
 1 

Factors affecting interprofessional teamwork in emergency department care 

of polytrauma patients: Results of an exploratory study 

 

Corresponding author:  

Alexandra LAPIERRE  

RN, M. Sc., PhD student Université de Montréal, Montreal, Canada.  

1155 Henri-M-Perrault, Montréal, Québec, H1A 5K3 

Phone number: 1-514-963-0877 

Email address: alexandra.lapierre@umontreal.ca 

 

Co-authors:  

Hélène, LEFEBVRE 

RN, PhD, University of Montreal, Montreal, Canada. 

Faculty of Nursing, Université de Montréal, Pavillon Marguerite-d’Youville,  

PO Box 6128, Downtown Station, Montreal, Quebec, Canada, H3C 3J7 

Phone number: 1-514 343-6111 #3382 

Email address: helene.lefebvre@umontreal.ca 

 

Jérôme, GAUVIN-LEPAGE 

RN, Ph. D., University of Montreal, Montreal, Canada. 

Faculty of Nursing, Université de Montréal, Pavillon Marguerite-d’Youville,  

PO Box 6128, Downtown Station, Montreal, Quebec, Canada, H3C 3J7 

Phone number: 1-514-343-6111, ext. 26340, Fax number: 1-514-343-2306 

Email address: jerome.gauvin-lepage@umontreal.ca 

 

Declaration of interest 

The authors report no declarations of interest. The authors alone are responsible for the content and 

writing of the paper. 

 

This is the final version of the manuscript accepted for publication in Journal of Trauma Nursing. 

The published version is accessible here: https://doi.org/10.1097/jtn.0000000000000469 

mailto:alexandra.lapierre@umontreal.ca
mailto:helene.lefebvre@umontreal.ca
mailto:jerome.gauvin-lepage@umontreal.ca
https://doi.org/10.1097/jtn.0000000000000469


 2 

Title:  

Factors affecting interprofessional teamwork in emergency department care of polytrauma 

patients: Results of an exploratory study 

 

Abstract:  

Considering that traumatic injuries are the leading cause of death among young adults 

across the globe, emergency department care of polytrauma patients is a crucial aspect of optimized 

care and premature death prevention. Unfortunately, many studies have highlighted important gaps 

in collaboration among different trauma team professionals, posing a major quality of care 

challenge. Using the conceptual framework for interprofessional teamwork (IPT) of Reeves, 

Lewin, Espin, and Zwarenstein (2010), the aim of this qualitative descriptive exploratory study 

was to better understand IPT from the perspective of health professionals in emergency department 

care of polytrauma patients, specifically by identifying factors that facilitate and impede IPT. Data 

was collected from a sample of seven health professionals involved in the care of polytrauma 

patients, through individual interviews and a focus group. In a second phase, two structured 

observations of polytrauma patient care were conducted. Following a thematic analysis, results 

show multiple factors affecting IPT, which can be divided into five broad categories: individual, 

relational, processual, organizational and contextual. Individual factors, a category that is not part 

of the conceptual framework of Reeves et al. (2010), also emerged as playing a major part in IPT. 
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Introduction 

Across the world, trauma-related injuries such as motor vehicle accidents, accidental falls 

or intentional injuries (i.e., self-injury and assault) are the leading cause of death among young 

adults and thus pose a serious global health problem (Haagsma et al., 2015). These types of injuries 

may cause widespread damage in patients and are clinically defined as polytraumatic when two or 

more traumatic lesions with respiratory or circulatory effects are present (Barsotti, 2010). 

 Because these polytraumatic injuries are so often life-threatening, initial care of 

polytrauma patients in emergency departments essentially aims to stabilize vital functions and 

prevent premature death (American College of Surgeons, 2018). Thus, the nature and speed of 

interventions could quite literally mean the difference between life and death (American College 

of Surgeons, 2018; Leonard, Graham, & Bonacum, 2004). Studies have shown that 

interprofessional teamwork (IPT) plays an absolutely essential role in emergency trauma care 

settings as there seems to be a positive correlation between teamwork and clinical performance in 

trauma care teams (Briggs et al., 2015; Pucher, Aggarwal, Batrick, Jenkins, & Darzi, 2014). 

Moreover, significant gaps in team communication and coordination in critical trauma care are 

among the main causes of preventable medical errors (Flin, Winter, Sarac, & Raduma, 2009), such 

as avoidable delays in investigation and treatment procedures, and thus result in higher rates of 

complications and mortality (Chua, D'Amours, Sugrue, Caldwell, & Brown, 2009; Lubbert, 

Kaasschieter, Hoorntje, & Leenen, 2009).   

