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Few studies describe the development of academic courses with interprofessional perspectives.*erefore, the aim of this study was
to describe teachers’ experiences with developing an academic course in person-centred care (PCC). Data collection was divided
into three parts: (1) written material/documentation describing the process (text and pictures, 16 meetings), (2) SWOTanalysis in
relation to being a lecturer (n � 7), and (3) interviews with the lecturers (n � 4). *e data were analysed using mixed methods,
descriptive statistics (1) and qualitative content analysis (2-3). *e results are presented in three categories (Co-creating a pilot
course, Challenges of managing unfamiliar knowledge, and Wanting to understand new educational approach). *is study
highlights three challenges: (1) unfamiliarity with the field of person-centred care and selected educational activities and teaching
skills; (2) unfamiliar colleagues, which delayed partnership efforts; and (3) limited experience working with other lecturers in light
of the institute’s structure and routines. However, these challenges served as both barriers and facilitators; the lecturers developed
knowledge and experiences from collaborations (educational and/or content skills/knowledge) focusing on resources and skills.

1. Background

Person-centred care (PCC) is an approach that guides staff
and students to focus on patients’ resources and needs. In
clinical practice, the approach is transformed and applied by
the following actions: (1) listening to patients’ narratives,
taking part in them, and trying to understand them; (2)
collaborating with patients to determine the best way to
implement care, treatment, and rehabilitation (based on
experiences and evidence); and (3) reaching agreements and
documenting them in a health plan that is transparent for all
involved [1]. Research has shown that these actions improve
patients’ quality of life [2, 3] and the discharge process [4] as
well as metabolic control and self-efficacy [5, 6]. Further-
more, studies show such efforts decrease patients’ fatigue [5]
and uncertainty [7], which results in lower costs [8, 9] due to
shorter hospital stays [3, 10, 11]. Moreover, staff report

higher job satisfaction, a friendlier working environment,
and reduced conscience stress when person-centred care is
implemented [12–15]. At present, whether a PCC approach
is implemented in clinical practice is linked to the attitudes
of staff (interest in PCC), the presence of a strong medical
tradition, and time constraints [10, 14, 16–18].

Furthermore, the staff’s knowledge, values, commit-
ment, attitudes, and actions affect students’ learning process
[19, 20]. For example, research [21, 22] shows that students
are aware of PCC; however, the application of PCC is limited
because their clinical supervisors use the approach in-
sufficiently. Universities worldwide discuss how to imple-
ment PCC in their educational programmes [23, 24], and
some have already implemented aspects of PCC, but not
whole courses, in health-care education [21, 25]. Other
studies describe how students support PCC education that
uses pedagogic strategies such as role modelling, simulation,
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and meeting with patients [26] and the development,
implementation, and evaluation of PCC courses [27].
However, there are few studies describing the development
of an academic course in PCC involving students and
teachers from multiple disciplines to bridge the gap between
professions and between academics and clinical practice.
�erefore, the current paper intends to improve knowledge
regarding the development of PCC in higher education. �e
aim of this study was to describe teachers’ experiences in
developing an interprofessional academic course in PCC at
a Swedish university.

2. Methods

2.1. Development Process. �e current study was grounded
in a two-step project (We Educate Care, Figure 1) at
Gothenburg University (38 000 students and 6000 sta�
members), located in western Sweden [28]. �e person-
centred care course within the health and social care was
worth 7.5 credits and was initiated at both the central and
local levels of the university. In the �rst step, a steering group
was established that included educational leaders from the
following departments: medicine, neuroscience, physiology,
and nursing. �e vice dean of Sahlgrenska Academy and
researchers from the Pedagogical Development and In-
teractive Learning Unit and the Centre for Person-Centred
Care (GPCC) were also included in the development pro-
cess. In step two, both teachers (n � 7) and students (n � 3)
from the abovementioned institutions were selected to de-
velop competence in PCC and the planned pedagogic
methods and then design an interprofessional academic
course in PCC (second cycle).

