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ABSTRACT ARTICLE HISTORY
Background: Person-centered care (PCC) is an acknowledged health care practice involving Received 26 June 2018
increased patient influence regarding decisions and deliberation. Research indicates that phy- Revised 28 May 2020
siotherapists (PTs) embrace patient participation, but that PCC is difficult to grasp and fully Accepted 12 July 2020
implement. KEYWORDS

’

Objective: To contribute to knowledge about how PCC influences physiotherapy by eliciting PTs Physiotherapy; professional
experiences from the acute care setting, this study aims to describe and illuminate variations in role; person-centered care;
perceptions of PCC during a pre-implementation phase, among PTs in acute hospital care. shared decision making;
Methods: Phenomenological approach: individual interviews with PTs in acute care (n = 7) com- power relations

bined with focus group interviews (n = 3).

Findings: The analysis yielded two main categories: 1) Physiotherapists perceived a transformed

patient role involved in the transition from patient to person; and 2) Physiotherapists perceived

a challenged professional role when departing from the expert role, and entailed restrictions to

prescribing the best treatment and, instead, meant aiming for a collaborative and equal relation-

ship with the patient.

Conclusion: Although the interviewed PTs embraced PCC in principle, PCC does seem to challenge

the professional roles of patient and PT. The findings indicate that theories of power relations need

to be considered, and further reflection may facilitate implementation. More research is needed to

deepen the knowledge of how PTs perceive PCC during all implementation phases.

Introduction physiotherapy practice (World Confederation for Physical
Therapy, 2016).

Person-centered care is based on a holistic perspec-
tive, which means that health care professionals need to
see the patient in a biopsychosocial context (Ekman
et al, 2011; Leplege et al., 2007; Olsson, Jakobsson-
Ung, Swedberg, and Ekman, 2013). However, there is
no consensus regarding a definition and conceptualiza-
tion of the core features of PCC (Kogan, Wilber, and
Mosqueda, 2016; Olsson, Jakobsson-Ung, Swedberg,
and Ekman, 2013). This study adopts the definition of
PPC by Ekman et al. (2011), namely: “Person-centered
care sees patients as persons who are more than their
illness. Person-centered care emanates from the
patient’s experience of his/her situation and his/her
individual conditions, resources and restraints.”

Person-centered care (PCC) has become an acknowledged
and recommended approach in health care including phy-
siotherapy (World Health Organization, 2018). However,
physiotherapy practice is strongly influenced by natural
science and biomedical theory, which only marginally con-
siders the psychological, behavioral and social aspects of
patients” experiences in relation to their circumstances in
life (Engel, 1977). Already in the 1970s Engel stated that the
biomedical model is “insufficient” for understanding health
because of its inability to explain the impact of disease or
the experience of the disease for the individual (Eisenberg,
2012; Engel, 1977; Gronblom-Lundstrom, 2008). In the last
few decades, the biopsychosocial theory has gained ground
in both medical and physiotherapy practice (Allan et al.,
2006). One example is the International Classification of
Functioning, Disability and Health (ICF), which includes
behavioral, social and psychological dimensions of health
and illness to fill the gaps in biomedical theory (Allan et al.,
2006). Modern physiotherapists (PTs’), despite the empha- ~ Originally, PCC was developed for chronic care. Several
sis on biomedical science, favor the ICF model in  studies have been published including research on PCC

Background

CONTACT Veronica Sjoberg @ vsj@du.se e Department of Care Sciences, School of Education, Health and Social Sciences, Dalarna University, Falun 791 88,
Sweden

© 2020 The Author(s). Published with license by Taylor & Francis Group, LLC.

This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License (http://creativecommons.org/licenses/by-nc-
nd/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited, and is not altered, transformed, or built
upon in any way.


http://orcid.org/0000-0002-3843-0407
http://orcid.org/0000-0003-1169-2172
http://www.tandfonline.com
https://crossmark.crossref.org/dialog/?doi=10.1080/09593985.2020.1809042&domain=pdf&date_stamp=2020-08-18

2 (&) V.SJOBERG AND M. FORSNER

in dementia care, by Clissett, Porock, Harwood, and
Gladman (2013). Clissett, Porock, Harwood, and
Gladman (2013) found that hospital staff seemed unable
to deliver PCC, in part because of hospital organizations’
failure to empower their staff to provide. Recently PCC
has been implemented in other contexts, not least in
acute care settings (Clissett, Porock, Harwood, and
Gladman, 2013; Ekman et al., 2012; Hansson et al,,
2016). Despite growing interest and incentive to provide
PCC within acute care settings, this particular setting
seems to entail certain obstacles to provide PCC.

