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Abstract  

Background: Managers and health professionals, so-called stakeholders, at the system and 

clinical level in the acute care chain, are responsible for providing safe and high-quality care 

encompassing both nursing and medical aspects. In patients with acute abdominal pain 

(AAP), high-quality nursing care has been described as not always being delivered across 

the entire acute care chain. This patient group frequently seeks care across the acute care 

chain and the care procedures and quality may differ widely. The quality of nursing care 

provided to patients can be understood through the framework Fundamentals of Care. The 

framework is divided into three dimensions: establishing a relationship with the patient, 

integration of the patient’s fundamental care needs, and context of care. Stakeholders are 

one important part of the context of care and a prerequisite for delivery of high-quality care.  

Aim: The overall aim was to explore managers’ and health professionals’ understanding of 

managing and conducting care of patients with AAP across the acute care chain.  

Method: Individual interviews with open-ended questions were used in two studies and data 

were analysed with a conventional qualitative content analysis method. Participants 

represented ambulance services, emergency departments, and surgical departments. 

Managers at head nurse level (n=11) and operational level (n=6) at four hospitals were 

included in Study I. Registered nurses (n=11) and physicians (n=8) at five hospitals were 

included in Study II.  

Results: In Study I, managers described the adult patient group as challenging and 

heterogenous. The managers reflected on themselves as role models. Guidelines were used 

to organise care, but they often had a medical focus and the managers referred to others as 

being responsible for the guidelines. Managers who were registered nurses focused on the 

medical care of patients with AAP, while managers who were physicians underlined the 

value of nursing care to improve patient outcome. In Study II, health professionals described 

dedication to applying evidence-based practices. However, they used personal experience 

over guidelines in care provision. They described organisational barriers to delivering high-

quality care, such as varying competence among colleagues, lack of available patient beds, 

and lack of collaboration across the acute care chain.  

Conclusion: The stakeholders’ perspectives complemented each other, but their descriptions 

of managing and conducting care of patients with AAP did not always fit together, which 

revealed a gap in the everyday clinical practices as well as structural issues at the system 

level. These empirical descriptions of differing understanding may reveal some of the 

reasons why patients with AAP do not always experience high-quality care. To optimise 

patient care across the acute care chain, stakeholders need a shared understanding to meet 

patients’ fundamental care needs and enable provision of high-quality nursing and medical 

care.  

 

 

Keywords: Acute abdominal pain, Fundamentals of Care, Manager, Health professionals, 

Ambulance service, Emergency department, Surgical department. 
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Introduction 

Managers and health professionals, i.e., stakeholders, have central roles in organising and 

providing nursing and medical care of high quality in the acute care chain [1-7]. Health care 

in Sweden is based on the principles of equal access, human dignity, solidarity, and cost 

effectiveness for all citizens [6, 8]. Managers are part of the system level in the care 

organisation, which serves to provide resources, leadership, norms, values, and evaluation 

[3]. In order to provide high-quality care, the health professionals at the clinical level are 

dependent on the system level [2]. To achieve high-quality care for the patient, it is of great 

importance that decisions and treatments are provide in a timely manner and that the care 

protects human dignity [4, 9-11]. The care system and clinical levels in an organisation can 

raise or lower the quality of delivered care and promote or obstruct relationships between 

health professionals and patients [2, 3]. Patients with acute abdominal pain (AAP) are 

frequent in prehospital and hospital organisations, which are tasked with providing care 

specialised in emergent and acute conditions [9, 10]. High-quality nursing care has been 

described as not always being delivered to patients with AAP across the entire acute care 

chain [12-20]. Stakeholders’ descriptions of providing care to patients with AAP have not 

been fully studied and the need for deeper knowledge remains.  

 

 

Background 

Managers 
In this thesis, a person employed in an executive position is designated a “manager”. From 

head nurses to operation managers, they are a unifying link between the system level and the 

clinical level in the care organisation [3, 21]. Managers have a formal position in the care 

organisation, which means that they have the mandate, power, and resources to have an 

influence at the system level. They also have a responsibility in care organisations to provide 

knowledge, limit information gaps, and translate top-level policies, strategies, and means to 

improve patient care quality [22, 23]. They provide resources and values that enable 

achievement of the organisational goals by creating an environment that supports health 

professionals in their clinical work [3, 24-28]. The use of evidence-based practice can 

improve effectiveness and cost efficiency [5, 29, 30]. Evidence-based practice is a problem-

solving approach to clinical decision-making in care. It integrates the best evidence from 

studies with health professionals’ expertise, including evidence from patient assessments 

and practice, to achieve high-quality care [31, 32]. Studies show the importance of managers’ 

roles in building a culture that supports and facilitates the use of evidence-based practices, 

by having an academic approach and an interest in implementation and inclusion of patients’ 

perspectives in clinical work [27, 28]. For example, Wilkinson et al. [33] reported that 

managers have a tendency to be passive and insufficiently committed to facilitating 

evidence-based practices. Possible reasons why managers do not step up and take this 

responsibility that have been emphasised in systematic reviews include that their roles are 

poorly defined [33-37] and that the results of leadership educations are limited [38]. Prior 
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research has identified that the main barrier for registered nurses (RNs) putting evidence to 

practice was managers lacking an understanding of their role in influencing and supporting 

the RNs [24, 39].  

