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a b s t r a c t

Introduction: The temporary trauma teams in trauma alerts consist of a diverse group of unique pro-
fessionals requiring interprofessional collaboration and coordination to achieve efficient, high-quality
care. The uncertain situation and complex care environment impose high demands on team dynamics
such as individual attitudes and team behaviours. Within interprofessional teams, interaction and co-
ordination reflect the collective success of collaboration and the achievement of goals. Interactions with
radiographers have increased in trauma teams given computed tomography's prominent role in
providing crucial knowledge for decision-making in trauma care. This study aimed to explore radiog-
raphers' experiences of interprofessional collaboration during trauma alerts.
Method: The study was designed with focus group methodology, including 17 radiographers partici-
pating in five focus groups, analysed with an inductive focus group analysis.
Results: An overarching theme, “On the edge of decision-making”, emerged along with three sub-
themes: “Feeling included requires acknowledgement”, “Exclusion precludes shared knowledge”, and
“Experience and mutual awareness facilitate team interaction”.
Conclusions: Interprofessional collaboration from the radiographer's perspective within trauma teams
requires a sense of inclusion and the ability to interact with the team. Exclusion from vital decision-
making obstructs radiographers' comprehension of situations and thereby the interdependence in
interprofessional collaboration.
Implications for practice: Common platforms are needed for knowledge sharing and team practices,
including radiographers’ areas of responsibility and relational coordination to foster interprofessional
relationships. Through these means interdependence through awareness and shared knowledge can be
facilitated on trauma teams.
© 2023 The Authors. Published by Elsevier Ltd on behalf of The College of Radiographers. This is an open

access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
Introduction

Interprofessional collaborative practice is a recognised approach
that promotes quality of care, where interprofessional collaboration
(IPC) is defined as members of multiple professions working in an
integrated process to achieve a common goal.1 This study focuses
on radiographers' experience of IPC in trauma care, when they
respond in a medical emergency to join professionals from the
emergency, anaesthesia, medical imaging, and surgery de-
partments, to achieve efficient, high-quality care.2 The trauma
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teams usually consist of such professionals as physicians, nurses,
assistant nurses, and radiographers to form a diverse group of
unique professionals requiring IPC and coordination to perform
resuscitation and critical interventions.3 In such ad hoc teams,
radiographers, given their scope of competence, engage in pro-
ducing safe and accurate medical images, are responsible for
measuring justification and optimisation for radiation safety, and
are responsible for ensuring patients’ physical and psychosocial
well-being during care.4,5

In trauma care, team interaction with radiographers has
increased due to technological advances in diagnostic imaging as
well as computed tomography's (CT) prominent role in advanced
trauma life support (ATLS) and provision of extensive information
on injuries that provide crucial knowledge for clinical decision-
making.6e8 Although CT does offer crucial information,
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hemodynamically unstable patients require ongoing resuscitation
and constant physiological support from an interprofessional
team.8,9 Added to that, the uncertain situations and temporary
team compositions result in a complex care environment which
imposes high demands on team dynamics such as individual atti-
tudes and team behaviours.10 Within interprofessional teams,
interaction and coordination reflect the collective success in IPC
and achievement of goals, and, if inadequate, then impaired team
performance can jeopardise patients' safety and increase the risk of
adverse events.10,11

During trauma care, the ability of a designated leader to manage
the IPC contributes to successful team performance, as does each
member's understanding of their own and others' re-
sponsibilities.12 Although information sharing, supportive behav-
iour, and mutual communication are well-known factors of
effective management and successful IPC,13,14 a lack of team iden-
tity and an absence of mutual trust are sometimes sensed in tem-
porary trauma teams.10 Inherent hierarchies and power differences
among team members also inhibit knowledge sharing and team
interaction due to preexisting perceptions of power influence.10

Furthermore, shortages of an understanding of the situation, re-
sponsibilities, and expectations among teammembers (i.e., lack of a
shared mental model), impede team communication and complex
decision-making under time pressure.10,15