Person-centered care suggests that the care recipi-
ent should not be identified in terms of their disease
or disability but should be integrated and given the
opportunity to claim an active and informed role as
a contractual partner in every step of the health care
chain (Ekman et al., 2011; Leplege et al., 2007;
Olsson, Jakobsson-Ung, Swedberg, and Ekman,
2013). According to Ekman et al. (2011), PCC has
to be grounded in the philosophy of personalism, by
which they refer to the French philosopher Paul
Ricoeur. Ricoeur (1992) emphasized coherence in
life and the ethical obligation to recognize and
acknowledge the fragility of fellow humans.
Furthermore, Ricoeur (1992) elucidated that the per-
son experiences meaning in life holistically and
understands new events in the light of previous
experiences. It is not possible to share another per-
son’s experience; however, when narrating to some-
one who listens it may be possible to share the
meaning of the experienced. Consequently, a care
recipient has a unique understanding of how
a disease or disability affects circumstances in their
life, and this is unknown to the professionals if not
narrated. Cornerstones in PCC practice, according to
the model adopted by Ekman et al. (2011) are:
patient’s narrative (i.e. what the patient is sharing);
partnership between the patient and the caregiver
(i.e. the alliance between health care staff and the
patient), and documentation of the mutually agreed
health care plan. Ekman et al. (2011) stressed
the importance of the co-creation of care between
the patient, their family and health professionals as
the core component in PCC.

Regarding PCC in physiotherapy practice, Mudge,
Stretton, and Kayes (2014) conducted an auto-
ethnographic study aiming to explore PTs” conflicting
response to person-centered rehabilitation. They identi-
fied four important domains in person-centered phy-
siotherapy: 1) goal setting; 2) patient’s expressions of
hope; 3) physiotherapy paradigm; and 4) the PCC prac-
tice within physiotherapy and argued that these four
domains could be seen as barriers to implementing

PCC in clinical practice. PTs" are in general focused on
patients own resources, and treatments often assume
a motivated patient. Mudge, Stretton, and Kayes (2014)
critically examined how PTs’ ensure the patients parti-
cipation when he/she not are able to claim an active role
in the deliberation process. Authors, point out the
ongoing persistence in viewing physiotherapy as being
purely biomedically based, may create resistance during
the transition to a PCC approach, and argue the need for
greater awareness within the profession to move toward
PCC practice. The Normalization Process Theory (NPT)
is a framework used to support identification of inhibit-
ing or promoting factors that may occur during imple-
mentation processes of complex interventions within
health care (Murray et al., 2010). In accordance with
NPT, a successful implementation process requires, in
addition to coherence, collective action and reflexive
monitoring also individual cognitive participation
(Murray et al, 2010). To be able to embrace a new
practice, the individual has to understand and engage
with the new practice (Finch et al., 2012; Murray et al.,
2010). Persons involved in the process of implementa-
tion must be clear of the core meaning of the interven-
tion and be convinced of the positive outcome that lies
within the intervention (Murray et al., 2010).

Person-centered care from the health caregiver’s
perspective

Person-centered care is a widely recommended
approach to caregiving in Western countries and has
been advocated to be beneficial both for the care receiver
and for the caregiver (Ekman et al., 2012; Fors et al,,
2015; Hansson et al., 2016; Ulin, Olsson, Wolf, and
Ekman, 2016; World Health Organization, 2018).
Today health care professionals seem to be experiencing
a change in clinical practice. This change is character-
ized by increased patient participation where patients
are encouraged to share their knowledge in collabora-
tion with the health professional in order to achieve
treatment goals and interventions that are meaningful
for the patient (Dudas et al., 2013; Mudge, Stretton, and
Kayes, 2014; Solvang and Fougner, 2016; Womack,
2013). In physiotherapy, an increased patient-therapist
collaboration seems to be valued by PTs’, and to supple-
ment and contribute to good clinical practice (Solvang
and Fougner, 2016).

Person-centered care has elsewhere been studied
in acute hospital care settings. In one study, length of
hospital stay was reduced by 30% in chronic heart
failure patients treated according to PCC compared
with conventional care (Hansson et al.,, 2016). The
PCC intervention targeted to identify barriers and



resources for every individual patient by conducting
a comprehensive in order to create
a healthcare plan including a prognosis for hospital
length of stay (Hansson et al, 2016). In addition,
treating chronic heart failure patients with PCC
decreased costs compared with conventional care.
A comprehensive narrative was obtained from
patients in the intervention group targeting were
about everyday life experiences on how the illness
affects his/her life (Ekman et al., 2012). Clissett,
Porock, Harwood, and Gladman (2013) as well as
McBrien (2009) and Solvang and Fougner (2016)
reported that though health care professionals in
acute hospital care appreciate the features of
increased patient collaboration, they seem to miss
numerous opportunities to provide PCC. Regarding
the PT’s professional role, research has revealed the
existence of a power asymmetry in the PT-patient
relationship which may constitute a barrier for
increased patient participation in deliberation and
in decision-making (Praestegaard and Gard, 2011;
2013; Trede, 2012).

