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ABSTRACT
Aim: To explore how factors in the complex aortic surgical care context can affect care provision towards patients' postoperative 
recovery.
Design: Secondary qualitative analysis.
Methods: Results about patients' recovery after complex aortic surgery was presented in focus groups with healthcare profes-
sionals in 2022. Reflexive thematic analysis, using the Fundamentals of Care framework, was conducted to explore contextual 
factors affecting care provision.
Results: Healthcare professionals' descriptions resulted in one main theme: Care provision is challenged by discrepancies in val-
ues, goals and norms and unclear responsibilities within the context, and two subthemes: Values, goals and norms determine what 
care is provided; Taking responsibility for care requires resources, evaluation and feedback.
Conclusion: Healthcare professionals describe care provision as affected by a dynamic integration of contextual factors. 
Healthcare professionals need to be made aware of their own role in this context. Care provision needs to be guided by feedback 
from patients and healthcare professionals, and work with patients' resources at both an individual, system and societal level.
Implications for the Profession: The results provide knowledge regarding how contextual factors in dynamic integration can 
affect care provision in a complex surgical context. Healthcare professionals, leaders and policy makers all have responsibility to 
focus on patients' values and goals, and empower adequate care through feedback loops and resource management.
Impact: The context-of-care dimension of the Fundamentals of Care framework has been scarcely described. Our results il-
lustrate how an integration of factors affects care provision, where values, goals, and norms affect what care is provided, and 
responsibility for care belongs to everyone in the care system. The results can contribute to the description of the context-of-care 
dimension within the framework and enable professionals to understand how they, as part of the context, could affect care to-
wards patient recovery.
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Reporting Method: This study adhered to the Equator research reporting checklist: Consolidated criteria for reporting qualita-
tive research: a 32-item checklist for interviews and focus groups.
Patient or Public Contribution: No patient or public contribution.

1   |   Introduction

A person-centred approach to care, where patients' individual 
care needs are considered and patients are involved in their 
care as partners, is central in many countries' national health 
policies and emphasised by the World Health Organization as 
necessary to meet the future burdens of disease (World Health 
Organization 2015). Nurses continue to have difficulty provid-
ing person-centred fundamental care worldwide (Chaboyer 
et al. 2021; Gong et al. 2025).

To mitigate the reports of missed nursing care globally, The 
Fundamentals of Care framework work was developed in interna-
tional collaboration between clinicians, researchers and educators 
as a point-of-care framework, which can be used to guide how to 
provide person-centred fundamental care and meet the patient's 
individual care needs (Feo et al. 2018; Kitson 2018). The concep-
tual framework describes, within three dimensions, how a person's 
physical and psychosocial care needs are identified and integrated 
through the patient-practitioner relationship, while also consider-
ing contextual factors at the system and policy level affecting the 
practitioner's ability to do so (Figure 1) (Feo et al. 2018). However, 

the framework, together with other nursing theories, have been 
criticised for being unclear on the concept of context, not distin-
guishing between contextual factors at a micro (individual), meso 
(organisational) and macro (societal and governmental) level, and 
not positioning the patient in their broader family and community 
setting (Mudd et al. 2020). A need to expand the description of the 
‘Context of care’ dimension is warranted to increase the frame-
works' direct use in clinical practice (Mudd et al. 2020), and in turn 
enable person-centred fundamental care. To do so, we conducted 
a secondary analysis of focus groups with healthcare profession-
als to explore their descriptions of care provision towards patients' 
postoperative recovery after complex endovascular aortic repair 
(EVAR), with a focus on contextual factors.

2   |   Background

Undergoing surgery entails being faced with change at a psycho-
logical, social as well as physical level, and postoperative recovery 
can be a long and strenuous process to re-establish well-being over 
time (Allvin et al. 2007). This can be challenging within the highly 
specialised and often acute context of aortic surgical care.

FIGURE 1    |    The Fundamentals of Care framework. Image obtained from https://​ilcca​re.​org/​the-​funda​menta​ls-​of-​care-​frame​work/​Content with-
in image derived from Kitson et al. (2013) and Feo et al. (2018).
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To the patient, having an aortic aneurysm often presents itself as 
an asymptomatic life threatening diagnosis, requiring preventive 
yet risky surgery. Aortic aneurysm is present in 2%–5% of the pop-
ulation above the age of 65 years globally. Endovascular repair is 
the predominant method for treatment in high-income countries 
(Png et al. 2024). Some 20% of aortic aneurysms involve branch 
vessels taking off from the aorta. For these aneurysms, complex 
EVAR with fenestrated and branched EVAR is increasingly uti-
lised (Yu et al. 2024). Considering the low prevalence of complex 
EVAR, the surgical care of these patients is often centralised to 
high-volume centres to improve surgical outcomes (Budtz-Lilly 
et al. 2018). The complex EVAR procedure entails a long opera-
tive time and leaves a risk of various postoperative complications 
ranging from pain and neurological deficit in the surgical area to 
more serious complications requiring in-hospital care or reoper-
ation (Mani and Melissano 2018). However, as in other surgical 
disciplines, more patients with aortic diseases, including elderly 
and those suffering multiple comorbidities, are surviving due to 
the development of such less invasive, but often more complex 
procedures (Mani and Melissano 2018). Complex EVAR is thus 
an example of modern centralised surgical care, where patients' 
postoperative recovery is challenged as they are referred to and 
treated at tertiary care hospitals, often far away from their home 
and usual care providers, where they later will continue their re-
covery after discharge (Budtz-Lilly et al. 2018).

It is especially important to minimalise negative effects of pre-
ventive surgical intervention, e.g., minimising missed nursing 
care, and optimise patient recovery. In a recent qualitative study 
from Sweden, involving both patients and healthcare profession-
als, patients' care needs when undergoing complex EVAR were 
found to revolve around fundamental care like information, 
patient involvement, and continuity and follow-up (Haakseth 
et al. 2025). While interventions, such as individual care plan, 
team meetings, and contact nurse, were found relevant to meet 
these needs by both patients and healthcare professionals, the 
healthcare professionals in the study described how implement-
ing such interventions, providing person-centred care, into cur-
rent clinical practice was not feasible due to barriers in the care 
context (Haakseth et al. 2025). This is in line with how infor-
mation and support towards safe discharge planning and self-
care are frequently reported as missed care in many countries 

(Chaboyer et  al.  2021). Reasons for missed care globally has 
been found to be factors found at the system, policy and individ-
ual level (Chaboyer et al. 2021; Gong et al. 2025). It has also been 
described as linked to complexity within the care environment 
(Gong et al. 2025; Mantovan et al. 2020).

