overwhelming the client, not only with
respect to communication and cognitive issues, but also “from a
psychological point of view or with respect to mood” (PSY1). One
participant described giving examples of other clients in similar
situations, to minimize potential shame or embarrassment with
respect to clients’ limitations or goals.
Several participants also emphasized the importance of
encountering the client and their situation with an open attitude,
not using “ready-made schemata, [but to] be open for surprises”
(PSY2). As one participant stated, “It is really important to be present with the heart, [ … ] to listen with the heart.” (OT3)
Enabling empowerment
Participants discussed that by default, clients generally hold little
decisional power in a medical setting. Therefore, it was considered important to create an environment in which clients could
make their own decisions within their rehabilitation and their
lives, thereby enabling autonomy: “Quality of life increases, especially when the patient can decide himself where he wants help and
where not – [this is] subjectively experienced autonomy.” (OT3)
To enable autonomy, participants emphasized the importance
of informing and educating clients about stroke and its possible
consequences, goal-setting, treatment options and the link
between therapy interventions and agreed goals. This increased
understanding of their situation and the inner workings of
rehabilitation, the “power of knowledge”, was thought to support
and empower clients. Furthermore, participants described encouraging clients to take an active part in the goal-setting process and
to reflect on meaningful goals. It was considered important to
emphasize to clients that they have ownership of their goals and
“nothing will be forced”, i.e., that health professionals will respect
the direction clients wish to take. To reinforce this point, several
participants described seeking clients’ explicit approval for each
goal. Additionally, one participant described handing over goal
records to clients. This made goals transparent, but also allowed
other therapists to review and amend goals as necessary:
The client is the one who, ultimately, has ownership, so to say. [ … ] Goals
that I as therapist find important, [ … ] I explain to them why these are so
important for me, but when I’m unable to convey that to them, then I can
say, for example: “I would quite like to try to talk about these in two
months again.” (OT3)

Techniques for one-to-one interaction
Participants reported a number of specific techniques, which they
applied in one-to-one interaction with clients. Rather than thinking of these as addressing either communication or cognitive
impairment, participants drew from this pool of techniques flexibly, to best meet the individual client’s needs:
I find that it is always quite individual, what I then do … when someone
has difficulties because of cognition, communication or both. But I would
say that one adjusts to the individual [client]. So I wouldn’t generally
separate the two. (SLT2)

Many participants talked about how setting achievable intermediate goals “on the way” to the client’s main goal is helpful.
This would allow participants to remain focused on the goals as
stated by the client, and to refine these jointly with the client
through discussion of intermediate goals. Additionally, participants stressed the importance of accommodating clients’ cognitive

and emotional needs, for example only speaking when the client
is attentive. To support memory deficits, participants reported
repeating goals frequently, writing goals down where clients can
see them, and linking goals with the therapeutic exercises/activities: “That I repeatedly emphasize the goals, also when I do therapeutic exercises, that I repeatedly explain why I do that or how
exactly this will lead to the goal.” (PSY1)
For clients with reduced self-awareness, several participants
described a strategy of “experienced activity”. If clients state that
they believe they can do a certain activity, but due to their current condition this would probably be unrealistic, participants
would let clients try it out in a safe setting. Afterwards, it was
important to support clients in reflecting on the outcome, and to
relate this back to clients’ impairments and the goal-setting process. Participants stressed that empathy and clarity are essential
for facilitating this kind of feedback. “Problematic” key situations
during therapy were also often used in a similar way. One participant remarked that clients often experience relief from this type
of self-discovery, when they learn to distinguish whether activity
limitations relate to personal or external factors, and this may
assist clients and professionals in deciding how they will target
problematic factors:
Sometimes one must guide them there, that they realize, that it’s
necessary to work on something [ … ] maybe it first needs several single
sessions, to somehow gently try and show them that they have deficits
and to let them become aware of that, so to say. And then one can say,
okay, let us formulate the goals once again. (PT1)