Relational coordination (RC) theory postulates the three rela-
tional dimensions of shared knowledge, shared goals, and shared
mutual respect as factors facilitating interprofessional collabora-
tive practice. RC emphasizes coordination and interaction to foster
relationships and mutual trust between professionals among
different organisations which supposes coordination in a timely,
accurate, frequent, and problem-solving-based structure.16,17

Earlier studies2,13,18 of IPC explored facilitators, barriers, and out-
comes from diverse professional and organisational perspectives
with, to the best of our knowledge, few observations from the
radiographers' perspectives of IPC within trauma care. Thus,
considering the emerging requests of radiographers' interactions
in the trauma team and ATLS, we sought to explore radiographers’
experiences of interprofessional collaboration during trauma
alerts.
Method

Design

To explore radiographers’ collective experiences of IPC during
trauma alerts, a qualitative inductive design with a focus group
methodology19,20 was applied. The study follows the consolidated
criteria for reporting qualitative research (COREQ) checklist.21 In
this study, collaboration refers to IPC defined as multiple pro-
fessions working in an integrated process to achieve a common
goal.1
Table 1
Demographic characteristics of participants (n ¼ 17).

Variable FGD 1 (n ¼ 2) FGD 2 (n ¼
Gender, woman n (%) 2 (100%) 3 (75%)
Age, median (range) 40.5 (35e46) 36 (25e54)
Total years of experience in TTA, median (range) 11 (7e15) 5 (0.5e8.5)
Former TTT, n (%) 2 (100%) 3 (75%)
Length of FGD 53 min 69 min

Note. Gender participated: woman or man; FGD ¼ focus group discussion; TTA ¼ traum
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Settings and procedure

The study was conducted from October 2021 to April 2022 in
three hospitals in Sweden, in two trauma centres (TC) and in one
non-trauma centre (NTC), each with different frequencies of
trauma alerts and various trauma care organisations. The hospitals
were selected due to knowledge of available emergency trauma
care and trauma radiology, and the diversity of hospitals was
chosen to obtain a national distribution and include a variation of
organisations. In one of the hospitals, the diagnostic imaging
department was situated next to the emergency department (ED);
in the other two hospitals, the departments were separated some
distance apart.

Purposive samplingwasused to identify registered radiographers
experienced with responding to trauma alerts and participating in
trauma team activation (TTA). No exclusion was made regarding
years of professional experience, regardless of previous workplace
experience or level of trauma education. A letter of invitation with
study information requesting participantswas emailed from thefirst
author and forwarded by the department heads and teammanagers
to radiographers who met the inclusion criteria. Two reminders of
invitationwere sent and interested radiographers replied, including
their signed informed consent. Then, in consultation with the
scheduling coordinator, focus group discussions (FGD) were ar-
ranged. Following Kreuger and Casey,19 the FGDs were designed in
consideration of professional and workplace homogeneity (radiog-
raphers from the same hospital) and heterogeneity based on varia-
tion in years of work experience, gender (in this case, self-reported
gender identity was woman or men) and age to explore different
experiences and enrich the discussions. Ultimately,17 radiographers
participated in the study, with the details of their demographic
characteristics shown in Table 1.
Data collection

Data was collected in five separate focus groups, and each
radiographer participated in one FGD. FGD 1 was moderated by the
last author and co-moderated by the first and second authors. FGDs
2e5 were moderated by the first author and co-moderated by the
second author. Although the FGDs were initially planned to include
four participants each, some prospective participants withdrew
due to the high workload at the clinics. Each FGD was conducted
during a scheduled shift change, in a room outside the department
to cultivate a relaxed environment for the participants. The
moderator initiated the discussions with a general question about
trauma alert situations and steered the discussions through topics
related to IPC following a semi-structured topic guide (Table 2). The
moderator's role included being sensitive to different perceptions
and experiences to empower participants' interaction and
encourage diversity using open-ended follow-up questions. The co-
moderator audio-recorded the FGDswhile observing the discussion
4) FGD 3 (n ¼ 3) FGD 4 (n ¼ 4) FGD 5 (n ¼ 4) Total (n ¼ 17)

2 (66%) 3 (75%) 2 (50%) 12 (70.5%)
42 (38e52) 50 (32e61) 40 (37e57) 40 (25e61)
10.5 (7e14) 23 (5e30) 10.5 (8e17) 13 (0.5e30)
3 (100%) 4 (100%) 3 (75%) 15 (88%)
68 min 104 min 70 min

a team activation; TTT ¼ trauma team training.



