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ABSTRACT 

Background. Trauma is the leading cause of death for individuals under the age of 45. The 

trauma room is a multidisciplinary environment that runs on a high level of complexity. 

Breakdowns in communication between physicians and nurses have been identified as a leading 

cause of sentinel events within hospitals. Within the complex and chaotic environment of the 

trauma room, effective communication faces many barriers. 

Objective. The aims of this study were 1) identify nurses’ perception of effective communication 

within the trauma room, 2) identify nurses’ perception of ineffective communication within the 

trauma room, and 3) determine the utilization of the EHR during a trauma event. By identifying 

these perceptions, future changes to communication will be developed and designed to have a 

higher chance of successful implementation in the future. 

Methods. This study utilized a descriptive cross-sectional design with a randomly selected 

geographically dispersed sample throughout the United States. Both quantitative and qualitative 

data was collected using the T-TAQ questionnaire and questions asking nurses to identify both 

effective and ineffective communication and EHR utilization in the trauma room. Data was 

analyzed using SPSS Statistical Software and NVivo qualitative data analysis software.  

Outcomes. 237 thematic units were identified from the data on ineffective communication in the 

trauma room. Ten themes emerged; the top six encompassed more than 95% of the thematic 

units. 267 thematic units were identified in the data on effective communication in the trauma 

room. Ten themes emerged; the top six themes accounted for 89% of units contributing to poor 

communication in the trauma room. Over 60% of participants stated, they document care of the 

trauma patient in the EHR in real-time. 33.7% of all participants still use the paper 

documentation, and 12.7% do not document any of the trauma care in an EHR. 
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CHAPTER I: BACKGROUND AND SIGNIFICANCE 

Introduction  

Trauma is one of the leading causes of death for individuals under 45 years old (Frink et 

al., 2011). When a trauma patient arrives at the hospital, they are immediately placed in the care 

of a trauma team. This team is a multidisciplinary team that includes surgeons, emergency 

physicians, nurses, respiratory therapists, radiology technicians, and laboratory technicians. 

While electronic health records (EHR) have been adopted by hospitals across the country, the 

trauma room is still one area that continues to be documented using paper charting. Potential 

roadblocks to the implementation of an EHR in the trauma room include perceptions that EHR’s 

take longer to document due to switching between screens or tabs and that due to the speed of 

care required in the trauma room EHR’s would be unable to keep up (D'Huyvetter, Lang, 

Heimer, & Cogbill, 2014). It is also believed that EHR’s may require more intellectual energy 

than using the trauma flow sheet nurses already know (Coffey et al., 2015). Effective 

communication is critical for superior patient outcomes, and the adoption of well-designed EHR 

can assist in that goal.  

Communication in healthcare is an essential component of patient safety. Breakdown in 

communication between physicians and nurses is one of the leading causes of sentinel events and 

adverse outcomes for patients in the hospital setting (Manojlovich, Squires, Davies, & Graham, 

2015). The trauma room is a complex system that resides in a hospital emergency room. 

Complex systems are defined as systems that have high levels of dynamism, variability, 

uncertainty, and risk (Jenkins, Walker, Stanton, & Salmon, 2012; Kannampallil, Schauer, Cohen, 

& Patel, 2011; Woods, 1988). The trauma room has high levels of all four of these 
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characteristics. Dynamism is defined as a system's ability to change without input from the user. 

The trauma room and the patients that are cared for here can change from moment to moment 

depending on the condition of the patient and the makeup of the trauma team. There are high 

levels of variability as each patient can have very different injuries, diagnoses and may respond 

to an intervention differently than patients have in the past. Uncertainty begins before the patent 

arrives as the team does not have a complete picture of how the patient is doing and continues 

through the patient disposition, as responses to interventions provided can be unpredictable and 

team dynamics change as the members of the team change from shift to shift. The care provided 

to every trauma patient comes with high levels of risk, as there is a minimal amount of time to 

provide interventions to counteract the injuries that occurred while the patient experienced the 

trauma, and most patients are very unstable. Consistent with this, the trauma team is no 

exception considering the high stress, and the need for rapid decision-making contribute towards 

the risk of miscommunication, make communication in this environment complex. Adding to 

this complexity is the fact the teams that respond to the trauma are assigned daily and are 

constantly changing (Roberts et al., 2014). This causes difficulty in creating team dynamics as 

the team is always evolving.  

Here I will present the background understanding of communication in the trauma room, 

and then the research definitions, the purpose of this research, and research questions.  

Background and Gaps in Knowledge 

Trauma is defined as an injury resulting from exposure to a mechanical force or other 

extrinsic agents, including thermal, electrical, chemical, or radioactive agents ("H.R.3548 - 

Improving Trauma Care Act of 2014," 2014). Trauma is the leading cause of death for 



 

 

 

 

14 

individuals under 46 years of age and the number four cause of death when including all age 

groups accounting for 150,000 deaths and 3,000,000 nonfatal injuries in the United States 

("Trauma Facts," 2015; "Trauma Statistics," 2014). Injuries from trauma result in 41 million 

Emergency Room visits annually, with 2 million of those visits resulting in hospital admission 

("Trauma Statistics," 2014). It is estimated that when combining healthcare costs with lost 

productivity, trauma accounts for an economic burden of 518 billion dollars worldwide annually 

("Trauma Facts," 2015). 

The trauma room of a hospital is a complex and chaotic area of any emergency 

department. This is where patients have experienced life-threatening injuries and are cared for by 

a multidisciplinary team that includes physicians, nurses, pharmacists, respiratory therapists, 

radiology technicians, laboratory technicians, and other ancillary hospital staff. A lack of 

familiarity with the members of the trauma team (team members are assembled per case, so lack 

continuity of the “team”) poses a high risk for miscommunication and threatens patient safety. 

Effective communication is a critical part of providing safe and quality care to our 

patients (Leonard, Graham, & Bonacum, 2004). Breakdown in communication between 

physicians and nurses is one of the leading causes of sentinel events and adverse outcomes for 

patients in the hospital setting (Manojlovich et al., 2015). In the Institute of Medicine’s report 

titled To err is human, communication errors were identified as one of the leading causes of 

avoidable patient errors (Kohn, Corrigan, & Donaldson, 2000). The trauma room in a hospital is 

no exception to this; the high levels of stress and the need for rapid decisions make 

communication in this environment complex. Adding to this complexity is the fact the teams that 
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respond to the trauma are assigned daily and are continually changing (Roberts et al., 2014). This 

causes difficulty in creating team dynamics as the team is always evolving. 

While EHR’s have been widely adopted in most departments of hospitals, the trauma 

room is an area where adoption rates have remained low. Many trauma centers have continued 

using paper charting due to concerns of completeness of documentation and the amount of time 

it takes to input data electronically (Coffey et al., 2015). Numerous emergency departments have 

made the change to electronic documentation, and this implementation has shown mixed results. 

Mathison and Chamberlain (2011) evaluated the effect of the EHR on patient flow in a busy 

pediatric emergency department. They cited that there was a small increase in the time from 

triage to the provider, but there was not an increase in the overall length of stay in the department 

for the patient. Lo, Rutman, Migita, and Woodward (2015) studied the rapid design and 

implementation of an EHR in another pediatric emergency department and they identified many 

barriers to successful implementation of an EHR including the use of paper aides that allow the 

input of information into the EHR later and delegating the input to residents and paid medical 

scribes. 

A search of the literature was conducted to identify studies that had been published from 

2005 to present using CINAHL, Scopus, and PubMed. The following terms were used in the 

search of each of these databases: communication and trauma room. The inclusion criteria 

included peer-reviewed journal, published from 2005 to present, written in English, and be 

focused on the communication that occurs in the trauma room between the members of the 

trauma team. There were 44 articles that, after reading titles and abstracts where available, met 

the inclusion criteria. Exclusion criteria included non-English publications, editorials, books, and 
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articles that did not focus on communication within the trauma room. Of the 44 articles selected 

initially, nine articles were included after further analysis, with most being excluded because 

they did not study communication within the trauma room. 

Using the same literature review, there were no studies that assessed the communication 

patterns within the trauma team. Areas that were examined in the previous research included 

leadership roles, crew resource management, simulation, and debriefings. While these studies 

identified essential factors that may influence communication within the trauma room, none of 

them specifically identified communication patterns within the trauma room. By researching 

nurses’ perception of communication in the trauma room, an increased understanding of 

communication in this complex environment will be available. After completing an exhaustive 

review of the literature, leadership roles, crew resource management, simulation, and debriefings 

emerged as categories specific to communication and trauma teams. The results of the literature 

search are presented in the following sections. 

Leadership Roles 

Several of the studies identified leadership roles as an area that can affect communication 

in the trauma room. Clements, Curtis, Horvat, and Shaban (2015) studied the influence of 

placing the most senior nurse on a shift in the emergency department as the nurse team leader in 

the trauma room by using a pre and post-intervention questionnaire. Cole and Crichton (2006) 

utilized a focused ethnography to evaluate how the culture of the trauma team and leadership 

effect communication and human factors within the trauma team. Both articles that were lead-

authored by Parker-Raley (Parker-Raley et al., 2012; Parker-Raley et al., 2013) discussed the 

process of creating and evaluating a tool that assesses team and leadership communication within 
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the pediatric trauma resuscitation. Jacobsson, Hargestam, Hultin, and Brulin (2012) employed 

observation of simulation to understand better how different leadership styles affect 

communication in the trauma room. 

Clements et al. (2015) concluded that the implementation of a nurse team leader in 

addition to the medical team leader allowed the perception of nursing leadership to be improved 

in the department, communication was perceived to be enhanced and the negative aspect of 

intimidation was decreased from 58.1% to 12.5% of participants. The focused ethnography that 

was completed by Cole and Crichton (2006) identified that if the trauma leader initiated early 

communication by introducing members by name, providing direction of how they would like 

members to work, and the roles they should fill all improved communication throughout the 

resuscitation. They also recognized that as the stress level in the trauma room increased, the type 

of leadership changed from open communication to a closed system that flows from the top 

down. This increase in stress also caused many leaders to communicate by yelling at individuals 

of the team that resulted in embarrassment and a visible decrease in confidence in these team 

members. 

Using simulation Jacobsson et al. (2012) observed multiple leadership styles utilized by 

trauma team leaders, including coercive, educational, discussing, negotiating, and working 

failure. The attributes of coercive leaders included placing themselves into a position of 

superiority with the intent of making team members listen to and carry out orders given to them. 

They use leading or closed-ended questions and expect only short answers in return. The 

educational style allows the leader to share their knowledge with other members of the team and 

is much more willing to listen to the opinions of team members during the trauma. Discussing 
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techniques allowed leaders to be more interactive and place themselves at a level that is equal to 

that of the other members of the team and allowed others to be a part of the decisions made. 

Negotiating method involved the leaders encountering more resistance from team members as 

they showed an increased level of uncertainty in their own knowledge. Working failure exists 

when none of the previously mentioned styles exists and stems from a leader not assuming a 

leadership role and being very uncomfortable as a leader. This results in the leader being 

disregarded and the trauma team placing them in an inferior position within the team. The 

authors concluded that communication within the trauma room is multifaceted and involves more 

than just transferring information quickly. They believe to be a successful leader within the 

trauma room, leaders must be able to utilize multiple types of leadership allowing for a high 

level of communication to occur. 

Crew Resource Management 

Crew resource management (CRM) was first introduced to the aviation industry at a 

workshop titled Resource Management on the Flight Deck sponsored by the National Aeronautic 

Space Administration (NASA) in 1979 (Helmreich, Merritt, & Wilhelm, 1999). The conference 

stemmed from NASA’s research into the cause of accidents in the air transportation industry. 

After identifying human error as the root cause for most of the aviation transport accidents 

before the conference, many air transport providers committed to designing a training program 

that would allow for better use of all the human resources that were currently used in aviation. 

CRM has been credited with vastly improving the safety record of the aviation industry since its 

introduction. The philosophies of CRM include communication, leadership, situational 

awareness, decision making, critical language, standardized procedures, task management, 
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resource management, and empowering non-leader members of the team (Hughes et al., 2014; 

Ricci & Brumsted, 2012). In 2000 the Institutes of Medicine published To err is human: building 

a safer health system. This report included recommendations to implement safety systems such 

as CRM that have been proven in other industries to be successful in decreasing risk (Kohn et al., 

2000). 

Two studies explored the use of CRM to improve communication in the trauma room. 

Hughes et al. (2014) conducted a pre and post-intervention study evaluating communication and 

teamwork skills before and after the implementation of a three-hour CRM training. Using both 

survey and direct observation, researchers found statistically significant improvement in team 

leader identification, communication of a treatment plan, assigning roles to providers, cross 

monitoring, and verbally updating team members with relevant information (Hughes et al., 

2014). Bergs, Rutten, Tadros, Krijnen, and Schipper (2005) conducted an observational study in 

a large Level I trauma center in the Netherlands. The purpose of the study was to look at 

communication from the physician to members of the trauma resuscitation team. During their 

research of 71 traumas, they discovered that there was understandable information transfer from 

the physician to team members in only 70% of major traumas and 64% of minor traumas. The 

researchers concluded that knowledge transfer was less than adequate in many of the trauma 

resuscitations and recommended the implementation of a communication feedback system that is 

similar to the method used in CRM in the aviation industry. 

Simulation 

In the ever evolving and challenging environment of healthcare, simulation has emerged 

as an educational tool that can be used by hospitals and schools to give employees and students 
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the opportunity to simulate an environment or experience that would be difficult to teach in real 

life. As technology progresses, so does the ability of simulation to mimic realistic patient care 

environments, and many studies have shown that in clinical skills, there is no difference between 

simulation and traditional teaching techniques (Harder, 2010). 

Two of the studies in this category employed simulation as a technique to improve 

communication of the trauma team in the trauma room. Miller, Crandall, Washington, and 

McLaughlin (2012) performed an observational pre-, intra-, and post-intervention study using 

simulated trauma activations for their observations. They used the previously validated Clinical 

Teamwork Scale (CTS) as their metric for measurement and observed 39 simulations. The scores 

of 11 out of 14 of the CTS measurements showed improvement during the training phase from 

pre-didactic baseline scores. Disappointingly, the advances in communication and teamwork that 

were seen during the intervention phase disappeared in the post-intervention observation. The 

researchers recommended that for the improvements to be carried past the intervention that the 

simulations should be continued as well. Jacobsson et al. (2012) as stated above, were able to 

utilize simulation to observe many different types of leadership styles of trauma team leaders 

during simulated resuscitations. 

Debriefings 

Debriefing is defined by the Agency for Healthcare Research and Quality (AHRQ) as a 

conversation between two or more people with the intention of discussing the actions and 

thought processes involved in a particular patient care situation with reflection on process and 

actions and the inclusion of improvement of future patient care situations ((Agency for 

Healthcare Research and Quality, 2016). Berg et al. (2014) researched the use of debriefings to 
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improve communication in the trauma room using a pre and post-intervention survey. They 

surveyed trauma team members, then implemented a structured multidisciplinary debriefing 

post-trauma resuscitation for a period of three months, and then resurveyed the trauma team 

members. On areas addressing team communication, they reported improvements in 

communication concerning patient care (14%), errors on the unit (5%), prevention of errors 

(12%), and feedback (10%).  

Summary 

In summary, a review of the literature exploring the current research of communication in 

the trauma room was completed. Many of the studies focused on leadership styles and how the 

leader of the resuscitation affects communication (Clements et al., 2015; Cole & Crichton, 2006; 

Jacobsson et al., 2012; Parker-Raley et al., 2012; Parker-Raley et al., 2013). The use of CRM 

training was also explored with positive results of improving the trauma team’s perception of 

communication (Bergs et al., 2005; Hughes et al., 2014). Simulation was explored as a modality 

to improve communication and was successful during the training, but the effect quickly 

diminished once the simulation program was completed (Miller et al., 2012). Debriefing was also 

explored to improve communication in future resuscitations, although the results were not 

statistically significant, they did improve over baseline in all but one category (Berg et al., 2014). 

Future research should continue to explore how communication can be enhanced within the 

trauma room. Effective communication is critical to the improvement that is needed to reduce 

unnecessary errors that commonly occur in all areas of healthcare. 
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Problem Statement 

Effective communication is a critical part of providing safe and quality care to all patients 

(Leonard et al., 2004). Communication failure is listed as the root cause of over 70% of reported 

sentinel events, according to The Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO) (Joint Commission on Accreditation of Healthcare Organizations, 

2016). Trauma is the number one cause of death for those under 47 years of age, and the third for 

all other age groups in the United States (National Trauma Institute, 2015). This death rate could 

be reduced with increased effective communication within the trauma room. In the Institute of 

Medicine’s (IOM) report titled To Err is Human, communication errors were identified as one of 

the leading causes of avoidable patient errors (Kohn et al., 2000). Miscommunication in the 

trauma room can be attributed to reduced confidence in trauma team members, team 

inexperience, the complexity of care, inadequate communication structure, and a loud and 

chaotic environment (Foronda, MacWilliams, & McArthur, 2016). In addition, the perception of 

power or team leadership between the physician and other team members is also a contributing 

factor towards miscommunication (Jacobsson et al., 2012). A typical trauma team consists of 7-

15 members each with different roles and responsibilities and perceived levels of authority 

(Sarcevic, Marsic, Waterhouse, Stockwell, & Burd, 2011). A lack of consistency in team 

members from day-to-day or shift-to-shift is yet another factor leading towards 

miscommunication among trauma team members. Little is known about inter-trauma team 

communication. Research focused on understanding and increasing effective inter-trauma team 

communication will result in increased trauma patient outcomes.  
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Definition of Terms 

The following terms will be used frequently throughout this study. The definitions that 

follow will assist in understanding how these terms will be used: 

1. Communication: Defined as a process of exchanging information between two or more 

people, including both verbal and nonverbal styles.  

2. Trauma Team: All members of the health care team that take part in the care of the 

trauma patient. This includes, but is not limited to, the trauma physician, the emergency 

room physician, trauma nurse practitioner, trauma physician assistant, nurses, respiratory 

therapist, radiology technician, laboratory technician, and emergency room technicians. 

3. Trauma Room: The room or rooms in the emergency department that is designed and 

designated for the care of trauma patients. 

4. Electronic Health Record: An electronic health record is an electronic record that is 

compiled over time to incorporate medical information that is entered by healthcare 

providers. This can include past medical history, demographics, medication 

administration records, vital signs, progress notes, assessments, medications, 

immunizations, laboratory data, and radiology reports.  