 

In organising and influencing care, managers use guidelines to assist health professionals in 

performance of appropriate and evidence-based care interventions [5, 40-43]. Guidelines 

may improve care, but the effects on patient care outcomes are less convincing [30]. The 

term ‘guidelines’ will be used in this thesis to encompass various types of documents and 

checklists that are used in health care. Such guidelines define and govern the 

recommendations for how care can achieve high quality. However, guidelines often focus 

on organisational and diagnostic procedures in a department and rarely on clinical care 

actions related to the patients’ needs in the acute care chain [42]. This suggests that managers 

(stakeholders), regardless of their profession, have a central position at the system level to 

encourage and stimulate a higher quality of nursing and medical care [3, 44, 45].  

 

Health professionals 
The second group of stakeholders in this thesis are the health professionals: RNs and 

physicians who are responsible for providing nursing and medical care at the clinical level. 

Guidelines based on the best available evidence are used to support health professionals in 

the clinical practice and to improve patient outcomes [5, 30, 46]. However, health 

professionals’ care performance is not always in line with recommended clinical practices 

[47, 48]. Health professionals, do not always use the best available evidence in their clinical 

practice; hence, patients do not always receive the best possible care [49]. There are several 

potential reasons for this, e.g., a lack of evidence that is useful and easily implemented, 

limited personal readiness for using evidence, or a need for successful strategies for guideline 

implementation [50-52].  

 

Health professionals have high demands placed upon them regarding efficiency and to 

follow guidelines that focused on diagnostics [42, 53]. RNs’ and physicians’ assessments of 

necessary care actions should be based on interpretations of up-to-date information within 

their fields of expertise [7]. RNs tend to focus on medical care before prioritising nursing 

care and establishing a relationship with the patient [54]. However, health professionals’ 

descriptions of care delivery to patients with AAP reveal that they often receive their 

diagnosis late in the care process [55] and have fundamental care needs that are not always 

addressed in the acute care chain [56]. Exploring an untapped field through the experiences 

of health professionals providing care can provide a deeper understanding of how care is 

conducted across the acute care chain. 

 

The acute care chain for patients with AAP 
In this thesis, the acute care chain organisation for adult patients with AAP is considered to 

encompass ambulance services, emergency departments (ED), and surgical departments, 

with RNs working in both prehospital and hospital departments, while physicians work only 

at hospital departments. Emergency care in Sweden has evolved over time and become more 
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effective and successful in treating patients with many different diagnoses and conditions, 

resulting in reduced mortality and morbidity rates [8]. However, long waiting times, low 

rates of patient involvement, differences in quality of care between different regions in 

Sweden, and a low number of acute care hospitals beds are well-known factors that affect 

the acute care chain in general [8].  

 

For patients with AAP, the acute care chain can be activated in several ways: by calling an 

ambulance, through a primary care consultation resulting in a referral to the ED, or by the 

patient seeking care at the ED (Figure 1). 

 

 
 

Figure 1. Overview of the acute care chain in Sweden for patients with AAP. The arrows 

show the paths of patients referred to acute care at various departments after being assessed 

and the five-sided boxes show the manager levels linked to the different departments. 
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In the acute care chain, vital signs are important for decision-making and to identify severe 

illness. Vital signs are widely used to predict clinical deterioration and prioritise patients by 

use of triage systems [57, 58]. It is well-known that rapid detection and early treatment are 

key factors to improve patient survival [59] and cooperation between various medical 

specialties (e.g., gynaecology, internal medicine,  and infectious medicine) is required. 

However, the diagnostic practices for patients with AAP vary widely across the acute care 

chain, creating a major diagnostic challenge [55]. In AAP patients, there are hundreds of 

different potential conditions and diagnoses, with most of the serious and life-threatening 

conditions lying within the domain of surgical specialists [60, 61]. The underlying medical 

causes range from those that are easily solved to those that are life-threatening and require 

treatment within minutes. There is also a great variation in the pain experienced by patients 

as regards intensity and nature [62]. This requires many different care strategies in the acute 

care chains of the departments involved. A majority of patients have non-life-threatening 

symptoms and receive a diagnosis late in the care process; some are discharged from an ED 

[9, 60, 63]. Patients who seek care want to find a solution to their condition and get help with 

their pain [9, 60]. Research has shown that patients with AAP often report poor pain 

management [64] and are exposed to the risk of care-related injuries, increased length of 

hospital stay, and unnecessary suffering [65-69]. The withholding of early pain management 

may be caused by antiquated institutional customs that are still observed by some health 

professionals in clinical practice [70, 71]. It was proven more than twenty years ago that pain 

management for patients with AAP is safe, without risk of impaired diagnostic accuracy [61, 

64, 72-78]. Several studies have also described that patients experience a lack of information, 

are moved around between different rooms, are examined many times, receive contradictory 

information, and are compelled to repeat information [56, 79-85]. The cumulative effect of 

incomplete and lacking nursing care can lead to patient safety care issues, long-term 

consequences that reduce patient confidence, and even death [2, 86-90]. This implies a need 

for strengthening the nursing care in the acute care chain through a framework that addresses 

the care of patients with AAP.  