The Fundamentals of Care framework lists contextual factors at 
the system and policy level that play an important role in support-
ing or hindering fundamental care delivery (Feo et al. 2018). While 
the framework places the responsibility for fundamental care on 
healthcare professionals, they are required to consider the context 
where care is delivered (Feo et al. 2018). The context of care, how-
ever, is described by clinical nurses as ‘abstract’ and a limitation 
to achieve high-quality care rather than a prerequisite (Muntlin 
et al. 2023). A study by Blackman and Mudd (2023) conducted in 
a residential care setting found a predictive relationship between 
missed nursing care and the factors listed in the context-of-care 
dimension of the framework. Further research exploring what 
and how contextual factors within the framework impact care 
provision in other settings is called for, to enable further develop-
ment of the framework and make it more useful for clinical nurses 
(Blackman and Mudd  2023). To our knowledge, no study has 
explored care provision, using the Fundamentals of Care frame-
work, to understand how factors in the complex surgical context 
can affect care provision towards patients' postoperative recovery.

The challenge of meeting the care needs of patients in the com-
plex surgical context, like patients undergoing complex EVAR, 
calls for a person-centred approach to improve patient recovery. 
However, contextual factors seem to persist as barriers to im-
plementing relevant interventions, and theories that describe 
the context of care in a practical manner are lacking. An ex-
ploration of healthcare professionals' descriptions of care pro-
vision in complex EVAR care with a focus on contextual factors 
is thus warranted to understand how contextual factors affect 
care provision towards patients' postoperative recovery, and 
enable refinement of the Context of care dimension within the 
Fundamentals of Care framework.

3   |   The Study

3.1   |   Aims

To explore how factors in the complex aortic surgical care con-
text can affect care provision towards patients' postoperative 
recovery.

4   |   Methods

4.1   |   Design and Theoretical Framework

The study was a secondary analysis of qualitative data 
(Thorne  2013) using the Fundamentals of Care framework as 
the theoretical lens (Feo et al. 2018; Kitson et al. 2013). The orig-
inal study, which focused on what can improve patient recov-
ery, left unexplored data regarding the gap between what should 
and can be done in clinical practice (Haakseth et al. 2025). This 
rich data, coming from a complex surgical setting, was fit for 
empirical testing of the context-of-care dimension within the 

Summary

•	 What does this paper contribute to the wider global 
clinical community?
○	 In this study, care provision is described as being 

affected by contextual factors that are dynamically 
integrated, which illustrates how the context of care 
may not be a given constant.

○	 The results could enable healthcare professionals 
and leaders to better understand their individual 
role and responsibility within the organisation for 
developing relationships with their patients and im-
proving the prerequisites for patient's recovery.

○	 The results illustrate a need to consider expanding 
the concept of context within the Fundamentals of 
Care framework to reflect the overarching role of 
‘Culture’, and the dynamic role of ‘Responsibility’.
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Fundamentals of Care framework, which could enable further 
development of the framework and increase its applicability in 
clinical practice (Blackman and Mudd  2023). A reanalysis of 
data focusing on how contextual factors affect care provision 
was therefore called for.

4.2   |   Study Setting and Recruitment

The study was conducted at a vascular surgery centre, con-
sisting of a vascular surgery ward and an outpatient clinic at a 
university hospital in Sweden. The vascular surgery centre con-
stitutes a tertiary centre for advanced aortic surgery, conducting 
the complex EVAR procedure on a high volume of patients, on 
both national and international referrals. Descriptions of com-
plex aortic diseases and treatment, including descriptions of 
standard care at the present vascular surgery unit, have been 
presented by Haakseth et al. (2019).

All data, involving four focus groups with a total of 12 health-
care professionals, were included for reanalysis. Inclusion and 
exclusion criteria are described in Table  1. Possible partici-
pants were identified through the ward manager responsible 
for the nursing staff and the section manager responsible for 
the vascular surgeon staff. Sixty-seven were contacted directly 
through their professional email for recruitment. The study 
aimed for a purposive sample of healthcare professionals 
based on their professional characteristics, but a convenience 
sample was lastly recruited for the first three focus groups due 
to a low response rate and difficulty finding a suitable time for 
the focus groups. For the fourth focus group, a purposive sam-
ple of the participants from the three subsequent focus groups 
was selected based on individual characteristics to maximise 
variation in the data.

4.3   |   Data Collection

The focus groups with healthcare professionals were conducted 
between April and September 2022. The focus groups consti-
tuted stage 2 and stage 3 of a qualitative study involving three 
subsequent data collection stages. Stage 1, involving individual 
interviews with patients, was not subject to reanalysis in this 
study. The data collection was accelerated by presenting the 
participants with existing and emerging knowledge about pa-
tients' recovery after complex EVAR. The existing knowledge 
presented to the participants came from two previous studies 
on patients' recovery after complex EVAR (Haakseth et al. 2019, 
2023). Emerging knowledge came from the analysis of the 

subsequent stage(s). Details on the reanalysed data is shown in 
Table 2.

Data was collected using semi-structured topic guides (one 
each for stage 2 and 3) and were audio-recorded and tran-
scribed verbatim. The duration of each focus group was ap-
proximately 30–60 min. All focus groups were conducted by 
the first author (female registered nurse within geriatrics and 
formerly vascular surgery, and PhD student with experience 
in qualitative research) and assisted by the last author (female 
registered nurse within general surgery, and associate profes-
sor with longstanding experience in qualitative research) who 
took field notes of e.g., non-verbal expressions and asked addi-
tional questions. The focus groups were held in a conference 
room at the participants' workplace. Most of the participants 
had a former professional relationship with the first author 
but not with the last author. The reason for doing the research 
was introduced at the start of the focus groups, before all par-
ticipants and the researchers introduced themselves. Probing 
questions were asked, and the focus group discussion would 
otherwise only be interrupted if it strayed from recovery after 
complex EVAR. Topic guides were piloted prior to data collec-
tion, and minor adjustments and clarifications were made. No 
repeat focus groups were conducted and the transcripts were 
not returned to the participants.