Although the importance of PCC has been
acknowledged by the World Health Organization
(WHO) and although PCC has been increasingly
implemented to strengthen quality of care, the con-
ceptualization of PCC seems to be insufficient
(Clissett, Porock, Harwood, and Gladman, 2013;
McBrien, 2009; Solvang and Fougner, 2016). Despite
reports of positive outcomes in both acute and sub-
acute hospital care, it has been pointed out that
health care staff seem to struggle to fully grasp core
features of PCC, which might constitute an obstacle
during implementation (Clissett, Porock, Harwood,
and Gladman, 2013; Finch et al., 2012; McBrien,
2009; Solvang and Fougner, 2016). Moore et al.
(2017) provided us with findings from a qualitative
study where 18 researchers were interviewed with the
aim to explore barriers and facilitators to deliver
PCC interventions in different healthcare contexts.
Several obstacles to deliver PCC were identified (e.g.
traditional practices and structures, time constraints,
and professional attitudes). Accordingly, knowledge
about how PTs perceive PCC in the acute setting in
the early phases of the implementation process may
provide rare information on how PTs understand
and make sense of PCC and appraise its effects.
According to NPT, these constructs are known and
central prerequisites for successful implementation
(Finch et al., 2012). This study aims to describe and
illuminate variations in perceptions of PCC, during
a pre-implementation phase, among PTs’ working in
acute hospital care.

narrative
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Methods
Study design

The study used a qualitative design based on
a phenomenographical approach, which aims to
describe how people make sense of a certain phenom-
enon in the world, as they understand it (Karlberg-
Traav, Forsman, Eriksson, and Cronqvist, 2018;
Marton, 1981). The phenomeno-graphical method was
originally applied in pedagogical research and there are
several examples of the usefulness of the approach in
research focusing on how health care professionals per-
ceive their practice (Karlberg-Traav, Forsman, Eriksson,
and Crongvist, 2018; Marton, 1981; Mattsson, Forsner,
and Arman, 2011; Sjostrom and Dahlgren, 2002;
Stenfors-Hayes, Hult, and Dahlgren, 2013).

Recruitment strategy

The study was performed in line with Swedish law
and the Declaration of Helsinki regulating research
involving humans (World Medical Association,
1964). The Head of the Physiotherapy Department
approved the study and an ethical evaluation in
accordance with Dalarna University’s ethics policy
was performed. Participants received written and ver-
bal information about the study. Their right to with-
draw from the study at any time without further
explanations was underlined. Each participant gave
written informed consent before entering the study.
Confidentiality regarding participation was ensured;
it was possible to participate without revealing any
identifying information. Data were stored de-
identified on a computer secured with a password.
Risks of harm to participants and possible gains by
conducting the study were assessed as altogether
minimal.

When recruiting participants for the study, we
targeted PTs” working in the acute in-patient setting
of three regional hospitals in Sweden during a pre-
implementation phase of PCC. Information about the
study and an invitation to participate in an individual
interview and a focus group interview was sent to all
PTs’ at the three hospitals. The letter clearly stated
that the invitation was intended for PTs working in
in-patient care, but was being distributed to all PTs’
for convenience reasons. A substantial percentage of
PTs’ in Sweden work in both in- and out-patient
care. The managers at the hospitals distributed the
researchers’ e-mail addresses and PTs’ who were
interested in participating were able to respond
directly to the researchers. We aimed for a broad
age range and gender mix, as well as a range of



4 V. SJOBERG AND M. FORSNER

Table 1. Sample questions from the individual interview and focus group.

Individual interview Focus group

Please, can you share your thoughts on person-centered care
(PCQ) in the acute hospital context?

Please, can you share a clinical situation where a patient has Are there, as you see it, any advantages or disadvantages to a PCC approach in
received what you think is PCC? physiotherapy?

Please, can you share your experiences of a clinical situation where Please, can you share your thoughts on a scenario where patients have a great deal of
a patient received the opposite to PCC? influence over treatment options and goal formulation?

Please, can you share your thoughts on the process of determining Please, can you share your thoughts on the physiotherapy (PT) profession as you see it
treatment goals for the patient? and in relation to a PCC approach?

Please, can you share your thoughts on PCC in the acute hospital context?

years in the profession in order to maximize the
variations in perception (Stenfors-Hayes, Hult, and
Dahlgren, 2013). The inclusion criteria were: regis-
tered PT; employed at the Physiotherapy Department
at one of three minor hospitals; and at least 1 year of
work experience and currently working in acute hos-
pital inpatient care.