 

The Fundamentals of Care framework 
The Fundamentals of Care (FoC) framework is used in this thesis to highlight the context of 

care. The FoC is a pragmatic explanatory framework intended to guide, explain, and predict 

practice, with the potential to improve the quality of care for patients with AAP [2, 3]. The 

FoC framework is a response to international evidence of incomplete nursing care. There is 

a need for a framework that articulates a common language and concepts of care activities 

to provide high-quality care [12, 14, 15, 91]. The present FoC framework consists of three 

dimensions, displayed as three circles (see Figure 2) [2, 3]. The outer circle shows the context 

in which care is organised and can be divided into a system level and a policy level. These 

levels cover the prerequisites for health professionals to provide high-quality care, such as 

resources, culture, leadership, evaluation and feedback, and quality and safety. The middle 

circle represents integration of care, a holistic approach taking into account a patient’s 

physical, psychosocial, and relational care needs. The inner circle, establishment of a 
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relationship, is the core of the framework, highlighting the need for establishing a 

relationship between the health professionals and the patient based on five elements: trust, 

focus, anticipation, knowledge, and evaluation [1, 3] (Figure 2). The dimensions are 

interrelated and interdependent and none can be excluded when the goal is to achieve high-

quality fundamental care. 

 

 

 
Figure 2. The description of three dimensions of the fundamentals of care framework (figure 

derived from https://intlearningcollab.org, reprinted with permission). 

 

 

The concept of a context of care means that there is a clear link between quality in patient 

care and the nursing staffing system [44, 92], with a number of circumstances either enabling 

or hindering the provision of high‐quality fundamental care [3]. This thesis focuses on the 

framework’s outer dimension, and more specifically on the system level, with the goal of 

providing empirical knowledge that can deepen our understanding of how the context of care 

affects the delivery of high-quality fundamental care. In order to provide care of high quality, 

the increasingly complex care of today requires more clarity regarding the system level of 

care, as the perspectives of managers and health professionals have been explored only to a 

limited extent. 

 

Rationale 
In general, medical care of patients with AAP is of high quality. However, international 

evidence reveals that nursing care is not always adequate across the entire acute care chain. 

One reason for incomplete nursing care is that RNs’ understanding of evidence-based 
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practices varies widely [50] and they rely on managers to get the resources and support 

needed to improve nursing care quality [3]. There is a need to explore these stakeholders’ 

perspectives on the care of patients with AAP in order to gain a deeper understanding of how 

they describe the care process and their roles. Illuminating these perspectives may help in 

bridging the system level with the clinical level, to provide a wider perspective that ensures 

a common objective in the care of patients with AAP.  

 

Aim 

The overall aim was to explore managers’ and health professionals’ descriptions of 

managing and conducting care of patients with AAP across the acute care chain.  

 

Study I 
To describe managers’ perspectives on patient care and explore how they influence patient 

care. 

 

Study II  
To explore, from the perspective of registered nurses and physicians, how care is provided 

and to identify barriers that they describe in the delivery of care.  

 

 

Design  

A qualitative, descriptive open-ended interview study design with an inductive approach was 

selected for data collection for both Study I and Study II. 

 

 

Method 

Settings and sampling 
Participants included in Study I and Study II were from ambulance services, ED, and surgical 

departments at both university and regional hospitals, to gain a broad understanding of how 

care was organised and provided to patients with AAP. The sample consisted of managers 

(n=17) (Study I) and health professionals (n=19) (Study II) (see Table 1), at different levels 

of the care organisation from several regional and university hospitals in Sweden (in Study 

I, four hospitals; in Study II, five hospitals).  

 

The operation managers have formal responsibilities, i.e., were head of their respective 

departments. Head nurses, who have responsibility for one part of a department or ward, 

were often RNs. If the operation manager was not a physician, there was also a medically 

responsible physician in place.  
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Table 1. Characteristics of the participants. 
 Study I  Study II  

Age (yrs)   

Mean  

Range  

50.7 

28–65 

37.0 

27–57 

Gender (n)  7 women/10 men 13 women/6 men 

Formal profession 

(n) 

11 RNs 

6 physicians 

11 RNs 

8 physicians 

Years in the 

profession 

  

Mean  7.4 9.7 

Range  1–29 0–14 

Place of work (n)   

County hospital  10 9 

University hospital  7 10 

 

Study I 

Managers, from operation managers (n=11) to head nurses (n=6), were included from 

different departments and hospitals. The choice was made to focus on managers with greater 

responsibility for the development and planning of patient care, which excluded managers 

directly under operation and head nurses. An inclusion criterion for managers was a 

minimum of one year’s experience as manager. A selection was made based on the 

managers’ education and positions at their respective departments and hospitals. All head 

nurses were RNs, while four of nine managers at the operation manager level were 

physicians. If an operation manager was not a physician, the department had a medically 

responsible physician, who was also included in the study. After receiving information about 

the study aim, each manager could choose to participate. Out of all those invited to 

participate, nine managers did not respond to e-mail or telephone calls. Two managers 

declined to participate and one said that it was not the manager’s responsibility to talk about 

the care of one patient group; the manager felt that others were responsible for the care of 

patients with AAP. Interview dates were set through e-mail and/or telephone. The individual 

interviews lasted 50–90 minutes and were held during a work shift for the respective 

participants. 