4.4   |   Data Analysis

The focus group transcripts were coded and analysed themati-
cally using a deductive reflexive approach with a constructionist 
perspective, as it has been described by Braun and Clarke (2021a, 
2022). Factors outlined in the Fundamentals of Care framework 
as constituting the context of care were used as a lens through 
which to interpret the data (Feo et al. 2018; Kitson et al. 2013). 
The definitions of the predefined themes and subthemes for anal-
ysis are shown in Table 3. The analysis process consisted of five 
steps. The first step involved noting down possible points of sig-
nificance and patterns, getting a sense of the data. Minor defi-
nition changes were subsequently made to the analysis matrix. 
At the second step, codes were generated for individual meaning 
units (semantic and latent) of the most basic elements of data that 
appeared related to contextual factors affecting patient recovery. 
The third step involved identifying recurring themes by sorting 
the different codes into the predefined themes (contextual fac-
tors) conceptualised by the Fundamentals of Care framework 
and subthemes (how they affect patient recovery). One code 
could be sorted into more than one theme. In step four, themes 
were refined based on their internal homogeneity and external 

TABLE 1    |    Inclusion and exclusion criteria.

Inclusion criteria Exclusion criteria

•	 Nursing staff (registered nurses, specialist nurses in 
surgical care and assistant nurses)

•	 Vascular surgeons (registrars, specialist physicians and 
vascular consultants)

•	 Currently working and routinely in contact with patients 
undergoing complex endovascular aortic repair at the 
vascular surgery ward or out-patient clinic

•	 Not involved in the care of patients undergoing complex EVAR 
(n = 1)

•	 Being a ward manager or section manager (n = 2)
•	 Being a member of the research team, or in any other way 

involved in the performance of the study (n = 2)
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heterogeneity, and how each theme and all themes affected care 
provision towards patients' postoperative recovery. The fifth and 
last step involved interpretation, further refining the themes and 
defining them in terms of an identified essence of how each theme 
and all themes affect care provision towards patients' postopera-
tive recovery. An example of the analysis process from meaning 
unit (Step 2) to refined theme (Step 5) is shown in Table 4.

The first and last author conducted steps 1–4 independently, and 
jointly reviewed the work after each stage. The second author (a 
female registered nurse within psychiatry and associate profes-
sor with longstanding experience in qualitative research) read 
all four transcripts and participated in reviewing the themes at 
steps 3–4. The remaining two co-authors (male professors in 

vascular surgery) read one transcript. Step 5 was conducted in-
dependently by the first author, before the entire research team 
participated in reviewing and refining the results. Respondent 
validation of the analysis results was not sought.

4.5   |   Ethical Considerations

Study approval was obtained from the Swedish Ethical 
Review Authority (Dnr: 2021–02019), and all participants 
gave informed consent to the original data collection. No 
ethical approval was specifically obtained for the second-
ary analysis, as the research question was closely related to 
that of the original study. Both the original and present study 

TABLE 3    |    Definition of contextual factors within the Fundamentals of Care used as predefined themes and subthemes for the deductive analysis. 
Content within the table derived from seminal papers; Feo et al. (2018) and Kitson et al. (2013).

Context of care

Theme Subtheme with clarification

System level Resources Infrastructure: routines for care (i.e., coordination of 
care, documentation, information, follow-up)

Equipment: practical, technical and informatics material
Staff: staffing levels to meet the task, staff usage

Skill mix/competence: multiprofessional team, competence/
knowledge requirements, different levels of care, involving 

patient/family/carers, patient health literacy
Environment: physical environment, integrity

Evaluation and feedback Feedback processes: individual, team, organisational
Quality indicators: patient-reported outcomes, patient experience 

outcomes, fundamentals of care, staff well-being
Availability of quality indicators: to staff and patients

Leadership Informal leadership: opinion leaders, central figures 
with implicit power and/or responsibility

Formal leadership: management structures, management role, 
explicit power and responsibility at different levels

Leadership style: trusting and enabling or dictating leadership

Culture Values: what is considered as important or unimportant
Norms: the way things work

Goals: purpose, meaning, patient and staff goals
Respected and valued staff: power, hierarchy

Policy level Financial Correctly invested money: distribution and use of financial resources
Financial models driving performance: focus of 

investments, public and political attention

Quality and safety Available safety and quality records, based on patient-centred outcomes: 
transparency of care quality, patients' choice of care provider, informed consent

Governance Dealing with complaints from staff and patients: supervising 
organisation, management of complaints

Seeking feedback, involving patients: patient and staff involvement in care 
development, patient committees/unions, trade unions, interest organisations

Regulation and accreditation Comparing between organisations: certification of standards
Work with all professions to ensure positive learning: uncovering 

relevant intervention, positive reinforcement, role models
Laws or bylaws defining the conditions for practice: health 

professionals' minimum educational requirements, entry to practice, 
title protection, scope of practice, professional development
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conform to the standards of the Declaration of Helsinki (World 
Medical Association 2013). The data were stored securely in a 
password-protected computer.

4.6   |   Rigour and Reflexivity

To strengthen credibility throughout data collection, the inter-
viewer asked probing questions during the focus groups and asked 
for the respondents' validation of a summary of the focus group 
discussion at the end. The interviewer also transcribed the focus 
group recordings immediately after conduction to make use of the 
rich insights of the interviewer. Throughout analysis, credibility 
was strengthened by the findings being continuously checked 
against the raw data. Dependability was strengthened through pi-
loting of the topic guides, where only minor adjustments were later 
conducted for clarity. The research team, having previous experi-
ence with conducting qualitative research, further strengthened 
the dependability of the method. A semi-structured topic guide 
with open-ended questions was used to strengthen confirmability. 
It was further strengthened by parts of the analysis process being 
done independently by two researchers and them discussing their 
preunderstandings and preconceptions both prior to analysis and 
the original data collection. Confirmability may also have been 
strengthened as the research team consisted of members with dif-
ferent professional backgrounds. To strengthen transferability, the 
study involved different healthcare professionals to tell a rich and 
multifaceted story. The purposive sampling for the fourth focus 
group further strengthened transferability.