Seven PTs’ responded to the invitation. All seven
met the inclusion criteria and completed an indivi-
dual interview. Thereafter they were sent an e-mail
invitation to participate in a focus group interview;
four participants accepted. Unfortunately, one fell ill
and made a late cancellation.

The context

Participating PTs’ were working in acute medicine,
surgery, orthopedic and rheumatology care. The
work as PT in such care involves servicing the
designated wards with physiotherapy competence
in collaboration with other members of the team.
At the time of the study, the Swedish Legislation
SFS 2014:821 aiming to strengthening patient invol-
vement in health care, was fairly new (Ministry of
Health and Social Affairs Sweden, 2014). The county
where the three hospitals were located had decided
to implement PCC. At the current department, PCC
was highlighted in the clinical guidelines and goals
in the operational plans, but no specific action to
implement PCC had been taken. However, PCC was
frequently discussed between colleges.

Data collection

To be able to describe and illuminate variations in per-
ceptions of PCC, data collection was conducted by semi-
structured individual and focus group interviews which
were hoped to encourage reflection (Baker, 1997;
Stenfors-Hayes, Hult, and Dahlgren, 2013). Moreover,
triangulation is known to enrich qualitative data (Guba,
1981); therefore, these two methods were combined.
Combining individual interviews with focus group
interviews provides an additional condition for confi-
dential conversation, while at the same benefiting from
the dynamics of group interaction, thus possibly facil-
itating for the participants to share and further explore
perceptions regarding ethics and decision making
(Kitzinger, 1995; Stalmeijer, McNaughton, and Van
Mook, 2014). Semi-structured individual and focus
group interviews were conducted by the first author
(V.S). The authors had mutually created two semi-
structured interview guides for each sampling strategy
(Table 1). Interviews started with a short clarification of
the study aim. The interviews took place at the partici-
pants’ workplace, during participants’ working hours,
and at a time requested by the participants (Doody,
Slevin, and Taggart, 2013a, 2013b; Stenfors-Hayes,
Hult, and Dahlgren, 2013).

Seven PTs’, six women and one man (27-53 years
old), with 1-16 years’ (mean 8 years’) experience in the
profession, participated in individual interviews (Table
2). Three of them also participated in a focus group. The
individual interviews lasted a mean of 31 (range 21-42)
minutes. The focus group interview lasted 48 minutes.

Table 2. Characteristics of the physiotherapists (PT’s) participating in individual interviews and the focus group.

Individual interview

Focus group

Participants n=7 n=3
Sex: female/male 6/1 2/1
Age, yrs: mean (range) 35 (27-53) 29.6 (27-32)
Years in the profession: mean (range) 8 (1-16) 6 (4-8)

Context of physiotherapy acute medicine, surgical, orthopedic, rheumatic care acute medicine, surgical care
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Table 3. Overview of the main descriptive categories and subcategories of how physiotherapists perceived patient-centered care (PCC).

Descriptive categories: main outcome

Physical Therapists Perceived a Transformed Patient
Role

Physical Therapists Perceived a Challenged Professional Role

Subcategories

| Transformation from patient to person.
Il Overestimating patients’ competence.

partner.
Il Strengthened patient influence.

| Shift in decision making, from PT to patient.
Il Changes in clinical practice, from employing a hands-on approach to being a conversation

Il Decreased demands for professional expertise.

During the interview, participants were encouraged to
share their clinical experiences, thoughts and reflections
on PCC in acute in-hospital care. All interview questions
were open-ended and constructed to capture partici-
pants’ personal and specific thoughts and perceptions
on the interview topics, or themes, which were based on
Mudge, Stretton, and Kayes (2014) four domains.

Interviews started with the open question “Could you
share your thoughts and reflections on person-centered
care within acute in-hospital care?”, followed by questions
such as “Could you elaborate?” and “Could you provide an
example from your clinical work?” (Baker, 1997; Stenfors-
Hayes, Hult, and Dahlgren, 2013). The interviewer listened
actively, showing a genuine interest, and sought to provide
a relaxed and friendly interview environment, encouraging
participants to speak freely and share clinical experiences
aligned to the interview themes (Stenfors-Hayes, Hult, and
Dahlgren, 2013). Data collection took place from April to
May 2016. All interviews were audio-taped and tran-
scribed verbatim by the first author (V.S.).