Faculty development is described as e�orts to support
the development of faculty members’ roles, knowledge, and
skills in a speci�c area [29]. In the current study, im-
provements in teachers’ knowledge and skills regarding PCC
and related teaching methods were based on the same as-
sumptions as person-centred care, as described by Ekman
et al. [1]. �e starting point is the teacher’s capabilities, that
is, resources (will, wishes, responsibilities, communication,
narratives, actions, etc.) and needs (content, pedagogic
methods, and learning style), as described by [30]. To

facilitate the development of knowledge and skills in PCC as
well as teaching methods, teachers’ experiences and com-
petencies needed to be challenged, utilized, and interwoven
with new experiences built on evidenced-based knowledge
(PCC, pedagogic methods). �ree routines were used: (1)
dialogues [31] regarding teachers’ resources and needs in
relation to PCC and pedagogic methods; (2) co-creative
processes, such as learning groups [32]; and (3) the use of
a web-based learning management system (http://pingpong.
se) to document the course material. �e course, called
Person-Centeredness in Health Care and Social Sciences (7.5
credits), was developed collaboratively as a cross-academy
course at the advanced level (second circle), and the syllabus
contained eight learning goals to enable students’ un-
derstanding, knowledge, and skills on the personal, part-
nership, narrative, and documentation levels [1].
Furthermore, �ipped classrooms [33] and blended learning
[34] were chosen as pedagogical methods by the teachers.

2.2. Data Collection

A convenience sample using mixed quantitative and qual-
itative methods was used [35]. �e inclusion criteria were
lecturers at University of Gothenburg involved in de-
veloping an interprofessional academic course in person-
centred care for students in higher education. Data collec-
tion was divided into three parts: (1) written
material/documentation describing the process (text and
pictures collected over 16 meetings, descriptive statistics),
(2) SWOT analysis [36] in relation to the sta� (n � 7,
strengths-weaknesses-opportunities-threats), and (3) in-
terviews with the sta� (n � 4, content analysis). All the data
were collected during the development process of the project
(We Educate Care) in May 2014 to April 2015 (Figure 1).

(1) A total of 16 meetings of seven lecturers (women,
aged 22–68 years) with master’s or doctoral degrees
(medicine, nursing, occupational therapy, pedagogic, and
physiotherapy) and 2–40 years’ experience in health care
and/or education were included in the �rst part of the data
collection. (2) SWOT analyses were performed in March
2015 to consider the strengths, weaknesses, opportunities,
and threats related to being a teacher (n � 7). (3) �e �nal
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Figure 1: Structure and timetable of the development process.
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data collection step was performed in May 2015 and in-
cluded interviews (in Swedish) with the teachers (n � 4).*e
interviews lasted 30–60 minutes and were performed in-
dividually, recorded, and then transcribed verbatim. *e
interviews started with background questions regarding age,
education, employment, and experiences in health care.
*ey then focused on three perspectives: the content of the
person-centred care course, the development of course
material (syllabus, study guidelines, assessments, and ex-
aminations), and the use of pedagogical methods (flipped
classroom and blended learning).

2.3. Data Analysis

We used mixed methods [37], descriptive statistics, and
qualitative content analysis to increase our understanding of
the teachers’ views and thoughts regarding developing an
interprofessional academic course in person-centred care for
students in higher education. *is method showed con-
flicting opinions and unsolved issues regarding the meaning
and use of concepts, procedures, and interpretation. Content
analysis illustrates the use of concepts related to the research
procedure to achieve trustworthiness in terms of credibility,

dependability, and transferability [38]. Since research relies
on trustworthiness, transparency, verification, and re-
flexivity and is “informant-driven,” this design can be
helpful when developing insightful and artful interpretations
within higher education [35].

*e data were analysed using descriptive statistics such as
percentages (documentation of meetings) and manifest
qualitative content analysis (SWOT analysis and interviews)
in a step-by-step procedure [38]; the data were extracted and
brought together into one text and then divided into meaning
units that were condensed. Examples of meaning units,
condensed meaning units, and codes are shown in Table 1.
*e texts were read to acquire a first impression of the content
regarding developing an interprofessional academic course in
PCC.*emanifest analysis addressed questions regarding the
teachers’ experiences and was performed in the following
steps: (1)*e written words were read and reread to obtain an
understanding of and familiarity with the text regarding
developing a course in PCC. (2) Meaning units (words,
sentences, or paragraphs) corresponding to the content areas
were selected for (a) PCC-related content and (b) pedagogical
issues and interprofessional work. *e unit of analysis in this
text addressed various aspects of PCC and blended learning.