In light of these findings, research on improving teamwork in the trauma setting has become 

more popular in recent years, mostly taking the form of intervention evaluations, team training and 

clinical simulations (Ajeigbe, McNeese Smith, Leach, & Phillips, 2013; Gjerra, 2014). Yet, there 

is a growing trend in interprofessional healthcare teams as well as a new approach for improving 

treatment that is now based on understanding how health professionals can best work within teams 

as opposed to focusing on individual performance and behavior (Al Sayah, Szafran, Robertson, 

Bell, & Williams, 2014). It follows that identifying factors that influence the quality of healthcare 

services provided by IPT may lead to significant impacts on both health professionals and their 

patients (Jacobson, 2012).  

In the specific case of emergency room settings, very few studies have investigated how 

interprofessional teams provide polytrauma care and the factors that affect this process (Courtenay, 

Nancarrow, & Dawson, 2013).  
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In addition, many types of conceptual frameworks have been proposed to improve IPT in 

health care, but not all are created equal (for a review, see Tomizawa, Shigeta, and Reeves (2017). 

Reeves, Lewin, Espin, and Zwarenstein (2010) emphasize the importance of choosing a framework 

that addresses more than one dimension of interprofessional teamwork. Based on social sciences 

(i.e., social, psychological and organizational theories), this framework attempts to understand the 

nature and practices of IPT through empirical data. It focuses on improved knowledge of factors 

important to IPT, organized into four categories: relational, processual, organizational and 

contextual. This makes it ideally suited to our purpose. 

Study purpose  

The aim of this study was to identify the factors that facilitate and impede IPT according to 

health professionals working in emergency care of polytrauma patients in a secondary trauma 

center using the Reeves et al. (2010) conceptual framework as a theoretical and methodological 

reference model.   

 

Method 

Design, setting and sample 

 This study used a qualitative descriptive exploratory design, and was conducted at a 

hospital in Montreal, Canada, a designated secondary trauma center with approximately 1,000 

trauma cases per year. The emergency department of this hospital was selected not only because 

of its access to polytrauma patients but also because of the interdisciplinary collaboration systems 

it offers. It should be noted that this hospital is not an academic health center and that, consequently, 

there are no medical students working within its different care units. 

 Participants were recruited through an invitation letter provided to all healthcare 

professionals working in the emergency department. Inclusion criteria for this study were as 

follows: 1) to be a healthcare professional; 2) have more than one year of experience in trauma 

care; and 3) have experienced more than one initial management of a polytraumatized patient at 

the emergency department. In addition, an explanatory letter was sent to all emergency personnel 

(via e-mail and memo) to explain the study and to notify of the possibility that the investigator 

could observe, at any time, interprofessional care of a trauma patient within the trauma room. Then, 

the investigator met the potential participants in person, taking the time to explain the purpose of 

the study, and their participation expectations. If they were interested in participating, the 
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investigator made sure to contact them to schedule the appointment for the first individual 

interview.  

 The convenience sample consisted of seven participants (n=7) representative of the 

interprofessional team usually involved with this clientele. These included a nurse, a respiratory 

therapist, an emergency physician, a head nurse assistant, an emergency nurse advisor, a paramedic 

and an orderly. These health professionals were chosen because of their involvement in the initial 

management of all polytraumatized patients in this emergency department (Table 1).  

 

Table 1. Sociodemographic data and other relevant data obtained from participants 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Characteristics Sample size (n=7) 

Gender Male: 2                     Female: 5 

Age 
20-29: 1                       

30-39: 3 

40-49: 2                       

50-59: 1 

Education DEP: 1                  
Collegial: 3                  

University: 3 

Professional field 

 

Nurse: 3 

Emergency physician: 1 

Respiratory therapist: 1 

Orderly: 1 

Paramedic: 1 

Number of years in practice 

 

1-5 years: 1                    

6-10 years: 2 

11-15 years: 1               

16+ years: 3 

Number of years of experience in 

trauma care 

1-5 years: 2                    

6-10 years: 1 

11-15 years: 3               

16+ years: 1 

Relevant continuing education ATLS: 3                      ACLS: 3 

Current occupation Full time: 6           Part time: 1 

Work shift 
Day: 4                       

Evening: 1 

Night: 1                      

Varies: 1 
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Data collection 

Data was collected in three phases between June and November 2017 (Table 2). In the first 

phase, semi-structured individual interviews were conducted with each participant. An open 

question interview guide based on Reeves et al.’s (2010) framework was developed for these 

interviews. The guide focuses on the relational, processual, organizational, and contextual factors 

affecting IPT. Semi-structured interviews lasting approximately 30 to 45 minutes, recorded on 

digital audio and transcribed verbatim, were conducted outside working hours. In addition, a 

sociodemographic data survey was completed by all participants. 