Data analysis

Data analysis followed Sjostrom and Dahlgren’s
(2002) application of phenomenography in health
and nursing research. Data from individual as well
as focus group interviews were analyzed jointly. The
analysis consisted of a consecutive, seven-step analy-
sis process aiming to qualitatively categorize how and
when a certain phenomenon was perceived. The first
step involved familiarization (i.e. repeatedly reading
the transcripts as an introduction to and familiariza-
tion with the data). The second step entailed compi-
lation, where all the participants’ answers to a certain
question were collected and compiled together. The
third step involved a condensation of the individual
answers, preserving the core meaning of each answer.
The fourth step involved preliminary classification, or
grouping, of all similar answers. In the fifth step,
a preliminary comparison was made of the groups
or categories attempting to establish clear categories,

distinguishable from each other. The sixth step con-
sisted of naming the categories to further clarify their
content, while the last step involved a contrastive
comparison of categories to describe the unique char-
acter of each category (Sj6strom and Dahlgren, 2002).
Concurrently during all the steps, the authors
returned to the original material to ensure that the
revealed categories were securely anchored. The
study started out as a Master’s thesis and was dis-
cussed in seminars with other students and senior
researchers. Thereafter data were re-analyzed in
close collaboration between the authors. Analysis
steps four through seven were repeated several
times and discussed before the analysis was deemed
satisfactory.

Findings

The analysis resulted in two main, qualitatively different
categories, contrasted from each other in terms of per-
spectives: 1) Physiotherapists perceived that the patient
role was transformed through PCC; and 2) that the
Physiotherapists professional role was challenged. The
subcategories illustrate a further range of variations in
extracted perceptions (Table 3).

Physiotherapists perceived a transformed patient
role

The participants perceived PCC as truly present when
the “patient” was transformed to “a person”: no longer
“just” a patient passively receiving treatment, but an
individual actively joining the treatment team. In addi-
tion, the PTs” described that they perceived PCC as it
would increase the knowledge demands on the patient.
The transformation of the patient role that was due to
PCC was described under the subcategories: 1)
Transformation from patient to person; 2)
Overestimating  patients’ competence; and 3)
Strengthened patient influence.
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Transformation from patient to person

The participants expressed the view that in general the
PT, in comparison with other health care professionals,
has a good ability to view the patient holistically as
a person. Several participants perceived that the PCC
approach could contribute to an even more holistic view
of patients, in their own as well as other health care
professions. The PTs’ perceived that it was necessary to
see patients as individuals to be able to individually
adjust health care measures. They said that PCC pre-
vents identifying patients in terms of their disabilities or
diseases.

I'm thinking of one particular patient, who needed a bit
more support than these patients normally do [when
going home]. We arranged additional support after dis-
charge, we acknowledged the patient’s needs, and did
not just take for granted that it would work out as it
usually does ... (Participant 6, 16 years in the profes-
sion, individual interview)

Overestimating patients’ competence

The PTs’ recognized that the PCC approach requires
a well-informed and cognitively able patient. They
emphasized that the average patient cannot be assumed
willing or able to make adequate decisions regarding
their care. One argument was that some patients seek
health care expertise, while others do not have sufficient
knowledge to make qualified decisions without proper
information from health care professionals.

Yes, it depends a little on how you look at it. I think of
the purely medical questions, like, should we let
a patient direct their own treatment? But they don’t
have the medical knowledge to make all the decisions.
So it can have a lot of consequences for the patients. But
it depends a little on how aware the patients are ... of
their own condition - that is, on what the consequences
of the different choices can be. So I think ... (Participant
3, 6 years in the profession, individual interview)

Elderly patients expect to see an expert who knows what
to do ... (Participant 5, 1.5 years in the profession,
individual interview)

The participants also reflected on how the principles of
PCC can apply to patients with less ability to make
decisions, for example those with cognitive disability.
One view was that patients with cognitive disability
could not be assumed to be fully aware of their needs.

Yeah but I think also that if you have a, patient who
perhaps isn’t totally with it, cognitively ... that you
maybe can’t, that is if you’re going to think about what
the patient needs if they don’t have ability to judge the
facts. That it can have negative consequences because
the patient maybe says no to treatment despite the fact
that you see a huge need because the person should be

able to go home or whatever is involved ... (Participant
3, 6 years in the profession, focus group)

Strengthened patient influence

The PTs unanimously experienced that increased
patient participation (i.e. a collaboration between the
PT and the patient) is preferable both to the PTs’ per-
spective and to the patient’s point of view. The PTs
clearly recognized the benefits in viewing patients’
needs from a holistic perspective. A prerequisite for
enhanced rehabilitation outcome was to gain a deeper
understanding of the patient’s  psychosocial
environment.