Table 1: Example of content analysis of content into subcategories that formed a category.

Meaning unit Condensed content Coding Subcategory Category
I think it is, now that I have
extended myself or read a lot
of literature on person-
centeredness, it is obvious that
we should work this way, but
in the beginning, when we
presented our own efforts
towards person-centeredness,
I felt a little bit frustrated
because it was very hard for
me to understand the
philosophy. . .. It may be
because I’m not used to
reading that kind of
literature. . .. In education for
physicians, we are very fact-
oriented; it should be short
and concise. . .and it was
really hard to understand

Extended myself, read
literature on person-

centeredness, obvious we
should work this way,

beginning frustrated, very
hard understand philosophy,
not used to reading literature,
physicians very fact-oriented,

short/concise

Diversity of
perspectives

Challenges of managing
unfamiliar knowledge

Co-creating an
interprofessional academic

course

I think it was just that these,
we applied these models, the
methods. You should read or
get to know the material
before you attend group
meetings, and that made it
possible. 2en, when you met,
you could - you got a deeper
understanding and could
spend time on concepts
instead of clarifying them.
2is allowed you to discuss
and immerse yourself in the
subject

Applied these models,
methods, read to know
material before group

meetings, deeper
understanding, spend time on
concepts instead clarifying,
allow discussion, immersion

in the subject

Responsibility Wanting to understand a new
educational approach

Co-creating an
interprofessional academic

course

*e emerging findings are illustrated with quotes.
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(3) Each condensed meaning unit was abstracted into a de-
scription of the processes of developing courses in higher
education. Re�ection and discussion resulted in agreement
between two of the researchers (CW and KR) regarding how
to sort codes. �e whole context was considered, and the
meaning units were labelled with 135 codes. (4) Finally, the
various codes were compared based on their di�erences and
similarities and were sorted into three categories: “Co-
creating an interprofessional academic course,” “Challenges
of managing unfamiliar knowledge,” and “Wanting to un-
derstand a new educational approach.”

2.4. Ethical Considerations

No ethical approval was used because of Swedish rules and
guidelines [39, 40] for research when teachers are included
in data collection. However, respect for the individuals was
a main concern during the study. All the participants were
informed of the voluntary nature of participation and
consented to participate in the study, knowing that they had
the right to withdraw at any time and that their answers
would be kept con�dential. In addition, data analysis fol-
lowed a scienti�c systematic analysis to ensure the trust-
worthiness of the results. Ethical guidelines for human and
social research were considered throughout the study [40].

3. Results

�e results yielded three categories: “Co-creating an in-
terprofessional academic course,” “Challenges of managing
unfamiliar knowledge,” and “Wanting to understand a new
educational approach.” �e combination of the teachers’
experiences and knowledge regarding PCC and educationwas
described as signi�cant for co-creating an interprofessional
academic course. �e categories are presented in Figure 2.

3.1. Co-creating an Interprofessional Academic Course.
�e category “Co-creating an interprofessional academic
course” was described in terms of structure, openness to new
perspectives, and the challenges of making joint decisions in
collaboration with interprofessional colleagues.

�e beginning of this category focused on the descriptive
aspect of the data and the structure of project (We Educate
Care) and can be described in four phases: getting to know
each other, deepening and designing, forced resting, and
completing the course material. �e �rst phase, getting to
know each other, created partnerships among the in-
formants and accounted for 19% of the project time. �e
project group’s resources and abilities regarding person-
centred care and teaching skills resulted in shared
decision-making during the development phase of the
course. �e second phase, deepening and designing,
accounted for 25% of the project time and included
knowledge skills regarding person-centred care (resources:
narrative, partnership, and documentation) and educational
approaches/�ipped classroom and blended learning (sylla-
bus, web-based learning platform, and recording teaching
materials) and their implementation.�e third phase, forced
resting, accounted for 44% of the project time and com-
prised waiting for external actors during such events as
advertising and recruiting students to the course. �e last
phase, completing the course material, comprised 12% of the
project time and involved concrete planning before the �rst
day of the course (study guidelines, assessments, examina-
tions, teamwork, and lecturing). �e total time allotment for
the course was 1 210 hours and included all participants
involved in the project.