Purpose of Study 

The purpose of this study is to explore nurses’ perception of communication within the 

trauma room using a questionnaire that included closed and open-ended responses. Building on 

the work of Bergs et al., Carrington, and Hughes et al. this research will address the gap in the 

science identifying the communication within the trauma room. 
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Research Aims 

The following aims guided this research: 

• Aim 1: Identify the nurses’ perception of ineffective communication in trauma room 

between healthcare team members during a trauma event.  

• Aim 2: Identify the nurses’ perception of effective communication in the trauma room 

between trauma healthcare team during a trauma event. 

• Aim 3: Determine the utilization of the EHR during a trauma event.  

Study Significance 

In the year 2000, The IOM published the seminal work To Err is Human. Within this 

report, it was estimated that between 44,000 and 98,000 patients died because of preventable 

medical errors. The information that was used in this study was 16 years old at the time of the 

publication (James, 2013). Some 13 years later, John T. James (2013) decided to see if 

healthcare had improved safety in more than a decade since the report identified system-wide 

problems with healthcare. James utilized data from four studies compiled from 2008-2011 using 

the Global Trigger Tool to identify adverse events in the hospital records which were then 

verified by a physician as an adverse event. This study estimated the number of premature deaths 

associated with preventable harm to patients to be 400,000 (James, 2013). While there have been 

many changes implemented in the healthcare system since the publication of To Err is Human, 

there is still a large gap between the safety record of healthcare and other high-risk systems that 

have been able to implement changes to increase overall safety. 
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Summary 

Communication is a complex process within the chaotic and dynamic environment of the 

trauma room. With a better understanding of how communication happens within the trauma 

room comes a greater insight into how to design and implement clinical tools to assist in the care 

of the trauma patient. Changes to crucial areas of patient care such as the EHR implementation 

and design, will be better constructed to be successful in this complex patient care area. 

Currently, there is very little research on how communication occurs throughout the entire 

trauma team. 
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CHAPTER II: THEORETICAL FRAMEWORK 

This chapter describes the theoretical framework and theoretical underpinnings of this 

research seeking to explore communication in the trauma room. Claude Shannon’s information 

theory will guide this work; in this chapter, I will discuss the origin and fundamental concepts of 

this theory. I will also present the conceptual model that was adapted from Carrington’s 

Effective Nurse-to-Nurse Communication Model (Carrington, 2012) to fit the trauma room and 

was used to identify patterns of communication within the trauma team. 

Information Theory 

Information theory was developed by Claude Shannon in 1948 while working as an 

electrical engineer at Bell Laboratories (Shannon, 1948). Shannon being an engineer, had an 

extensive background in mathematics, and the information theory (in its original form) is a 

mathematical equation. It was later developed into the flow chart that it is most commonly 

known today. This theory was designed to explain the transmission of information across 

telegraph lines. Since it was first introduced nearly 70 years ago, it has been adapted and used in 

numerous fields including but not limited to social sciences, engineering, and computer science 

to explain how communication occurs. The Information Theory states that there are five parts of 

a message: the information source, transmitter, channel, receiver and destination (Shannon, 

1948) (Figure 1). 
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FIGURE 1. Shannon’s general communication system. (Adapted from Shannon, C. E. (1948). A 

Mathematical Theory of Communication. The Bell System Technical Journal, 27(3), 379-423.) 

Within the trauma room, the information source is multifaceted and can come from many 

areas, including the first responders, monitors, laboratory tests, radiology tests, past medical 

history, family, or even the patient. These information sources provide valuable data that can 

make a significant difference in the care of the trauma patient and improving outcomes. 

The trauma room transmitters include every member of the trauma team, and they can 

transmit to a single member of the trauma team or any number or combination of trauma team 

members. These transmissions can occur via verbal communication or be sent electronically 

through the electronic ordering and reporting system. An example of a verbal transmission is a 

provider giving a verbal order to give a medication to the patient during the trauma resuscitation. 

This same medication order can also be made using the Computer Provider Order Entry (CPOE) 

system, notifying the trauma nurse through the electronic system of the new medication order. 

The channels used to communicate in the trauma room include verbal, nonverbal, and 

electronic channels. Verbal channels include any verbalization between members of the trauma 

team. Nonverbal channels can consist of looks, gestures, and movements that allow 
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communication to occur without speaking. Electronic channels incorporate items such as lab test 

results, radiology reports, medication orders and hemodynamic monitoring that are sent to the 

trauma team using the electronic system in place at the hospital. 

Shannon (1948) defines receivers as something that receives the signal and attempts to 

reproduce it. Within the trauma room, this could be identified as a member of the trauma team or 

the electronic interface that displays the information that is being transmitted by the sender.  

Destination is the final intended recipient of the message (Shannon, 1948). The 

destination in the trauma room once again can be a member of the trauma team, or it could be a 

member of the medical team that is not a part of the trauma team. 

Throughout the process of a message going from the sender to the destination, there are 

many factors that influence both positive and negative the likelihood of the original message 

making it to the intended recipient with its meaning intact. These factors include entropy, noise, 

redundancy, and probability (Carrington, 2012; Pierce, 1980; Shannon, 1948).  

Entropy 

Entropy is a measure of uncertainty, as the level of entropy increases the likelihood of a 

message reaching the destination decreases (Carrington, 2012; Pierce, 1980; Shannon, 1948). If a 

message has a high level of complexity or randomness, the level of entropy increases, and the 

likelihood of the message reaching its intended target decreases. In the trauma room, things like 

several team members speaking at once, the urgency of the situation, rapid changes in the 

patient’s condition, lack of specifying the intended target of communication, and the constant 

change in the members of the team can all contribute to increasing levels of entropy. Negentropy 

is the antonym of entropy, so as levels of entropy decrease, the level of negentropy will increase.  
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Some things that have been done in the trauma room to help to decrease the levels of 

entropy in the trauma room include giving team members defined roles that they are to function 

within during the care of the trauma patient. These roles are assigned to each member before the 

trauma patients’ arrival at the hospital and allow each member to communicate more directly 

with each member of the team. Another area that can decrease entropy is familiarity with the 

other members of the trauma team. As each member of the team works with the other members 

of the team and becomes more familiar with how the others work and communicate, the levels of 

uncertainty will decrease causing less entropy in the communication. 

Noise 

Shannon (1948) defined noise as the received message is different than the sent message. 

Therefore, anything that causes a received message to be different or changed from the sent 

message is noise. Noise directly affects the message during the transmission stage of message 

from the sender to the receiver (Figure 1). Noise has a symbiotic relationship with entropy as 

noise increases, so does the level of entropy, and there is a much lower likelihood of the correct 

message to reach the intended target.  

Redundancy 

Redundancy frequently occurs within both written and verbal communication in 

healthcare (Carrington, 2012). Examples of redundancy include writing an order after it is 

verbally given, charting an event, and then giving a verbal report of the events to an admitting 

nurse and physicians and nurses both documenting the events of a trauma resuscitation in 

different areas of the health record. Redundancy increases the amount of information within a 

message. By increasing the amount of information, there is a decreased level of entropy 
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improving the certainty of the message. As levels of noise increase, redundancy becomes 

beneficial by decreasing entropy and improving the transmission of the message. It is still not 

clear in the trauma room at what point the redundancy becomes too much information causing 

saturation of the channel causing the original message to not make it the intended destination.  

Probability 

Probability is defined by Merriam-Webster’s dictionary as “the chance that a given event 

will occur ("Probability," n.d.).” Within this research, probability will refer to the likelihood of a 

message being delivered to the intended recipient in its original form. This can be dependent on 

the many variables that can influence and change the message while it travels from the source to 

the destination. These variables include noise, entropy, signal strength, redundancy, and 

familiarity of the destination with the source.  

Conceptual Framework 

Information theory has successfully been used to research communication in other areas 

of the hospital. Carrington (2012) used information theory in developing her framework of 

Effective Nurse-to-Nurse Communication (Figure 2) while examining how nurses communicate 

clinical events in the acute care setting. The Effective Nurse-to-Nurse Communication 

Framework (ENNCF) was developed by Carrington (2012) applying constructs from both 

Symbolic Interaction Theory and Information Theory to her research findings exploring the 

nurse-to-nurse communication during the change of shift report.  
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FIGURE 2. Carrington’s ‘Effective Nurse-to-Nurse Communication Framework.’ (Carrington, J. 

M. (2012). Development of a conceptual framework to guide a program of research exploring nurse-to-nurse 

communication. CIN: Computers, Informatics, Nursing, 30(6), 293-299.)  

An adaptation of Carrington’s ENNFC (Figure 3) will be utilized to inform the proposed 

research of communication patterns in the trauma room. Within this framework, a clinical event 

starts communication. This clinical event could be the patient arriving at the department, or as 

Carrington (2012) defined a clinical event, an unexpected change in the patient’s condition. This 

clinical event requires a member of the trauma team to initiate communication with another 

member of the trauma team. This communication could include, but is not limited to, informing 

the other team members of the change, a medication or intervention order, results of a test, 

response to an intervention, anticipated change in condition, or sharing of any other pertinent 

information with the trauma team.  
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FIGURE 3. Rasmussen’s trauma communication framework. (Adapted from Carrington, J. M. (2012). 

Development of a conceptual framework to guide a program of research exploring nurse-to-nurse communication. 

CIN: Computers Informatics Nursing.) 

Many characteristics can affect the trauma team during the initiation of communication. 

Some examples of these characteristics can include a hierarchal leadership structure, differing 

levels of experience caring for trauma patients, individual communication techniques, and levels 

of familiarity between trauma team members that change form shift to shift. Each 

communication can be meant for all the trauma team members, one of the trauma team members, 

or any combination of team members.  

As communication is sent from the transmitter, it can be sent utilizing either verbal, 

written, or electronic formats. Once sent the communication begins to be influenced by the 

characteristics of the system that the trauma team works within. These characteristics vary 

greatly depending on the system that the trauma team works within, including if the team utilizes 

an electronic charting system, a paper trauma flow sheet system, or a hybrid system using both 

electronic and paper charting. Order entry is another area that is affected by the system being 
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used, how are orders entered in the system, who enters the orders, how are orders verified, and 

how are the results relayed to the trauma team? As the communication is sent, it can be 

influenced by noise, entropy, and redundancy. It is important to identify areas of the trauma 

room and team that cause these areas to increase as the probability of the original message 

reaching the intended receiver decrease as these levels increase. 

As the trauma team member receives the communication, it is influenced by the same 

team characteristics that can affect a message being sent. As identified by the Rasmussen 

Trauma Communication Model, if the communication successfully makes it to the receiver, it 

can result in improved patient outcomes, or it starts the entire process over as the team initiates a 

new clinical event.  

Summary 

Increased understanding of communication patterns in the trauma room will result in 

enhanced trauma team communication and improved trauma patient outcomes. The results of 

this research can be used to improve the design and implementation of the EHR within the 

trauma room. Communication has been studied in a variety of areas in the hospital, resulting in 

enhanced communication. The trauma room has been identified as an area that has had very 

limited research in communication. The proposed research will inform the development of 

EHR’s used in the trauma room and will facilitate improved communication and trauma patient 

outcomes. 
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CHAPTER III: METHODS 

Purpose of Research 

The purpose of this study was to explore nurses’ perception of communication within the 

trauma room using the TeamSTEPPS Teamwork attitude questionnaire (T-TAQ). Building on 

the work of Bergs et al., Carrington, and Hughes et al., this research addressed the gap in the 

science identifying the communication within the trauma room. 

Research Aims 

The following aims guided this research: 

• Aim 1: Identify the nurses’ perception of ineffective communication in trauma room 

between healthcare team members during a trauma event.  

• Aim 2: Identify the nurses’ perception of effective communication in the trauma room 

between trauma healthcare team during a trauma event. 

• Aim 3: Determine the utilization of the EHR during a trauma event.  

Setting 

The setting for this research was a geographically dispersed randomized sample of 

Emergency Nurses Association members in the United States that have cared for trauma patients.  

Sample 

The sample was a geographically dispersed randomized sample of trauma nurses that 

have cared for at least one trauma patient in the last 12 months. The sample was obtained by 

purchasing the list from the Emergency Nurses Association.  
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Inclusion Criteria 

Participants were trauma nurses that have cared for at least one trauma patient in the last 

twelve months. They were adults, age 18 years or older, and able to speak and read English due 

to the questionnaire being printed in English. Participants were registered nurses with varying 

levels of experience and education. Participants showed their willingness to participate by 

completing and returning the questionnaire. 

Sampling Method 

Simple random sampling method was used in this study. Once the list was received, all 

questionnaires were numbered, and recorded so that we could identify who did not return the 

first questionnaire and they received a second reminder postcard mailing one month after the first 

mailing. Inclusion criteria included having being part of a trauma team that provided care to at 

least one trauma patient in the last twelve months, able to read English and willingness to 

participate in the study. Exclusion criteria included not meeting the inclusion criteria. 

Participants could withdraw from the study at any time without repercussions.  

Recruitment 

A geographically dispersed list of 1500 members of the Emergency Nurses Association 

(ENA) was purchased from ENA. A single one-dollar bill was included in the envelope of the 

first mailing of the questionnaire as compensation and a thank you for their time. 

Sample Size 

The sample size needed for this study was calculated using a z score of 1.96, which gives 

a confidence interval of 5%, using a standard deviation of 0.5 and a confidence level of 90%. 

There is approximately 90,000 emergency nurses in the United States of America ("Nurses for a 
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Healthier Tomorrow ", 2018). Since all emergency nurses could be included in the care of 

trauma patients, they were included in the population size used to calculate the z score. This 

calculates to an ideal sample size of 269. The 1,500 surveys will be mailed, if the survey has a 

20% response rate, it will exceed the needed 269 participants. 

Data Collection 

Consenting 

Consent was implied with the return of the questionnaire either electronically or by mail 

using the included postage-paid envelope. All participants had the right to decline participation 

in the study at any time without fear of repercussions or penalties. If a participant chose to not 

participate after returning the questionnaire, they could contact the PI by email at ryan-

rasmussen@byu.edu, and their questionnaire would have been removed from the study.  

Methods 

The self-report method of data collection was used in this study. In this method, questions 

were presented to the participant allowing them to recall and report the information about what 

they are asked (Stone & Shiffman, 2002). In this study, the questions were asked using a written 

questionnaire that was mailed to participants, with the option to complete the questionnaire via 

paper and pen or a link to an online survey.  

Data Collection Instrument 

The instrument that was used for data collection was the Team Strategies and Tools to 

Enhance Performance and Patient Safety (TeamSTEPPS) Teamwork Attitude Questionnaire (T-

TAQ). The T-TAQ was developed as part of the TeamSTEPPS training system after it was 

identified that the Teamwork Attitude Questionnaire did not identify perceptions about 



 

 

 

 

37 

communication and teamwork (Battles & King, 2010). Measuring the perceptions that 

individuals have toward teamwork is very important as it provides a larger insight into how they 

feel about group-level skills and behaviors. The T-TAQ is divided into five individual subscales 

that allow for a more customized approach to measuring perceptions. These include team 

structure, leadership, situational monitoring, mutual support, and communication (Battles & 

King, 2010).  

Data Collection Process 

Strict research ethics will be adhered to throughout the entire research process, and 

institutional review board (IRB) approval from the University of Arizona (Appendix A) will be 

obtained prior to starting the study. All researchers and research assistants completed the online 

CITI training on research involving human subjects. 

Consent was implied with the return of the questionnaire, and all participants had the 

right to stop participation at any time and for any reason during the research process without fear 

of penalty by contacting PI by email at ryan-rasmussen@byu.edu. All data and forms were de-

identified and kept behind a locked door and in a locked cabinet inside the PI’s office. 

Participants were assigned a number once the mailing list was received and only one electronic 

file contained the names and numbers assigned. The only time the names and numbers of the 

participants were utilized will be to identify those in the sample who did not return the 

questionnaire within 30 days of the first mailing so that a second mailing could be sent. All 

electronic files were encrypted and password protected. 
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Data Analysis 

Data Management Plan 

All questionnaires remained sealed in the envelope they were returned in until the 

primary investigator (PI) or RA opened them. Once opened, the number from the questionnaire 

was recorded as returned and placed into a locking file cabinet in the PI’s office and placed 

behind a locked door. The master list that included names, addresses and questionnaire number 

of participants was stored on the Microsoft surface. The file was encrypted and password 

protected. All answers were entered into IBM SPSS on the PI’s Microsoft Surface, and password 

protected using a fingerprint and facial recognition password. Once data was entered and verified 

for accuracy, the questionnaires were destroyed within 30 days. All data that was collected using 

Qualtrics questionnaire software was encrypted and password protected. A data management log 

was completed at the end of each day to verify and track all questionnaires, data and anyone 

accessing them.  

Data Analysis Plan 

All data were analyzed using SPSS statistical software. Statistical analysis included 

descriptive statistics on all quantitative data. The questionnaire included fourteen demographic 

questions collecting a variety of categories that assisted in understanding the makeup of the 

sample used in this study. The T-TAQ questionnaire included 30 items that include 5 

subcategories, including team structure, leadership, situational monitoring, mutual support, and 

communication. Each item had the option of five responses, scoring of the responses for data 

analysis in SPSS were be as follows, strongly disagree will be scored a ‘1,’ disagree a ‘2,’ neutral 

a ‘3,’ agree a ‘4,’ and strongly agree a ‘5.’ 
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All qualitative data was transferred from the returned questionnaire into a Microsoft 

Excel spreadsheet. Once the data had been checked for accuracy, it was transferred into NVIVO 

qualitative data analysis software. After the data was imported into NVIVO, it was analyzed and 

broken down into thematic units. Once the thematic units were identified, inductive coding was 

used utilizing manual content analysis where patterns, themes, and categories can emerge. Once 

the initial analysis was completed, the data was shared with the dissertation chair and data was 

evaluated for agreement between the PI and the dissertation chair. This was done through a 

process of evaluating each thematic within the themes for agreement between the PI and the 

dissertation chair. This process continued until there is a greater than 85% agreement between 

both parties utilizing the Goodwin statistic (Goodwin & Goodwin, 1985).  

Construct Validity 

Construct validity is very important in any study and refers to how well a researcher can 

infer that the instrument measures what it is intended to measure (Trochim & Donnelly, 2008). 