Table 2
Semi-structured topic guide.

Opening scenario discussion
Describe a trauma alert situation from a radiographer's perspective.
Is that a typical example of a trauma situation? Have you had similar or different

experiences? What have your experiences been like?
Discussion topics
Describe the collaboration between the radiographer and other professionals on

the trauma team.
Describe the workflow of a trauma team within trauma care.
Describe what's important for successful collaboration in trauma care.
Describe communication on the team.
Does communication impact collaboration? How?
How and when does communication occur between the radiographer and
other professionals on the trauma team?

What information about patients with trauma does the radiographer need to
make important care-related decisions and conduct diagnostic imaging
examinations?

When in that process is it optimal to gather such information and how?
Describe possible improvements for collaboration and trauma care from the

radiographer's perspective.
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and interaction, and posing follow-up questions when necessary.
Field notes documenting interaction during the FGDwere reviewed
after each session. These notes provided valuable insights into the
discussions and formulation of follow-up questions. Thematic and
meaning saturationwas reached after FGD 5when nomore insights
into the collective understanding and no new data emerged
through data analysis,22 and as a result, no additional FGDs were
thereafter conducted.

Data analysis

A focus group analysis, as described by Kreuger and Casey19

and Dahlin-Ivanoff and Holmgren,20 was conducted initiating as
a first step of the analysis during the FGDs searching for an overall
understanding of the context. The first author transcribed the
audio recordings verbatim, and the recordings were repeatedly
listened to, and transcripts were read thoroughly by all authors
and then discussed and reflected on to achieve a sense of
comprehension of the whole. The second step of analysis included
having the first author systematise the data by sorting intact
sentences and paragraphs of discussions that corresponded to the
purpose, by categorising colour-coded similarities and differences.
Throughout the analysis, each step was discussed and reflected on
among all the authors to reach a consensus. Preliminary in-
terpretations of themes emerged through discussions and data
were rearranged according to their essence. The sorting of the
data resulted in three sub-themes (Table 3) with content from all
FGDs. In the third step, the data were translated from the native
language (Swedish) into English and subsequently condensed into
summaries by abstracting and interpreting the meaning. The
abstraction of the data resulted from the back-and-forth consul-
tation of the raw data and the interpretation, with the aim being
to retain the substance and meaning based on what was dis-
cussed. The interpretation was supported throughout by group
quotations from the discussions highlighting the interaction and
the collective view in the FGDs (illustrated as a group citation in
Table 3
The overarching theme and sub-themes of our study.

Overarching
theme

On the edge of decision-making

Sub-themes Feeling included
requires
acknowledgement

Exclusion
precludes
shared knowledge

Experience and mutual
awareness facilitate team
interaction
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the result). The last step included comprehension of the abstrac-
tion, and the meaning of each sub-theme was further abstracted
to reach an in-depth understanding of the sub-theme with an
overarching theme.

Ethical considerations

Ethics of confidentiality, accessibility, and utility were observed
according to the Declaration of Helsinki23 and the General Data
Protection Regulation.24 Before the FGD, participants were
informed about the study and that their participation was volun-
tary and could be withdrawn at any time. All participants signed
their informed consent. One of the authors was a colleague of the
participants in two focus groups but did not participate in the data
collection. Ethics approval of the study was provided by the
Swedish Ethical Review Authority [2021e03544].

Results

One overarching theme and three sub-themes associated with
IPC and team interaction were identified (Table 3) and presented in
the result. Theme and sub-themes were exemplified by an extract
of group quotations highlighting the interaction and collective view
in the FGDs.