 

Study II 

An inclusion criterion for the study was that RNs and physicians needed to have experience 

working with patients with AAP in the acute care chain. Local knowledge of the hospital 

organisation and the managers identified in Study I provided a basis for Study II. This was 

used in approaching the responsible managers to ask for suggestions on RNs and physicians 

who could be included in the study. The RNs and physicians were approached by e-mail; 21 

health professionals did not respond. Six health professionals agreed to participate, but did 

not book a date for an interview, despite reminders. One interview was interrupted when the 

RN received an emergency ambulance assignment and had to leave. Most of the health 

professionals did their interviews during work shifts; five did their interviews in their spare 

time. The individual interviews lasted between 35 and 97 minutes.  
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Data collection  
To increase understanding and pinpoint any uniqueness in how the stakeholders describe 

managing and conducting care of adult patients with AAP, individual semi-structured 

interviews were used in both studies. An interview guide was used which allowed for open-

ended questions about the care of patients with AAP. Pilot interviews were conducted prior 

to both studies. Follow-up questions were also open-ended and based on the participant’s 

comments, such as “Can you tell me more about …?”, “Can you give an example of …?”, 

“What do you mean by …?”. In Study I, managers were asked about how care was provided 

and organised, what they consider to be important, what evidence they used in the care of 

patients with AAP, and what influence they had on their employees regarding patient care. 

In Study II, health professionals were asked about the care of patients with AAP, how care 

was organised, important collaborations, what was important to prioritise, what they 

considered important in making assessments, and what evidence they used. The interviews 

were conducted at each respective participant’s workplace, face-to-face with the interviewer, 

except four interviews in Study I and three in Study II, which were conducted by telephone. 

All interviews were recorded. Several meetings were held within the research group to 

continuously evaluate the material in regards to sample size, with the aim of ensuring 

sufficient information power and a high-quality interview dialogue related to the aims of the 

studies [93]. When the interview content was considered sufficiently rich and extensive and 

no new information emerged, no further interviews were held. All interviews were 

conducted by AT, who also transcribed the recorded interviews verbatim.  

 

Data analyses and preunderstanding  
Qualitative content analysis was used in both studies. An inductive approach and 

conventional content analysis is useful when the aim is to describe a phenomenon in an area 

where existing theory or literature is limited or fragmented [94, 95]. An inductive approach 

was used to search for patterns in similarities and differences, at various levels of abstraction 

within the data [96, 97], based on the limited existing research [95] of managers’ and health 

professionals’ descriptions of managing and conducting care of patients with AAP in the 

acute care chain. Use of this method provided an opportunity to highlight contents related to 

multifaceted phenomena which could be used as descriptions, given the research objectives 

[95, 98].  

 

The analysis was a reflective process, making it necessary to go back and forth between the 

different analytical steps. All steps were initiated and led by AT. The process used in both 

studies can be summarised as follows. First, the transcripts were read through several times 

in order to capture a sense of the whole, to explore how the managers (Study I) described 

their perspectives on care and how they influenced it, and how health professionals (Study 

II) described the provision of care and barriers thereto. These were the key concepts or 

thoughts in the contents and units, based on the aims of the studies. During this process, the 

last cited author (in Study I, ÅM, and in Study II, EJ) conducted some coding, which was 

then compared with the author’s data and discussed with the co-authors of the two studies. 

The text was coded, sorted into sub-categories depending on how different codes were linked 
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(Study I), and discussed until consensus was reached. Thereafter, meaningful clusters were 

defined for each subcategory and the subcategories were organised into a smaller number of 

main categories [94]. The analysis was conducted by considering the descriptive contents of 

the text and describing them in terms of sub-categories and categories. In Study II, we used 

the N-Vivo software package (version 11) to facilitate data structuring and to derive codes 

and categories. This was done to broaden skills by using different approaches to managing 

the data. 

 

The first author’s preunderstanding was based on clinical experiences from working as a RN 

at various organisations within the acute care chain as well in a managerial position. This 

preunderstanding was documented before each study and reflected on, so as not to influence 

the inductive analysis process. The co-authors, with varying professional backgrounds, all 

had preunderstandings of clinical work from various positions in the acute care chain and 

ÅM and EJ had extensive experience of analysing qualitative data.  