5   |   Findings

5.1   |   Characteristics of Participants

A total of 12 healthcare professionals participated across the 4 
focus groups included in this study. An overview of the compo-
sition of the focus groups can be seen in Table 5.

5.2   |   Care Provision Is Challenged by 
Discrepancies in Values, Goals and Norms 
and Unclear Responsibilities Within the Context

Healthcare professionals described care provision towards pa-
tient recovery after complex EVAR as affected by contextual fac-
tors at both the system and policy levels. The analysis resulted 

in one main theme: Care provision is challenged by discrepancies 
in values, goals, and norms and unclear responsibilities within 
the context, and two subthemes: Values, goals, and norms deter-
mine what care is provided; taking responsibility for care requires 
resources, evaluation, and feedback. Descriptions of the different 
contextual factors and how they affect care provision towards 
patient recovery are presented below and illustrated by citations.

5.2.1   |   Values, Goals and Norms Determine What 
Care Is Provided

Values, goals and norms at policy, system and individual levels 
were described by the healthcare professionals to determine what 
care is provided to the patient. These values, goals and norms were 
described to require unity, as they otherwise would lead to inade-
quate resource management, standards for evaluation and quality 
and safety records to meet the patients' care needs. Discrepancies 
in values and goals between the healthcare services and the pa-
tients were described by the healthcare professionals. While 
the healthcare services were explicitly described and implicitly 
demonstrated to focus on surgical outcome, short-term physical 
care needs and major complications, the healthcare professionals 
believed the patients focus more on long-term functioning in daily 
life and meaningfulness after discharge.

From a medical perspective you value other aspects 
than these ‘softer values’ [the need for information and 
support raised by the patients]. I'm happy and grateful 
if I manage to identify a complication and treat it 
early.—

Focus group 3

A reality was described where the goals of care perceived by in-
dividual healthcare professionals affected care provision, which 
could make it vary widely what information or support the pa-
tients were offered. During the focus groups, participants with the 
shortest work experience talked more focused on patient outcomes 
or solutions for care provision (e.g., time usage), while those with 
longer experience focused on practical tasks and barriers to care 
provision (e.g., time). Time-efficiency demands were depicted as a 
choice of quantity over quality. Norms within the healthcare sys-
tem were described by nursing staff as based on a hierarchy with 
the surgeons as the leaders of the provided care. Utilising nurses' 
competence and bedside availability, it was said in all focus groups 
that it could contribute to continuity, efficient staff usage, and meet 

TABLE 4    |    Example of the analytical process from step 2, involving identifying a meaning unit, to step 5, refining themes.

Step 2—Meaning unit Step 3—Code
Step 4—Initial themes 

and subthemes Step 5—Refined themes

“We got so little time [to 
provide care]. The second the 
patient has been ‘so lucky’ and 
has been to the toilet, then it 
[in-hospital care] is DONE. 
Now all is good! ‘Bye bye!’”—
Focus group 1

Having 
limited time, 
as in-hospital 
care is limited 

to physical 
outcomes.

Theme 1: Resources, 
infrastructure

Subtheme 1: Routines 
steering care provision.
Theme 2: Culture, goals

Subtheme 2: Physical goals 
with care leave limited 

time for other care needs

Theme: Care provision is challenged by 
discrepancies in values, goals and norms and 

unclear responsibilities within the context
Subtheme 1: Values, goals and norms 

determine what care is provided
Subtheme 2: Taking responsibility for care 

requires resources, evaluation and feedback
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the ‘softer values’ of the patients. The nursing staff reported that the 
devaluation of bedside care on the wards redirected the surgeons 
with the highest competence away from the patients, which also 
led to the nurses not being able to do nursing tasks, as they had to 
assist by doing the surgeons' tasks and focus on medical care.

I believe this management of resources [nurses not 
having time for informing the patient at admission due 
to other task and surgeons being unavailable at the 
ward] is one of the biggest obstacles we have in todays' 
healthcare. (…) And how do we optimize that [resource 
management] without losing anything?—

Focus group 1

The norm of the patients' role within the healthcare system 
was also narrated, as the participants thought patients might 
see their minor complications and care needs as not important 
enough to ‘disturb’ the healthcare professionals. Such norms, 
not including patients in their care, and the discrepancies in 
the patients' and the healthcare services' values and goals were 
described that they could lead to unavailable or inadequate re-
sources (e.g., staffing, knowledge and routines) and evaluation 
and feedback processes from both system and policy level, to 
uncover and meet the patients' care needs.

There we might be a bit too limited by what information 
we collect today [to give correct information and care]. 
We need information about who the person in front 
of us actually is. What worries and expectations 
that person have, and what he has set as goal for his 
recovery. So that we can actually give the information 
that is relevant and important to them.—

Focus group 1

Evaluation and feedback processes were described as linked 
to what was seen as important within the healthcare services. 
Lacking such processes for both patients and staff was implicitly 
expressed as linked to both the effectiveness and efficiency of 
care provision. Lack of routine contact with the patient or other 
care providers after discharge made it unclear how the patients 
were recovering after discharge, and whether recommendations 
for follow-up were being followed by the local care provider. An 
underreporting of minor complications was suspected, due to a 
focus on the surgery and major physical outcomes as quality in-
dicators at a policy level. This made psychosocial and relational 
outcomes not available to the patients preoperatively so that they 
themselves could assess if doing the surgery is consistent with 
their individual goals.

Maybe we [the healthcare services] play down the 
complications. We try to get them to do the surgery, 
because they need it. But maybe they do not get 
comprehensive information about what can actually 
go wrong. You want to help them. I don't know how 
many would back down from the surgery if they got all 
the information either. Quite a lot can happen. But they 
have a right to information.—

Focus group 2

Contextual factors at the policy level were overall scarcely de-
scribed by the participants, and primarily, it was addressed by the 
vascular surgeons. What was viewed as important at the policy 
level could be seen affecting care provision in the same way as on 
the system level, through direction of financial resources towards 
physical care goals, and evaluation and feedback processes not 
considering patients' psychosocial care. Time and resources were 
referred to as ‘a cost’ and ‘investment’ in structures, compensat-
ing for the short in-hospital care. The vascular surgeons referred 

TABLE 5    |    Overview of the composition of the focus groups.