The instrument that I used, the T-TAQ, was initially developed and validated by AHRQ in 2006 

(Battles & King, 2010). The T-TAQ has five constructs that it measures, including team 

structure, leadership, situational monitoring, mutual support, and communication. Each item is 

rated on a 5-point Likert scale with choices that include strongly disagree, disagree, neutral, 

agree, and strongly agree.  

In 2014, Keebler et al. performed a study that looked at not only the content validity but 

also by using a confirmatory factor analysis (CFA) to address the validity of the instrument, and 

Cronbach’s alpha to examine reliability as well. Initial reliability testing showed a Cronbach’s  

for each construct that ranged from 0.88 to 0.95 (Battles & King, 2010) while these scores are 
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high; as stated above, they relied on a smaller than ideal sample size. The study by Keebler et al. 

(2014) corrected the sample size issue and sampled over 1700 healthcare workers within the US 

Army’s medical system. The follow-up study showed even higher Cronbach’s  scores than the 

original in all constructs and had an overall Cronbach’s  score of 0.978 demonstrating a very 

high level of internal consistency. 

The validity of the T-TAQ was measured using a CFA which is an analysis that tests the 

relationships between variables and the data that is collected (Field, 2013). The CFA results 

showed that within the T-TAQ that each of the seven items in the constructs measures what they 

are intended to measure and that there is not any cross-correlation amongst these items (Keebler 

et al., 2014). 

These results show that the T-TAQ is not only reliable but also shows high levels of 

construct validity making it an excellent choice of instrument to measure nurses’ perceptions of 

communication within the trauma team.  

External Validity 

Threats to external validity will be addressed in multiple ways using proper sampling 

techniques. First, the sample size for this study will be a minimum of 270 nurses. This is 

calculated using a z score of 1.64, which gives a confidence interval of 10%, using a standard 

deviation of 0.5 and a confidence level of 90%. There are approximately 90,000 emergency 

nurses in the United States of America ("Nurses for a Healthier Tomorrow," 2018). Even though 

not all emergency room nurses are part of a trauma team, by using the higher population number, 

it allowed us to have at least a minimum confidence level of 90%. 
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Second, the sample was a geographically dispersed sample from all areas of the United 

States of America. The mailing list purchased from the Emergency Nurses Association included 

1500 names and addresses. Once the names and addresses are received, they received a number 

from 1-1500 that allowed the PI to identify who has responded to the first mailing and block 

them from receiving unnecessary reminders in the mail. Random sampling allowed for much 

better generalizability within a population (Field, 2013; Trochim & Donnelly, 2008), therefore 

decreasing the threat to external validity.  

Rigor 

Trustworthiness was ensured by assembling a panel of Ph.D. informatics experts who 

assisted in the agreement process for data content analysis and reliability of data extraction. Each 

area of qualitative data analysis was assessed for continuity, where an agreement of 85% or 

greater in each category was acceptable using the Goodwin statistic (Goodwin & Goodwin, 

1985). Researchers also kept explicit and complete field notes throughout the data collection 

process. A complete data audit trail was also kept to ensure a level of transparency to all areas of 

data analysis. 

Summary 

Chapter III described the methods for this research, including purpose, data collection, 

and analysis plans and trustworthiness and rigor. Descriptive cross-sectional design methods 

guided this research utilizing the T-TAQ and demographic questions. Data collection utilized 

both traditional mail-in responses to the questionnaire and electronic entry and return by utilizing 

a QR code and link to Qualtrics questionnaire software. Data analysis was guided using 

descriptive statistics and inductive coding. Construct validity will be ensured by using a 
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validated instrument the T-TAQ, that has been shown to have very high levels of reliability 

looking at communication in other areas of healthcare. External validity will be addressed by 

utilizing a randomized sample of trauma nurses and having a large enough sample to get a z 

score of 1.64, which gives a confidence interval of 10%, using a standard deviation of 0.5 and a 

confidence level of 90%. 
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CHAPTER IV: RESULTS 

In the first three chapters, I have detailed the background and significance, theoretical 

framework, and methods used in this study. In this chapter, I will present the results of the study 

beginning with the sample, data collection, and demographics of the survey, including if nurses 

currently chart traumas in an EHR in real-time, after care is provided, or not at all. Categories, 

sub-categories, and themes that emerged for the qualitative questions of the study will then be 

presented. Lastly, the data will be presented in relation to the research questions. 

Sample 

The sample consisted of a randomly selected geographically dispersed representation of 

emergency nurses. The sample was obtained by purchasing a mailing list from the Emergency 

Nurses Association (ENA) after obtaining IRB approval from the University of Arizona 

(Appendix A). The ENA approved the use of the survey and a second mailing to the recipients as 

a reminder postcard. I obtained 1500 names and mailing addresses as the ENA does not allow for 

contact with their members through email for research purposes. Two weeks after the first 

mailing, a reminder postcard was sent to those nurses who had not responded to the first mailing. 

(Table 1) 

TABLE 1. Response rate of trauma communication questionnaire. 

Questionnaires mailed 
Questionnaires 

Undeliverable 

Questionnaires 

Returned 
Response Rate (%) 

n=1500 n=20 n=308 308/1480= (20.81%) 

A total of 1500 questionnaires were mailed to possible participants. Only 20 

questionnaires were returned as undeliverable to the address given. Some 291 questionnaires 

were returned completed, and 17 questionnaires were returned stating that the nurses were retired 
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and did not meet inclusion criteria. A response rate of 20.81% was achieved with the return of 

308 questionnaires. 

Data Collection 

The 1500 individually numbered questionnaires were mailed to emergency nurses from 

the randomly selected geographically dispersed sample. As questionnaires were returned, the 

quantitative data was entered into SPSS version 26, a research assistant entered the de-

identified qualitative data into a Microsoft Excel Spreadsheet, and all data was verified for 

accuracy by the primary investigator and a second research assistant. Once the data was verified 

for accuracy, the original questionnaire was destroyed using a crosscutting shredder.  

Demographics 

Age, Years as a Registered Nurse and Years in Emergency Department 

Demographic information of the nurse participants, including age, years as a registered 

nurse (RN), and years working in the emergency department (ED) are shown in Table 2. 

TABLE 2. Age and nursing experience of the sample. 

 Range (Years) Mean (Years) Standard Deviation (SD) 

Age (n=288) 23-75 45.7 (12.10) 

Years as a RN (n=289) 0-53 18.0 (12.78) 

Years in ED (n=287) 0-50 13.0 (10.03) 

Education Level 

Registered nurses can have varying levels of education, ranging from diploma degrees to 

PhD nurse scientists. Table 3 identifies the education level of the questionnaire participants. 
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TABLE 3. Education level of participants. 

Degree Frequency Percent 

Diploma 6 2.1 

Associate 33 11.3 

Bachelor 162 55.7 

Master 76 26.1 

DNP 5 1.7 

PhD 5 1.7 

Missing 4 1.4 

Total 291 100 

Trauma Level  

The trauma level is a system managed and certified by the American College of Surgeons 

(ACOS). For hospitals to be considered a Level I trauma center, they must meet all the standards 

of care a Level II center is required to meet as well as admit at least 1200 trauma patients each 

year or 240, which have an Injury Severity Score of greater than 15. They must also be involved 

in education and training of residents, outreach programs, and trauma research. Finally, they 

must have a critical care service that is surgically directed. 

Level II trauma centers either function as a supplement to the Level I centers in dense 

areas or function as the main trauma center in more rural locations. The attending surgeon must 

be available in-house 24 hours a day and should be present upon arrival of a patient or within 15 

minutes, and they must be compliant to this time frame 80% of the time. The attending ED 

physician or a fourth or fifth-year resident can initiate evaluation of noncritical patients, as well 

as resuscitation, prior to the arrival of the attending surgeon. Anesthesiologists, neurologists, 

orthopedic surgeons, and other specialists must also be available to patients within a short time 

frame. 

A trauma Level III center must have constant coverage by a general surgeon with an 

activation time of no more than 30 minutes and presence upon patient arrival. These centers must 
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be able to initiate and manage the primary care of patients as well as be prepared to transfer them 

to higher-level trauma centers. This requires established transfer plans as well as communication 

with larger trauma centers. 

Trauma Level IV hospitals are generally in extremely rural areas and provide care as a 

supplement to larger hospitals in the network. Specialty coverage is not required, but they must 

have 24-hour coverage by a physician, nurse practitioner, or physician assistant, as well as a 

resuscitation team. Transfer procedures must be established, and the physician should have an 

activation time no less than 30 minutes and be present upon patient arrival. Physicians should 

have Advanced Trauma Life Support certification (Rotondo, Cribari, Smith, & American 

College of Surgeons Committee on Trauma, 2014).  

TABLE 4. Trauma level of facility worked. 

Trauma Level Number of Nurses Percent 

Level I n=73 25.1 

Level II n=63 21.6 

Level III n=54 18.6 

Level IV n=23 7.9 

Level V/Unleveled n=52 17.9 

Missing n=26 8.9 

Total n=291 100 

Trauma Patients  

Patients can be classified as trauma patients for a variety of reasons. The Injury Severity 

Score (ISS) is a measure based upon the Abbreviated Injury Scale (AIS), which is commonly 

used to determine injury severity and is frequently considered a “gold standard” in the grading of 

trauma injuries. According to this measure, major trauma is viewed as an injury that surpasses 

the ISS threshold of 15 or more (Baker, Oʼneill, Haddon, & Long, 1974). 
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Trauma patients can arrive via emergency medical services in an ambulance, dropped off 

by bystanders, or can reach the department in their private vehicle. Table 5 shows the estimated 

number of trauma patients the participants and their facility care for in a single month. 

TABLE 5. Average number of trauma patients cared for per month.  

 Range (Patients per 

month) 

Mean (Patients per 

month) 
Standard Deviation (SD) 

Patients per nurse 

(n=243) 

0-100 10.19 (15.03) 

Patients per facility 

(n=208) 

0-1200 90.97 (138.65) 

TeamSTEPPS, MAGNET, Academic Affiliation 

TeamSTEPPS. Team Strategies and Tools to Enhance Performance and Patient Safety 

(TeamSTEPPS) and was created by a partnership between the Department of Defense (DOD) 

and the Agency for Healthcare Research and Quality (AHRQ). The training was developed to 

improved interdisciplinary teamwork and communication to reduce errors and improve patient 

outcomes.  

TeamSTEPPS training has been implemented across many settings and includes four 

core areas, including team leadership, mutual support, situation monitoring, and communication. 

The training can be adapted for application in all healthcare areas from emergency departments 

to doctor’s offices. The training is an efficient, multimedia, multilevel training, which includes 

the use of role-playing, case studies, videos, a pocket guide, and various mnemonics to improve 

retention. It is not a single lesson training rather a multistep process that includes: 1) assessment, 

2) planning, training and implementation, and 3) reinforcement and sustainment (Clancy & 

Tornberg, 2019).  
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Magnet certification. Institutions receive MAGNET certification after going through an 

intense application process with the American Nurses Credentialing Center (ANCC). The 

requirements to receive magnet certification vary for systems and organizations but require a 

Chief Nursing Officer to be in place, several nurse leaders, and an environment where nurses’ 

collaboration and comments are encouraged and protected. The term magnet refers to the forces 

of magnetism these institutions must demonstrate, such as quality of nursing leadership, 

interdisciplinary relationships, and professional models of care (American Nurses Credentialing 

Center, 2019).  

Academic affiliation. Academic affiliation refers to a hospital or healthcare institution’s 

agreement with an educational institution, typically a medical school, to work together to provide 

education to the school’s students. These affiliations are generally seen with residents, medical 

students working with, and being educated by the hospital's physicians as well as nursing 

students and other healthcare specialties. Research partnerships are often undertaken with this 

affiliation, as well.  

Table 6 identifies the number of participants who have had TeamSTEPPS training, work 

at a MAGNET recognized facility, or work at a facility that is affiliated with an academic 

institution.  

TABLE 6. TeamSTEPPS, MAGNET, Academic affiliation.  

 Yes (%) No (%) Missing (%) Total (%) 

Have you ever had any TeamSTEPPS 

Training? 

88 (30.2) 191 (65.6) 12 (4.1) 291 (100) 

Is your hospital currently MAGNET 

recognized? 

97 (33.3) 187 (64.3) 7 (2.4) 291 (100) 

Is your hospital currently affiliated with an 

academic institution? 

140 (48.1) 141 (48.5) 10 (3.4) 291 (100) 
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Geographical Region 

For this study, the United States was broken into five geographical regions, Northeast, 

Southeast, Midwest, Southwest, and West. Table 7 identifies the number of participants who 

work in each area. 

TABLE 7. Geographical regions represented in sample. 

Region Frequency Percent 

Northeast n=59 20.3 

Southeast n=71 24.4 

Midwest n=68 23.4 

Southwest n=33 11.3 

West n=56 19.2 

Missing n=4 1.4 

Total n=291 100 

Electronic Health Record (EHR) 

Electronic health records (EHR) have been implemented and in use for years in hospitals 

across the United States. Much of this implementation was prompted by the passage of the 

HITECH regulations within the American Recovery and Reinvestment Act that Congress passed 

in 2009 requiring the use of EHR’s and implementing incentives for their use (Middleton et al., 

2013). This passage of law and incentives created a large number of vendors that designed, 

developed, and sold numerous EHR systems throughout healthcare. Few if any of these EHR’s 

thought about the unique needs of the trauma team working in a very complex environment with 

critical patients and multiple departments interfacing in one area to provide care. Before the 

advent of EHR’s much of the trauma care documentation was done on a trifold trauma flow sheet 

that was designed to follow the flow of primary and secondary assessments as they were 

completed on the patient. Table 8 below shows that 33.7% of all participants still use the paper 

documentation, and 12.7% do not document any of the trauma care in an EHR.  
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TABLE 8. Electronic health record usage in trauma room. 

 Frequency Percent 

Yes, use EHR in Trauma Room 182 62.5 

Yes, but documentation in EHR 

occurs after care is documented on 

a paper trauma sheet. 

61 21.0 

No, we do not document traumas in 

the EHR 

37 12.7 

Missing  11 3.8 

Total 291 100 

TeamSTEPPS Teamwork Attitude Questionnaire 

Team structure. The Agency for Healthcare Research and Quality (AHRQ) states that 

team structure is an essential part of providing optimal care to patients (TeamSTEPPS 2.0, 2019). 

They also posit that patients and their family’s make up a necessary part of the team structure as 

well as all members of the healthcare team that are working toward a common and valued goal. 

The T-TAQ allows for response choices for each statement on a five-item Likert Scale. Options 

included strongly disagree, disagree, neutral, agree and strongly agree. These responses were 

scored on a scale from 1-5 with strongly disagree being a ‘1’ and strongly agree being a ‘5.’ 

Table 9 provides the number of participants, mean score and standard deviation of six items from 

the T-TAQ that evaluate attitudes toward team structure. 

TABLE 9. T-TAQ team structure questions. 

Question n Mean Std Deviation 

1. It is important to ask patients and their families 

for feedback regarding patient care. 

289 4.40 0.745 

2. Patients are a critical component of the care team. 288 4.58 0.566 

3. This facility’s administration influences the 

success of direct care teams. 

289 4.01 0.939 

4. A team’s mission is of greater value than the 

goals of individual team members.  

288 4.19 0.855 

5. Effective team members can anticipate the needs 

of other team members. 

290 4.59 0.571 

6. High performing teams in health care share 

common characteristics with high performing 

teams in other industries. 

290 4.28 0.829 
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Participants showed overall positive attitudes toward team structure with means for all 

questions being above 4.0. The highest mean score (4.59) applied to item 5, which asked if 

effective team members can anticipate the needs of other team members. Item 5 speaks to the 

importance of experience between team members that allows for the anticipation of the needs of 

all members. This also emerged as a category below in the qualitative data while analyzing the 

data for factors influencing effective communication. When asked about the administration's 

influence on the success of direct care teams, item 3 received the lowest mean score (4.01), 

indicating that participants did not value the role of administration at the same level as other 

aspects of team structure.  

Leadership. Quality leadership is an essential component of effective communication 

and providing quality care to patients. As identified earlier in the literature search of Chapter I, 

many researchers have identified and studied leadership as an important part of effective 

communication (Clements et al., 2015; Cole & Crichton, 2006; Jacobsson et al., 2012). The T-

TAQ allows for response choices for each statement on a five-item Likert Scale. Options 

included strongly disagree, disagree, neutral, agree and strongly agree. These responses were 

scored on a scale from 1-5 with strongly disagree being a ‘1’ and strongly agree being a ‘5.’ 

Table 10 provides the number of participants, mean score and standard deviation of six items 

from the T-TAQ that evaluate attitudes toward leadership. 
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TABLE 10. T-TAQ leadership questions. 

Question n Mean Std Deviation 

7. It is important for leaders to share information 

with team members. 

290 4.83 0.480 

8. Leaders should create informal opportunities for 

team members to share information. 

289 4.65 0.553 

9. Effective leaders view honest mistakes as 

meaningful learning opportunities. 

290 4.68 0.616 

10. It is a leader’s responsibility to model appropriate 

team behavior.  

290 4.79 0.478 

11. It is important for leaders to take time to discuss 

with their team members plans for each patient.  

290 4.34 0.838 

12. Team leaders should ensure that team members 

help each other out when necessary.  

290 4.70 0.548 

Participants viewed leadership as a significant part of teamwork. Mean scores in the 

leadership questions ranged from a high of 4.83 to a low of 4.34. The importance of leaders 

sharing information with team members (item 7) scoring the highest signifies that members of 

the team not only value information from the team leader they need it to function as a team 

effectively. Participants also placed high scores (4.79) on a leader’s responsibility to model 

appropriate behavior during the trauma. The team leader’s behavior was also mentioned in the 

participants' qualitative answers below, when asked about both good and bad communication in 

the trauma room.  

Situation monitoring. Situational monitoring is defined by AHRQ (2016) as the 

awareness team members have of their surroundings and other team members within their 

environment. With increased situational awareness, team members can quickly adapt to changes 

within the environment and help team members around them that might need assistance. The T-

TAQ allows for response choices for each statement on a five-item Likert Scale. Options 

included strongly disagree, disagree, neutral, agree and strongly agree. These responses were 

scored on a scale from 1-5 with strongly disagree being a ‘1’ and strongly agree being a ‘5.’ 



 

 

 

 

53 

Table 11 provides the number of participants, mean score and standard deviation of six items 

from the T-TAQ that evaluate attitudes toward situation monitoring. 

TABLE 11. T-TAQ situation monitoring questions. 