 

Ethical considerations  
Throughout the scientific work, in all phases of the research, ethical standards were followed, 

and ethical issues were considered carefully, including in analyses and preparation of the 

manuscript [99]. It was important to explore the participants’ perspective on the care 

provided, the challenges they described and how they affected care, but this could also be 

sensitive, as the interviews might uncover weaknesses related to a participant’s role in the 

organisation or their knowledge of care. All participants received written and verbal 

information and participated voluntarily, with written informed consent collected. All 

research materials were treated confidentially. During interviews, it sometimes occurred that 

the participants talked about traumatic clinical experiences related to the patient group and 

described uncertainty regarding how care was delivered. To protect confidentiality, each 

participant was identified by a code and quotes are presented only as coming from a manager 

or a health professional, to ensure anonymity. Only the researchers in the team have access 

to the data, which are kept on a secure IT server at Uppsala University. Ethical approval was 

not required for the studies and an advisory statement from the Regional Ethics Committee 

in Uppsala specified no objections (Ref. 2015/460).   
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Results  

 

This project explored stakeholders’ perspectives and descriptions of managing and 

conducting care. In Study I, managers’ perspectives were explored and described in relation 

to care and their influence on care. In Study II, RNs’ and physicians’ perspectives were 

explored regarding how care was provided and barriers to delivering care. 

 

 

Study I 
 

The interviews with managers resulted in three categories of descriptions of their 

perspectives on care and how they influenced care. Regardless of professional background, 

managers describe an organisational perspective and that they influenced care by being role 

models and organising care through guidelines.  

 

 

A challenging heterogeneous group of patients with a focus on the medical care 

Regardless of profession, level or setting, managers had a medical perspective on the patients 

with AAP, seeing them as a group with a wide range of medical needs. A clear medical 

diagnostic approach was identified regarding which patients should receive care and which 

did not need care.  

“We prioritise the resources for the emergency patients. It’s based on medical need, 

who gets to go first. Based on the given situation, we proceed from what is medically 

acute first.” Head Nurse/ambulance service 

Managers with a background as physicians highlighted the importance of high-quality 

nursing care to improve the outcome for patients in acute care, since poor nursing care could 

result in longer care times. Conversely, nursing managers focused on the importance of 

medical care. The managers described that it was difficult to evaluate care, as they did not 

know how the patients perceived the care they received throughout the acute care chain or 

how a patient’s experiences could affect their perception of care. 

 

A care shaped by clinical practice guidelines for which others are responsible 

Managers described that guidelines should be used and were designed with an almost sole 

focus on medical care and little or no mention of nursing care. Guidelines were considered 

to be general and comprehensive. Managers generally rejected responsibility for the contents 

of guidelines and referred to the medically responsible physicians as having that 

responsibility, stating that they did not review them. Managers had differing opinions 

regarding pain management and its value for patients with AAP, which demonstrates their 

limited knowledge about current evidence and what is important in the care of this patient 

group.  
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Being present, providing resources and providing a wake‐up call when needed 

The managers mentioned the importance of having personal experience in order to 

understand, develop, be of service to, and lead the health professionals. Knowledge and 

personal drive formed the foundation for creating the conditions (e.g., resources and culture) 

for high-quality care, based on the managers’ presence in and responsibility for the 

organisation.  

 “As a supervisor, you have a thought, what do you call it, management, leadership 

style, so there’s a lot that governs how to work as a supervisor. Work a lot, think a 

lot, improvement work, actively work with deviation management, daily monitoring, 

much on personal initiative.” Head nurse/ED 

The participants also described the need for having a clinical presence in order to create 

changes and opportunities.  

 “Oh, I hope I have an impact and that I do so quite a lot, in a number of ways. I 

drive an ambulance and actually try to do the correct procedures with all patients. 

For me and all of my supervisors, you don’t need to be the best, but do the right 

thing; you can’t cut corners anywhere, and I hope that I have an impact with that 

in many ways.” Head nurse/ambulance care 

 

Study II 
 

The interviews with RNs and physicians resulted in descriptions of their perspectives on how 

care was provided and barriers that were experienced in delivering care, here presented as 

five categories. In order to provide evidence-based care, health professionals used personal 

experience rather than guidelines. The health professionals described that organisational 

barriers, like varying competence among colleagues, a lack of patient beds, limited feedback 

and lacking collaboration across the acute care chain, challenged them in the delivery of 

high-quality care.  

 

Interaction – a decisive moment 

RNs and physicians both stated that the interaction with patients was important for the best 

care outcome, as it enabled capturing the “correct” information, listening to the patient, and 

providing information and peace of mind. One RN said that the interactions between health 

professionals and patients could become a life-long memory for a patient, while they were 

part of the routine from the health professionals’ perspective. The RNs and physicians said 

that the stressful situation for the patient could cause communication difficulties due to, e.g., 

language barriers or limited time, which could prevent the patient from talking about their 

needs. The participants expressed a desire to provide help by instilling hope and protecting 

human dignity during the time they spent with a patient, but it was not common among 

colleagues to involve the patient in the care team.  
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Competence and resources – not always available 

The care team’s competence was described by RNs and physicians as important for making 

reasonable assumptions about a patient’s status, so as to exclude life-threatening conditions 

and to identify care needs. The RNs and physicians said that colleagues differed in how they 

assessed patients, which caused uncertainty about the reliability of previous decisions and 

assessments. It was considered important to make assessments based on a patient’s current 

medical history, physical findings, blood chemistry analysis, and radiological imaging. 