No, but there are often several alternatives ... I think it
motivates the patient to actually ..., due to the fact that
there is so much for the patient to do themselves. So,
I think that it motivates them to be more involved ...
(Participant 5, 1.5 years in the profession, individual
interview)

The analysis also revealed that PTs” perceived PCC to
imply that patients have increased influence in general.
More specifically, it meant that patients had an increased
and reinforced right to discontinue the “best treatment”
or in fact, any treatment. Physiotherapists expressed that
it created feelings of frustration when they were not able
to help, despite having the knowledge that would surely
help the patient significantly.

But then it can be the case that this shouldn’t be allowed
to go to extremes. It shouldn’t be the case that the patient
says that ... [i.e. that what the patient says, goes, no
matter what]. I have met a patient who is very sick with
their illness and refuses medicine. I can see that patient in
front of me; it’s a terrible example. She feels terrible, is
completely stiff, bedridden, can’t move at all, must have
help with everything and is 25 years old . .. (Participant 2,
16 years in the profession, individual interview)

Physiotherapists perceived a challenged professional
role

The PTs’ perceived that PCC challenged their profes-
sional role in terms of goal setting, expectations of
treatment and decision making. The
changes that PT’s assumed in the professional role
due to PCC-practice were described in the subcate-
gories: 1) Shift in decision making from PT to
patient; 2) Changes in clinical practice, from employ-
ing a hands-on approach to being a conversation part-
ner; and 3) Decreasing demands for professional
expertise.

outcomes



Shift in decision making from physiotherapist to
patient

The PTs’ perceived PCC to mean a shift in power in terms
of decision making regarding treatment options and goal
setting. The PTs” described the existing demands within
their profession, for example the demand to practice
evidence-based physiotherapy, and to follow organiza-
tional guidelines and council regulations. They reflected
that increased patient power could lead to situations
where the PT could end up in a moral dilemma, on the
one hand being compelled to follow ethical guidelines and
evidence-based professional practice, and on the other
granting the patient maximum influence. They perceived
that some treatment suggestions given by patients may be
not as well considered or as well informed as the evi-
dence-based treatment options recommended by the PT.

Yeah, because we [i.e. PTs’] are supposed to work in an
evidence-based way and if there is something like mas-
sage, that you know “won’t help”, like, as far as healing
is concerned, then ... basically if we use those treat-
ments, we go against our way of working. (Participant 6,
16 years in the profession, individual interview)

... T can’t really do that, and it doesn’t really go with the
council’s guidelines on what I should do. I must do
things according to my qualifications and according to
what I am employed to do. Ehh ... so there are those
boundaries. (Participant 1, 5 years in the profession,
individual interview)

Chanages in clinical practice, from employing a
hands-on approach to being a conversation partner
The participants interpreted PCC to be a more conver-
sation-based treatment method where patients were
encouraged to express their expectations. This was per-
ceived as a crucial part of PCC practice. During the
interviews, it emerged that PTs” perceived an ongoing
change in clinical practice, from the current “hands-on”
approach, to a seemingly less qualified, conversation-
based treatment approach. The PTs’ felt that this was
not as valid as the hands-on approach that they had been
trained to use, and said that it was often more time-
consuming. Additionally, it was perceived as profession-
ally unsatisfactory compared with existing practice.

There’s also the risk that — something that’s already
started to happen for physiotherapists — is that you
change from working manually with hands-on things
to being more of a conversational therapist
(Participant 7, 4 years in the profession, focus group)

Decreasing demands for professional expertise
The participants expressed the importance of being able
to share their theoretical and clinical expertise with
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patients and other team members. However, they wor-
ried that their expertise as professionals might be com-
promised because of increased patient influence and
expressed the feeling of being pinioned by PCC.
A clash between what they, as professionals, knew was
best for the patient, and increased patient participation
as per the PCC approach was described. The participants
said that the PTs’ expertise constitutes an important
decision basis for patients, which facilitates the patient’s
informed decision making.

Because even if you work in a person-centred way, we
have to, in our role, be able to tell them that “we’ve seen
that this doesn’t have so much effect on that”. So the
patient still has some sort of basis on which to make
decisions. (Participant 3, 6 years in the profession, focus

group)

But at the same time, you have to think, “Is there
a reason that someone is the treater, and someone is
the patient?” (Participant 1, 5 years in the profession,
individual interview)

Discussion

This study aims to describe and illuminate variations in
perceptions of PCC during a PCC pre-implementation
phase, among PTs’ working in acute hospital care. The
PTs’ perceived PCC as a truly beneficial and proper care
approach, which may have potential to facilitate the
important transition in how health care professionals
view patients. Person-centered care was understood to
facilitate acknowledgment of the person behind the dis-
ease or disability, facilitating the health professional’s
ability to take heed of individual restraints, resources
and conditions, thus promoting the essence of PCC. The
PTs’ realized that they, as well as others in the health
care team, mostly viewed the care receiver as a patient,
whom they often identified by their disability or disease.
Recent research confirms that physiotherapy practice
relies on a biomedical base in health care (Eisenberg,
2012; Engel, 1977). By contrast, the PTs’ in this study
argued that PTs’ generally have a holistic view embra-
cing patients’ lifeworld and social context (Praestegaard
and Gard, 2011; Solvang and Fougner, 2016) and
expressed that a PCC approach could reinforce an anti-
reductionism in their own profession as well as in other
health professions.