The use of adequate language, according to clients’ communication and cognitive skills, was described as essential by all participants. Participants deliberately simplify the way they speak and
use words and phrases that relate to clients’ daily life. In addition,
participants use different strategies to support communication
(Table 3). With respect to conversation style, participants
described starting the conversation with open questions. If these
are too difficult for the client, different topics from various life
domains are then offered to “get at” the main problems. If clients
require additional support still, more detailed questions are asked,
and more structure is provided, for example listing things individually. As the most directive option, participants offer two
choices or use closed questions “which can be answered with Yes
or No or gestures, respectively, with head-shaking and nodding
[ … ], if speech comprehension is sufficient” (PSY2)
To engage in “true” dialog, several participants described different ways of facilitating mutual understanding. For example, a
question could be repeated, to check whether the client answers
consistently, which would indicate that they have understood.
Several participants said they frequently repeat or paraphrase
what clients express, to confirm whether they have understood
correctly. Similarly, participants would recap and check essential
points at the end of a conversation: “One quickly thinks that one
has understood, but maybe one is interpreting, [ … ] always be very
careful.” (OT5)
Some participants described that identifying the personal motivation “behind” the desired goal can increase the “success rate” of
lasting goals. One participant adopted some aspects of nonviolent
communication according to Rosenberg [38], whereby she applies
probing to discover the person’s motivation behind verbalized
goals. This is used to gauge in how far the client’s personal motivation might be met under the present circumstances. If the cognitive and motor skills are insufficient to complete the activity in
the intended way, clients may then be supported in finding alternatives to fulfill their personal motivation. This changes the focus
from the activity to the personal motivation or meaning “behind”

PERSON-CENTRED GOAL-SETTING
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Table 3. Strategies to support communication.
Strategies to support communication

Using real objects to point to/use

Making use of the immediate surroundings to demonstrate/point to/interact with

Pointing to body parts

Using gestures

Reading the client’s body language

Observing the client’s behavior

Using a calendar to get an overview of activities/achieved goals/to mark dates

Showing or viewing pictures/photos

Using a communication book/board

Using drawings to convey a point

Writing things down

Using scales for visualization of activity evaluation

Providing activities to conduct

Using video recordings to analyze activities

Using the COPMa in a simplified way and in combination with concrete questions, choices, simplified scales and picture cards
a

Canadian Occupational Performance Measure [32].

Table 4. Discovering the personal motivation ‘behind’ a goal: case vignette (as recounted by OT3) and suggested questions (OT3, OT5).
Case vignette (OT3)
A client formulated the goal of preparing soup in the kitchen, in a supported standing position. His personal motivation for this goal was to support his wife by
contributing to the household. Because of the client’s physical impairments, preparing soup did not have the effect of relieving his wife, who was concerned
about his safety when standing. Therefore, the goal did not work very well, and the occupational therapist explored other kitchen activities with the client.
Eventually, the client found that he could assist with household chores by doing the dishes while seated in the wheelchair. Both the client and his wife were satisfied with this outcome.
This is the sort of level, if one really takes this into account, then one can increase the success rate with goals. So that what one works on with patients, in terms of
them really implementing it, can be increased enormously, and they are happier with what they have worked on. (OT3)
Suggested questions for eliciting a client’s personal motivation ‘behind’ a goal (OT3, OT5)









Why do you want to [activity]?
What does [activity] mean to you?
What would you want to achieve with [activity]?
What is particularly important for you with respect to [activity]?
What wish would be fulfilled, if you could [activity] again?
What was it like in the past when you did [activity]?
How did you feel in the past, when you did [activity]?
What do you miss now that you can’t [activity] anymore?