However, the participants said that care quality was challenged by limited access to 

diagnostic tools and varying medical technical competence among health professionals. This 

placed demands on them as professionals to examine all patients as thoroughly as possible, 

since patient needs could easily be overlooked.  

 

Guidelines – limited in use   

RNs and physicians stated that they were guided in the care of patients with AAP by personal 

experience, common sense, and experienced colleagues. They described that they rarely used 

guidelines in clinical care due to limited reviews of compliance and large numbers of 

different guidelines, meaning it would take time to find the one that fit a patient’s needs. 

Physicians described limited knowledge of the guideline contents and that they used 

diagnosis-specific guidelines only for drug doses. The health professionals themselves talked 

about their intention to use the guidelines as a “cookbook” for medical assessments and said 

that they assumed them to be evidence-based to ensure equal and safe care.  

 

Medical care – a main focus 

According to the health professionals, performance of care was all about remedying the 

medical condition and identifying any medical reasons for continuing the care. The 

participants described the importance of providing a variety of care measures to give the 

patients a sense of security, so they would not have to seek care again. The participants said 

that a consequence of the focus on determining a patient’s medical diagnosis/condition could 

be neglect of patient care needs, e.g., pain management and/or assistance required in case of 

fasting.  

 

Feedback and collaboration – limited across acute care chain 

RNs and physicians talked about a frustration related to not knowing how patients 

experienced the acute care chain, except in the case of a patient notification, when the 

patient’s perspective would be highlighted. They explained that this led them to question 

their decisions and could lead to an uncertainty about the use of resources, e.g., overuse or 

underuse of alarm chain activation. RNs described the need for better collaboration, since 

they experienced that some patients with AAP had not received the care they were entitled 

to when they were treated at another department.  
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By highlighting their perspectives on the care provided, this thesis provides insights into 

managers’ and health professionals’ dedication to managing and delivering high-quality care 

to the heterogenous patient group with AAP. 
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Discussion 

 

Perspectives on patient care 
The findings showed how different stakeholders viewed the care of patients with AAP; a 

difference related to individual professional background was seen. Managers with a 

physician background stressed the importance of high-quality nursing care, while managers 

with a nursing background focused on medical care. However, the majority of the managers 

described that they organised care to patients with AAP from a medical perspective. A 

possible explanation for this could be that they took it for granted that nursing care was an 

equal part of care. They also said that they were not aware of how patients experienced the 

care at their department. Trastek et al. [21] pointed out that managers have a leadership 

position, which enables them to speak up about the importance of focusing on patient needs 

in improving care. Feo and Kitson [16] described that invisibility and impairment of the 

value of nursing may lead to the patients’ fundamental care needs being overlooked. On the 

other hand, health professionals described a need for organised care encompassing both 

nursing and medical aspects. Rantala et al. [100] stated that a solely medical focus could 

create a care context in which the patient is not seen as being a partner in the team. It is 

possible, therefore, that the differing perspectives among the stakeholders regarding what is 

important in the care for patients with AAP could be one reason why patients do not always 

experience high-quality care. These empirical descriptions of differing perspectives create 

an argument for the FoC framework being used to explain, guide, and shape nursing care as 

a complement to medical care.  

 

Roles and functions in patient care 
The stakeholders’ positions in providing high-quality care were described with positive 

engagement and dedication in both Study I and Study II. Their descriptions of how care was 

managed and conducted gave examples of how they viewed their roles and responsibilities 

as stakeholders. They also revealed how health professionals experienced that they had to 

manage organisational issues outside the scope of their practice. 

 

Several factors have been described as affecting efforts to make the acute care chain 

evidence-based, such as individual nurse characteristics, including evidence-based practice 

beliefs, confidence, time, knowledge, and skills [101]. This was noted in both Study I and 

Study II and highlights the importance of stakeholders getting contextual support in their 

roles and functions in order to improve care. These results are supported by the findings of 

Kvist et al. 2014 [101] and Garon et al. 2012 [102]: managers need to show, through their 

function, that they strive to enhance the quality of care for patients with AAP by creating the 

conditions for health professionals to apply evidence-based practices in care provision. The 

positive finding of the managers describing themselves as being role models can be used to 

further develop and improve the stakeholders’ roles and functions and their impact on patient 

care.  
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Shared understanding 
Thus far, both shared and unshared perspectives and roles among the stakeholders have been 

discussed. It is also important to reflect on the understanding of how and in what way care 

should be managed and conducted. The perspectives on this that were identified can be 

interpreted to indicate differing views on the value of nursing care across the acute care 

chain. In order to improve nursing care, the fundamental physical, psychosocial, and 

relational needs of the patients must be embedded into clinical practice through support and 

resources provided by managers [3]. A framework that is pragmatic, like the FoC, can be 