Furthermore, our data revealed a conflicting percep-
tion of the transformed patient role. The participants
reflected that PCC assumes that patients are well
informed about their disease or disability, as well as
about the treatment options that are available.
However, they expressed explicit concern about the
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risk of overestimating patients’ knowledge and their
ability to make informed decisions. Several PTs’ voiced
concern about being unprofessional if overestimating
the patient’s ability to do what is best for them in
a given situation. A central question that needs to be
addressed is where we as health care professionals draw
the line between beneficial paternalism, where the
patient is objectified, and the increased demands on
patients’ autonomy. It seems that there may be situa-
tions where it is clinically relevant to compromise
patients’ autonomy (e.g. if patients have a decreased
ability to make decisions beneficial to their health). It
seems obvious that we need further exploration of the
balance between increased patient participation and the
PT professions biomedical heritage and how it affects
the power relationships. This is especially crucial for
those patients with limited ability to claim an active
and contractual role in decision-making and
deliberation.

The patient’s influence is a core issue in PCC. In
PCC, the person’s own experience is emphasized, as is
the health care professional’s obligation to recognize
and acknowledge the fragility in the other person
(Ekman et al, 2011). However, as highlighted by
Mudge and coworkers, PTs’ may experience discomfort
when patients express what the PTs’ believe to be
unrealistic treatment expectations and goals (Mudge,
Stretton, and Kayes, 2014). In the current study, the
PTs’ emphasized a power shift in decision making,
which seemed to go against their idea of their profes-
sional role. According to this idea, PTs’ know and
express what a patient needs in order to recover or
rehabilitate. These paternalistic tendencies are also
described by Eisenberg (2012) who pointed out that
during training, PTs” are often not attentive to how
power relations between the patient and the therapist
manifest in the clinical situation. Both Mudge, Stretton,
and Kayes (2014) and Eisenberg (2012) research calls
for a deeper reflective discussion targeting PTs’ ability
to achieve PCC in their clinical work. Moore et al.
(2017) even went further, when elucidating the un-
even power relation between patient and healthcare
staff as a clear barrier to implement PCC in several
healthcare contexts. In addition, these difficulties
regarding power relations are not clearly discussed in
PCC theory, as reported by Ekman et al. (2011).
Rushton and Edvardsson (2018) outlined an ethical
theory for how nurses in acute hospital settings judge
and make sense of their responsibilities toward the
patient. After consulting the work of Foucault (1982)
and Legstrup (1971), Rushton and Edvardsson (2018)
concluded that the organization itself needs to be
reflexive, creative and person-centered to facilitate

a transformation toward a PCC approach. Applying
Foucault’s thoughts on power relation characteristics
to our study findings, the connection between power
relations, knowledge and language becomes central.
According to Foucault (1982) power relations exist in
personal relations, and only there. One of the corner-
stones of PCC is the partnership between the therapist
and the patient (Ekman et al., 2011). Any relations
between a therapist and patient inform some sort
a power relation, which will affect the characteristics
of the relationship (Foucault, 1982). In contrast to the
ethical obligation to recognize and acknowledge the
fragility of fellow humans, our findings as well as
those of several other research studies, reveal
a paternalistic tendency in PTs’ as health professionals.
Physiotherapists assume the role of expert toward the
patient, which may negatively affect the opportunity to
create an equal partnership between the therapist and
the patient. This ongoing adherence connection to the
biomedical approach may serve as a barrier to a holistic
engagement in the treatment process (Mudge, Stretton,
and Kayes, 2014) which is also highlighted by Moore
et al. (2017). This may be one explanation for several
reports suggesting that PCC is difficult to grasp and
that health care professionals miss opportunities to
provide PCC in the clinical context (Clissett, Porock,
Harwood, and Gladman, 2013). Although the theory
on PCC, as described by Ekman et al. (2011) adds to
the understanding of PCC, findings in this study high-
light the importance, in PCC theory, of embodying
theories of power relations. In addition, the determi-
nant issue of the power relationship between the thera-
pist and the patient needs to be explicitly addressed in
undergraduate studies and basic training of PTs’.