In the second phase, two direct observations of polytrauma patient care were then carried 

out using an observation checklist previously developed with the assistance of two experts. 

Notably, this checklist allows classification of factors into the four categories in the Reeves et al. 

(2010) conceptual framework. Observations were recorded in descriptive and neutral terms directly 

on this checklist. Because it is impossible to predict patient arrival beyond a few minutes, the 

subjects of observation of polytrauma patient care were the health professionals present at that 

time. 

Finally, in phase three, after initial data analysis, the seven study participants were invited 

to take part in a focus group. A second interview guide was also developed for this last phase. In 

the focus group, a summary of results obtained in the first analysis was presented to participants as 

a slideshow. During this presentation, participants were asked to complete, confirm or refute 

statements made in individual interviews. The focus group, which lasted 90 minutes, was also 

recorded on digital audio and then transcribed verbatim for analysis. 

 

Table 2. Data collection summary  

Date collection phase Data collection method Total time 

Phase 1  7 semi-structured interviews 285 minutes (4.75 hours) 

Phase 2  2 observation periods 80 minutes (1.3 hours)  

Phase 3 Focus group  90 minutes (1.5 hours) 

 

Data analysis 

The data analysis process was based on Miles and Huberman (2003). These authors propose 

three steps: data reduction, data display, and conclusion drawing and verification.  
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In step 1 (data reduction), all data from the semi-structured individual interviews and the 

structured direct observations conducted during polytrauma patient care were consolidated. For 

every individual interview and observation note, initial coding was performed by the main 

investigator of the study using several approaches, namely descriptive, interpretative and 

explanatory. Data was then grouped or divided thematically using the MAXQDA analysis program 

(version 12.0). Finally, co-investigators of the study read and validated the coded data.  

In step 2 (data display), data was organized so it made sense when presented. As a reminder, 

the third phase of the study consisted of a focus group wherein an initial summary of data analysis 

results was presented to participants in table format in order to confirm or refute collected data. 

Following feedback from the focus group, a second analysis was performed to triangulate data 

related to the individual interviews, the observation data, and the focus group. 

In the third and final step (drawing and verification of conclusions), verification of 

conclusions was conducted with study participants in the focus group and with co-investigators, 

who read the analyses and validated and confirmed results. 

 

Ethical considerations 

The research protocol was submitted to the ethics committee of the hospital where the study 

was to take place and subsequently approved (study #2018-1039). Thus, this study complies with 

the standards set out in the Tri-Council Policy Statement regarding free and informed consent, 

privacy and confidentiality, conflicts of interest, and protection from potential harm of study 

participants (Canadian Institutes of Health Research, Natural Sciences and Engineering Research 

Council of Canada, & Social Sciences and Humanities Research Council of Canada, 2014).  

 

Results 

Factors that facilitate and impede IPT in the trauma setting were divided according to the 

four categories described in Reeves et al.’s conceptual framework (2010), i.e., relational, 

processual, contextual, and organizational. Interestingly, our data analysis yielded a fifth category 

of factors affecting IPT, namely individual factors. Figure 1 summarizes the results of this study. 
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Figure 1. Factors that facilitate and impede IPT in the trauma setting 

 

Individual factors 

Exposure to polytrauma care. Among the interviewed health professionals, past frequent 

exposure to emergency polytrauma care is a facilitating factor. “I feel that people with prior 

exposure to polytrauma patient care are calmer and more comfortable in their role, and that 

communication is really more effective,” stated the nurse advisor (focus group). Conversely, low 

exposure to emergency polytrauma patient care is a factor that impedes IPT. As several participants 

emphasized: “Also, the lack of experience of nurses. (…) They have trauma room training, of 

course, but when you haven’t experienced it yourself, it’s a little harder” (interview, head nurse 

assistant). 

Physical and emotional state. According to health professionals, fatigue is a factor that 

impedes IPT. One participant stated, “When you’re tired, you’re less patient and you become 

stressed more easily, so it’s hard” (interview, emergency physician). Moreover, interviewed 

professionals consider that the emotional state, i.e., the individual’s mood and stress level, 

positively or negatively influences IPT. “Personal mood is also a factor. Let’s say I’m here one 
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morning and I’m feeling off, maybe I won’t feel like collaborating (...)” (interview, respiratory 

therapist). With regard to stress, another participant mentioned: “Of course, some people are a little 

more stressed (...) in these types of situations, so they lose a little more control” (focus group, 

orderly), related to how they interact with trauma team members. 

Knowledge updating. For trauma professionals, knowledge updating is a factor that seems 

to affect teamwork: “We have a responsibility to update our knowledge (...) on an individual level, 

but if people don’t update their knowledge and stop training, it becomes a problem (...)” (interview, 

nurse advisor). In fact, it seems that keeping knowledge up-to-date influences the way health care 

is provided when treating a polytraumatized person. Even though the nurse advisor was the only 

one to identify this element in her interview, all health professionals in the focus group confirmed 

the relevancy of this factor. 