Focus 
group Professional title Work experience (time)

Work experience 
(location) Gender

1 Registered nurse (n = 3)
Assistant nurse (n = 1)
Speciliast nurse (n = 1)

< 2 years (n = 2)
3–5 years (n = 1)
5–10 years (n = 1)
> 20 years (n = 1)

Only ward 
experience (n = 3)

Both ward and out-patient 
clinic experience (n = 2)

Men (n = 1)
Women (n = 4)

2 Registered nurse (n = 2)
Assistant nurse (n = 1)
Speciliast nurse (n = 1)

3–5 years (n = 2)
5–10 years (n = 1)
> 20 years (n = 1)

Only ward 
experience (n = 2)

Both ward and out-patient 
clinic experience (n = 2)

Women (n = 4)

3 Registrar (n = 1)
Specialist physician (n = 1)

Consultant (n = 1)

< 2 years (n = 2)
3–5 years (n = 1)
> 20 years (n = 1)

Both ward and out-patient 
clinic experience (n = 3)

Men (n = 2)
Women (n = 1)

4 Registered nurse from 
FGa 1 (n = 2)

Assistant nurse from 
FGa 1 and 2 (n = 2)

Registrar from FGa 3 (n = 1)

< 2 years (n = 3)
5–10 years (n = 2)

Only ward 
experience (n = 2)

Both ward and out-patient 
clinic experience (n = 3)

Men (n = 2)
Women (n = 3)

aFG = focus group, indicating in which focus group the participant participated in the previous stage of the study.
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to how there were differences in care and resources for patient 
groups similar to patients undergoing complex EVAR, e.g., pa-
tients with cancer. They concluded that resources exist for patients 
who belong to society at large, and speculated whether politicians 
are biasedly invested based on personal values. Governance was 
implicitly described as a need to know what and how healthcare 
services should be given. Seeking feedback from staff and patients 
on how care is and should be provided was described as import-
ant. This was reflected in how the participants were positive about 
participation in the study. Knowing what patients appreciate about 
and need from the healthcare services was seen as important. The 
accreditation of a ‘Centre of excellence’, it was said, should include 
consideration for what is important to the patients. Patient organ-
isations were described as the ones who can direct financial re-
sources and push for change in clinical practice, exemplified by 
the existing role of the contact nurse within cancer care. Aortic 
surgery patients, being elderly and lacking this sort of network, 
were thought to make it harder for them to push their own agenda.

5.2.2   |   Taking Responsibility for Care Requires 
Resources, Evaluation and Feedback

Responsibility for care provision at an individual, system and 
policy level was implicitly depicted as dynamic, as taking re-
sponsibility was described to require empowerment to do so. 
Such empowerment was described as being done through ‘some-
one’ (i.e., non-specific professional) taking responsibility for en-
suring adequate resources and resource management, which in 
turn could be empowered by ‘someone’ making evaluation and 
feedback processes available, and ‘someone’ using them.

Various resources were both implicitly and explicitly described 
as empowering care provision towards patient recovery. The 
healthcare services or politicians' responsibilities for ensuring 
financial and material resources, infrastructure, sufficient staff 
and competence were highlighted and discussed. This in turn 
was said that it could enable the front-line healthcare profes-
sionals in taking responsibility for care provision. Equipment 
for systematically collecting, documenting and transferring in-
formation on the patients' individual values and goals regarding 
their care was also said that it could enable a person-centred 
care, even after discharge. Physical environment was men-
tioned that it could affect patients' ability to take in the often 
very complex information, or encourage and support patients' 
mobility. Other required equipment resources involved written 
information material specifically for complex EVAR and digital 
platforms, which could be individually adjusted, as it was de-
scribed that they could facilitate providing information to the 
patient and save time for staff.

…and maybe we should draw a figure of their surgery 
too. That might take a minute, but I think it is 
manageable. I think it saves a lot of time and questions 
for later.—

Focus group 4

Infrastructural resources revolved around having routines in 
place for informing and following up the patients, including tak-
ing information from the patients. Clear routines were even seen 

as ways to clarify responsibility and avoid care quality depending 
on the individual healthcare professional and available time. It 
also involved establishing routines for transferring information 
and coordinating care between different care providers. These 
routines were believed to empower healthcare professionals to 
provide a consistent and minimum level of care, where long-term 
recovery and patients' psychosocial care were considered.

Like you [other participant] say, start with routines. 
Start with templates. From there we sort of know 
‘This is minimum!’, because it feels very fluid right 
now.—

Focus group 1

Insufficient staff resources were explicitly mentioned as a bar-
rier to meeting the tasks required to improve patient recovery. 
Implicitly, it was also described as a ‘lack of time’, ‘resources’ and 
‘possibility’ for them to meet the patients' care needs. Improved 
staff usage in terms of clear role descriptions, optimising staff-
ing schedule, improved teamwork and allocation of high com-
petence near the patient were said to clarify responsibility, 
promote continuity and increase care quality. Availability of a 
wide multi-professional skill mix (i.e., physiotherapist, nutri-
tionist, social worker) was listed as a required resource when the 
participants described the patient group as complex and possibly 
affected in psychological, social as well as physical ways.

That is a bit what we [healthcare professionals] are 
after. That we can establish a better team work. That we 
[nurses] can fill in on information that you [vascular 
surgeons] are missing, and you [vascular surgeons] 
can fill in information we [nurses] are missing. That 
way we [healthcare professionals] can give the patients 
better care and information.—

Focus group 4

Multi-professional team work was, however, described as prob-
lematic as staff have different schedules and agendas. High staff 
turnover was described as making it difficult to keep routines 
from falling out. High competence around complex EVAR care 
and what it may entail for the patient, but also knowledge about 
the individual patient, was seen as important by the partici-
pants. Local care providers' competence about the patient group 
and the individual patient were something that was said could 
affect continuity and local care providers' ability to take respon-
sibility for follow-up after care ended at the tertiary surgical 
unit where the operation was conducted. Patients' family were 
also described as a resource, as they often help and support the 
patients in their recovery. Consideration for the patients' com-
petence about themselves, but also their health literacy, was 
described as important to empower patients in taking responsi-
bility for their own care.