Strengths and limitations

This study contributes by providing a novel glimpse
at how PCC is perceived by PTs” in acute hospital
care before any actual implementation has taken
place. To ensure trustworthiness the researchers
used the phenomenographical method as described
by Sjostrom and Dahlgren (2002). To ensure cred-
ibility, triangulation was applied (Guba, 1981). The
researchers contributed different perspectives and the
sampling strived for participants with a range of
experiences, as well as combining different interview
techniques. However, credibility may have been lim-
ited by the small sample size and the uneven gender
distribution, providing little variation in perceptions.
Conversely, in qualitative research the content is of
more interest than the number of participants and in
phenomenographical studies this normally ranges



from ten to 30 (Stenfors-Hayes, Hult, and Dahlgren,
2013). The small sample size might have limited
in PCC experiences; however unique
aspects of how PTs’ from a wide range of clinical
fields perceive PCC came up in the interviews. To
strengthen credibility of the findings, several original
quotations from participants have been provided in
this study (Stenfors-Hayes, Hult, and Dahlgren,
2013). In phenomenographical method any data sam-
pling encouraging participants to share their experi-
ences, thoughts and reflections can be used
(Karlberg-Traav, Forsman, Eriksson, and Cronqvist,
2018; Kroksmart, 2007; Marton and Booth, 2009).
Since the phenomenographic method aims to eluci-
date variation in perceptions, semi-structured inter-
views were conducted individually and in focus
groups. The beneficial dimension of group processes
and interaction is known to enrich data, yielding
more, and wider and deeper, perceptions from parti-
cipants (Doody, Slevin, and Taggart, 2013a; 2013b;
Karlberg-Traav, Forsman, Eriksson, and Cronqvist,
2018; Kitzinger, 1995; Stalmeijer, McNaughton, and
Van Mook, 2014).

Different perspectives were also pursued: the first
author (V.S.) is a PT with extensive clinical experi-
ence; the second author (M.F.), with more than
30 years’ clinical experience as registered nurse
and senior researcher, was able to contribute an
outside perspective and methodology. Being a PT
herself, V.S. was judged to facilitate the interview
situation, by making the participants comfortable in
speaking about the interview themes. To counteract
the influence of pre-understanding, V.S. performed
peer debriefing and practiced self-reflection, both to
impartially focus on how the participants perceived
the phenomenon and to avoid un-reflexivity (Guba,
1981; Stenfors-Hayes, Hult, and Dahlgren, 2013).
The authors’ continuous critical reflection regarding
the contents of the perceptions and the descriptive
categories has strengthened the trustworthiness.

variations

Clinical implications

Our findings point out the importance of adequate
education and support for PTs’ in acute settings prior
to implementation and in the early implementation
phase of PCC. These findings could contribute to
current knowledge in the field by arguing the impor-
tance of coherence and cognitive participation when
successfully implementing a new practice such as
PCC in health care (Beck, Damkjaer, and Tetens,
2009).
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For the PT in clinical practice, the findings of
this study may suggest that the power relations
between the therapist and the patient are unequal.
It is hoped that the current findings may facilitate
a discussion within the profession on how we can
strengthen our trust in patients in acute in-hospital
care and their own knowledge of themselves con-
currently as we respect our own professional knowl-
edge. If we as a profession increase our awareness
of the clinical benefits and challenges of implemen-
tation of PCC, we may contribute to a greater
understanding of how the underpinning theories
that frame the practice need to be constantly dis-
cussed and developed.

Conclusions

The findings in this study is represented of a small
number of PTs'naive assumptions of PCC during
an pre-implementation phase. We conclude that
when PCC is the subject of discussion within the
PT profession, PT’s are generally positive to PCC,
but also indicate some challenges. They perceive
PCC as a challenge to their professional role,
which includes recognizing the patient in their
transformed patient role. Findings indicate a need
for PTs’, before and during the implementation
process, to acquire further knowledge about core
features of PCC as well as about the philosophy of
personalism. Physiotherapists working in acute hos-
pital care should be provided with opportunities to
reflect on role changes and changed power
relations.

Difficulties to truly grasp and implement PCC
are well documented, and current findings may
contribute by indicating reasons for these difficul-
ties. We report that individual coherence and cog-
nitive participation are crucial when implementing
new practices in health Novel findings
emerged from this study also indicate a need to
revisit the theoretical base that still influences and
shapes basic training in physiotherapy, to facilitate
PTs’ transition toward a true partnership with the
patient. Physiotherapists need to be more aware of
the paternalistic tendencies in the profession and
how to manage this in order to strengthen the
patient in their knowledge of themselves. Power
relations are not central in the philosophy of per-
sonalism, and need to be addressed if we want to
enhance our possibilities to implement PCC in
practice. Further research is needed to verify the
findings in this study and furthermore explore

care.
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how PTs understand and practice PCC as they
understand it.
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