Question n Mean Std Deviation 

13. Individuals can be taught how to scan the 

environment for important situational cues. 

288 4.31 0.618 

14. Monitoring patients provides an important 

contribution to effective team performance. 

288 4.52 0.566 

15. Even individuals who are not part of the direct 

care team should be encouraged to scan for and 

report changes in patient status. 

287 4.47 0.662 

16. It is important to monitor the emotional and 

physical status of the other team members.  

288 4.53 0.662 

17. It is appropriate for one team member to offer 

assistance to another who may be too tired or 

stressed to perform a task.  

288 4.62 0.595 

18. Team members who monitor their emotional and 

physical status on the job are more effective. 

287 4.61 0.575 

Participants rated situation monitoring positively overall with an item high mean of 4.62 

when asked if it is appropriate for a team member to step in and assist if team members are too 

tired or stressed to perform a task. Team members who are able to monitor their own emotional 

and physical status being more effective was also a high scoring item with a mean score of 4.61. 

The ability to teach other members of the team to scan the environment for important situational 

cues received the lowest score in this category with a mean of 4.31, which is still very positive, 

showing that participants believe that this is a skill that can be taught to others.  

Mutual support. Mutual support is demonstrated when one member of the team 

willingly assists another member of the team to accomplish a common goal. Team members 

must not only be willing to help, but they must also be willing to accept it as well (Agency for 

Healthcare Research and Quality, 2016). The T-TAQ allows for response choices for each 

statement on a five-item Likert Scale. Options included strongly disagree, disagree, neutral, 

agree and strongly agree. These responses were scored on a scale from 1-5 with strongly disagree 
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being a ‘1’ and strongly agree being a ‘5.’ Table 12 provides the number of participants, mean 

score and standard deviation of six items from the T-TAQ that evaluate attitudes toward mutual 

support. The mutual support construct section has three questions that are reverse coded and 

therefore have a mean score in the ones rather than the fours and show that the participants read 

the questions and answered them individually rather than just marking the same answer on the 

questionnaire for every item.  

TABLE 12. T-TAQ mutual support questions. 

Question n Mean Std Deviation 

19. To be effective, team members should understand 

the work of their fellow team members. 

287 4.52 0.608 

20. Asking for assistance from a team member is a 

sign that an individual does not know how to do 

his/her job effectively. 

287 1.69 1.020 

21. Providing assistance to team members is a sign 

that an individual does not have enough work to 

do.  

286 1.60 0.930 

22. Offering to help a fellow team member with 

his/her individual work tasks is an effective tool 

for improving team performance.  

287 4.34 0.759 

23. It is appropriate to continue to assert a patient 

safety concern until you are certain it has been 

heard. 

287 4.53 0.663 

24. Personal conflicts between team members do not 

affect patient safety. 

286 1.70 0.922 

Mutual support questions were answered with overall positive scores. Three items are 

negatively worded and include items 20, 21, and 24. These items had mean scores of 1.69, 1.60, 

and 1.70, respectively; this shows that participants were reading the questions and helps to 

address issues of acquiescence bias (Schriesheim & Hill, 1981). Scores on the other three items 

were positive as well with participants giving it is appropriate to continue to assert a patient 

safety concern until you are certain it has been heard the highest score of 4.53. 

Communication. Communication is of paramount importance within all successful 

teams, and healthcare is no different. To provide the best care with optimal outcomes for 
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patients, not only does there need to be excellent communication between members of the same 

team but also with colleagues of other disciplines within the hospital (Clements et al., 2015; 

Parker-Raley et al., 2012). Effective communication can be increased using tools such as closed-

loop communication and information exchange protocols (TeamSTEPPS 2.0, 2019). The T-TAQ 

allows for response choices for each statement on a five-item Likert Scale. Options included 

strongly disagree, disagree, neutral, agree and strongly agree. These responses were scored on a 

scale from 1-5 with strongly disagree being a ‘1’ and strongly agree being a ‘5.’ Table 13 

provides the number of participants, mean score and standard deviation of six items from the T-

TAQ that evaluate attitudes toward communication. 

TABLE 13. T-TAQ communication questions. 

Question n Mean Std Deviation 

25. Teams that do not communicate effectively 

significantly increase their risk of committing 

errors. 

287 4.51 0.814 

26. Poor communication is the most common cause 

of reported errors. 

286 4.13 0.883 

27. Adverse events may be reduced by maintaining 

an information exchange with patients and their 

families.  

287 4.26 0.671 

28. I prefer to work with team members who ask 

questions about information I provide.  

287 4.19 0.744 

29. It is important to have a standardized method for 

sharing information when handing off patients. 

287 4.36 0.663 

30. It is nearly impossible to train individuals to be 

better communicators. 

287 1.85 0.896 

Participants responded to the communication questions positively, overall with scores 

ranging from 4.13 to 4.51. This category did have one question that was negatively worded, and 

it had a score of 1.85 when asking it is nearly impossible to train individuals to be better 

communicators. This indicates that participants do believe that individuals can be trained to be 

better communicators. The item that received the highest score in this category was Teams that 

do not communicate effectively, significantly increase their risk of committing errors with a score 
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4.51. This denotes that participants believe that poor communication increases the risk of the 

trauma team committing errors in their care of the trauma patient. 

Nurses’ Perception of Factors That Contribute to Effective and Ineffective Communication 

As previously described in Chapter III, trauma nurses were asked to explain both a time 

that communication did and did not go well in the trauma room and describe factors that they felt 

contributed to the ineffective communication. The following are the categories and thematic 

units that emerged data analysis, along with some examples quoted directly from the data 

collected.  

TABLE 14. Total responses to qualitative communication question. 

Question Responses  Percent of total 

participants 

Tell us a time that communication in the trauma room DID NOT go 

well. 

 

n=175 60.14% 

Tell us a time that communication DID go well in the trauma room. n=186 63.92% 

Categories and Thematic Units 

The survey contained open-ended questions seeking to increase our understanding of 

nurses’ perceptions of factors that influence both effective and ineffective communication in the 

trauma room. Research participants were asked to describe a time that communication did and 

did not go well in the trauma room. Once the surveys were received, a research assistant 

recorded the answers to the above question into a Microsoft Excel spreadsheet. Once all of the 

data was entered into the spreadsheet, a second research assistant verified the data for accuracy. 

Data was then imported into QSR International's NVivo 12 qualitative data analysis software to 

begin the coding process. Each response was individually evaluated and broken down into 

thematic units. Once the data was in thematic units, each unit was categorized with other similar 
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units as themes of the data emerged. The researcher, dissertation chair, and a research assistant 

that had been trained in the process of qualitative data analysis then coded data separately. The 

initial coding agreement of data between raters was 88%. At the completion of data analysis, 

intercoder reliability of 95% was achieved (Creswell, 2012; Saldaña, 2013).  

Ineffective Communication 

TABLE 15. Overall categories and definitions for ineffective communication. 

Category Definition Number of statements 

and (% of total) 

Noise Anything that causes a received message to be different or changed 

from the sent message is noise. Noise directly effects the message 

during the transmission stage of message from the sender to the 

receiver. This can be caused by a variety of reasons including, the 

increased decibel level in the trauma room, increased anxiety, 

yelling, unfamiliarity with the role, increased number of people in 

the trauma room, etc. 

 

 n=60 (25.32) 

Lack of roles When there are not defined roles for each member of the trauma 

team. 

 

 n=48 (20.25) 

Ego When one member of the trauma team allows their ego to affect the 

care of the patient. This can be both physicians and nurses. 

 

 n=34 (14.35) 

System failure When a system that the facility has setup fails, causing a breakdown 

in communication. i.e., Lack of personnel, poorly stocked trauma 

room, lack of equipment, etc. 

 

 n=29 (12.24) 

 

Crowd control When too many people are in the trauma room that do not need to 

be there. 

 

 n=21 (8.86) 

Not listening to 

team members 

When leaders do not listen to other members of the trauma team. 

 

 n=19 (8.02) 

 

 

Unannounced 

arrival  

When a trauma patient arrives at the department unannounced. 

 

 n=12 (5.06) 

   

Fear When the fear of speaking up causes a breakdown in 

communication 

 

 n=11 (4.64) 

Personal 

relationships 

When a member of the trauma team knows the patient personally. 

 

 n=2 (0.84) 

 

 

Distracting 

injuries 

When there is a large injury that distracts the team away from 

communicating well. 

 

 n=1 (0.42) 

Total   n= 237 (100) 
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Noise. The category Noise (Table 16) is defined by Shannon (1948) as anything that 

causes the received message to be different from the intended message sent. This category was 

the most frequently identified by the participants as the cause of poor communication in the 

trauma room. This category comprised 60 statements and accounted for 25.32% of all thematic 

units covering poor communication.  

TABLE 16. Noise. 

Category 

and Themes 

Definition Exemplar Statements 

Noise 

n=60 

Anything that causes a received 

message to be different or 

changed from the sent message 

is noise. Noise directly affects 

the message during the 

transmission stage of message 

from the sender to the receiver. 

This can be caused by a variety 

of reasons including, the 

increased decibel level in the 

trauma room, increased anxiety, 

yelling, unfamiliarity with a role, 

increased number of people in 

the trauma room, etc. 

 

“Any time the MD does not make clear instructions such as 

directing each individual to perform a task, get supplies, or 

give a medication. Also communication is very difficult when 

there is a lot of unneeded people in the room just ‘watching’” 

 

“It was always a loud voice, did not address people by name 

so it was difficult to know who he was directing his 

communication too.” 

 

“Trauma surgeon on duty was known to be a poor 

communicator and didn't report findings to scribe 

consistently. He would also ask 2 different RN's to do the 

same task (re: pain meds) if he felt it wasn't being done fast 

enough.” 

 

“Communication tends to go badly when there are too many 

providers attempting to manage pt [patient] care without 

communicating with each other; nurses and other healthcare 

staff get different orders, plans, recommendations that are 

conflicting and may create errors and being unsure of who is 

the primary service (trauma vs. ER) can cause 

miscommunication between staff regarding what orders to 

carry out.” 

 

“too many staff in small trauma room, emotional family 

members” 

 

“During a pediatric resuscitation, the patient's mother was 

present at the bedside throughout the entire code. Due to her 

emotions, she was screaming and jumping around the room 

the entire time. This made it difficult for staff to communicate, 

so everyone also began yelling, causing a very high anxiety 

and chaotic environment. She refused to leave the room and 

security felt it would be more disruptive to physically remove 

her than let her stay.” 
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TABLE 16 – Continued  

Category 

and Themes 

Definition Exemplar Statements 

Noise 

n=60 

Anything that causes a received 

message to be different or 

changed from the sent message is 

noise. Noise directly affects the 

message during the transmission 

stage of message from the sender 

to the receiver. This can be 

caused by a variety of reasons 

including, the increased decibel 

level in the trauma room, 

increased anxiety, yelling, 

unfamiliarity with a role, 

increased number of people in the 

trauma room, etc. 

 

“Helping with a combative trauma patient with multiple 

people in the room talking above each other and some 

questioning physician/PA orders.” 

 

“Patient had a ruptured spleen, was bleeding out and not 

stable enough to get to OR. Several members of OR team 

came to "help" in ER. Too many people in the room doing 

their own thing and shouting out orders but no one 

designated as the "leader". People with little to no 

experience trying to operate equipment and not knowing how 

to trouble shoot if when it didn't work as expected.” 

 

“Team member (leader) - spouting out orders with no clear 

direction who he was talking to, a rapid fire order thrower” 

 

“We had a patient who had a positive FAST x2 with 

increasing volumes. The ED MD just yelled it to the RN who 

was talking to the trauma surgeon. No one knew the FAST 

was positive until the pt [patient] came back from CT 

because the ED MD never followed up his communication 

and the surgeon and RN were busy with other pt care- 

leading to a delay to OR- they survived.” 

 

Lack of roles. The category Lack of Roles (Table 17) was defined as not having defined 

roles for each member of the trauma team during the care of the trauma patient. This category 

comprised 48 statements and accounted for 20.25% of the thematic units of poor communication.  

TABLE 17. Lack of roles. 

Category 

and Themes 

Definition Exemplar Statements 

Lack of Roles 

n=48 

When there are not defined roles 

for each member of the trauma 

team. 

 

“2 physicians giving orders during a cardiac arrest, 

confusing for staff (1 ED physician, 1 hospitalist).” 

 

“Way too many people rushed to the room (we don't have a 

trauma bay) everyone was yelling on top of each other. No 

one knew what was being done or had been done. There 

were no clear roles. In the whole assessment phase it 

turned out we had missed another bullet wound b/c people 

had just been wrapping the wounds.” 

 

“Before we had "assignments" in the trauma room, it was 

very chaotic. 2 RN's might be trying to do the same task  
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TABLE 17 – Continued  

Ego. The category Ego (Table 18) was defined as when one member of the trauma team 

allows their ego to affect the care of the patient. This member can be anyone on the trauma team 

including both physicians and nurses. This category comprised 34 statements and accounted for 

14.35% of the thematic units of poor communication.  

TABLE 18. Ego. 

Category 

and 

Themes 

Definition Exemplar Statements 

Ego 

n=34 

When one member of the trauma team 

allows their ego to affect the care of 

the patient. This can be both physicians 

and nurses. 

 

“There needs to be respect for all team members in the 

room regardless of their roles. I feel the times that have 

been the most chaotic is when the ER MD wants to be in 

control of everything.” 

 

“During a trauma activation, a surgery resident and ED 

resident argued over who should handle airway 

management. The ED attending stepped up and took 

control of airway management. This "ED vs Surgery" turf 

battle created tension during trauma's for weeks after the 

incident.” 

 

Category 

and Themes 

Definition Exemplar Statements 

Lack of Roles 

n=48 

When there are not defined roles 

for each member of the trauma 

team. 

 

while something else was not being done. Pt. safety and 

outcome was affected.” 

 

“Because we do not get a lot of pediatric codes in our ED, 

they had the PICU team come down. The environment 

became even more chaotic because there was no longer one 

defined leader- there was an ED attending, ED resident, 

PICU attending’s x2, and a PICU resident all calling out 

orders. Communication during this code was ineffective due 

to all these circumstances.” 

 

“many times- how a trauma is run and the communication 

among the team is dependent on the leader who is running 

the trauma, the tasks assigned/delegated and making sure 

crowd control is maintained. If the leader does not take 

control, everyone is yelling and then it seems to be an 

uncontrolled environment and tasks get repeated without 

people knowing. When roles are assigned and a plan is set 

things run much smoother. Communication also needs to be 

closed.” 
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TABLE 18 – Continued  

Category 

and 

Themes 

Definition Exemplar Statements 

Ego 

n=34 

When one member of the trauma team 

allows their ego to affect the care of 

the patient. This can be both physicians 

and nurses. 

 

“situations when the trauma surgeon and the ER MD are 

ego-driven and don't listen to one another's concerns OR 

what's best for the patient.” 

 

“Competition between MD's and some RN's trying to 

prove themselves.” 

 

System failure. The category System Failure (Table 19) was defined as when a system 

that the facility has setup fails, causing a breakdown in communication. i.e., Lack of personnel, 

poorly stocked trauma room, lack of equipment, etc. This category comprised 29 statements and 

accounted for 12.24% of the thematic units of poor communication.  

TABLE 19. System failure. 

Category 

and 

Themes 

Definition Exemplar Statements 

System 

Failure 

n=29 

When a system that the facility 

has setup fails, causing a 

breakdown in communication. 

i.e., Lack of personnel, poorly 

stocked trauma room, lack of 

equipment, etc. 

 

“lab would not run blood without an order and blood coagulated. 

Doctor could not stop his procedures to place an order and all 

staff was present in code.” 

 

“Busy with my trauma pt and orders did not get entered, delaying 

additional diagnostic testing, i.e., CT scans, x-rays, blood work. I 

thought the charge nurse entered the trauma routine order set, 

but only an order for an x-ray was entered. Also a delay in 

getting labs resulted.” 

 

“Emergency equipment was not stocked as needed” 

 

“Patient had a ruptured spleen, was bleeding out and not stable 

enough to get to OR. Several members of OR team came to "help" 

in ER. Too many people in the room doing their own thing and 

shouting out orders but no one designated as the "leader". People 

with little to no experience trying to operate equipment and not 

knowing how to trouble shoot if when it didn't work as expected.” 

 

“Supplies not available as trauma/resus room had not been 

stocked and our manager does not hold anyone accountable too 

many people who also don't know where to find the correct 

supplies are unable to be effective.” “Busy with my trauma pt 

and orders did not get entered, delaying additional diagnostic  
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TABLE 19 – Continued  

Category 

and 

Themes 

Definition Exemplar Statements 

System 

Failure 

n=29 

When a system that the facility 

has setup fails, causing a 

breakdown in communication. 

i.e., Lack of personnel, poorly 

stocked trauma room, lack of 

equipment, etc. 

 

testing, i.e., CT scans, x-rays, blood work. I thought the charge 

nurse entered the trauma routine order set, but only an order for 

an x-ray was entered. Also a delay in getting labs resulted.” 

 

“Emergency equipment was not stocked as needed” 

 

“Patient had a ruptured spleen, was bleeding out and not stable 

enough to get to OR. Several members of OR team came to "help" 

in ER. Too many people in the room doing their own thing and 

shouting out orders but no one designated as the "leader". People 

with little to no experience trying to operate equipment and not 

knowing how to trouble shoot if when it didn't work as expected.” 

 

“Supplies not available as trauma/resus room had not been 

stocked and our manager does not hold anyone accountable too 

many people who also don't know where to find the correct 

supplies are unable to be effective.” 

 

Crowd control. The category Crowd Control (Table 20) was defined as when too many 

people are in the trauma room that do not need to be there. This category comprised 21 

statements and accounted for 8.86% of the thematic units of poor communication. 

TABLE 20. Crowd control. 

Category 

and 

Themes 

Definition Exemplar Statements 

Crowd 

Control 

n=21 

When too many people are in the 

trauma room that do not need to 

be there. 

 

“29 people (all staff and students) in the trauma bay was an 

extreme hindrance to communication.” 

 

“I work in a teaching hospital and I completely understand new 

doctor/med students need to learn but we cannot perform our 

tasks to save a patient with 5+ people who cannot even touch 

the patient. I have had to remove non-vital bodies from my 

rooms because they were preventing actual staff from doing 

their job. 