the activity. A case example recounted by OT3 and questions
used to elicit the client’s personal motivation behind the goal
(OT3, OT5) are given in Table 4.
Involving relatives
When communication or cognitive impairments are too severe,
and with permission of the client, all participants tend to invite
relatives (next of kin) to participate in the goal-setting process to
identify meaningful goals. At the same time, participants emphasized that goals can often differ between relatives and clients, in
which case more weight should be given to clients’ expectations.
Several participants described the importance of informing and
educating relatives about goal-setting and the rehabilitation process,
to achieve good cooperation between clients, relatives and therapists. In this context, consideration of a “client-system” was mentioned by some participants. This refers to the interaction between
the client and their family, which requires a more holistic view.
Participants described the importance of relatives agreeing with the
client’s goals, when relatives have to participate in, or enable the
activities: “it is practically impossible to pursue a goal which the
partner didn’t find important or even openly rejected.” (OT4)
In negotiating relatives’ involvement, some participants found
it helpful to conduct the Canadian Occupational Performance
Measure (COPM) [39] with two statements, mainly when clients
were not able to contribute themselves. This means that first, the
client’s relatives would be asked to state what they find difficult
themselves, with respect to the client’s limitations: “Relatives also
need their own space [ … ] then they can also be a better voice

[for the patient]” (OT3). Then, relatives are asked to state what
they think the client would consider problematic. The remaining
appraisal is made with these two statements, for example written
in two colors and underlining the agreement. From this, different
meaningful goal suggestions can be arrived at, which are then
discussed in a goal-conference together with the client.
Several participants described that they would generally hold
conversations with relatives in the presence of the client.
Sometimes, however, it could be more appropriate to conduct
separate conversations first, and bring everyone together at a
later point:
Because it could be that the relatives as well as the clients can be better
connected with themselves and with their thoughts when they don’t, for
example, at the same time wish to protect the other person or be
considerate towards the other person. (OT3)

Discussion
This study has documented strategies for involving clients with
communication and/or cognitive impairment after stroke in person-centred goal-setting, thereby addressing a current gap in
knowledge. Findings from this study are based on accounts
from eleven experienced stroke rehabilitation professionals, representing a research approach in which evidence is generated
“bottom-up” from real-world clinical practice, using qualitative
exploratory methods.
Strategies were grouped according to five themes. These may
support clinicians in implementing person-centred goal-setting
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with stroke clients with communication/cognitive impairment, by
specifying overarching tenets (e.g., flexibility) and concrete practices (e.g., allowing a “relaxed” wording of goals). While many of
these aspects have been described in the goal-setting literature,
some also add novel insights. Moreover, few studies have
addressed goal-setting specifically with stroke survivors with communication and/or cognitive impairment. The following discussion
therefore incorporates goal-setting literature relating to individuals with stroke or other neurological conditions, and with or without communication/cognitive impairment.
The underlying assumption of the present study was that it is
the responsibility of health professionals to enable participation
in goal-setting despite communication and/or cognitive impairment, and this is also supported by others [13]. While several previous studies have reported that rehabilitation clients generally
wish to participate in goal-setting and treatment-planning
[5,12,19,40,41], a number of studies have shown that not all clients want, or feel ready to actively participate; however, this
can change during the continuum of rehabilitation and health
professionals should be conscious of this [13–15]. This was also
reflected in the findings of the present study, whereby participants took the view that clients’ participation in goal-setting was
principally possible; and participants talked about remaining flexible and continuing to offer clients opportunities for participation
as the rehabilitation process unfolded.
Each person is unique, with different values, preferences, attitudes and circumstances, which are related to their social and
physical environment [4], and therefore each person has different
needs and desires. The same is true in rehabilitation, and personcentred goal-setting cannot be addressed by “one-size-fits-all”
clinical processes [14]. Therefore, different approaches, methods
and ways of thinking about person-centred goal-planning are
required, to best meet clients’ individual needs, which may also
change over time [13–15,17,21,24,25,30,32,42–45]. This overarching ethos was strongly represented in our study findings, which
emphasize the importance of a flexible, evolving and individual
practice, maintaining an open attitude, and leaving one’s own
values, preferences, attitudes and notions of “normality” behind
to get to know the client [24,46].
Findings from our study offer a number of concrete strategies
to realize person-centred goal-setting. Some of these are well
established in the literature and will be very familiar to rehabilitation professionals, such as the various communication strategies
(using simple language and communication aids, changing slowly
between different topics, repeating, confirming understanding,
summarizing essential points) [28,47,48], and the point that
sufficient time needs to be made available, to achieve mutual
understanding and build a trusting client-therapist relationship
[20,28,30,47,48]. Additionally, our study suggests that clinicians do
not distinguish between goal-setting strategies for clients with
either communication or cognitive impairments, because these
often overlap and each client has different needs. Instead, clinicians draw from a repertoire of strategies to best meet the
individual client’s needs. Also, rather than uncovering any new
and original strategies from participants’ practice, our study findings emphasize that it is the conscientious and deliberate application of strategies that are generally known, combined with the
ambition to involve clients with communication/cognitive impairments, which distinguishes the person-centred goal-setting practices in this group of experts from more clinician-led, directive
goal-setting.
Some of the strategies described in the current study may
nevertheless be regarded as less common, such as “experienced