-We may not have reflected over that those who take 
over [care provision] may not possess our level of 
competence [for this specific patient group], and may 
not be as informed on what has happened, and what 
a threshold [for care] that make up for the patient. (…)
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-Yes, there is a lot of responsibility on the patients 
themselves.—

Focus group 1

Feedback processes for staff were described as needed for eval-
uation whether current routines were working adequately and 
were being followed. Participants working at the outpatient clinic 
expressed not knowing how routines are working at the ward, 
and vice versa. Adequate feedback loops were also described 
that they could clarify responsibility by bringing forth what is 
not working to those who need to act upon it, and also enable 
more effective teamwork (resource management). The partici-
pants described how their feedback on routines was not usually 
sought out (within the organisation), but merely given on their 
own initiative, which they had no time to prioritise. The partici-
pants narrated experiencing stress and hopelessness from having 
responsibility for patients' recovery without actual power to do 
anything about it. Lack of ways for reporting insufficient staff-
ing to meet the necessary tasks were implicitly described, as the 
participants expressed hopelessness regarding staffing issues. 
Feedback loops to uncover unmet care needs and clarify respon-
sibility were described that they could happen with the individ-
ual patients or patient group, between members of the care team, 
between front-line staff and management (at the ward, depart-
ment and organisational) or between care providers.

Overall, the participants did not explicitly discuss individual re-
sponsibility and blamed an unspecified external factor for their 
inability to provide care. Both nursing staff and vascular surgeons 
described situations when their patients were ‘suddenly’ being dis-
charged, and they themselves had no power over it. Responsibility 
for undefined ‘other tasks’ was said to undermine staff's ability to 
meet psychosocial and relational care needs, as the participants 
narrated they ‘have to do their job’ before they could ‘sit down and 
talk with the patients’. The participants vaguely, but repeatedly, 
described how both ‘we’ and ‘someone’ needs to ensure necessary 
routines are in place, followed and working.

It [the existing routines that are currently not being 
practiced] really has to be set back into practice. But 
someone needs to get a handle on it.—

Focus group 2

A need for formal leadership was implicitly expressed as the par-
ticipants wanted ‘someone’ (i.e., a non-specific leader) to both 
empower and force them to provide consistent care. A norm of 
everyone doing their own thing was narrated in the absence of 
such leadership.

What is expected of me as a nurse? Or of me as a 
physician? What information do I have to give the 
patient? It is good to standardise this. Otherwise it is 
done differently every time.—

Focus group 4

An enabling leadership could be seen in the described need for 
management of resources. A dictating leadership could be seen in 
how the vascular surgeons discuss the effective use of negative in-
centives (e.g., the department being financially sanctioned for not 

doing a task), and how both nursing staff and surgeons describe a 
need for ‘someone’ to ensure desirable routines were actually fol-
lowed. Moreover, in the multi-professional care context of complex 
EVAR, a leadership making formal decisions and taking responsi-
bility for desirable routines was described as required at ‘another 
level’ for the routines to work for all staff groups.

‘That your department or clinic get quite a punishment 
fee for each patient that is discharged without written 
discharge information. That's a way to solve it’. —

Focus group 3

Participants expressed an uncertainty about their responsibil-
ity both as front-line staff and as a tertiary care unit. Lack 
of a fixed care contact, i.e., a general practitioner in commu-
nity care, was said to make it unclear who is responsible for 
the often elderly and comorbid patients who undergo complex 
EVAR. A clear account of who is responsible for what, espe-
cially after discharge, was said that it could avoid the patients 
feeling unsafe due to a lack of contact with the surgeon or 
hospital that did the surgery. Competence and responsibility 
were implied to be linked, and patients were described to im-
pose responsibility for their care upon the one(s) who the pa-
tients see as the most competent (i.e., the surgeon or surgical 
unit who did the operation). Responsibility sharing, and thus 
knowledge transfer, between different care providers and the 
patient was said that it could ensure support towards patient 
recovery. The patients' ability to take responsibility for their 
own care was raised as a resource. The nursing staff described 
their responsibility for supporting and ‘pushing’ patients in 
taking responsibility for their own care.

It is important that we do not just see a patient, but that 
we really see there is a person I need to take care of. It 
is my job to ensure this person can manage [their daily 
life] on his own when he comes home.—

Focus group 1

The participants described a need for national infrastructure, as 
patients undergoing complex EVAR are elderly and often referred 
from other hospitals. Resources and structures for information 
transfers, long-term rehabilitation, fixed care contacts, nurs-
ing contacts and coordination of care were warranted to clarify 
responsibility and empower care provision across multiple geo-
graphical and administrative regions and care providers. High 
transparency about all risks of the operation, including minor 
complications, similar to that of an ‘informed consent’, was said to 
transfer responsibility to the patients themselves, by empowering 
patients to make informed choices, weighing in their personal val-
ues and goals. The participants described how providing informa-
tion to the patient is the law, yet they could not take responsibility 
for this. This was described to indicate a need for re-evaluation, 
so that adequate resources and routines could be established.

6   |   Discussion

The findings show that the healthcare professionals describe 
care provision towards patients' postoperative recovery after 
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complex EVAR as affected by a dynamic integration of contex-
tual factors, where values, goals and norms affect what care 
is provided. Responsibility for care was described as unclear. 
The healthcare professionals in this study describe all con-
textual factors listed in the Fundamentals of Care framework 
as affecting care provision. Similar factors have also been 
reported by other studies (Chaboyer et  al.  2021; Dellenborg 
et  al.  2019; Grossi et  al.  2021; Jangland et  al.  2018; Moore 
et al. 2017; Squires et al. 2019), indicating that the context of 
care is multifaceted, and that the contextual factors currently 
listed in the Fundamentals of Care framework are relevant. 
This was also concluded by Blackman and Mudd  (2023). 
However, similar to the findings in this study, Dellenborg 
et  al.  (2019) have raised how the context of care tends to be 
referred to as a given constant, whereas it actually is dynami-
cally integrated. Blackman and Mudd also found that there is 
a predictive relationship between the different contextual fac-
tors within the Fundamentals of Care framework (Blackman 
and Mudd 2023). In this study, a perception of contextual fac-
tors as separate constants could be what is reflected in the par-
ticipants' passivity in relation to the context as external, where 
individual responsibility is unclear. This passivity to the con-
text could be explained by how the concept of context in ex-
isting nursing theories has been described to not sufficiently 
address the complexity of context in a manner that is of direct 
use in clinical practice (Mudd et al. 2020).