The overarching theme, On the edge of decision-making, stems
from the radiographers’ descriptions of occasionally being sepa-
rated from the core trauma team and the decision-making process.
Although IPC, inclusion, and, in turn, team cohesiveness were
characterised as depending on experience andmutual awareness of
each other, the radiographers did not always feel acknowledged or
included in the shared knowledge about patients. Consequently, a
feeling of exclusion emerged, along with the loss of shared un-
derstanding. The site of knowledge sharing appeared to be an inner
circle of decision-making with some permeability for radiogra-
phers depending on the situation, which induced a sense of being
on the edge, occasionally excluded or included in the decision-
making process.

Feeling included requires acknowledgement

The participants revealed a need to feel acknowledged within
the trauma team, on which radiographers described themselves as
playing an important but peripheral role in the IPC. The discussions
revealed radiographers' perceived levels of inclusion, in which
inclusiveness depended on the trauma team leader's ability to
acknowledge the radiographer throughout trauma care. Although
the team leader's acknowledgement of team members was high-
lighted as a prerequisite for IPC, the radiographers repeatedly
described how they felt disregarded instead during the course of
trauma care. The experience of not feeling recognised prompted a
sense of exclusion and of not being appreciated or respected for
one's knowledge and responsibility in trauma care. To be alter-
nately disregarded and acknowledged was demonstrated in the
discussions:

P2: I think we're just expected to be there, but we don't get the
… respect is maybe not the right word, but attention,
acknowledgement.
P3: We're just supposed to be there.
P1: But we're not really on the team.
P3: No.
P1: But we are necessary.
P2: As mentioned, it also depends onwho, how experienced the
person is, and which trauma team leader it is.
P3: That's a big difference.



M. B€ackstr€om, K. Leijon-Sundqvist, L.-L. Lundvall et al. Radiography 29 (2023) 1123e1129
P2: I've been in situations when I was requested and informed to
prepare for the radiologic image. It's great when you get a
confirmation that you're there for a reason and can contribute
and your skills are used, but that rarely happens.
P2: We're usually on the periphery. (FGD 4)
Another common experience discussed in the FGD was not be-
ing requested in the initial pre-arrival team briefing. By not
having a defined task or positionwithin the team's composition,
the radiographers felt that their competence was going unused.
To increase acknowledgement on the team, some participants
proposed simply introducing themselves to clarify their
responsibilities:
P3: I'm trying to avoid the discussions by stepping forward
during pre-presentation by introducing myself. And when it's a
new doctor, I inform them that these [e.g. metals] have to be
removed, and I remain available for questions. I try to avoid it
[being disregarded] by planning and clarifying that I'm on the
team, or else I'll be forgotten. And it's like all of you said: There
will be losses, things are not removed, and preparation doesn't
happen. We need to save time and prepare as much as possible.
P1: That would do a lot, especially when you're new in the
profession or the department. When the team has the pre-
arrival briefing and introduces each team member we're usu-
ally on the sidelines, to be invited into the circle and then to have
the courage to speak up. (FGD 2)
By contrast, increased respect and consideration was perceived

when the team realised the knowledge and expertise of the radi-
ographer. Recognition from the team leader creates a sense of
having a pivotal position, especially in being exclusively authorised
to lead the team through the imaging examination and being
included in the decision-making process. Inexperienced team
members were described as needing support from radiographers in
imaging procedures and, in that situation, as trusting them tomake
decisions about how to perform customised CTexaminations.
Nevertheless, feelings of being neither respected nor trusted arose
during disputes over the radiographer's knowledge and re-
sponsibility for the medical condition, for instance, positioning
patients to reduce the dose of radiation and ensure image quality.

Exclusion precludes shared knowledge

The theme of lacking shared knowledge about patients also
emerged from the discussions, where exclusion from communica-
tion within the inner core team obstructed the radiographers'
comprehension of patients' situations and planned measures. The
FGDs revealed the radiographers’ desire to performwell in the team
and their responsibilities, which became less feasible when they
lacked shared knowledge about the patient and the situation. The
fact that each teammember possessed the same information about
patients was pinpointed as being essential for IPC. The mutual ex-
change of relevant information was also described as fostering a
sense of interdependence.