�e following aspects of the results focus on the teachers’
experiences in the development of the PCC course. �e
informants indicated in the interviews that it takes courage
to develop an interprofessional course regarding person-
centred care in higher education. �ey emphasized that
courage included other colleagues’ experience and knowl-
edge of health care and/or co-creating interprofessional
academic courses, which added value for them.

And actually, let someone else; do not be like, “No, but we
have always done it this way,” and “ is is good” and “How
should we do it?” [laughs].

�e informants highlighted that this experience and
knowledge broadened their perspective and understanding
of interprofessional work. Furthermore, openness to new
perspectives was described as an opportunity to develop and
co-create education at the university. In co-creating this
interprofessional academic course, the informants stressed
that they learned about themselves and each other through
re�ection (individually and in groups) on the literature
review, issues related to the process, and presentations re-
garding PCC by invited experts. �e above-described
relationship-building activities provided opportunities for
partnership. According to the informants, collaboration
helped broaden their perspectives in terms of the advantages
and disadvantages of working with other professions, al-
though it is easy to remain stuck in traditional habits and
ways of thinking. However, they felt uncertain about each
other’s health professions in terms of the content and re-
sponsibilities of running the course. Interactions were de-
scribed as complex as co-creation of the course required new
subject knowledge (PCC) and new teaching methods
(blended learning and �ipped classroom) as well as in-
terprofessional learning. Furthermore, they emphasized the

Co-creating an
interprofessional
academic course

Wanting to
understand a

new
educational
approach

Challenges of
managing
unfamiliar
knowledge

Figure 2: �e categories generated by the results.
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importance of combining theory (personalism) and practice
(health care), that is, learning from, with, and about each
other.

However, now we had it and it was a great opportunity.
In addition, I do not think we could have... because we
represented several professions, I think we had to be there
to get to know each other and each other’s advantages and
disadvantages. Now I do not mean as a person, but the
professional category.

*e informants highlighted that the opportunity to learn
together contributed to personal growth in cooperation with
others when problems were discussed from an in-
terprofessional perspective. *is was described in terms of
life experiences.

And during this pilot project, cooperation with colleagues
from the other professional categories meant a lot
because we looked at different problems from the team’s
perspective, not just from our own professional role
perspective.

3.2. Challenges of Managing Unfamiliar Knowledge. *e
category “Challenges of managing unfamiliar knowledge”
is described in terms of challenges, openness, and com-
mitment to achieving shared decision-making among the
group of teachers. *e informants were committed;
however, they stressed difficulties in addressing philoso-
phy because this was an unknown area of knowledge
within the health-care context. *is led to doubts re-
garding their own ability to develop a course in person-
centred care. Moreover, the informants described the
challenges of understanding the change in denomination
from “patient” to “person,” that is, in terms of both
medical tasks and personal aspects (subject, not object),
such as personal resources in everyday life. Furthermore,
the informants highlighted the difficulties in applying the
philosophy of person-centeredness to their everyday work
(clinical and academic) because of the feeling that “I al-
ready do this.” *ey described the frustration of managing
unfamiliar knowledge, such as philosophical texts that
present a diversity of perspectives. *is frustration is il-
lustrated in the following quote:

I think it is, now that I have extended myself or read a lot of
literature on person-centeredness, it is obvious that we
should work this way, but in the beginning, when we
present our own efforts towards person-centeredness, I felt
a little bit frustrated because it was very hard for me to
understand the philosophy. . .. It may be because I’m not
used to reading that kind of literature. . .. in education for
physicians, we are very fact-oriented; it should be short and
concise. . . and it was really hard to understand.