 

“It was one of those situations where a level 1 trauma is paged 

and everyone comes to see. Overcrowded room, 3 ED RNS, 2 

ICU RNs, students, lab, etc.” 
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TABLE 20 – Continued  

Category 

and 

Themes 

Definition Exemplar Statements 

Crowd 

Control 

n=21 

When too many people are in the 

trauma room that do not need to be 

there. 

 

“We were running a code on a trauma patient and there 

were so many extra people there and so noisy it was 

difficult to hear and also difficult to know who was tasked 

to do what.” 

 

“When excessive staff members are located in a trauma 

room there is a breakdown in communication due to staff 

members not having clear defined tasks that they are 

assigned too and excessive noise.” 

 

Not listening to team members. The category Not Listening to the Team (Table 21) was 

defined as when leaders do not listen to other members of the trauma team. This category 

comprised 19 statements and accounted for 8.02% of the thematic units of poor communication. 

TABLE 21. Not listening to team members. 

Category 

and Themes 

Definition Exemplar Statements 

 

Not 
Listening to 

Team 

Members 

n=19 

When leaders do not listen to 
other members of the trauma 

team. 

 

“Physician notified breath sounds normal on right but absent 
on left. Stated radiologist called to report R pneumo. As he 

was about to cut, radiologist came running in waving films 

and said they had been placed on reader backwards. 

(physician not willing to listen to nurses concerns).” 

 

“A two-year-old was brought to the ER unresponsive, 

ineffective breathing, vomitus present. Dr. wanted a stat head 

CT. I requested an ETT to protect the airway. Dr. was 

inexperienced with pedi intubation. Tried using an ET that 

was too large. Numerous attempts despite my suggestion to 

use the same size ETT as the pt's pinky finger. Extended 

intubation time led to hypoxia and death.” 

 

“I was working in the emergency room on the elderly care 

side. A patient came in with horrible back pain post MVC 

described as a "ripping feeling." BP 210/196. I immediately 

popped two large bore IV's in an anticipated going to the OR 

with an aneurism. Dr. came in, I expressed by concern and 

the doctor blew it off as just normal back pain. I kept 

expressing my concern, Dr. kept blowing it off. Patient coded 

20 min later and died.” 
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TABLE 21 – Continued  

Category 

and Themes 

Definition Exemplar Statements 

 

Not 

Listening to 

Team 

Members 

n=19 

When leaders do not listen to 

other members of the trauma 

team. 

 

“When EMS came in staff did not take the 30 seconds of 

silence to hear report. Too much noise & talking over EMS. 

Required redirection of staff.” 

 

Unannounced arrival. The category Unannounced Arrival (Table 22) was defined as 

when a trauma patient arrives at the department unannounced. These patients can arrive via 

emergency medical services or as a walk-in patient that arrives via private vehicle. This category 

comprised 12 statements and accounted for 5.06% of the thematic units of poor communication.  

TABLE 22. Unannounced arrival. 

Category and 

Themes 

Definition Exemplar Statements 

Unannounced 

Arrival 

n=12 

When a trauma patient 

arrives at the 

department 

unannounced. 

 

“one-time communication did not go well was with a walk in GSW to 

the chest. We were operating out of the smallest room in the ED (the 

only open room at the time), there were way too many people in the 

room, and the Dr. did not have a lot of trauma experience so she was 

panicking and yelling orders. She just yelled into the air for things 

instead of directly telling someone to do something so there was 

confusion and chaos. Multiple people were doing the same tasks 

because she just yelled "someone call an ambulance for transfer!" 

and "someone call x-ray!" so no one knew their exact roles and 

everyone was just confused and flustered because we didn't know who 

had done what and what still needed to be done. People were talking 

over each other because there was no clear leader. Thankfully no 

harm came to the patient and he was successfully transferred to and 

appropriate trauma facility, but it could've gone much smoother.” 

 

“We had a 3-year-old who fell out of a car when dad turned a corner. 

Child was not restrained and opened the door. Of course, anxieties 

increase with children. The report from the medics was poor and 

there was a short ETA. Trauma rom was not set up, charge nurse did 

not assign a primary nurse, physician was yelling... no one had a 

role: care was disjointed, luckily a good outcome - Praise God.” 

 

“6am - 2 nurses, me, doctor, one medic. 3-4 patient in ER. 16 yo boy 

pulls in with his mother, unresponsive, large amount of blood lost you 

for exposed dialysis port.” 
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TABLE 22 – Continued  

Category and 

Themes 

Definition Exemplar Statements 

Unannounced 

Arrival 

n=12 

When a trauma patient 

arrives at the 

department 

unannounced. 

 

“no notice of trauma patient's arrival due to EMS radio failure of 

patient is brought by car un-announced…team was not prepared- 

poor staffing on that shift and trauma room not properly re-

stocked.” 

 

Fear. The category Fear (Table 23) was defined as when fear of speaking up causes a 

breakdown in communication. This category comprised 11 statements and accounted for 4.64% 

of the thematic units of poor communication. 

TABLE 23. Fear. 

Category 

and Themes 

Definition Exemplar Statements 

Fear 

n=11 

When the fear of speaking 

up causes a breakdown in 

communication. 

 

“the team members are afraid to make suggestions or jump on a 

task because they haven't been empowered to do so.” 

 

“Attending trauma providers that scream and yell, stress everyone 

out, can't think clearly contributing patient safety risks.” 

 

“People screaming - rather the trauma surgeon attending. 
Residents see this behavior and think this is acceptable. Nurse 

become scared of the attending and are hesitant to go to him with 

issues.” 

 

Personal relationships. The category Personal Relationships (Table 24) was defined as 

when the member of the trauma team knows the patient personally. This category comprised two 

statements and accounted for 0.84% of the thematic units of poor communication. 
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TABLE 24. Personal relationships. 

Category and 

Themes 

Definition Exemplar Statements 

Personal 

Relationships 

n=2 

When a member of 

the trauma team 

knows the patient 

personally. 

 

“EMS reported 4-wheeler accident with a doctor at scene who rendered 

care immediately. ER doc listening to report communicated we would run 

code for 20 minutes then call it before patient arrived. Once the 8 yo 

arrived and EMS gave name of patient, ER doc's demeanour changed, 

new communication was that we had to give the family time. This patient 

was a friend of the doc's son and his wife was best friends with the boy's 

mother. The charge nurse decided to bring mom in trauma bay without 

getting doc's permission. She knelt by stretcher, took her sons hand and 

pleaded with doc to do everything. She asked why his eyes were closed 

and his body limp? We coded him for an hour, transported him to 

pediatric intensive care, and the family stayed by his side. As the boy's 

body showed signs of dying, the pediatrician asked the family's 

permission to remove life support. 

 

“one pt, well known to us from central prison for reopening surgical 

wounds and causing self-harm in whatever way he can. Trauma one, 

tourniquet in place to open wound on upper extremity. By the time he 

arrived, tourniquet time was 50 min. (Apparently lots of precautions to 

leave prison). Once the team saw who it was, mundane set in. Even 

though the plan had been established prior to him there. Once ID'd, there 

was lack of interest it seemed. Multiple attempts by the trauma RN to get 

the team to do something about the pain or the tourniquet were on deaf 

ears, "We're waiting for vascular." was the main answer. Lots of 

frustration. Charge RN interviewed multiple times for RN as well as the 

ED attending, to no avail. Ending tourniquet time prior to OR was 2.5 hr. 

Don't know if pt lost arm or not.” 

 

Distracting injuries. The category Distracting Injuries (Table 25) was defined as when 

there is a significant injury that distracts the team away from communicating well. This category 

comprised one statement and accounted for 0.42% of the thematic units of poor communication. 

TABLE 25. Distracting injuries 

Category and 

Themes 

Definition Exemplar Statements 

Distracting 

Injuries 

n=1 

When there is a 

significant injury that 

distracts the team 

away from 

communicating well. 

 

“Team focused on narrow aspect of obvious injuries rather than 

identifying mechanism of injuries and looking at non-obvious 

injuries.” 
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There is little doubt that ineffective communication leads to breakdowns in caring for the 

patient resulting in decreased patient outcomes. The table 15 above identified ten themes that 

trauma team nurses have recognized as impacting their ability to have effective communication 

while caring for trauma patients. The top six themes accounted for 89% of the responses that 

nurses gave when asked about what contributes to poor communication in the trauma room.  

Effective Communication 

TABLE 26. Overall categories and definitions for effective communication. 

Category Definition Number of 

statements and 

(% of total) 

Identified roles When all members of the team are given and understand defined roles. N=90 (33.71) 

Listening to 

the team 

When all members of the team have a voice and are listened to. N=49 (18.35) 

Controlling 

noise 

Defined as anything that causes a received message to be different or 

changed from the sent message is noise. Noise directly affects the message 

during the transmission stage of message from the sender to the receiver. 

This can be caused from a variety of reasons, including the increased decibel 

level in the trauma room, increased anxiety, yelling, unfamiliarity with a 

role, increased number of people in the trauma room, etc. 

n=47 (17.60) 

Golden trauma Golden Trauma is defined as having everything ready for the arrival of the 

patient, room stocked, EMS report before arrival, staff prepared and waiting. 

N=29 (10.86) 

Closed-loop 

communication 

Closed-loop communication is a communication technique used to avoid 

misunderstandings. When the sender gives a message, the receiver repeats 

this back. The sender then confirms the message. 

N=23 (8.61) 

Experienced 

coworkers 

Experienced coworkers listed as a reason for good communication in the 

trauma room. 

N=16 (5.99) 

Debriefing 

after trauma 

When an official debriefing happens after the care of the trauma patient. N=8 (3.0) 

Lack of ego When members of the trauma team place the care of the patient above any 

individual accolades or agendas. 

N=3 (1.12) 

Know facility 

limitations 

Defined as facility knowing their limitations and transferring patients that 

need a higher level of care. 

N=1 (0.38) 

TNCC 

Training 

When Trauma Nurse Core Course is identified as the reason for good 

communication. 

N=1 (0.38) 

Total  n=267 (100) 
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Identified roles. The category Identified Roles (Table 27) was defined as when all 

members of the team are given and understand defined roles. This category comprised 90 

statements and accounted for 33.71% of the thematic units of good communication. 

TABLE 27. Identified roles.  

Category 

and 

Themes 

Definition Exemplar Statements 

Identified 

Roles 

n=90 

When all members 

of the team are 

given and 

understand defined 

roles. 

 

“Designated trauma team members with designated roles. Trauma nurse 1 

does head to toe assessment, TN2 started IV’s, draws lab work etc. TN3, ks 

scribe. Tech places patient on monitor, gets first set of vitals and assists as 

needed with transport and other care of patient. ER physician and trauma 

surgeon in charge/ give orders. Unit secretary places order. Smooth 

process! Wish it was computer charting instead of paper.” 

 

“While working on multiple GSW patients the team was spread thin through 

multiple rooms and staff members were able to have clear concise 

communication while in rooms and additional staff members went from 

room to room running labs, bringing blood products, communicating which 

patient needed to go to CT or the OR first. Every team member had very 

clear task assignments.” 

 

 

“Based on the ring down, the trauma attending and trauma RN assigned 

roles and responsibility for a Level 1 multiple GSW pt. PTA. Roles included 

recording, access, meds, VS, and the Level One infuser. Despite being 

critically wounded the pt received excellent care and survived and went on 

to good outcome.” 

 

“Burn pt; team worked well together to get pt. transported and stabilized. 

Everyone had a role, which was assigned similar to a code. Pt was 

transported to nearest trauma center and survived a propane tank explosion 

at his camp.” 

 

“After a class on assigning the team their roles prior to a code coming in, 

the code blue went well. Afterward several nurses commented on how well 

things went when this happened prior to the Code Arrival. Unfortunately 

this did not continue.” 

 

“Communication seems to go well when you have a designated leader 

giving clear direction. It is especially helpful if the leader knows the names 

of other team members. Communicating roles prior to arrival makes 

communication more streamline.” 

 

“One team lead called out individuals by name to assign roles/tasks, 

recapped at appropriate times to make sure we were not missing anything, 

opened for suggestions for interventions we may had not considered.” 
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Listening to the team. The category Listening to the Team (Table 28) was defined as 

when all members of the team have a voice and are listened to. This category comprised 49 

statements and accounted for 18.35% of the thematic units of good communication. 

TABLE 28. Listening to the team. 

Category 

and 

Themes 

Definition Exemplar Statements 

Listening to 

the Team 

n=49 

When all members 

of the team have a 

voice and are 

listened to. 

 

“32 YOF found down post MCC- short ETA, CPR initiated in parking lot of 

ER. Upon arrival, we cracked her chest and did cardiac massage, along with 

internal defibrillation. New surgeon was holding internal charging paddles 

to long before discharging them- therefore charge was lost with no exchange 

of energy- after second try- I calmly explained to surgeon what was 

happening and we sync our timing and obtained ROSC. Surgeon returned 

after taking patient to OR and we talked about what happened. He thanked 

me for my approach and I thanked him for being approachable.” 

 

“At the end of a long code the doctor calmly asked which medications were 

left and if anyone had any suggestions. The nurse pushing meds calmly 

answered. Despite the situation becoming a little desperate, there was very 

little panicking evident. Rational decisions were made.” 

 

“Charge RN delegated tasks. Physician, RT, and RNs bounced ideas and 

concerns off of each other to successfully intubate and secure airway on 

patient with multiple GSW to face and neck. Pt survived.” 

 

“Clear directives from the team leader, and honest inquiry for feedback from 

team members.” 

 

“One time during a pediatric code before calling time of death. The lead Dr. 

out loud went over Hs + Ts with everyone offering suggestions for possible 

causes of the code. This made everyone feel like all efforts had been 

exhausted when they finally called it.” 

 

“While caring for a bilateral IED victim a medic effectively intervened to 

likely save the patient’s life. The team leader was planning on packaging up 

the patient for transport to the CT scanner when the medic calmly and firmly 

asked the team leader to hold while he rechecked a tourniquet. The medic 

quickly assessed the intervention and found that the patient was still 

significantly bleeding despite two tourniquets on top of each other. We 

applied the pneumatic tourniquets prior to transport and were able to 

prevent a bad outcome.” 
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Controlling noise. The category Controlling Noise (Table 29) was defined as controlling 

anything that causes a received message to be different or changed from the sent message is 

noise. Noise directly effects the message during the transmission stage of message from the 

sender to the receiver. This can be caused from a variety of reasons, including the increased 

decibel level in the trauma room, increased anxiety, yelling, unfamiliarity with a role, increased 

number of people in the trauma room, etc. This category comprised 47 statements and accounted 

for 17.60% of the thematic units of good communication. 

TABLE 29. Controlling noise.  

Category 

and 

Themes 

Definition Exemplar Statements 

Controlling 

Noise 

n=47 

Defined as controlling anything that 

causes a received message to be different 

or changed from the sent message is 

noise. Noise directly affects the message 

during the transmission stage of message 

from the sender to the receiver. This can 

be caused by a variety of reasons 

including, the increased decibel level in 

the trauma room, increased anxiety, 

yelling, unfamiliarity with a role, 

increased number of people in the trauma 

room, etc. 

 

“GSW to R chest wall- trauma surgeon, 

cardiothoracic team all present upon arrival- patient 

coded upon arrival. Clearly defined roles were 

assigned prior to patients arrival and student were 

assigned to one nurse (not left to roam about room). 

The trauma surgeon was in charge and everyone 

spoke to her – she and all team members were 

respectful of each other and quiet when not sharing 

information, so that information that others were 

sharing could be heard. We had one nurse who ran 

trauma from outside the room- the point person when 

we needed x-ray, blood bank, etc. Patient did not 

make it, liver lac and open cardiac massage. But one 

of the smoothest traumas I’ve ever been a part of and 

we did everything we could for the patient.” 

 

 “3 y/o male with epiglottitis. Attending MD made all 

aware that keeping the patient calm and reducing 

anxiety was paramount to a successful outcome. All 

staff actions became more deliberate with less 

unnecessary activity and conversation thereby easing 

an already anxious patient and their parent.” 

 

“1) calm communication instils an “in control” and 

“comforting” tone in the trauma OR in my case, 

resusc. Room. 2) team assignments. 3)standby at your 

station. Eg. Team securing a traumatic/bloody 

airway. Flow and success cracking a chest with 

multiple procedures at one time.” 

 

 



 

 

 

 

71 

TABLE 29 – Continued  

Category and 

Themes 

Definition Exemplar Statements 

Controlling 

Noise 

n=47 

Defined as controlling anything that 

causes a received message to be 

different or changed from the sent 

message is noise. Noise directly affects 

the message during the transmission 

stage of message from the sender to the 

receiver. This can be caused by a 

variety of reasons including, the 

increased decibel level in the trauma 

room, increased anxiety, yelling, 

unfamiliarity with a role, increased 

number of people in the trauma room, 

etc. 

 

“A trauma alert was called by EMS for a high-speed, 

unhelmeted motorcycle accident. The trauma page 

went out immediately- the whole trauma team was 

assembled in the trauma room 5 min. prior to patient 

arrival. The trauma surgeon briefed the team on her 

potential concerns and asked for specific 

interventions to be out and ready should we need 

them. Everyone’s roles were delegated, and we were 

very composed and prepared when the patient 

arrived. Everyone quietly did their job while the 

team leader (trauma surgeon) verbalized every step. 

When she requested an intervention, there was no 

chaos; it was just done efficiently. The patient was 

critical but it felt far less stressful than when we had 

a stable trauma and everyone is running around and 

talking over themselves. The team leader did a quick 

debrief afterwards and we discussed how the trauma 

went and what we could have done better. The whole 

experience felt good.” 

 

“All team members remained calm, the leader 

identified themselves and assigned clear jobs/roles to 

each team member. We remain quiet as we work so 

that when someone needs to give information (I.e. a 

blood gas or a glucose reading, etc.) the entire team 

hears it and communication flows well!” 

 

“Communication in our trauma rooms goes well 

when we do our stoplight (everyone is quiet and pt is 

only moved to gurney and placed on monitor while 

medics give everyone in trauma room report on pt) 

Then we have one trauma captain who does primary 

assessment and calls it out clearly to the RN charting 

also when procedure nurse communicates what they 

have done for pt so it can be charted. It is also very 

helpful when the team keeps their voices down unless 

giving info to charting RN. The other thing that helps 

communication during a trauma is if everyone has 

assigned roles that have been clearly communicated 

prior to arrival of trauma.” 
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Golden trauma. The category Golden Trauma (Table 30) was defined as having 

everything ready for the arrival of the patient, room stocked, EMS report before arrival, staff 

prepared, and waiting. This category comprised 29 statements and accounted for 10.86% of the 

thematic units of good communication. 