 

Relational factors 

Communication. Communication is a key component of teamwork for all professionals 

interviewed. Active and real-time communication in polytrauma care is a sub-theme identified by 

these professionals when referring to “good communication.” Moreover, closed-loop 

communication appears to facilitate teamwork. The primary aim of this communication technique 

is to avoid misunderstandings by continually ensuring that what is said is properly understood and 

carried out. “I like it when instructions are repeated to make sure we understand what we are doing, 

or what the doctor wants (...),” stated the nurse advisor during the focus group. Inversely, chaotic 

communication, which may occur in emergencies involving polytraumatic injuries, was reported 

as an impeding factor.  “It can get loud (...). The more noise there is, the louder doctors need to 

speak, the more chaotic it becomes,” said the nurse (interview). In addition, the respiratory therapist 

explains in interview that: “When everyone is talking at the same time, it is difficult sometimes to 

hear the instructions (...). It can become cacophonous.” According to participants, debriefing, i.e., 

when health professionals meet to review polytrauma care, is another strategy that positively affects 

IPT. 

Roles. Role distribution seems to be another important factor in trauma care. It involves 

identifying each person’s role, when possible, prior to the polytrauma patient’s arrival. According 

to various health professionals, knowing one’s role and that of other team members appears to be 

a facilitating factor. The paramedic stated: “You have to know your role, (...) the respiratory 
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therapist’s role, and the nurse’s role” (interview) while the nurse advisor makes the following 

observation about polytrauma patient care: “This past year, I observed a lack of understanding of 

each other’s roles” (interview). Sometimes, despite good distribution and understanding of roles, 

failing to maintain one’s role in polytrauma patient care can impede IPT. Finally, identifying a 

leader seems to be an essential step in the trauma setting, both on the medical and nursing level. 

As noted by the assistant head nurse: “It is important to have a designated leader, to know who to 

listen to” (interview). With regards to her own role, she added: “When I’m an assistant, I’m the 

lead nurse, and among doctors, there’s a lead doctor. We communicate with each other” 

(interview). 

Team composition. As previously mentioned, having a single leader in polytrauma patient 

care is a facilitating factor according to professionals. “It takes one leader,” the emergency 

physician himself stated in the focus group. However, during phase two of the study, observations 

revealed that there were in fact several medical leaders for each patient. These observations seem 

to be in line with reports of the participating physician, who agrees there is room to improve 

teamwork between physicians: “It is perhaps between doctors that it is not always clear” (interview, 

emergency physician).  

Another factor appearing to have a positive effect on teamwork is the stability of the team. 

Health professionals define a stable team as one composed of people who know each other and are 

used to working together. Yet, in all departments, and especially in nursing, new health 

professionals are integrated into the different teams several times a year. As a result, teams are 

often made up of “new nurses,” i.e., nurses with low trauma room experience. According to 

participants, integrating new staff into the trauma room affects teamwork, but seems to have no 

impact a when other experienced nurses are on site to support new recruits. 

Interpersonal relationships. Not surprisingly, good interpersonal skills were reported by 

participants to be a facilitating factor. Effects of interpersonal conflicts, however, are ambiguous. 

One participant said: “Better interpersonal relationships usually result in better interprofessional 

relationships” (interview, physician). Participants stated that respect, mutual help, and trust are 

three components of positive interpersonal relationships: “I think team members who know and 

trust each other will be more “relaxed” even in a critical polytrauma case” (interview, paramedic). 

However, conflicts between professionals seem to have little or no impact on teamwork in 

polytrauma care. Indeed, this idea was raised by all and illustrated in the following quote:  
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“If I have a conflict with someone, and I have a patient in cardiorespiratory arrest in front 

of me, and I’m working with this person, well then I’m working as a team with them. These 

kinds of conflicts disappear (...), you have a role to play. Here, you don’t question it” 

(interview, nurse). 

 

Processual factors 

Environment. Physical environment and equipment also seem to have an impact on 

teamwork in polytrauma care. For example, when equipment is obsolete, missing, or even 

sometimes difficult to access, it appears to impede IPT. As one participant confessed: “We get 

frustrated, there is a lot of unfamiliar or misplaced equipment” (focus group, nurse). Moreover, the 

presence of non-trauma patients in the trauma room environment is a factor that impacts teamwork 

in polytrauma care. According to participants, family presence in the room affects teamwork. 

Indeed, even though participants believe that families have a right to be in the room, they also think 

family members must be accompanied by a health worker so as not to negatively impact events. 