*e informants expressed doubt that they would be able
to understand person-centeredness because of the contrast
between philosophy (subjective approach) and facts that are

measurable and defined (objective approach), which con-
tributed to their feelings of frustration. *e teachers em-
phasized the significance of long-term experiences in
countering doubts about their personal capacity to manage
knowledge of a philosophical nature. Additionally, teaching
and discussions among the teachers during the development
of the course were stressed as valuable for helping them to
understand philosophical texts regarding person-
centeredness and the philosophy behind it. *rough
transparency and involvement in the project (We Educate
Care), these discussions facilitated further reading of the
literature within PCC:

2erefore, I felt that the group was a very permissive group.
We were very open to each other. Or, how should I put it, it
was very positive. . .. Basically, I never heard someone
picking on anyone, or something, or just saying, “God, this
is crap”. We had discussions all the time. In addition, then
you rethink working with the syllabus. It was instructive
because we had really different thoughts! And getting
together to do something, all the work was useful.

*e informants stated that the course content benefitted
them by adding breadth and depth to their everyday work.
Furthermore, they stressed the personal development they
experienced by conquering a new field of knowledge with
a philosophical grounding. *e content of the course (PCC)
was described as meaningful, having positive effects on
practice, and a powerful approach to engaging in and de-
veloping health care. *e informants also emphasized that
the course content was interesting and instructive because it
challenged their previous factual knowledge (scientific
paradigm) and expanded it to include a wider horizon of
understanding (hermeneutic paradigm).*ey described that
this advanced understanding was frightening because in-
sight into human complexity became visible and over-
whelming. Feeling as if they needed to include patient
resources aroused discomfort and seemed daunting in light
of the limited resources of health services. *ey argued that
the ethics of taking advantage of a patient’s resources is
unclear and presents a challenge for a health-care system
with limited resources.

3.3. Wanting to Understand a New Educational Approach.
*e category “Wanting to understand a new educational
approach” was described in terms of the content, process,
and accountability involved in course development work.
*e informants described being involved in the project (We
Educate Care) for more than a year as a process, a journey in
stages. *ey noted the significance of the collaborative
process in terms of reaching agreements through shared
decision-making and common goals, which requires cour-
age and innovation from all involved to allow them to learn
from one another. In addition, the informants highlighted
that consciousness creates opportunities for personal growth
by encouraging sharing experiences during collaborative
efforts to develop an interprofessional academic course in
person-centred care. *ey highlighted the importance of
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a co-creative process that occurs in the settlement in a shared
decision-making against common goal as

However, you are so into this that... I think that it will be
on a piece of paper and “2is I have done, check and
check”. . .. It was actually a process over time; it was one of
these great experiences for me.

In addition, the informants expressed satisfaction re-
garding the development of the course.*ey emphasized the
importance of personal responsibility arising from the in-
troduction of a new educational approach to improve the
quality of health and social care. Balancing giving and
controlling learning (between teacher and student), that is,
creating enough space for individual responsibility, is nec-
essary. *e informants emphasized the need to pass re-
sponsibility to their students; however, they noted that this
was difficult because of variations in teachers’ experiences
and knowledge. *ey stressed feeling uncertainty and am-
biguity regarding the content and the use of educational
approaches within the course, that is, who is going to do
what? *e informants emphasized the need for and sig-
nificance of handing over responsibility to students; how-
ever, this does not always happen because of differences in
experience and knowledge among teachers.

I think it was just that these, we applied these models, the
methods. You should read or get to know the material
before you attend group meetings; that way, it is possible
that then when you met, you could, you got a deeper
understanding and could spend time on concepts instead of
clarifying them. 2is allow you to discuss and immerse
yourself in the subject.

According to the informants, this process required
courage and innovative thinking to allow the participants to
learn from and with each other. Moreover, the process raised
awareness, which created opportunities for personal de-
velopment through the shared experience of the project (We
Educate Care) as a new area of knowledge based on
a philosophical approach. *e informants stressed person-
centred care as a powerful way of pursuing and developing
health care.*ey said that the course content was interesting
and instructive and challenged their previous factual
knowledge (the natural paradigm) through greater un-
derstanding of a different framework (the hermeneutic
paradigm).

Yes, I would have liked to start in a different way than
reading the recommended chapters that we received. I read
a little... I became a bit like, “Oh, what’s in it for me?” So
when you feel like you’re in a hall of ice, then you go for
defence instead.