6.1   |   Uncovering the Goals of Care

Values, goals and norms, ranging from policy to individ-
ual level, were described by the healthcare professionals to 
determine what care is provided to the patient. This is also 
recognised in other studies, where ‘culture’ is described as 
a central contextual factor (Dellenborg et  al.  2019; Jangland 
et  al.  2018; Moore et  al.  2017; Squires et  al.  2019). A multi-
study analysis even uncovered how ‘culture’ was reported 
across all behaviours, settings and professional roles (Squires 
et al. 2019), indicating that values, goals and norms may play 
an overarching role in the context of care. Similar to the find-
ings of this study, Mantovan et  al.  (2020) found how nurses 
describe their rationing of nursing care as a choice between 
quantity over quality. The rationing was done to maintain 
stability on the ward alongside the complexity and acuity of 
the healthcare setting. Which shows how responsibility for 
reaching the goals of care risks ending up on front-line staff 
alone, and in turn causes poor staff well-being (Mantovan 
et  al.  2020). Values, goals and norms have, to the authors' 
knowledge, not been empirically described as overarching 
and working at all levels within the care context, which might 
be why clinical nurses describe ‘care culture’ as an external 
and ‘simply to blame’ barrier for care provision (Muntlin 
et  al.  2023). In McCormack et  al.'s  (2017) model for person-
centred nursing, the values and goals of care are depicted 
as overarching through the centralisation of Person-centred 
outcomes and Care processes, and through Shared decision-
making systems as part of the Care environment, and Clarity 
of beliefs and values as a Prerequisite. Meanwhile, in the 
Fundamentals of Care framework, Culture (including values, 
goals and norms) is depicted as a separate factor at the sys-
tem level (Feo et al. 2018; Kitson et al. 2013), which suggests 

a need to consider expanding the concept of context within 
the framework to reflect the overarching role of ‘culture’, and 
increase the framework's direct use in clinical practice.

Evaluation and feedback processes were described in this 
study as linked to what was seen as important within the 
healthcare services from both systems (Evaluation and feed-
back) and policy level (Quality and safety, Regulation and 
Accreditation). This is reflected in another study, where evalu-
ations have been described to include both patient and organ-
isational outcomes, in addition to audit (Squires et al. 2019). 
However, for service evaluation or audit, predetermined stan-
dards and goals are normally a prerequisite (Twycross and 
Shorten 2014). In this study, discrepancies in values and goals 
were depicted between the healthcare services and patients, 
and within the healthcare services at an individual, system, 
and policy level. This was described that it could lead to insuf-
ficient and unutilised evaluation and feedback processes, and 
thus leave uncertainty about what one was responsible for, 
and cause insufficient empowerment. Similarly, Blackman 
and Mudd  (2023) found how Resource allocation, defined by 
Culture, Leadership and Quality and safety, is a central con-
textual factor within the Fundamentals of Care framework. 
Which in turn shows how it is necessary to, at all levels, un-
cover: ‘What are the goals of care?’

Similar to the findings of this study, key steps to the develop-
ment of quality indicators have been said to include taking in 
staff and patients' perspectives on the goals of care (Stelfox and 
Straus  2013). Within person-centred care, goals with care are 
suggested to be set at an individual level in collaboration be-
tween the healthcare professionals and the patient (McCormack 
et al. 2017). This was also suggested in this study, but was seen 
as requiring empowerment from both a system and policy level, 
which were inhibited by discrepancies in values, goals, and 
norms at these levels. McCormack et  al.  (2017) recommend a 
move from ‘person-centred moments’ to ‘person-centred care’ 
as an underpinning culture of whole teams and organisations. 
Similarly, Britten et al. (2020) raise that healthcare professionals 
should work more systematically for person-centred care, en-
suring person-centred care for most patients most of the time, 
regardless of who is caring for them. It remains uncertain from 
where in the context of care the values, goals, and norms for care 
provision emerge or can be unified. However, the healthcare 
professionals in this study describe the importance of seeking 
feedback from both patients and staff at an individual, system, 
and policy level, and that evaluation of care quality should be 
available to them.

6.2   |   Being Able to Take Responsibility 
for the Goals of Care

The participants in this study expressed an inability to take 
their individual responsibility for care provision if not empow-
ered through the availability of resources, feedback processes, 
and directives for care at a system and policy level. Similarly, 
Bradbury-Jones et  al.  (2008) have described empowerment as 
not simply having or distributing power to act, but also provid-
ing support and feedback. Various resources at the system and 
policy level were described by the participants in this study as 
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something empowering the care required to meet the complex 
care needs of patients undergoing complex EVAR. Resources, 
including finances, have also been a central factor in other stud-
ies depicting the context of care from a healthcare professional 
perspective (Grossi et al. 2021; Squires et al. 2019). This might 
suggest resources being a reflection of empowerment bedside, 
thus a responsibility at the system or policy level to empower the 
individual level. In this study, healthcare professionals described 
resources empowering care provision as not merely about access 
to a quantity of staff or ‘time’, but also involving resource qual-
ities, e.g., competence, routines and staff usage. This has also 
been identified in other studies (Grossi et  al.  2021; Jangland 
et  al.  2018; Squires et  al.  2019). Showing that there might be 
an improvement potential, despite the effectivity demands on 
healthcare services. This indicates that responsibility for care 
provision may lie at the individual, system and policy level, and 
that both the necessary quantity and quality of resources have to 
be ensured to empower healthcare professionals to take respon-
sibility for care provision towards improved patient recovery.