“Family presence doesn’t bother me, if they are calm, and are accompanied by hospital staff who 

can supervise them,” said the physician (focus group). However, data collected from observation 

of two polytrauma patients revealed that no family members were welcome during patient 

emergency care. 

Work shifts. According to participants, trauma practice varies depending on the shift. 

Indeed, it seems that there are significant differences between the three shifts: “It’s a different 

reality during the day, evening and night, as resources are not the same and the experience is not 

the same either” (interview, nurse advisor). Furthermore, a focus group participant stated that: “The 

day shift is easier, because you have the old gang that you can pair with new beginner staff. This 

is not a luxury you’re afforded during the evening shift, although there are still a few senior staff 

members. On the night shift, forget it” (interview, nurse). 

Protocols and procedures. Knowing trauma protocols and procedures seems to be a factor 

that positively impacts teamwork: “Procedures are important, especially for the leader. For 

example, knowing how to get packed red blood cells, how to coordinate with radiology, ATLS 

roles, it’s really very important” (interview, assistant head nurse). Yet it seems protocols and 

procedures are sometimes not known and sometimes not respected, which naturally has a negative 

impact on teamwork. For example, the respiratory therapist stated that he was not informed of  the 
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arrival of polytrauma patients on several occasions, which is a required procedure. Moreover, inter-

hospital transfers sometimes seem problematic, in the sense that collaboration between hospitals is 

complicated and inefficient. In point of fact, the orderly described a transfer that went rather badly: 

“The other center wasn’t collaborating. There were lots of delays, and it could have gone a lot 

faster” (interview).  

Also, at the processual level, deficient technical support coordination can negatively impact 

teamwork in the trauma setting, according to several health professionals. The assistant head nurse 

explained that technical support coordination is not always successful, and that it often causes 

delays.  

Lastly, preparation seems to be a facilitating factor of this category, making it essential that 

pre-hospital staff give notice of patient arrival. In addition to advance notification of incoming 

patients, trauma room preparation is also important, according to study participants. 

Urgency. Severity of patient injuries appears to be a factor that impacts teamwork, in that 

the more critical or unstable the patient is, the more difficult teamwork becomes. The paramedic 

reported: “The more acute the patient’s condition, the higher the stress levels” (interview). For the 

nurse advisor, age also seems to have an impact on the sense of urgency: “Young patients cause 

more stress, and I don’t mean to say a 90-year-old isn’t important, but I believe that we’re more 

nervous (...) when the trauma patient is in their twenties” (focus group).  

 

Organizational factors 

Organizational support. Human and material resources provided by the organization 

necessarily seem to impact teamwork. Also, the nurse describes the sense of belonging that 

naturally facilitates the work of health professionals: “I think that when you’re reassured and 

supported by your establishment, and that you feel good and grounded where you are, it’s easier to 

work” (interview). Moreover, the clinical support provided to professionals in their clinical practice 

is a facilitating factor, as noted by the same participant: “We get a lot of support (...) from clinicians, 

supervisors and doctors when new things spring up along the way” (interview). Conversely, lack 

of clinical support during evening and night shifts seems to have a negative impact. In addition, 

participants mentioned that training sessions also impact teamwork, by making it possible to 

improve as a team in a context outside of real practice. 
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Organizational priorities. Participants discussed their impressions about the ranking of 

their trauma unit in their organization’s priorities. “If trauma isn’t a priority, I think it can impede 

skill development for nurses, doctors, staff, respiratory therapists, technical services, everyone 

involved,” emphasized the nurse advisor in interview. Another concern reported by several health 

professionals is feeling that the organization is very focused on performance markers, i.e., statistics. 

They can’t say whether this is true, but they claim to often have had the following impression: 

“We’re very much about performance markers (...). If they’ve been reached, it would seem that the 

“rest” matters less!” (focus group, paramedic). 

 

Contextual factors 

Political aspects. One participant stated: “(...) Ministry of Health administrative changes 

create a lot of uncertainty” (interview, physician). At the political level, the relationship between 

different partners is not always facilitating. Also, the relationship between different services does 

not seem optimal. As stated by the paramedic: “I think the relationship between partners is weak. 

You’re not informed of our changes, and when we get there, you don’t understand what we’re 

doing” (regarding the relationship between paramedical care and trauma hospital organization) 

(interview). 

Economic aspects. Many professionals mention the impact of both human and material 

cuts. “We’re always tightly staffed. If they can take one out, they take one out,” said the respiratory 

therapist, referring to respiratory therapists (interview). Meanwhile, the doctor observed a lack of 

physicians in his department: “We don’t have enough doctors, and it causes a lot of problems 

because everyone works more than 100% of their maximum, so it’s difficult” (interview). Health 

professionals are also affected by material cuts, which indirectly impact trauma team collaboration: 

“For example, we had a nice fluid warmer, but we don’t have it anymore. It’s worth $10,000, and 

they don’t want to replace it” (focus group, nurse advisor). 