4. Discussion

*e aim of this study was to describe teachers’ experiences in
developing an interprofessional academic course in PCC at
a Swedish university. *e results focused on managing

unfamiliar knowledge and understanding a new educational
approach to co-create an interprofessional academic course.
*e work was characterized by listening to colleagues’ ex-
periences (narratives) regarding course development and
content during collaboration and shared decision-making
(partnerships) resulting in a curriculum, syllabus, study
guidelines, and so on (documentation).

4.1. Competence

*e result showed variations of knowledge regarding PCC
that affected the understanding and implementation of
person-centred care; these variations can be discussed in
terms of Bloom’s taxonomy [41]. *e informants could
repeat the content of person-centred care, as described by
Ekman et al. [1], and were able to explain PCC by providing
examples of how the approach may be expressed in daily
practice. However, they described the difficulty in trans-
forming and applying PCC to new contexts, such as an
academic course. Staff who work interprofessionally do not
always understand common/shared visions/decision-
making. Lawlis, Anson, and Greenfield [42] stress that in-
terprofessional learning improves competence by enabling
processes through teamwork. In addition, [43] highlights
that students’ learning skills and health profession and
organizational matters should be considered when de-
veloping and implementing new course content because of
teachers’ influences on learning.

Moreover, the development of knowledge and skills is
illustrated as a progression from lower to higher levels of
learning [41]. *e current study shows that the informants
reached Bloom’s application level; they used core compo-
nents in PCC, such as partnership (mutual respect for each
other’s expertise), narrative/patients’ stories (shifting the
focus from “what” to “who” and focusing on
resources/capability), and documentation (mutual agree-
ment and health plans based on patient and caregiver ex-
pertise), in real-life situations. However, the informants did
not reach the point of synthesis (an ethical approach built on
a philosophy), that is, the ability to combine a number of
core components (PCC) into a new functional strategy, such
as developing this academic course. *e teachers seemed
unable to envision future applications of the course, which
presented an obstacle in teaching that focused on the “who”
(person) instead of “what” (patient) approach that forms the
philosophical basis of PCC [30]. *erefore, it is important
that the university’s management supports and enables
employees to participate in the creation of common goals
and visions by providing access to such resources as time and
skills despite their heavy workload. Furthermore, it is
necessary for teachers to collaborate within and between
institutions at the faculty level through common teaching
arenas that enable cooperation across institutional bound-
aries. *e recruitment of employees for future collaboration
should be based on their interest in andmotivation to engage
in teamwork in line with personalism, in which teachers are
capable, responsible people (colleagues and managers)
working expert-to-expert (competences) in shared decision-
making processes (partnership) regarding a mutual syllabus
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(documentation) that involves different
institute/faculties/students within the university. *is con-
clusion can be viewed from the individual (teacher, student,
and manager), group (teachers and health
professionals/students), and organizational perspective
(management at the micro, meso, and macro level) based on
an ethical approach. Teachers’ difficulties to understand the
philosophy of person-centred care [30] could be related to
their different professional paradigms (positivist and her-
meneutic), that is, objective natural facts (quantitative
methods) versus subjective lived experiences (qualitative
methods). Traditionally, the education for some health-care
professions such as medical doctors and physiotherapists is
more firmly rooted in positivism, whereas, for example,
nurses are more familiar with the hermeneutic paradigm.
*is can create friction when learning and educating about
PCC, but also gives possibilities to bridge between pro-
fessions specific contribution within a common PCC
framework. However, beyond discussions on different
paradigms and levels of evidence, the competence gained
from PCC education is mainly practical and clinical. It
encourages professionals to reflect, together, on the real and
complex health and ill health of their patients—patients as
persons with resources and needs. Objective and subjective
perspectives broaden health professional’s knowledge and
skills within health care to involve each patient’s resources,
which develops and changes during life. *e educational
journey regarding philosophy of person-centred care starts
at the universities professional’s educational programme
and develops with the team in health care [1]. All resources
are included and the patient is the team leader due to
partnership for improved well-being and patient safety.