TABLE 30. Golden trauma.  

Category 

and 

Themes 

Definition Exemplar Statements 

Golden 

Trauma 

n=29 

Golden Trauma is defined as 

having everything ready for 

the arrival of the patient, 

room stocked, EMS report 

before arrival, staff prepared 

and waiting. 

 

“The team/ED was alerted that a trauma 1 was 10 min out by air. 

Our charge nurse shared the pre-arrival information regarding the 

patient and incident. The attending trauma surgeon asked everyone 

in the room to introduce themselves and say what their role was 

(e.g. lead RN/charting, 2nd RN manual BP/monitor, ER resident 

airway, etc.) Anyone in the room that did not have/ state a role was 

asked to step out of the room. The trauma surgeon then verbalized 

our plan upon patient arrival that we ALL were to listen to the 

flight crew’s report before even touching the patient...unless the 

patient had obvious hemorrhaging, lost pulses, etc. Being a 

teaching hospital, we sometimes have too many students/residents 

trying to be involved or in the room creating noise and distractions 

and not helping the patient. This MD really set the appropriate 

tone before the patient arrived and it carried throughout their 

care.” 
 

“A seasoned, well-trained, calm ED provider TNCC educated staff 

communication to each other very well. Room stocked and ready 

staff well aware of incoming trauma patient and family. Staff 

assignment in room ahead of patient. All teams present: Resp 

therapy, x-ray, pharmacist and patient advocate to keep family 

informed...family in trauma room with assigned RN” 
 

“A trauma alert was called by EMS for a high-speed, unhelmeted 

motorcycle accident. The trauma page went out immediately- the 

whole trauma team was assembled in the trauma room 5 min. prior 

to patient arrival. The trauma surgeon briefed the team on her 

potential concerns and asked for specific interventions to be out 

and ready should we need them. Everyone’s roles were delegated 

and we were very composed and prepared when the patient 

arrived. Everyone quietly did their job while the team leader 

(trauma surgeon) verbalized every step. When she requested an 

intervention, there was no chaos; it was just done efficiently. The 

patient was critical but it felt far less stressful than when we had a 

stable trauma and everyone is running around and talking over 

themselves. The team leader did a quick debrief afterwards and we 

discussed how the trauma went and what we could have done 

better. The whole experience felt good.” 
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TABLE 30 – Continued  

Category 

and Themes 

Definition Exemplar Statements 

Golden 

Trauma 

n=29 

Golden Trauma is defined 

as having everything ready 

for the arrival of the 

patient, room stocked, EMS 

report before arrival, staff 

prepared and waiting. 

 

“All the stars had to align. The medics, the consult, the physician, 

the nurses with more than one year of experience. The room was 

stocked, the consult was available and then a debrief actually 

happened.” 

 

“When managing a 6 patient trauma where all pt spoke Spanish. 

We had a 15 min transport time. We were able to arrange 

interpreters and an RN for each pt (very difficult in a small 

hospital) I was able to take report, assign a nurse and triage 

exams instead of taking a pt. The process was smooth. Everyone 

coming back to me for information. 2 pt shipped to a larger facility 

and 2 admit in less than 4 hrs. Amazing” 

 

Closed-loop communication. The category Closed-Loop Communication (Table 31) was 

defined as a communication technique used to avoid misunderstandings. When the sender gives a 

message, the receiver repeats this back. The sender then confirms the message. This category 

comprised 23 statements and accounted for 8.61% of the thematic units of good communication. 

TABLE 31. Closed-loop communication.  

Category and 

Themes 

Definition Exemplar Statements 

Closed-Loop 

Communication 

n=23 

Closed-loop communication is a 

communication technique used to 

avoid misunderstandings. When the 

sender gives a message, the receiver 

repeats this back. The sender then 

confirms the message. 

 

“Closed-loop communication during a trauma red 

alert allowed for mass transfusion protocol to occur 

and got the patient to PT in less than 15 minutes.” 

 

“Closed-loop communication. Pre-assigning and 

verbalizing roles in trauma room prior to patient’s 

arrival. Calling team members by name when 

speaking in a crowded room and needing 

clarification or feedback. Listening to EMS report 

for a full minute in silence = prevents key info from 

being missed or staff asking Q’s about info already 

communicated in report” 

 

“Each person that speaks is loud and clear. A verbal 

repeat is heard amongst the team members 

confirming the instruction or task was heard and 

understood.” 

 

“Positive feedback loops with quiet from team 

members and a central voice (trauma surgeon/ER 

doctor) tends to be most effective. The best seen  
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TABLE 31 – Continued  

Category and 

Themes 

Definition Exemplar Statements 

Closed-Loop 

Communication 

n=23 

Closed-loop communication is a 

communication technique used to 

avoid misunderstandings. When the 

sender gives a message, the receiver 

repeats this back. The sender then 

confirms the message. 

 

traumas are always those that are quiet, and the only 

voice heard is the trauma surgeon/ER doctor giving 

direction. Repeating back orders also is very helpful 

and clear.” 

 

“We had a GSW come through the door with 

massive bleeding of the leg patient was hypotensive. 

Through closed loop communication it was 

determined that the patient needed to be Bolus, with 

a type and screen drawn and an order for O negative 

tourniquets replaced immediately with the surgical 

team at bedside within 30 minutes.” 

 

“We had a two-year-old browning that come in as 

full ACLS code in progress. The charge nurse took 

the patch before EMS arrived. Everyone knew their 

clearly defined roles. Each person was able to state 

what they were doing to the recorder. Close-looped 

communication as very effective and read/talkback 

was performed before each medication was given. 

Although the outcome was tragic, due to each 

person’s ability to communicate with each other, 

each person had a sense that everything was done 

effectively and the absolute best that could have been 

done.” 

 

Experienced coworkers. The category Experienced Coworkers (Table 32) was defined 

as when having experienced coworkers creates an environment for good communication in the 

trauma room. This category comprised 16 statements and accounted for 5.99% of the thematic 

units of good communication. 
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TABLE 32. Experienced coworkers.  

Category 

and Themes 

Definition Exemplar Statements 

Experienced 

Coworkers 

n=16 

When having experienced 

coworkers creates an 

environment for good 

communication in the 

trauma room. 

 

“I triaged a 10-week-old baby that had been dropped from the 

upper step of the public service bus the previous day. The baby 

had an obvious depressed skull fx was un resp distress and about 

10 other patients and family were between me and ED core. The 

other nurse I was working with parted the crowd and followed me 

to trauma room. He set up O2 while I placed a line. He found the 

doctor call respiratory. And neither of us even spoke 1 word. He 

said I could hear you! I just saw the look on your face and heard 

your thoughts.” 

 

“All members of the team had worked together for many years. 

Mutual respect showed between physician and nurses. Work was 

efficient and fast. Effortless. Intuitive. No egos just rapid response 

to the patients’ needs.” 

 

“As a new nurse, having a seasoned nurse assist in 

communicating what was occurring during a code for 

documentation and clarifying details was helpful in caring for a 

trauma patient.” 

 

“Many times there were groups of us that worked so well together 

that we knew what each other was thinking.” 

 

Debriefing after trauma. The category Debriefing After Trauma (Table 33) was defined 

as when an official debriefing happens after the care of the trauma patient. This category 

comprised eight statements and accounted for 3.0% of the thematic units of good 

communication. 
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TABLE 33. Debriefing after trauma.  

Category 

and Themes 

Definition Exemplar Statements 

Debriefing 

After 

Trauma 

n=8 

When an official debriefing 

happens after the care of the 

trauma patient. 

 

“When she requested an intervention, there was no chaos; it was 

just done efficiently. The patient was critical but it felt far less 

stressful than when we had a stable trauma and everyone is 

running around and talking over themselves. The team leader did 

a quick debrief afterwards and we discussed how the trauma went 

and what we could have done better. The whole experience felt 

good.” 

 

“Communication goes better the more a team has worked together 

and learned each others personalities and work ethic. It also helps 

when teams have debriefed to work through past problems and 

errors.” 

 

“We now do code debriefs after each event. One in particular is a 

young female were everyone was free to share ideas for treatment, 

updated information from family as they arrived. Everyone felt 

that they had been heard and a valued member in the attempt to 

save a life. Everyone felt that all was done and even supported 

each other on how we all felt post code that was not successful but 

all run. 

 

Lack of ego. The category Lack of Ego (Table 34) was defined as when members of the 

trauma team place the care of the patient above any individual accolades or agendas. This 

category comprised three statements and accounted for 1.12% of the thematic units of good 

communication. 
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TABLE 34. Lack of ego  

Category 

and 

Themes 

Definition Exemplar Statements 

Lack of 

Ego 

n=3 

When members of the 

trauma team place the 

care of the patient above 

any individual accolades 

or agendas. 

 

“When nonverbal communication such as a helping hand in assisting 

with transfer, undressing, or hooking the patient up to the monitor is 

where it starts. Despite role, we are all in it to efficiently reduce the 

time to treatment and keep the patient at the core of our priorities. 

Getting things done is a team sport. Having a quiet trauma bay with 

one official leader who verbalized and explains every decision or 

instruction is great. Other unofficial leaders help too. If I am placing 

an IV I will turn to a medical student, for example, and ask them to 

spike a bag of saline and motion to its location. The fear and pressure 

in trauma codes can be reduced by taking emotion and ego out, 

working cohesively, identifying opportunities and tasks, encouraging 

learning from instruction rather than demanding, and modeling 

therapeutic communication with the patients. We have to be human to 

each other in these high acuity, high stakes, and high stress situation 

and this helps us function as a well-oiled machine.” 

 

Know facility limitations. The category Know Facility Limitations (Table 35) was 

defined as the facility knowing their limitations and transferring patients that need a higher level 

of care. This category comprised one statement and accounted for 0.38% of the thematic units of 

good communication. 

TABLE 35. Know facility limitations.  

Category 

and Themes 

Definition Exemplar Statements 

Know 

Facility 

Limitations 

n=1 

Defined as the facility 

knowing their 

limitations and 

transferring patients that 

need a higher level of 

care. 

 

“We received a pediatric trauma and knew right away that we would 

need to transfer the patient. We were able to communicate with the 

ALS crew who brought the patient to us and expedite a quick transfer 

to a higher level of care using the same crew. We quickly stabilized 

the patient and made arrangements with the receiving facility. This 

patient had better outcomes because he was able to get the 

appropriate level of care in less than 2 hours due to timely and clear 

team communication.” 

Trauma nurse core course (TNCC) training. The category TNCC (Table 28) was 

defined as when Trauma Nurse Core Course (TNNC) Training is identified as the reason for 
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good communication. This category comprised one statement and accounted for 0.38% of the 

thematic units of good communication. 

TABLE 36. Trauma nurse core course (TNCC) training.  

Category and 

Themes 

Definition Exemplar Statements 

TNCC 

n=1 

When Trauma Nurse Core Course is identified 

as the reason for good communication. 

 

“Clear communication with CT and early 

communication of need to transfer pt and 

prioritizing mode of transportation 

“chopper vs ground” all of our staff 

members are required to take TNCC and I 

feel it is paramount to good pt outcomes.” 

 

Table 26 above identified 10 themes that emerged when trauma nurses were asked to 

share a time that there was effective communication in the trauma room. Many of these themes 

had crossover to the themes that nurses identified as causing ineffective communication in the 

trauma room. These included identifying roles, noise or lack thereof, listening to the team, lack 

of ego, and the “golden trauma” being the antithesis to the system failure on the ineffective 

communications listed in Table 15. Much like the themes of ineffective communication, the top 

six themes of effective communication carried the vast majority of thematic units within good 

communication with them, accounting for 95% of all units. 

Addressing the Research Aims 

Research Aim 1 

Identify the nurses’ perception of ineffective communication in trauma room between 

healthcare team members during a trauma event. 

Of the 291 responses that were returned, over 60% of the nurses answered the qualitative 

question that asked them to tell us about a time that communication did not go well in the trauma 

room. This question required them to spend much more time than just checking a box like all of 
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the quantitative questions that were presented to them earlier in the questionnaire. The fact that 

so many of them took this time speaks to the fact that poor or ineffective communication in the 

trauma room is meaningful to these nurses, and they would like to improve the communication 

that they are a part of being on the trauma team. As mentioned above, the top six themes of 

ineffective communication encompassed 89% of all thematic units related to ineffective 

communication. Here we will explore each of these top six themes. 

Noise was the number one coded theme when looking at ineffective communication. 

There were 60 individual thematic units accounting for over 25% of all statements. Noise, as it is 

defined within this research, can be confusing. The standard definition of noise applies to the 

decibel level of an environment. Within this study, we define noise as Claude Shannon did in his 

landmark publishing of Information Theory in 1948. Shannon was an electrical engineer working 

for Bell Labs at the time and postulated that noise can be anything that interferes or stops a 

message from making it to its intended receiver in its original form. In a complex environment 

like the trauma room, this can take on many different forms with multiple teams, people, and 

types of communication all coming together while caring for a critical patient. 

After analysis of the nurses’ perceptions many examples of noise within the trauma room 

emerged and while noise isn’t just defined as the decibel level a loud environment can 

undoubtedly be a part of a message not making it to its intended receiver as evidenced by this 

statement from a nurse “when it gets loud with side conversations and you can’t hear the Dr. in 

charge yelling out orders or the head to toe assessment that you are trying to chart.” Too many 

people being in the trauma room was also another source of noise that was referenced multiple 

times. One nurse stated “Communication tends to go badly when there are too many providers 
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attempting to manage pt care without communicating with each other; nurses and other 

healthcare staff get different orders, plans, recommendations that are conflicting and may create 

errors and being unsure of who is the primary service (trauma vs. ER) can cause 

miscommunication between staff regarding what orders to carry out.” 

Lack of closed-loop communication was also a significant factor of noise in the trauma 

room often contributing to confusion and lack of understanding who should complete each task 

as evidenced by these statements, “Team member (leader) - shouting out orders with no clear 

direction who he was talking to, a rapid fire order thrower” and “It was always a loud voice, did 

not address people by name so it was difficult to know who he was directing his communication 

to.” 

Emotions can also play a large part in noise and communication in the trauma room. This 

example shows how emotions of not just the trauma team, but also the patient’s family can 

negatively affect communication “During a pediatric resuscitation, the patient's mother was 

present at the bedside throughout the entire code. Due to her emotions, she was screaming and 

jumping around the room the entire time. This made it difficult for staff to communicate, so 

everyone also began yelling, causing a very high anxiety and chaotic environment. She refused 

to leave the room and security felt it would be more disruptive to physically remover her than let 

her stay.” When literally dealing with life and death situations, there are very few times that 

emotions do not enter into the care of trauma patients. It is a trauma teams’ job to do the best 

they can to control emotions and provide the best care possible to their patients. 

Lack of Roles was the second most referenced theme participants cited when asked about 

poor communication in the trauma room. There were 48 thematic units identified, accounting for 
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20.25% of all statements. Often times, when you are on the trauma team roles, are given to 

individual team members before the patient arrives. This does not always happen, and the 

following quotes show how this can affect communication in the trauma room in a negative way. 

One nurse stated, “Way too many people rushed to the room (we don't have a trauma bay) 

everyone was yelling on top of each other. No one knew what was being done or had been done. 

There were no clear roles. In the whole assessment phase it turned out we had missed another 

bullet wound b/c people had just been wrapping the wounds.” Another wrote, “Way too many 

people rushed to the room (we don't have a trauma bay) everyone was yelling on top of each 

other. No one knew what was being done or had been done. There were no clear roles.” These 

examples show the importance of assigning roles to team members and then allowing the 

members to function within their role. 

Ego is defined in this research as when one member of the trauma team allows their ego 

to affect the care of the patient. Ego was identified by coders in 34 thematic units accounting for 

14.35% of all statements. The surprising thing to me was some of the nurses identified other 

nurses as the ones who allowed their egos to interfere and affect their patients. One nurse wrote 

“Competition between MD's and some RN's trying to prove themselves” was a contributing 

factor to poor commutation in the trauma room. Other nurses identified the power struggle that 

happens between different medical providers as their number one source of poor communication. 

Two examples are quoted here, “situations when the trauma surgeon and the ER MD are ego-

driven and don't listen to one another's concerns OR what's best for the patient” and “ I feel the 

times that have been the most chaotic is when the ER MD wants to be in control of everything” 
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System Failure like noise above can take on various forms, including but not limited to 

inadequate staffing, poor system protocols or even the trauma room not being stocked. System 

failure was identified in 29 thematic units and accounted for 12.24% of all statements. The 

following statements provide some of the examples nurses gave “lab would not run blood 

without an order and blood coagulated. Doctor could not stop his procedures to place an order 

and all staff was present in code” and “Supplies not available as trauma/resus room had not 

been stocked and our manager does not hold any one accountable too many people who also 

don't know where to find the correct supplies are unable to be effective.” If proper protocols and 

systems are not in place within the trauma system, these failures can have a negative impact on 

communication in the trauma room. 

Crowd Control is defined as having too many people in the trauma room that do not need 

to be there. Crowd control was coded to 21 thematic units and accounted for 8.86% of all 

statements. This can include other nurses, providers, members of the healthcare staff, or even 

excessive numbers of family members in the trauma room. Too many people in the room can 

potentiate the effect of chaos and complexity within the trauma room and can adversely affect 

the ability of the trauma team to communicate. One nurse wrote, “I work in a teaching hospital, 

and I completely understand new doctor/med students need to learn but we cannot perform our 

tasks to save a patient with 5+ people who cannot even touch the patient. I have had to remove 

non-vital bodies from my rooms because they were preventing actual staff from doing their job.” 