used to articulate the importance of nursing care, to guide the clinical work among 

stakeholders. The FoC highlights elements that are central in nursing care and provides 

guidance that can support managers to achieve high-quality care by focusing on and meeting 

fundamental needs, demonstrating the impact on broad organisational performance (not just 

on nursing) from application of a consistently high standard [2, 103]. A patient with AAP is 

dependent on a shared understanding among caregivers in order to receive care that 

addresses their fundamental care needs. In this thesis, the stakeholders described a diagnostic 

focus for patients with AAP. Through a shift of the primary focus in the acute care chain to 

meeting the patients’ needs, care could become evidence-based before a patient receives a 

diagnosis. This is, in a sense, already part of the acute care chain, but there is a need to 

articulate the importance for patients of a shared understanding among stakeholders, serving 

to develop evidence-based practices. The stakeholders are dependent on a shared 

understanding to provide care to patients with AAP, where they have a responsibility to lead 

and organise care. The responsibility among stakeholders is based on ethical professional 

codes, values, and functions. To this should be added an understanding of the need for high-

quality nursing and medical care. A shared understanding among the stakeholders could fill 

the gaps between the managers’ role and the health professionals’ clinical practices, and 

solve some structural organisational issues. By using the FoC framework principles to guide, 

explain, and predict practice, managers and health professionals could develop strategies to 

improve the acute care chain based on a shared understanding [2, 103].  

 

Methodological considerations 
The goal of this project was to provide a rich, contextualised understanding of stakeholders’ 

experiences, that could serve as a source of evidence for clinical practice. A strength of the 

thesis was the inclusion of several kinds of stakeholders. This approach deepened the 

understanding of the phenomenon. The quality of the findings will be discussed in relation 

to the trustworthiness criteria as described by Lincoln and Guba, i.e., credibility, 

confirmability, dependability, and transferability [104]. 

 

Credibility deals with the truth in the data and the confidence in the findings in relation to 

the participants and context at hand [104]. One strength was the similarities of the context 

in the two studies, enabling linkage of the results to reflect the acute care chain. Both studies 

encompassed a variety of hospitals, departments, and participants’ professional 

backgrounds, providing a range of different perspectives from different parts of Sweden. A 

limitation in the studies was that not all levels of managers were included – only those with 
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a greater responsibility for the development and planning of the organisation. We chose to 

excluded managerial positions that focused on staffing and production and included 

positions that had responsibility for the care provided by RNs and physicians. This 

demarcation allowed us to include multiple hospitals and focus more on how the care was 

described by the managers who had the most responsibility for patient care. In Study II, a 

limitation was the lack of specialised physicians included, as they are less likely than other 

physicians to be working in an ED. This could affect the descriptions of the care delivered. 

 

Confirmability refers to objectivity and neutrality and to what degree the findings derive 

from the researchers’ biases and perspectives [104]. A strength was that the analysis was 

structured and conducted in the same way and by the same research team in both studies. 

Several meetings were held within the research group to discuss the process of the analysis 

and the findings. The categories were confirmed and verified with quotations from the 

interviews. 

 

Dependability relates to how consistent the results are for the data collected [104]. To 

enhance the dependability of the studies, the first author interviewed all the participants using 

an interview guide with open-ended questions and conducted all interviews in a similar way. 

During the interviews, the participants were encouraged to provide examples from their daily 

practice. To minimise the risk of personal opinions, the participants were asked to describe 

concrete clinical examples. Through the use of probing questions, the richness and depth of 

the interviews were increased [105]. Asking questions in this way yields much deeper 

insights into the studied phenomenon and provides better opportunities to explore and probe 

in a relaxed and non-threatening way. To provide the participants with time for reflection, 

the interviewer summarised what had been said and gave them the opportunity to provide 

additional examples. A weakness was that some interviews were performed by telephone. A 

physical meeting can provide a wider range of information about the environment that the 

participants are describing than a telephone interview.  

 

Dependability was enhanced as all interviews were transcribed by the first author as soon as 

possible after they were conducted, to reduce the risk of misunderstanding and ensure a high 

level of accuracy. The preunderstanding and expectations were written down before the 

interviews were conducted and discussed with the supervisor to minimise the impact on 

interpretations of findings. To secure trustworthiness in the data analysis, a back-and-forth 

reading was done between the interview text, initial coding, meaningful clusters, codes, and 

categories, to ensure that the intended meaning was captured in the findings. In addition, 

questions and quotes were translated into English by professional translators, to minimise 

the bias introduced by translation.  

 

Transferability deals with the extent to which findings can be transferred to other contexts 

and settings [104]. A thorough description of the context, the participants, and the analysis 

process in both studies can help readers judge the transferability of the findings to other 

hospitals. 
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Future studies 
This thesis shows multiple perspectives, at the system level, on the management and care of 

patients with AAP from the managers’ and health professionals’ point of view. Further 

studies need to explore their views on culture and values that influence them and how these 

factors affect their management and provision of high-quality care. Also, it would be 

interesting to further study how managers’ views of being role models could be used to 

strengthen and support health professionals in their provision of care. 