In the Fundamentals of Care framework, responsibility is de-
scribed when talking about Leadership as a contextual factor at 
the system level (Feo et al. 2018; Kitson et al. 2013). The need 
for formal leadership described in this study, involving both 
enabling and dictating leadership styles, has also been identi-
fied in other studies (Dellenborg et al. 2019; Grossi et al. 2021; 
Jangland et  al.  2018; Moore et  al.  2017; Muntlin et  al.  2023; 
Squires et  al.  2019). However, the participants in this study 
describe a shift of responsibility within the care context, rang-
ing from individual to policy level. Similarly, Blackman and 
Mudd (2023) found Leadership to be a central contextual factor, 
required to take in feedback and allocate and govern resources 
towards integrated fundamental care. The shift of responsibil-
ity between leaders and individual staff can also be recognised 
in the framework for person-centred nursing, where Supportive 
organisational systems and Potential for innovation and risk 
taking in the Care environment might imply empowerment that 
could shift responsibility to the individual healthcare profes-
sional (McCormack et  al.  2017). Empowerment has also been 
described as dynamic, bottom-up and originating from every-
where depending on knowledge production, where individuals 
are being given the opportunity to critically assess the situation 
and take action towards a goal (Bradbury-Jones et  al.  2008). 
Which in turn requires the individual healthcare professional to 
assume some responsibility. The mix of healthcare professionals 
participating in this study could identify problems within the 
care context and come up with solutions. This shows the impor-
tance of having and utilising feedback processes, so that front-
line staff can empower management to address insufficient 
staffing or inadequate routines, which in turn empower care 
provision. Once again indicating a need to consider expanding 
the concept of context within the Fundamentals of Care frame-
work, to capture this dynamic integration of contextual factors, 
where responsibility is everyone's.

6.3   |   The Patient Role in the Context of Care—A 
Resource and Quality Indicator

The Fundamentals of Care framework has been criticised for not 
positioning the patients in their broader family and community 

context (Mudd et al. 2020). In this study, the healthcare profes-
sionals describe patients' families, patients' competence about 
themselves, but also their health literacy as important resources 
within centralised surgical care. In addition, the norm where the 
patients were passive and not involved in their care within the 
healthcare system was described to negatively affect care provi-
sion, which could be understood as poor resource management. 
Patients' values and goals with care were described as a key qual-
ity indicator that should guide both resource management and 
evaluation. Moreover, to what degree a patient group belongs to 
society at large, and the presence of patient organisations, could 
affect financial priorities and governance of the healthcare ser-
vices. This is reflected in another study, where characteristics 
of the patient group (e.g., patient age and illness severity) have 
been identified as a possible core contextual factor (Squires 
et al. 2019). Overall, seeing the patient as a resource and quality 
indicator can be seen reflected in the ethics of person-centred 
care, where the patient is a partner in their care (McCormack 
et al. 2017). This indicates that the patients' role in the context 
of care could simply be showing the link between the context of 
care and the two other dimensions of the Fundamentals of Care 
framework: Relationship and Integration of Care. Blackman and 
Mudd (2023) found relational care actions as predicted by both 
resource allocation and leadership, which could be showing the 
patient as a resource and quality indicator. However, psycho-
social care showed no such link (Blackman and Mudd  2023). 
The need for a shift of empowerment and responsibility, also 
involving a shift between the context of care and the patient, 
may require specific awareness when interpreting the frame-
work. Healthcare professionals and leaders should thus let care 
be guided by patients' values and goals, and be aware of their 
patients' resources at both an individual, system, and societal 
level to enable adequate evaluation of care and provide compen-
sating resources for the empowerment of these often older and 
comorbid patients, e.g., through encouraging and taking in per-
spectives from patients and patient organisations.

6.4   |   Strengths and Limitations of the Work

A strength of this study was that it was a secondary analysis that 
enabled looking at the existing data from a different perspective 
to examine contextual concepts that were not central in the orig-
inal research (Thorne 2013).

There are limitations to this study. Due to the low participa-
tion rate, the original study was deprived of the possibility to 
purposively select participants based on their individual char-
acteristics, which could contribute to maximum variation in 
the data. Determining saturation in reflexive thematic analysis 
is discouraged, but the focus group method, involving differ-
ent healthcare professionals with different work experiences, 
is an adequate way to tell a rich multifaceted story (Braun 
and Clarke 2021b) and to uncover similarities and differences 
within a group (i.e., values and norms) (Côte-Arsenault 2013). 
This study, being a secondary analysis, where the original study 
did not explicitly explore the context of care, may have limited 
the findings. However, it did enable uncovering more latent con-
textual factors (e.g., values, goals, norms and responsibility), as 
the participants talked vividly about the context of care during 
the focus group and were thus unlikely to bias their responses 
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(Thorne 2013). The members of the research team all have expe-
rience with and thus preunderstanding of the care context could 
be seen as a limitation, but this was mitigated by several mea-
sures to strengthen confirmability (see Section 4.6).

6.5   |   Recommendations for Further Research

This study was a secondary analysis from one centre, which calls 
for other multicentre original studies, both explicitly and implic-
itly exploring contextual factors affecting care provision in the 
complex surgical setting, and other settings. Such studies should 
explore the perspectives of different stakeholders, e.g., patients 
and professionals at an individual, system and policy level, to 
develop further understanding of the distribution and shift in 
responsibility, and where values, goals and norms emerge and 
can be changed within the context of care.

6.6   |   Implications for Policy and Practice

This study contributes insight and knowledge regarding the dy-
namic integration of contextual factors affecting care provision. 
Healthcare professionals need to be aware of their individual 
responsibility for care aligned with patients' values and goals, 
and their responsibility needs to be clarified and empowered 
through leadership and resource management. Patients should 
be empowered as resources and considered quality indicators at 
the individual, system and policy level, to guide the goals of care. 
Policy and routines needs to enable this through feedback loops 
with patients and healthcare professionals, and effective resource 
management. Contextual factors listed in the Fundamentals of 
Care framework seem relevant for healthcare professionals and 
leaders when trying to understand what affects care provision 
within the complex surgical organisation. However, the central 
role of culture and responsibility within the context-of-care di-
mension of the framework require further clarification.

7   |   Conclusion

The findings show that healthcare professionals describe care 
provision towards patients' postoperative recovery after complex 
aortic surgery as affected by a dynamic integration of contextual 
factors. There is a need for healthcare professionals to be made 
aware of one's own role in this context. Care provision needs 
to be guided by feedback from patients and healthcare profes-
sionals, and work with patients' resources at both an individual, 
system and societal level, e.g., through taking in perspectives 
from patients and patient organisations. There is a need to fur-
ther explicitly explore the role and ways of both ‘responsibility’ 
and ‘culture’ at an individual, system and policy level of the con-
text of care, to enable expanding the concept of context within 
the Fundamentals of Care framework, and increase the frame-
works' direct use in clinical practice.
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