Another provided this example “29 people (all staff and students) in the trauma bay was an 

extreme hindrance to communication.” While you do not want to be short-staffed as outlined 

above in system failure, it can be just as detrimental to have too many people in the room. 
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Not Listening to the Team was identified in 19 thematic units and accounted for 8.02% of 

all statements. As defined in the literature review in chapter one above crew resource 

management has been studied as a way to not only improve safety in healthcare but in other 

industries as well including the aviation industry (Helmreich et al., 1999; Hughes et al., 2014; 

Ricci & Brumsted, 2012). One of the tenets of crew resource management is that all members of 

the team have a voice in all aspects of care. The following examples given by nurses show that 

this is not always the case in the trauma room. One nurse wrote, “Physician notified breath 

sounds normal on right but absent on left. Stated radiologist called to report R pneumo. As he 

was about to cut, radiologist came running in waving films and said they had been placed on 

reader backwards. (physician not willing to listen to nurses concerns).” Another stated “I was 

working in the emergency room on the elderly care side. A patient came in with horrible back 

pain post MVC described as a “ripping feeling.” BP 210/196. I immediately popped two large 

bore IV’s in an anticipated going to the OR with an aneurysm. Dr. came in, I expressed by 

concern and the doctor blew it off as just normal back pain. I kept expressing my concern, Dr. 

kept blowing it off. Patient coded 20 min later and died.” These two examples provide just a 

glimpse into how important it is to allow all members of the team to have their voice heard and 

be a recognized and skilled part of the team. 

Research Aim 2 

Identify the nurses’ perception of effective communication in the trauma room between 

trauma healthcare team during a trauma event. 

As identified above in Table 14 above, it was identified that 186 of the 291 (63.92%) 

participants answered the qualitative question about times that they experienced effective 
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communication in the trauma room. Ten themes emerged from the inductive coding of the raw 

data pertaining to effective communication. Of these 10 themes, the top six encompassed more 

than 95% of the thematic units that were identified. Below I will explore each of these themes 

and provide examples directly from the nurses in each theme. Many of the inverses of these 

themes were identified in the above aim identifying perceptions of ineffective communication in 

the trauma room. 

Identified Roles for members of the trauma team was identified as the number one reason 

for effective communication in the trauma room. This vital aspect of communication was 

detected in 90 thematic units and accounted for 33.71% of all statements. As stated above, each 

member of the trauma team should have a role identified before the patient arrives. This 

decreases the amount of confusion and allows each member of the team to concentrate on their 

identified role and provide the best care possible to the patient. The following are a couple of 

examples that nurses provided in their responses to the questionnaire. One nurse wrote, 

“Designated trauma team members with designated roles. Trauma nurse 1 does head to toe 

assessment, TN2 started IV’s, draws lab work etc. TN3, ks scribe. Tech places patient on 

monitor, gets first set of vitals and assists as needed with transport and other care of patient. ER 

physician and trauma surgeon in charge/ give orders. Unit secretary places order. Smooth 

process!” another stated “While working on multiple GSW patients the team was spread a 

through multiple rooms and staff members were able to have clear concise communication while 

in rooms and additional staff members went from room to room running labs, bringing blood 

products, communicating which patient needed to go to CT or the OR first. Every team member 
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had very clear task assignments.” These are just two of the many examples that were provided to 

support identified roles as a leading reason for good communication in the trauma room. 

Listening to the Team was coded to 49 thematic units and accounted for 18.35% of all 

statements for effective communication. When all members of the team have a voice and are 

listened to, it allows for the best outcomes for the patient. It is impossible for one member of the 

trauma team to see and know everything that is happening with the patient, and the participating 

nurses provided multiple examples of how this can improve not only communication but also 

outcomes for the patient. One nurse stated, “32 YOF found down post MCC- short ETA, CPR 

initiated in parking lot of ER. Upon arrival, we cracked her chest and did cardiac massage, 

along with internal defibrillation. New surgeon was holding internal charging paddles to long 

before discharging them- therefore charge was lost with no exchange of energy- after second try- 

I calmly explained to surgeon what was happening and we sync our timing and obtained ROSC. 

Surgeon returned after taking patient to OR and we talked about what happened. He thanked me 

for my approach and I thanked him for being approachable.” Another nurse provided an 

example of Emergency Medical Services being an essential part of the trauma team in the 

following statement. “While caring for a bilateral IED victim a medic effectively intervened to 

likely save the patient’s life. The team leader was planning on packaging up the patient for 

transport to the CT scanner when the medic calmly and firmly asked the team leader to hold 

while he rechecked a tourniquet. The medic quickly assessed the intervention and found that the 

patient was still significantly bleeding despite two tourniquets on top of each other. We applied 

the pneumatic tourniquets prior to transport and were able to prevent a bad outcome.” These 
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two examples show how each member of the trauma team has important information that must 

be shared to allow for effective communication and exceptional care for trauma patients.  

The theme of Controlling Noise was identified in 47 of the thematic codes accounting for 

17.60% of all statements for effective communication. Noise was identified above for a reason 

for ineffective communication. It stands to reason that if measures are taken to limit or control 

noise that it would have a positive effect on good communication. One great example of this 

from the data is “Communication in our trauma rooms goes well when we do our stoplight 

(everyone is quiet and pt is only moved to gurney and placed on monitor while medics give 

everyone in trauma room report on pt) Then we have one trauma captain who does primary 

assessment and calls it out clearly to the RN charting also when procedure nurse communicates 

what they have done for pt so it can be charted. It is also very helpful when the team keeps their 

voices down unless giving info to charting RN. The other thing that helps communication during 

a trauma is if everyone has assigned roles that have been clearly communicated prior to arrival 

of trauma.” While it is impossible to eliminate noise from an environment as complex and 

chaotic as the trauma room, any steps that are taken to decrease the different sources of noise 

will improve communication for all members of the team. 

Golden Trauma is identified here as the opposite of many of the examples of system 

failure on the ineffective communication listed above. Golden trauma exemplars include: the 

trauma room being stocked, staff being trained on equipment needed, proper staffing levels, and 

being notified before the patient arrives, allowing for roles to assigned and supplies gathered. A 

model example of this was provided in the following statement. “A trauma alert was called by 

EMS for a high-speed, unhelmeted motorcycle accident. The trauma page went out immediately- 
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the whole trauma team was assembled in the trauma room 5 min, prior to patient arrival. The 

trauma surgeon briefed the team on her potential concerns and asked for specific interventions 

to be out and ready should we need them. Everyone’s roles were delegated, and we were very 

composed and prepared when the patient arrived. Everyone quietly did their job while the team 

leader (trauma surgeon) verbalized every step. When she requested an intervention, there was no 

chaos; it was just done efficiently. The patient was critical but it felt far less stressful than when 

we had a stable trauma and everyone is running around and talking over themselves. The team 

leader did a quick debrief afterwards and we discussed how the trauma went and what we could 

have done better. The whole experience felt good.” 

Closed-Loop Communication was coded as the theme for 23 thematic units and 

accounted for 8.61% of all statements on effective communication. Closed-loop communication 

is defined as when the sender of the message gives the message, and the intended receiver 

repeats the message back, and then the sender confirms the message was received correctly. This 

technique allows both the sender and the receiver to have verification that the message was not 

only received, but also received correctly and understood. One nurse gave the following example 

of how closed-loop communication can improve communication in the trauma room. “We had a 

two-year-old browning that come in as full ACLS code in progress. The charge nurse took the 

patch before EMS arrived. Everyone knew their clearly defined roles. Each person was able to 

state what they were doing to the recorder. Close-looped communication as very effective and 

read/talkback was performed before each medication was given. Although the outcome was 

tragic, due to each person’s ability to communicate with each other, each person had a sense 

that everything was done effectively and the absolute best that could have been done.” 



 

 

 

 

88 

Experienced Coworkers were identified as a theme in 16 thematic units within the data 

accounting for 5.99% of the statements. Many of these statements talked about having an 

experienced coworker allowed them to understand many of the nonverbal cues and provide the 

best care for the patient. One nurse provided this great example “I triaged a 10-week-old baby 

that had been dropped from the upper step of the public service bus the previous day. The baby 

had an obvious depressed skull fx was un resp distress and about 10 other patients and family 

were between me and ED core. The other nurse I was working with parted the crowd and 

followed me to trauma room. He set up O2 while I placed a line. He found the doctor call 

respiratory. And neither of us even spoke one word. He said I could hear you! I just saw the look 

on your face and heard your thoughts.” 

Research Aim 3 

Determine the utilization of the EHR during a trauma event.  

Through addressing research aim 3 of this study, participants were asked to identify if 

they chart in the EHR in real-time during the care of the trauma patient, chart on a paper trauma 

flow sheet, and then transfer to an EHR or not document traumas in the EHR at all. Over 60% of 

all participants to the survey responded that yes, they did document care of the trauma patient in 

the EHR in real-time. Another 21% of participants answered that they utilized a trauma flow 

sheet during care of the patient and transferred data to the EHR after, and 12.7% stated that they 

do not document trauma care in the EHR at all (See Table 8 above). 

While having over 60% of all participants documenting care of the trauma patient in the 

EHR is a significant accomplishment, and the hospitals and trauma teams that are doing this 

should be celebrated. There is still 33.7% of the participants that are only documenting partial 
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care or no care in the EHR. This becomes a bigger issue when we realize that much of that 

information about the care provided during the trauma resuscitation will become siloed from 

other healthcare teams in other departments within the hospital. Even if the trauma flow sheet is 

scanned and is added to the EHR this information becomes very hard to extract and apply to the 

care of the patient as they are transferred to other units.  

Summary 

Chapter IV presented the demographic information, responses to the TeamSTEPPS® T-

TAQ Questionnaire, and nurses’ responses to both good and bad communication in the trauma 

room. The data and the analysis of this data was presented and explained. Each of the research 

aims was explored and addressed. Nurses’ perception of both effective and ineffective 

communication with ten emerging themes from each coming from the data. Finally, the 

utilization of the EHR within the trauma room during the care of the trauma patient was 

explored, giving insight into how the care of the trauma patient is documented in the medical 

record. 
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CHAPTER V: DISCUSSION AND IMPLICATIONS 

The purpose of this study was to gain a better understanding of nurses’ perception of 

communication within the trauma room. This chapter will include a discussion on how the data 

presented in Chapter 4 addresses the research aims of the study and applies to the conceptual 

framework that guided this research. In conclusion, the strengths and limitations of the study, 

along with future research, will be explored.  

Discussion 

Through this study, the researcher explored the nurses’ perception of communication in 

the trauma room. This was accomplished by sending out 1500 questionnaires to a geographically 

dispersed random sample of emergency room nurses in the United States. This questionnaire 

included demographics information along with a 30 item T-TAQ survey that evaluates 

participants' attitudes in five areas including team structure, leadership, situational monitoring, 

mutual support, and communication. The questionnaire concluded with two questions asking the 

nurses to share a time that communication did not go well in the trauma room and a time that it 

did go well. The findings of this study and their application to the research aims discussed in 

Chapter 4 have been utilized to form the main findings of the study and will be addressed in the 

next sections 

Main Findings 

Research Aim 1. 

Responses to the T-TAQ and the answers provided by nurses when asked to tell us about 

a time that communication did not go well in the trauma room were used in addressing the aim 

“Identify the nurses’ perception of ineffective communication in trauma room between 
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healthcare team members during a trauma event.” While the nurses were overall positive with 

their responses to the T-TAQ when asked about communication (Table 13) The item with the 

highest mean score was item 25 that asked, “Teams that do not communicate effectively 

significantly increase their risk of committing errors.” This shows that the trauma nurses 

understand and recognize the importance of effective communication in decreasing the chance of 

committing errors. The lowest item on the communication subscale of the T-TAQ was item 26, 

which stated, “Poor communication is the most common cause of reported errors.” While still 

receiving an overall positive mean score of 4.13 the lower score signifies that participants did not 

strongly agree with this item at the same rate as other items in the communication subscale. This 

could be due to the participants not directly relating items such as noise, ego, lack of roles, 

systems failures and fear as components of poor communication when answering this item. 

The qualitative question asking nurses to “Tell us about a time that communication in the 

trauma room did not go well” gave us great insight into the trauma room and those things that 

nurses perceive cause ineffective communication in this complex environment. The themes that 

emerged from this data included noise, lack of roles, ego, system failure, crowd control, not 

listening to team members, unannounced arrival, fear, personal relationships, and distracting 

injuries (Table 15). 

Contributing factors to increased Noise in the trauma room interfering with a message 

being received by the intended receiver in its original form were identified in this study. The first 

and most obvious form of noise is actually increased decibel volume in the trauma room. 

Contributing factors to this increased level included, too many people speaking at once, too 

many people being in the room, members of the trauma team yelling, and family members at the 
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bedside with increased emotions. Surprisingly team members not speaking loud enough or 

clearly can also increase the level of noise in the trauma room by not allowing the intended 

recipient to hear the communication causing it to be ineffective. 

Closed-loop communication was identified multiple times as leading to increased noise in 

the trauma room. Examples were given showing the detriment of both the team leader and 

members of the team not using closed-loop communication. Closed-loop communication begins 

with the sender of the communication addressing the receiver by name or identified role and then 

delivering the message. Once the receiver hears the message it is then repeated back to the 

sender. This repeating serves two purposes; first it allows the receiver to notify the sender that 

the message was heard and second it allows the sender to verify it was received correctly. If this 

does not happen then noise might increase in the form of redundancy with the sender repeating 

the message more than once and possibly raising the volume level the next time it is repeated. If 

the receiver does not repeat the message, it is possible that the message might not be received in 

the original form resulting in a communication error. 

Unfamiliarity with the role assigned or equipment was also identified as a factor that 

increased noise in the trauma room. If the team leader or member is unfamiliar with the role that 

they have been assigned or the equipment needed to care for the patient, it can drastically 

increase the level of stress. This increased level of stress can translate into a decreased ability to 

transmit or receive communication in an effective manner. 

Lack of assigned roles was identified by a large number of participants as a contributing 

factor in ineffective communication. The American College of Surgeons and the World Health 

Organization have long held the belief and encouraged the practice of assigning team members a 
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specific role before the patient arrives at the facility when circumstances allow (Mock, Lormand, 

Goosen, Joshipura, & Peden, 2004; Rotondo et al., 2014). Through the examples given in this 

research, the nurses have shown how detrimental it can be to communication if roles aren’t 

delineated within the trauma team. 

Individualism, pride, and self-regard are synonyms for the word Ego, within this 

research, the theme ego was defined as when one member of the trauma team allows their ego to 

affect the care of the patient. Through the literature review in Chapter 1, leadership styles were 

often identified as having a significant influence on communication in the trauma room 

(Clements et al., 2015; Cole & Crichton, 2006; Jacobsson et al., 2012) this research supports this 

finding. The answers provided by the participants when asked about ineffective communication 

gave many examples through leadership or the lack thereof, of physicians’ egos getting in the 

way of communication in the trauma room. The biggest surprise that came from the data in this 

category was that many of the nurses also provided examples of nurses’ egos being the cause of 

ineffective communication. These exemplars show that it is the entire trauma team that must 

work hard at decreasing ego and place the care of the patient as our number one priority in the 

trauma room. 

In the nurses’ descriptions of poor communication in the trauma room System Failure 

was a recurring theme. System failure can be caused by multiple factors, including improper 

training, lack of stock in the trauma room, failures in an electronic order entry system, lack of 

proper staffing levels, lack of or inadequate protocols, etc. These items can cause a significant 

amount of distress to nurses, as often times they feel powerless to change the system that is 

causing the failure. These failures are the types of things that should be identified through a 
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proper debriefing with the entire trauma team at the completion of care. If changes to protocols 

or instituting new routines to the department would limit or eliminate the system from failing, 

they should be empowered to make suggestions to managers and administrators that can initiate 

change.  

Research Aim 2 

Participants in this research were asked to tell us about a time that communication went 

well in the trauma room, the responses to this question and the scores from the T-TAQ were used 

when addressing the aim: “Identify the nurses’ perception of effective communication in the 

trauma room between trauma healthcare team during a trauma event.” The seminal publication 

To Err is Human from the Institute of Medicine was one of the first publications to identify how 

detrimental communication is to the safety of patients in the hospital (Kohn et al., 2000). 

Manojlovich et al. (2015) identified that breakdown in communication between nurses and 

physicians was one of the leading causes of sentinel events and adverse outcomes in hospitals. 

With the overwhelming evidence showing the importance of effective communication in the 

hospital and the lack of research on communication in the trauma room, this research aims to fill 

some of the gaps that exist. As with the ineffective communication above, many themes emerged 

from the data while coding for effective communication including, identified roles, listening to 

the team, controlling noise, and closed-loop communication. 

The theme that nurses acknowledged most often when describing effective 

communication in the trauma room was Identified roles. The importance of identified roles was a 

common theme through both effective and ineffective communication. While the identification 

of roles before a trauma patient arrives to the trauma room can be difficult in situations where 
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there is little to no notice before the patient arrives at the hospital, efforts should be made at the 

start of shifts to at a minimum identify who will be performing essential roles on the team if a 

trauma patient arrives at the facility unannounced. Often roles are identified in a short pre-

briefing before the patient arrives to the trauma room, and it allows the team to receive a short 

report of what was presented by EMS in their notification of transporting the patient to the 

hospital. By identifying roles and giving a brief history before the patient arrives, it facilitates the 

members of the trauma team to do their best to mentally prepare to function as an effective 

member of the team in the care of the patient.  

Listening to the team was also identified by nurses as an essential part of effective 

communication in the trauma room. While this seems to be an undeniable part of communication 

in all types of communication, the trauma room presents some unique challenges to this 

happening. As Identified in Chapter 1 leadership roles have been studied as an area that affects 

communication in the trauma room. Jacobsson et al. (2012) identified many types of leadership 

within the trauma room, including coercive or hierarchal leadership styles, where one person 

places themselves into a position of superiority over the other members of the team. This creates 

an environment that does not empower the members of the trauma team to identify issues or 

problems they are seeing as they provide care for the patient.  

Crew resource management (CRM) was also identified through the literature review as an 

important component of communication in the trauma room. Hughes et al. (2014) recognized 

that leadership, communication, situational awareness, and empowering non-leader members of 

the team were integral parts to the success of CRM in healthcare as well as other industries. To 

empower the non-leaders of the team, leaders must listen to the other members of the team when 
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they have a concern or important information to communicate. If members of the team feel 

empowered to share what they are seeing to the team leader, it allows an environment that 

facilitates the flow of information to all members of the team and will lead to more effective 

communication in the trauma room.  

Noise was identified above as a major contributor to ineffective communication, so it not 

surprising that Controlling noise emerged as a theme in nurses’ perceptions of effective 

communication. Many of the causes that were listed for increasing noise in the trauma room 

were identified as factors that, if they can be controlled, the ability to have effective 

communication increases. These factors for controlling noise included speaking in a calm 

controlled tone, limiting people in the room to those that have an essential role, remaining quiet 

unless you have pertinent information about the patient to share, allowing EMS the chance to 

give report upon arrival, and only one person at a time speaking. If trauma teams can control the 

identified sources of noise in the trauma room, it will lead to more effective communication in 

the trauma room. 