4.2. Pedagogical Perspectives. *e results show the difficul-
ties the informants had acquiring new teaching methods. In
terms of Bloom’s taxonomy, the current study can be dis-
cussed in terms of facts, understanding, skills, and famil-
iarization skills [41]. Teachers need knowledge regarding
teaching methods to develop such educational skills as
learning by doing [44]. By using suggestions and the
intellectualization of ideas arising from the flipped class-
room and blended learning methods[45], the current study
elaborated on the development of these pedagogical tools,
which took almost one and a half year and could be viewed
as a journey. Historically, teachers have been somewhat
unwilling to use digital communication tools (Facetime,
chat, and Facebook), record lectures, and upload material
and films to digital learning platforms [34]. However, the use
of digital tools in education is common and is described as
a supplemental resource that prepares students for digital
citizenship; it is viewed as an inclusive tool that engages
students and helps them retain the knowledge needed to be
part of the 21st-century workforce. In addition, digital tools
facilitate collaboration and idea sharing, peer reviews, and
feedback from a teacher perspective [46]. However, the in-
formants in the current study expressed their educational
shortcomings, which is why continuing dialogue regarding
pedagogical issues (and such content as PCC and digital tools)

within the university is important for improving educational
skills. In addition, long-lasting relationships among colleagues
at the university are also significant when new educational
actions are proposed to improve day-to-day lecturing [47].

Research has shown that students experience a gap
between person-centred values and clinical reality [47],
which is why new models/pedagogical perspectives are
needed [48]. To improve education for health professionals,
teachers need the pedagogical tools to incorporate work-
based learning into collaborations among professions
[32, 49]. To understand the philosophical complexity of
person-centred care, both teachers and students need to
adapt new knowledge to different contexts with different
colleagues to develop quality education [50].

4.3. Interprofessional Development. *e result shows the
significance of openness in the project group’s work to develop
an interprofessional academic course. Openness can be
explained as the teachers’ curiosity about one another, which
can be viewed as engagement and a desire to explore and
explain person-centred care through trust-making activities
such as meetings (knowledge-based narrative), dialogue
methodologies (pedagogy and philosophy), and collaboration
(partnership) to complete a joint assignment (documenta-
tion), that is, developing an interprofessional academic course
in PCC (syllabus). *e openness and trust among the in-
formants in this study indicate that high emotional trust
increases people’s ability to think within broader perspectives
and act in a better way. *erefore, it is essential that future
interprofessional projects be characterized by a high emotional
climate based on joint decision-making. Research [32, 42,
43, 48] demonstrates that relationships develop communi-
cation skills, increase learning, and develop professional
identity, that is, increased responsibility. Joint decisions are
based on individual and collective experiences (as teachers)
among different health professions (nurses, physicians, oc-
cupational therapists, and physiotherapists). Moreover, joint
decision-making involves challenges, opportunities, and
obstacles arising from interprofessional teamwork. In-
terdisciplinary courses face differences in knowledge
(philosophy, positivism, and hermeneutics), human opinion
(object and subject), and social perception (structure and
culture) within various institutions and limited experiences
with cooperation across institutional boundaries. In addition,
collaboration is a prioritized activity at the university level
(meso) and at the institutional level (micro); furthermore,
collaboration stimulates further cooperation across in-
stitutional boundaries, which creates conditions for better
health care. One key aspect is the managerial perspective
regarding facilitating the creation of joint courses at the
university, and PCC is one content area that unifies pro-
fessionals in different health fields and provides knowledge
and skills regarding partnership, tools that increase teamwork
to facilitate high-quality care.

4.4. Concluding Comments. Teachers experience three types
of challenges when developing interprofessional academic
courses in PCC. *e first challenges are cognitive and are
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related to unfamiliarity with the field of person-centred care,
selected educational activities, and teaching skills. Second,
partnerships are delayed because teachers do not know their
peers as people, faculty members, and/or practising clini-
cians. *e third type of challenge is related to limited ex-
perience working with other teachers to develop academic
courses and considering the structures and routines of
different institutes. However, these three types of challenges
also work as motivators; teachers have the necessary
knowledge and experience to develop courses through
synergies (educational and/or content skills/knowledge) that
focused on resources and skills related to the first, second,
and third types of challenges [30].
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