 

Discussion 

The results of this study seem to support previous findings in the literature on factors 

affecting IPT in the trauma setting, notably on individual, relational and processual factors, which 

will be discussed below. Of particular note, however, are the new results on organizational and 

contextual factors affecting teamwork in the trauma setting yielded by this study. 
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In terms of individual factors, our data supports the existing literature on the impact of 

professionals’ trauma experience (Cole & Crichton, 2006; Khademian et al., 2013) and individual 

characteristics such as stress, fatigue and distractions on teamwork and performance (Barach & 

Weinger, 2007; Sexton, Thomas, & Helmreich, 2000; Xiao, Parker, & Manser, 2013). As for 

knowledge updating, several papers note that professionals’ ability to collaborate successfully and 

be part of a team is necessarily affected by individual knowledge, attitude and skills that may all 

be improved through training (Khademian et al., 2013; Leggat, 2007). 

A central finding of this study concerns the important influence interactions between team 

members (i.e., relational factors) have on teamwork. Indeed, this was the most salient theme 

brought up by participants. This finding is also in line with several past studies reporting that good 

communication (i.e., clear and precise communication in which listening is emphasized), is 

fundamental to the success of a healthcare team (Cole & Crichton, 2006; Raley et al., 2016; Westli, 

Johnsen, Eid, Rasten, & Brattebø, 2010), which also includes transfer information from pre-

hospital staff upon arrival at the ER (Wood, Crouch, Rowland, & Pope, 2015). In fact, the use of 

communication techniques, such as closed-loop communication, in the trauma setting has been 

deemed crucial in preventing errors (El-Shafy et al., 2018; Härgestam, Lindkvist, Brulin, 

Jacobsson, & Hultin, 2013; Jung et al., 2018). The debriefing period also seems essential according 

to participants and Steinemann et al. (2016), since it is a good time for knowledge sharing and team 

building. 

Our research also highlights the importance of leadership in the trauma setting, since the 

participants believe that the presence of a medical leader and a nursing leader is essential for group 

cohesion. Here also, several authors confirm that the presence of an effective leader is correlated 

with increased team collaboration in both the medical and nursing context (Clements, Curtis, 

Horvat, & Shaban, 2015; Ford et al., 2016). Indeed, participants report that teamwork between 

physicians is often difficult, in the sense that all physicians on the floor simultaneously take on the 

role of leader, resulting in confusion for other team members. Sarcevic, Marsic, Waterhouse, 

Stockwell, and Burd (2011) have shown that this type of leadership structure, where two physicians 

act independently from each other, is in fact the most harmful for the team.  The concept of stability 

of team members raised by participants in this study is also consistent with past research reporting 

that a stable or shifting team composition affects teamwork (Kendall-Gallagher, Reeves, 

Alexanian, & Kitto, 2017; Xiao et al., 2013).  
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Notably, participants in this study raised a new issue, to our knowledge, concerning team 

composition. To wit, the integration of new professionals as a factor that affects teamwork. For 

participants, “new” refers to nurses with no trauma room experience as opposed to novice nurses. 

Nevertheless, this seems like a plausible finding considering the literature on new graduate nurses, 

which fully supports participants’ comments on the positive impact of professional coaching and 

support for new nurse integration (Pfaff, Baxter, Jack, & Ploeg, 2014).  

Finally, our findings on the impact of respect, trust and mutual support in interpersonal 

relationships on team dynamics and job satisfaction is also in line with past literature (Kendall-

Gallagher et al., 2017; Khademian et al., 2013; Lee & Doran, 2017). However, the effects of 

interpersonal conflicts in the trauma setting do not seem to have been addressed in the literature. 

This seems like an important avenue for further research, as in other care settings, it appears that 

interpersonal conflicts strongly impact teamwork, with several negative consequences, primarily 

on patient care (Bochatay et al., 2017; Patton, 2014). The results of this study therefore diverge 

from the literature, in that interviewed professionals believe that interpersonal conflicts have no 

impact on teamwork in emergency situations such as polytrauma care. These results might differ 

from those observed in other care settings because of the life and death urgency of emergency 

polytrauma care units. As participants noted, personal grievances seem trivial when one is trying 

to save a life. One caveat, however, is that participants did not address the impact of interpersonal 

conflicts on their daily clinical practice, which, as previously stated, is probably much different 

than their emergency work with polytraumatic patients.  