activity”, which was described as one way to address reduced
self-awareness. Judd and Wilson similarly described “reality
testing” as an effective strategy to increase awareness of postinjury changes and limitations [49]. Further, experiential, observational, audio and video feedback, as well as constructive feedback
and structured experiences were described to gain self-awareness
during rehabilitation after brain injury [20,50]. Important to this
is, as the participants of the current study described, that clients
are supported with empathy and clarity when reflecting on the
performance of the activity.
The experiences of participants in this study suggested that
identifying personal motivation behind the desired goal can
increase the “success rate” of lasting goals. This resonates with
authors who suggest considering social identity considerations or
high-order life goals [17,40]. Playford described that “it is the
identifying why the goal is important that matters” [4], implying
that professionals should consider the roles of clients, individuals’
values and preferences, their priorities in life, “personal strivings”,
subjective well-being, and desired sense of self [4,17,40,44,51].
Van de Velde et al. found that formal assessment is not useful for
discovering meaning in life, but spending time together, using
informal ways of information gathering and active listening, was
shown to be effective [26]. In the same vein, Martin et al. concluded from their findings that rehabilitation services should
“consider broadening their focus from functional status rehabilitation to include social identity considerations” [40].
Study participants also discussed the use of SMART goals. In
contrast to the pervasive advice to use SMART goals within the
rehabilitation literature, there is also an emerging body of literature
which questions the widespread use of the SMART approach
[14,24,30,32,42,43,45]. This is supported by our findings, as participants described a “relaxed” wording of goals, which refers to rejecting a formulaic application of all SMART criteria. Similarly, in the
study by Hunt et al. therapists who embraced client-determined
goals did not apply the SMART approach in a strict manner [24].
The acronym SMART is usually used in rehabilitation as a standard
in formulating goals [44,45]. But one significant limitation, among
others, is that SMART was designed for goal-setting within business
and not for clinical practice, which means that experiences of
impaired people were not considered in its development [43]. This
is apparent when reviewing the SMART approach with respect to
person-centredness, as authors often acknowledge that SMART
goals may not meet the needs of rehabilitation clients, and can
often be more professional- than client-centred [9,23,24,32].
Our study clearly demonstrates participants’ personal commitment and motivation to enable client autonomy, and to support
clients in making their own decisions within rehabilitation and life
in general. Hammel, who describes autonomy as the power and
right of self-government and self-determination [46], asserts that
clinicians and clients often have different perceptions of independence. Health professionals tend to interpret independence as
performing self-care activities without physical assistance, and
they rarely attempt to explore the client’s perspective of independence [46]. In contrast, decisional autonomy can often be
much more important for clients than physical independence in
self-care activities [46,52]. Autonomy therefore refers not to absolute control or domination, but to an ability to influence, direct,
choose and manage one’s life as situations and roles demand
and personal preferences dictate [46]. This is a particularly salient
point in the context of stroke clients with communication/
cognitive impairment, who will often also present with significant
physical impairment and functional limitations. Accordingly, participants in the present study discussed a number of strategies to
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enable autonomy, such as encouraging clients to actively participate in goal-setting, stressing clients’ ownership of their goals,
and providing information and education. The latter in particular
is widely supported in the literature, which shows that one of the
most commonly reported barriers of shared decision-making in