 

Conclusion and clinical implications 
Managers and health professionals complement each other, but their descriptions of 

managing and conducting care of patients with AAP do not always fit together, which 

illustrates a gap within everyday clinical practices and structural issues at the system level. 

Organising care within this complex acute care chain is a challenge. Therefore, the 

stakeholders’ commitment to deliver high-quality care to patients with AAP is an important 

and a crucial factor for improving the acute care chain by highlighting the need for a shared 

understanding of roles and functions.  
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Svensk sammanfattning  

Chefer och hälso- och sjukvårdspersonal i akutvårdskedjan – behov av samsyn 

i vården av patienter med akut buksmärta 

 

Bakgrund 
Chefer och hälso- och sjukvårdspersonal har viktiga funktioner i att organisera och utföra 

högkvalitativ omvårdnad och medicinsk vård av vårdsökande patienter genom hela 

akutvårdskedjan. Den svenska hälso- och sjukvården håller hög medicinsk kvalitet i 

internationella jämförelser, men patienternas grundläggande behov i vården tillgodoses inte 

alltid. Detta kan få allvarliga konsekvenser för den enskilda patienten, men även för vården 

och samhället, vilket är beskrivet i flera studier. Det saknas dock studier som beskriver hur 

akutvårdskedjan är organiserad och hur chefer och vårdpersonal påverkar vården. Då vården 

ofta organiseras utifrån olika patientgrupper används här patienter med akut buksmärta, vilka 

är vanligt förekommande i akutvårdskedjan, som kliniskt exempel. Ökad kunskap om 

chefers och hälso- och sjukvårdspersonalens perspektiv på patientgruppen skulle kunna 

identifiera skillnader och likheter i hur vård beskrivs, vilket kan bidra till fortsatt 

förändringsarbete.  

 

Syftet  
Det övergripande syfte var att utforska chefers och hälso- och sjukvårdspersonalens 

beskrivningar av att organisera och ge vård till patienter med akut buksmärta i 

akutvårdskedjan. 

 

Material och metod  
Studierna (I och II) har genomförts med hjälp av individuella semi-strukturerade intervjuer 

och har analyserats med konventionell kvalitativ innehållsanalys. I den första studien (I) 

intervjuades avdelningschefer (n=11) och verksamhetschefer (n=6) från ambulans-

organisation, akutmottagning och kirurgisk vårdavdelning vid fyra olika sjukhus i 

Mellansverige. I den andra studien (II) intervjuades sjuksköterskor (n=11) och läkare (n=8) 

från samma typ av verksamheter som i studie I, men från fem olika sjukhus inom samma 

område.  

 

Resultat 
Studie I. Cheferna i akutvårdskedjan beskrev patienter med akut buksmärta som en 

utmanande heterogen grupp att organisera vård för. Chefer med läkarbakgrund lyfte fram 

betydelsen av god omvårdnad för att uppnå ett så gott vårdresultat som möjligt, medan chefer 

med sjuksköterskebakgrund fokuserade mer på den medicinska vårdens organisation. De 

beskrev sin påverkan i egenskap av att fungera som förebilder för personalen och att de 

organiserade vården med hjälp av medicinska riktlinjer. Studie II. Hälso- och 

sjukvårdspersonal beskrev ett engagemang i att ge vård av hög kvalitet till patienter med 

akut buksmärta, främst genom att använda sina personliga erfarenheter och ibland göra 

medvetna avsteg från gällande riktlinjer. Sjuksköterskorna och läkarna beskrev 
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organisatoriska hinder som påverkade deras möjligheter att ge vård av hög kvalitet. Detta 

exemplifierades med kollegors varierande kompetens, skiftande förekomst av tillgängliga 

vårdplatser, erfarenheter av ett otillräckligt samarbete i akutvårdskedjan och bristande 

återkoppling om patienternas erfarenheter.  

 

Slutsatser 
Chefernas och hälso- och sjukvårdspersonalens beskrivningar av vården för patienter med 

akut buksmärta inom akutvårdskedjan skiljde sig delvis åt. Cheferna beskrev styrning av 

vården huvudsakligen utifrån ett medicinskt perspektiv. Sjuksköterskor och läkare som 

arbetade kliniskt lyfte fram betydelsen av en vård som omfattar både omvårdnad och 

medicinsk vård av hög kvalitet. Avhandlingen skildrar att de olika huvudaktörerna är 

beroende av varandras roller och funktioner. De beskrev även ett behov av att minska de 

organisatoriska hindren för att skapa bättre förutsättningar för hälso- och 

sjukvårdspersonalen att kunna bedriva vård av hög kvalitet. Resultaten visade tydligt att det 

fanns ett engagemang hos huvudaktörerna i deras olika uppdrag, vilket är viktigt att använda 

i utveckling och förbättring av den komplexa akutvårdskedjan. Att skapa en samsyn för att 

tillgodose patienternas grundläggande behov i akutvårdkedjan kan vara ett sätt att förbättra 

vården för patienter med akut buksmärta.   
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