Golden Trauma is a theme that centers around preparedness and identifies the importance 

of having sound systems in place before the patient arrives to facilitate excellent team 

communication. Items that nurses identified as contributing to a golden trauma include having 

the trauma room stocked, functioning equipment, staff that are trained to use the equipment, 

proper staffing levels, and notification of the trauma before they arrive to the hospital. If any of 

these factors are missing, it can set off a chain reaction that increases the stress level and 

diminishes the trauma team’s ability to communicate at the high standards needed to provide 

exceptional care in the complex environment of the trauma room.  
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Closed-loop communication was identified by many nurses as a key to effective 

communication in the trauma room. This form of communication allows team members to know 

if the message the sent was received by the team member it was intended for, and the recipient is 

able to verify that they understood the message as it was intended by the sender. This is very 

important since the trauma room is an environment that has many sources of noise and any one 

of these sources can interfere with a message's ability to make it to the intended receiver.  

Research Aim 3 

Determine the utilization of the EHR during a trauma event. Trauma nurses were asked 

if they currently use an EHR to document the care of trauma patients. The response choices 

included yes, yes, but documentation occurs after care is documented on a paper trauma sheet, or 

no, we do not document traumas in the EHR. Over 62% of all participants to this question stated 

that they document the care of the trauma patient in the EHR during care of the patient. This is a 

much higher percentage than was anticipated at the beginning of the research and shows how far 

healthcare has come since the passage of the Health Information Technology for Economic and 

Clinical Health (HITECH) Act in 2009. The HITECH Act was passed by congress with billions 

of dollars pledged to increase access to health information for both patients and healthcare 

providers (Kim et al., 2019; Tierney, 2018). The HITECH Act provided incentives to increase 

the use of EHR’s in both hospitals and healthcare offices across the United States of America. 

Hospitals have made great strides forward in the adoption of EHR’s across the country. In 2009 a 

reported 7-9% of all hospitals had implemented even a basic EHR (Jha et al., 2009), by 2015, the 

reported usage of any type of EHR had increased to 96% (Office of the National Coordinator for 

Health Information Technology, 2016). These facilities that are using the EHR to chart care of a 
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trauma patient should be lauded for the work and effort that they have put into integrating the 

EHR into the fast-paced and complex environment of the trauma room. This integration allows 

the information about all the care provided along with vital signs and history information to 

follow the patient through their entire hospital stay and gives healthcare providers in other units 

an opportunity to see a complete picture when making decisions about care at a later time. 

The drawbacks of many EHR’s are evident in the percentage (21%) of nurses that 

responded that they enter the charting into the EHR at the completion of care after charting on a 

paper trauma sheet during the real-time care of the patient. This can cause multiple issues 

including incomplete transfer of the data from the trauma flow sheet to the electronic record. It is 

often hard to find time to chart everything that was done for a patient in a single place, but it 

becomes almost impossible to complete this task in two places and still provide efficient care. 

This practice can also increase the risk of recollection bias as often things that are done are 

remembered different when being recalled by the participant. 

The nurses that stated their facility does not document the care of trauma patients in the 

EHR show the difficulty that some hospitals have faced while trying to implement EHRs. This 

practice can create silos of information that often cannot be accessed by other units of the 

hospital. If these units are able to access the information, it is from a photocopy of the chart or 

after an extended period of time when the chart goes to medical records and is scanned into 

electronic form and placed in the EHR. Both of these practices can make accessing important 

information needed to provide optimal care challenging and bypasses many of the warnings and 

safety systems built into the clinical decision systems that are built into most EHRs.  
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Application of Research Findings to Conceptual Framework 

The primary focus of this study was to better understand nurses’ perceptions of what 

affects both effective and ineffective communication in the trauma room. This research was built 

upon the Trauma Communication Framework (See Figure 3), which was an adaptation from 

Carrington’s Effective Nurse-to-Nurse Communication Framework (Carrington, 2012). This 

study revealed many factors that nurses perceive as influencing communication in the trauma 

room including noise, roles of the team, system failures, closed-loop communication, ego, crowd 

control, and fear. The Trauma Communication Framework was adapted with the findings of this 

study, incorporating three major influences on communication in the trauma room that can be 

influenced by members of the trauma team (Figure 4). 

The first factor added to the framework was the identification of roles. These roles should 

be assigned to team members before the patient arrives to the department, if possible. The 

framework also acknowledges that the roles might need to be changed as each new clinical event 

presents itself. An example of this could be a patient arrives to the trauma room with 

spontaneous respirations and a heartbeat, as care of the patient progresses, they lose their pulse 

and spontaneous respirations stop. This would require at least 2 people to get reassigned to new 

roles as the patient would need an endotracheal tube placed and CPR would need to be initiated. 

Members of the trauma team need to be flexible as these role changes can happen quickly and 

the team must be ready to adapt to these changes to provide optimal care. 

The next addition to the framework is system failures. These failures can be a variety of 

things as explained in both Chapters 4 and 5. As visualized on the Adapted Trauma 

Communication Framework below, these failures can come from multiple areas of the trauma 
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including system and trauma team characteristics. An example of a system failure that would fall 

under system characteristics would be chronic understaffing that leads to trauma team roles not 

being able to be filled. Another example of a trauma team characteristic that could cause a 

system failure would be if the trauma room is not restocked after each trauma, causing a failure if 

a new trauma patient needed something that didn’t get restocked. 

Noise was the last factor that was added to the framework and, as pictured below, can 

influence communication in the trauma room in so many ways. Each member of the trauma team 

can be a source of noise, and it can affect both the transmission and receiving of the message. 

Trauma team characteristics can also be a source of noise that can interfere with the transmission 

of messages to their intended target. Since noise is anything that stops or interferes with the 

transmission or receiving of a message, it isn’t just verbal communication that can be affected by 

noise. Electronic communication can also be influenced by noise, and sources of noise for both 

types of communication should be identified and limited to increase effective communication in 

the trauma room.  
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FIGURE 4. Revised Rasmussen trauma communication framework. (Adapted from Carrington, J. M. 

(2012). Development of a conceptual framework to guide a program of research exploring nurse-to-nurse 

communication. CIN: Computers Informatics Nursing.) 

Limitations of the Study 

Even with careful planning and implementation of this study, limitations did develop. 

The limitations of this study were 1) lack of direct observation, 2) inability to ask follow-up 

questions to participants due to being limited to mail survey and, 3) lower than expected 

response rate. The initially proposed research was to have direct observation of trauma teams 

with a video recording to verify findings. Despite multiple measures to ensure all patients and 

trauma team members would be deidentified and protected, the original proposal was unable to 

clear hospital IRB approval. By deidentifying all surveys and it being a mail response only study, 

there was no ability to ask follow-up or clarifying questions to participants. This is a fair tradeoff 

to ensure the anonymity of all nurses that participated in the study. While we did receive over 

300 questionnaires back, the limitation of physical mailing addresses only that the ENA places 

Roles  

System Failure 

Noise  
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on research using their member lists create a physical and monetary restricting on conducting 

research in this population.  

Strengths of the Study 

Limitations, notwithstanding this study, had multiple strengths. First, the descriptive 

mixed methods design allowed for both qualitative and quantitative data to be collected on the 

nurses’ perception of communication in the trauma room. The qualitative data added a richness 

to the data that cannot be replicated in quantitative data alone. Second, the use of a 

geographically dispersed, randomly selected sample gives a high level of generalizability to the 

results of this study. Third, this is the first study to examine nurses’ perceptions of 

communication inside the trauma room and resulted in a framework that can be used to guide 

future research on communication in the trauma room.  

Future Research 

This research has provided new findings into the nurses’ perception of both effective and 

ineffective communication in the trauma room. Future research should include further 

investigation into each area that was identified as a significant theme in both good and poor 

communication. This will provide a better understanding of what is the root of ineffective 

communication and allow for changes to occur within the trauma room to increase the effective 

communication amongst the trauma team. Areas identified by the nurses that contribute to 

effective communication should also be examined further to see if these factors can be replicated 

in all trauma rooms and instituted into training programs for trauma teams in the future. As noise 

was an identified factor in both ineffective and effective communication further research should 

be done to better identify how to limit noise and why some noise is more disruptive to 
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communication that others. The revised trauma communication framework should be used to 

guide future researchers as they continue to study the complex communication environment of 

the trauma room. 

Research should be continued into the trauma teams use of the EHR. A specific question 

that emerged from this research is, how are the trauma teams that are charting real-time in the 

EHR able to accomplish this difficult task? These teams should be evaluated for the human 

factors that are a part of the EHR, trauma room, and the trauma team. This research would allow 

other facilities that have not found ways to utilize the EHR during care of the patient to more 

easily replicate this process and in turn, provide more effective care for their patients.  

Summary 

The purpose of this study was to identify the nurses’ perception of communication in the 

trauma room and identify the utilization of EHR use in the trauma room. A mixed-method 

questionnaire was sent to a geographically dispersed randomly selected sample of trauma nurses 

throughout the United States. The data that the nurses provided was analyzed, and multiple 

themes emerged pertaining to both effective and ineffective communication in the trauma room. 

New data was also generated regarding the use of EHR’s in the trauma room that showed that the 

majority of trauma teams are using the EHR during the care of the patient, but there is still a high 

number that either transfer the data after care or never enter it into the EHR at all. This 

information provided new understanding into the areas and will inform future research of 

communication and EHR use in the trauma room in the future. 



 

 

 

 

104 

APPENDIX A: 
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Tel: (520) 626-6721
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Human Subjects

Protection Program

 

Date: July 24, 2019

Principal Investigator:  Ryan Jay Rasmussen

Protocol Number: 1907805927

Protocol Title:
EXPLORING TRAUMA ROOM COMMUNICATION USING

TEAMSTEPPS TEAMWORK PERCEPTIONS QUESTIONNAIRE

Determination: Approved

Expiration Date: July 23, 2024
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     Data Collection Tools:  rasmussen_questionnaire_teamattitude-1.docx

     HSPP Forms/Correspondence:  Rasmussen_IRB_appendix_waiver_v2019-04-10_editable.pdf

     HSPP Forms/Correspondence:  Rasmussen_IRB_application_v2019-07-09.pdf
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     Informed Consent/PHI Forms:  Disclosure Form.docx07-23-19.docx
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notice will be sent 60 days prior to the expiration noted to submit a 'Project Update' form.

This project has been reviewed and approved by an IRB Chair or designee.

• The University of Arizona maintains a Federalwide Assurance with the Office for Human

Research Protections (FWA #00004218).

• All research procedures should be conducted according to the approved protocol and the

policies and guidance of the IRB.

• The Principal Investigator should notify the IRB immediately of any proposed changes that

affect the protocol and report any unanticipated problems involving risks to participants or

others. Please refer to Guidance Investigators Responsibility after IRB Approval , Reporting
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APPENDIX B: 

TRAUMA COMMUNICATION QUESTIONNAIRE 
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University of Arizona  
Consent to Participate in Research 

v07-23-19 

Trauma Communication Questionnaire 
Dear Participant, 

 I would personally like to thank you for your time and willingness to participate in this research. 

My name is Ryan Rasmussen and I am currently a Nursing PhD student at the University of Arizona. I 

have worked over 12 years in the Emergency Department and during that time I realized the importance 

of communication in all aspects of care. Please accept the $1 bill enclosed as a small token of 

appreciation. A self-addressed stamped envelope has been included to cover return postage.   

If you would prefer to complete the survey online, you can do so by using the link or by scanning 

the QR code below and it will navigate you an electronic version of the questionnaire.  

The purpose of this study is to explore nurses’ perception of communication in the trauma room. 

You are being asked to participate in a research study. Your participation in this research 

study is voluntary and you do not have to participate. This document contains important information 

about this study and what to expect if you decide to participate.  Please consider the information 

carefully. Feel free to ask questions before making your decision whether or not to participate. Your 

name and address was provided as a part of a mailing list purchased from the Emergency Nurses 

Association (ENA). The ENA does not endorse or sponsor this study. 

If you choose to participate, you will be asked to answer questions about communication in the 

trauma room.  It will take approximately 10 minutes to complete this survey. There are no foreseeable 

risks associated with participating in this research and you will receive no immediate benefit from your 

participation.   Communication within the trauma room is an area that has had very little research 

completed. I believe that through research we can continue to improve the high-quality care that we 

provide to our trauma patients.  

Your name will not be used in any report. Identifiable research data will be encrypted and 

password protected. 

Your responses will be assigned a code number.  The list connecting your name to this code will 

be kept in an encrypted and password protected file.  Only the research team will have access to the file.  

When the study is completed and the data have been analyzed, the list will be destroyed. 

If you choose to participate in the study, participation is voluntary, refusal to participate will 

involve no penalty or loss of benefits to which you are otherwise entitled.  You may withdraw at any time 

from the study.  In addition, you may skip any question that you choose not to answer. By participating, 

you do not give up any personal legal rights you may have as a participant in this study. An Institutional 

Review Board responsible for human subjects’ research at The University of Arizona reviewed this 

research project and found it to be acceptable, according to applicable state and federal regulations and 

University policies designed to protect the rights and welfare of participants in research. For questions 

about your rights as a participant in this study or to discuss other study-related concerns or complaints 

with someone who is not part of the research team, you may contact the Human Subjects Protection 

Program at 520-626-6721 or online at http://rgw.arizona.edu/compliance/human-subjects-protection-

program. 

 For questions, concerns, or complaints about the study, you may call or email Ryan Rasmussen 

RN, FNP-C, PhD-c at (801) 422-7422 or ryan-rasmussen@byu.edu. By completing the survey, you are 

consenting to participate in this study, and you agree to have your responses used for research purposes. 

Sincerely, 

Ryan Rasmussen RN, PhD -C, FNP 

Hyperlink:  

https://byu.az1.qualtrics.com/jfe/form/SV_ NTyE Tyl ssl Q_CHL=qr 

QR Code: 

Protocol 1907805927 Approved by Univ. of Arizona IRB (Expires 23-Jul-2024)
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Demographic Questions 

1. Are you a registered Nurse?....................................................................... Yes        No 

2. Age ……………………………………………………………………… 

3. Years as a Registered Nurse……………………………………………… 

4. Years worked in the Emergency Department……………………………. 

5. Do you currently care for trauma patients as a part of your job?................Yes        No 

6. What trauma level is your current facility? …………….. Level 1       Level II        Level III 

  Level IV       Unleveled/Unknown 

7. Average number of trauma patients you care for per month…………….. 

8. Average number of trauma patients cared for at facility per month……... 

9. Have you ever had any Team STEPPS training in the past?......................Yes        No 

10. Is your hospital affiliated with any academic institutions?........................ Yes        No 

11. Is your hospital currently a MAGNET recognized facility?...................... Yes        No 

12. What geographical region of the United States do you work in?.........Northeast     Southeast 

          Midwest     Southwest 

          West 

13. Highest degree obtained………………………………... Diploma      Associate     Bachelor 

   Master           DNP            PhD 

14. Do you currently use an electronic health record (EHR) to

document care of trauma patients? ……………………………     Yes        

Yes, but documentation        

in EHR occurs after care is 

documented on a paper 

trauma sheet. 

No, we do not document 

traumas in the EHR 
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TeamSTEPPS Teamwork Attitudes Questionnaire (T-TAQ) 

Instructions: Please respond to the questions below by placing a check mark (√) in the box that 
corresponds to your level of agreement from Strongly Disagree to Strongly Agree. Please select 

only one response for each question. 

Strongly Agree 

Agree 

Neutral 

Disagree 

Strongly Disagree 

Team Structure 

1.
It is important to ask patients and their families for feedback 
regarding patient care.

 

2. Patients are a critical component of the care team.

3.
This facility's administration influences the success of direc 
care teams.

t 

4.
A team's mission is of greater value than the goals of
individual team members.

5.
Effective team members can anticipate the needs of other
team members.

6. 

High performing teams in health care share common 

characteristics with high performing teams in other 

industries. 

Leadership 

7.
It is important for leaders to share information with team
members.

8.
Leaders should create informal opportunities for team 
members to share information.

9.
Effective leaders view honest mistakes as meaningful
learning opportunities.

10.
It is a leader's responsibility to model appropriate team
behavior.

11.
It is important for leaders to take time to discuss with their
team members plans for each patient.

12.
Team leaders should ensure that team members help each
other out when necessary.

PLEASE CONTINUE TO THE NEXT PAGE 

TeamSTEPPS 2.0 TeamSTEPPS Teamwork Attitudes Questionnaire – F-9 
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Strongly Agree 

Agree 

Neutral 

Disagree 

Strongly Disagree 

Situation Monitoring 

13.
Individuals can be taught how to scan the environment for
important situational cues.

14.
Monitoring patients provides an important contribution to

effective team performance.

15. 
Even individuals who are not part of the direct care team 

should be encouraged to scan for and report changes in 

patient status. 

16.
It is important to monitor the emotional and physical status
of other team members.

17.
It is appropriate for one team member to offer assistance to

another who may be too tired or stressed to perform a task.

18.
Team members who monitor their emotional and physical

status on the job are more effective.

Mutual Support 

19.
To be effective, team members should understand the work
of their fellow team members.

20.
Asking for assistance from a team member is a sign that an
individual does not know how to do his/her job effectively.

21.
Providing assistance to team members is a sign that an

individual does not have enough work to do.

22. 
Offering to help a fellow team member with his/her 
individual work tasks is an effective tool for improving team 

performance. 

23.
It is appropriate to continue to assert a patient safety concern

until you are certain that it has been heard.

24.
Personal conflicts between team members do not affect
patient safety.

Communication 

25.
Teams that do not communicate effectively significantly
increase their risk of committing errors.

26.
Poor communication is the most common cause of reported
errors.

27.
Adverse events may be reduced by maintaining an
information exchange with patients and their families.

28.
I prefer to work with team members who ask questions about
information I provide.

29.
It is important to have a standardized method for sharing
information when handing off patients.

30.
It is nearly impossible to train individuals how to be better
communicators.

PLEASE CONTINUE TO THE NEXT PAGE 

TeamSTEPPS Teamwork Attitudes Questionnaire – F-10 TeamSTEPPS 2.0 
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31. Please tell us about a time that communication in the trauma room DID NOT go well.

(You may continue on the back of paper if needed)

32. Please tell us about a time that communication in the trauma room DID go well.

(You may continue on the back of paper if needed)
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APPENDIX C: 

REMINDER POST CARD 
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