goal-setting is lack of knowledge [4,12,13,27,30,32,53,54]. The provision of information equates to a sharing of power, thereby
empowering clients to maximize their independence and fulfilling
health professionals’ ethical responsibility to promote self-determination [13,41,55–57].
While interviewees asserted that it was principally possible to
involve clients with communication/cognitive impairment in goalsetting, it was also acknowledged that at times this may not be
the case and decisions may need to be supported through involving clients’ relatives. In the literature, family involvement in goalsetting is described with contrasting positive and negative effects
[4,13,18,29,56,58,59]. Studies have found that relatives were influenced by their own feelings and preferences and were not always
able to anticipate the response of the client [18,29,59], and direct
comparison has shown that goals formulated by people with
aphasia and their relatives differ [29,56]. Nevertheless, it is important to keep in mind that communication and cognitive impairment can affect the whole family, and therefore relatives should,
with permission of the client, be involved in the rehabilitation
process [60,61]. Accordingly, participants in our study described
working with the “client-system”. Although the client was thought
to have the “final say”, it was considered important that relatives
agree with or shape the client’s goals, especially when they are
required to participate in or enable activities. Furthermore, participants emphasized making time to listen to relatives’ concerns;
and to inform and educate relatives in the same way they would
inform and educate the client. As in previous studies [18,60], this
was considered important to achieve good cooperation between
clients, relatives and professionals.
In summary, this study has documented aspects and strategies
of goal-setting with clients with communication and/or cognitive
impairment and hence provided an overview of the topic in relation to clinical practice. Strategies have been described from clinical practice and are well-supported by the wider literature. These
findings could be useful for clinicians who wish to familiarize
themselves with the application of person-centred goal-setting
with clients with communication and/or cognitive impairment, or
who wish to compare their own practice to that of peers.
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subacute inpatient and outpatient rehabilitation practice, than
acute rehabilitation.
Social desirability bias is acknowledged as a possible weakness,
as interviewees could have responded in a socially desired (personcentred) manner. Without direct observation of client-professional
interactions it cannot be ascertained whether participants’ accounts
match their actual practice, and whether these described strategies
are in fact successful. Additionally, the method only allows the
exploration of strategies which interviewees are aware of. These
limitations could be addressed, for example, through triangulation
with non-participant observations of goal-setting sessions.
Due to the small sample size and methodological limitations
in this study, further research is warranted. Although generalization of the study results is limited, this is also not the intention
in qualitative research such as this. The results offer useful data
for transferability and provide a basis for future research, which
could incorporate non-participant observations of goal-setting
sessions, capture clients’ experiences and perspectives, and
focus on specific parts of the rehabilitation pathway (e.g., acute
rehabilitation) for a more in-depth exploration of strategies
according to rehabilitation phases.

Conclusion
Communication and cognitive disorders are common after stroke
and pose a considerable challenge to person-centred goal-setting in
neurological rehabilitation. Rehabilitation professionals require a
high level of skill and expertise to use different approaches and
methods to best meet the individual needs of their clients. This
study has generated accounts from a group of experienced stroke
rehabilitation professionals, illustrating a repertoire of practice-based
goal-setting strategies. Health professionals may draw on these
findings to enhance and facilitate their goal-setting practice with
stroke clients with communication and/or cognitive impairment.
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