The processual factors that affected IPT in the trauma setting according to our data were 

the environment (in terms of presence or absence of people and equipment), work shifts, protocols 

and procedures, as well as urgency. Participants in our study echo previous research emphasizing 

the fact that an adequate physical environment and access to suitable equipment have an impact on 

teamwork in emergency rooms (Gharaveis, Hamilton, & Pati, 2017; Khademian et al., 2013). Noise 

and number of people (e.g., professionals and patients) present in the room are other factors 

affecting teamwork and effective communication (Cole & Crichton, 2006; Wood et al., 2015). 

Similarly, presence and number of family members is another factor that must be taken into account 

according to our data. However, the true impact of this factor remains rather unclear, as, in the 

course of phase two observations, family was not invited to remain at the patient’s bedside. The 

literature does seem to address this contradiction. In fact, two currents of thought seem prevalent 
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among health professionals. Some believe that the presence of family members reduces 

effectiveness of care by creating distractions, whereas others maintain that family at patients’ side 

is beneficial, as they can see what is being done to save their loved one’s life (Twibell, Siela, 

Riwitis, Neal, & Waters, 2018). Thus, the discrepancy in results may be due to the fact that 

professionals observed in phase 2 did not hold the same views as those who participated in the 

individual interviews and the focus group.  

Health professionals in this study also highlighted work shifts as a factor affecting 

teamwork in trauma practice. Indeed, resources and personnel experience differ according to the 

shift, with night shifts being staffed with more inexperienced personnel and day shifts having the 

best ratio of experienced to inexperienced staff.  

Not surprisingly, a structured work environment, where protocols and procedures are 

adhered to and respected, helps facilitate communication and teamwork, according to both our 

sample and previous research (Weller, Boyd, & Cumin, 2014; Wood et al., 2015). Not following 

protocols and procedures has the opposite effect, by increasing health professionals’ stress levels, 

which in turn impacts the efficacy of teamwork (Khademian et al., 2013). 

Again, in line with previous research findings, participants reported preparation of the 

physical space and of the team members before a patient is admitted as being a facilitating factor 

in trauma practice (Khademian et al., 2013).  

Inter-hospital transfers also impact care team performance, as patient transfer to a center 

specialized in trauma care requires impeccable coordination and communication between all 

involved in order to provide safe, quality care (Rokos, Sanddal, Pancioli, Wolff, & Gaieski, 2010; 

Sethi & Subramanian, 2014). Participants also underscored the importance of internal coordination 

of different technical services as a rather constraining factor, in that processes are not always 

efficient due to the simultaneous involvement of multiple services and constant changes in care 

procedures (Fisher, Weyant, Sterrett, Ambrose, & Apfel, 2017).  

Furthermore, a sense of urgency, specifically as it pertains to patient condition, seems to 

have a strong impact on team cooperation and coordination. This was true both in our study and in 

Cole and Crichton (2006) paper, in which it appeared that the more a patient is unstable, the more 

teamwork is described as chaotic. Participants in our study went further still in their observations, 

reporting that the patient’s age also has an impact on their sense of urgency, which has only been 

documented in the context of cardiovascular resuscitation (Frost, Cook, Heyland, & Fowler, 2011). 
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Whereas the added sense of pressure according to the patient’s age reported in the trauma care unit 

seems to be about saving the patient’s life, in the case of cardiovascular resuscitation, the sense of 

urgency is tied to decision-making in ending resuscitation maneuvers (Frost et al., 2011). 

Organizational factors identified in this study mainly had to do with institutional support 

and priorities. These factors encompass several elements, namely human and material resources, 

clinical support, training, as well as a sense of belonging. This is consistent with recent findings in 

trauma and critical care research, which also emphasize the importance of human and material 

resources for quality of care provided (Kendall-Gallagher et al., 2017; Khademian et al., 2013). 

Moreover, according to several critical care researchers, clinical support and interprofessional 

education are two other factors that promote teamwork (Fisher et al., 2017; Goldman, Kitto, & 

Reeves, 2017; Weller et al., 2014). Availability of resources is tied to organizational priorities, 

which thus becomes another factor considered important by our sample. In fact, participants’ 

perceptions that teamwork and trauma are not priorities negatively impact teams in this clinical 

setting. San Martín-Rodríguez, Beaulieu, D'Amour, and Ferrada-Videla (2005) also point out that 

all care settings require a functioning organizational framework, with a supportive structure and 

culture, to promote teamwork. Moreover, participants also shared their impressions that the 

organization is strongly committed to performance markers. This may be due to the fact that the 

organization must gauge trauma procedures and results. Indeed, there are many studies on team 

performance assessment, as it is impossible to gauge performance improvement without it 

(Georgiou & Lockey, 2010; Lubbert et al., 2009). Be that as it may, for interviewed health 

professionals, this perception appears to have a negative impact on teamwork. 

Political and economic aspects are predominant contextual factors, according to study 

participants. Since 2014, health system reform in Quebec (Canada) seems to have had an impact 

on healthcare practice. In the hospital center in which these professionals work, it resulted in a 

merger with several other institutions in the territory. Indeed, these health professionals believe 

that the changes to the current health system, which resulted in significant budgetary restrictions, 

impact teamwork in trauma care because cuts have a concrete effect on both the human and material 

level.   

At the political level, participants denounce shortcomings in relationships between various 

instances involved in the care of polytraumatic patients, especially as it pertains to pre-hospital and 

hospital personnel. If these types of factors are not addressed in the trauma care literature, research 
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in similar care settings, such as intensive care (Kendall-Gallagher et al., 2017) and primary care 

(O’Reilly et al., 2017), has identified economic and political aspects as factors affecting teamwork. 

O’Reilly et al. (2017) highlight that financial resources are extremely significant for teamwork 

because they determine team composition, training opportunities, communication systems, and 

even the physical space available. 

 

Implications for trauma nurses  

Nurses are an integral part of all healthcare settings. Results obtained in this study are 

specific to trauma care nurses, yet are consistent with results of research in other care settings 

investigating factors affecting interprofessional teamwork (see Al Sayah et al. (2014)). This study 

may further serve to emphasize the importance of teamwork, as well as the key role that nurses 

play in its effectiveness (for example, at the individual, relational, processual, and even 

organizational level). Indeed, in light of these findings, nurses may want to invite their team 

members to reflect on facilitating and impeding factors influencing teamwork and perhaps consider 

implementing some of the participant’s recommendations (i.e. facilitating factors) reported in this 

study.  Given that nurses are an important part of interdisciplinary teams, effective preparation of 

these professionals on efficient teamwork practices may benefit overall quality of care for trauma 

patients.   

 

Strengths and limitations 

The study’s first strength lies in the choice of the conceptual framework, on which the 

methodology for data collection, analysis, and interpretation of results were based. Its second 

strength is the multidisciplinarity and heterogeneity of our sample. In fact, input from a paramedic, 

a respiratory therapist, and an orderly is, to our knowledge, unique yet yields important insights 

into interdisciplinary teamwork. With this strength, however, comes an inherent limitation, namely 

sample size (n=7), which makes results difficult to generalize to all professionals represented by a 

single individual. Nevertheless, the purpose of this study was not to compare, and contrast 

perspectives of different professionals involved in IPT in order to generate statistical analyses, but 

rather to obtain a dataset from a trauma care team. Moreover, despite sample size, many of the 

findings reported here are corroborated extensively by the scientific literature of the past decade. 

The study’s third strength lies in our methodology, namely the use and triangulation of multiple 
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data collection methods: the individual interview, the focus group, and direct observation. This 

may help to mitigate a final limitation, which comes from the fact that the main investigator of this 

study is herself a nurse in the emergency trauma unit, which could have had an impact on her 

interpretation of results.  

 

Conclusion 

Through the diversity of professionals represented in its sample, this study yields insight 

into the actual reality of IPT in trauma care units. Factors brought up by participants here echo past 

research findings on the subject of teamwork in healthcare settings, namely regarding individual, 

relational and processual factors. Results confirm that there are multiple factors impacting all levels 

of collaboration in trauma care and affecting health professionals from all angles. Importantly, this 

study also generated new organizational and contextual factors affecting teamwork in the trauma 

setting. Indeed, this trauma study is the first in the literature to address factors of teamwork related 

to contextual aspects. 

In short, these results will possibly lead to a better understanding of the realities of 

emergency department care of polytrauma patients as experienced by actual interprofessional 

teams. In a time where multidisciplinary teams are increasingly becoming the norm in healthcare 

settings, research into the reality and particular needs of professionals in specific care units seems 

essential. It is hoped that this data will serve as a tool for further reflection by professionals on their 

collaboration practices in trauma units, in order to improve IPT. In this way, the contribution of 

this paper may lie in the development of specific interventions that aim to improve teamwork in 

the management of polytrauma patients at the emergency department.  
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Key points  

• There are multiple factors influencing IPT that fall into five broad categories: individual, 

relational, processual, organizational and contextual. Individual factors, a category that is 

not part of the conceptual framework of Reeves et al. (2010), have emerged as being a 

major part of IPT. 

• This study generated new results on organizational and contextual factors affecting 

teamwork in the trauma setting such as the organization’s support and priorities, and 

political and economic aspects.  

• These results lead to a better understanding of the realities of emergency department care 

of a polytrauma patient as experienced by an interprofessional trauma team and may 

provide tools for the future development of specific interventions to improve teamwork in 

this unique clinical context.  
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