In the FGDs, imaging referrals were characterised as lacking
sufficient information about patients, the mechanism of their in-
juries, and the situation, all of which were perceived as being vital
for care, patient positioning, and planning the CT protocol. When
information was not shared through direct communication, the
radiographers needed to listen to discussions between other team
members to understand the situation, what caused the injury and
discover any signs of major vascular damage. The radiographers
expressed concerns that other team members did not voluntarily
provide them with crucial information, which led to their sense of
being a step behind the rest of the team. In those situations,
insufficient information and inadequate imaging referrals required
the radiographers to call for vital information. However, when the
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radiographers made inquiries and perceived that they were dis-
turbing a process, another perspective on not receiving crucial in-
formation due to organisational distance emerged:

P1: Earlier, we didn't have a check-in route, so suddenly they
[trauma team] would be standing outside the door, and though
you had prepared for an adult, it would be a child. You urgently
need to form a new plan, a plan for different contrast media, and
what kind of protocol you should run. Why didn't I know that? I
wish they [ED] had called to tell us so that we would've been
slightly more mentally prepared.
P2: No, if we don't make a phone call, we don't get as much
information.
P1: Sometimes we're scolded by the doctors in the trauma room.
They don't understand the importance of our needing to know;
they just think we're nagging. Saying, “You just called and
asked; we still don't know” and then they hang up on you. You
understand that they're stressed too, but we need to prepare as
well. (FGD 1)
The FGDs additionally showed a sense of deficient mutual

knowledge due to missing exchanges in pre-arrival team briefings.
Not being present in the ED but instead standing aroundwaiting for
the trauma team and the patient for more information was
described as producing a lack of crucial knowledge about patients.
When the team and the patient arrived for a CT, the radiographers
felt that they lacked time to prepare due to insufficient information.
On the contrary, when the radiographers had received initial in-
formation from a coordinator and participated in the initial care in
the ED, a prerequisite to being mentally prepared for what was
going to happen and a better structure in the communication was
experienced. When the trauma team leader shared vital informa-
tion early on about suspected damage, the radiographers felt more
prepared. However, in all FGDs, the radiographers also described
lacking complete information and receiving crucial information
with a delay, mostly as a result of overhearing discussions, some-
times during or even after the examinations in question. Delayed
information that altered the CT trauma protocol selected due to the
patient's situation was described as frustrating, leading to insuffi-
cient and/or extended examinations.
Experience and mutual awareness facilitate team interaction

Awareness and mutual understanding of each member's area of
knowledge and responsibility were described as essential to
achieving team interaction and effective team dynamics. Awareness
through the experience of practising together and collaborating
during team training was characterised as facilitating the commu-
nication and acknowledgement of all team members. Such mutual
knowledge and understanding developed by the team members
forged an increased sense of interdependency, which supported
mutual dependencewithin IPCthrough interprofessional interaction.

The FGDs also revealed an absence of awareness of radiogra-
phers' prerequisites in the decision-making due to the lack of
shared understanding of radiographers' tasks. In such critical,
stressful situations, the sense of urgency was described as per-
plexing inexperienced team members, which impaired communi-
cation and the ability to acknowledge and understand others' areas
of responsibility. A sense of frustration thus emerged when the
team did not understand the radiographer's responsibilities and
tasks, which were discussed as being neglected, and placing the
patient in an unnecessary and risky situation:

P2: There's frustration, and you feel pushed away and not
allowed to speak because your area isn't important; theirs is
much more important. It's sad when those frustrations come
between us … when you don't understand each other.
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P1: There can also be irritation and frustrationwhen the patient
is transported to us and placed on the table. Then it's my re-
sponsibility, together with the anaesthesia staff, to ensure that
all tubes are long enough for the transport area in the CT. We
also don't want monitors in the middle of the chest that produce
artefacts and damage the image. In treating critically ill patients,
that concern disappears for some inexperienced staff who
instead need to focus on lifesaving measures. We're also con-
cerned about getting the best possible images to know what to
do with the patient.
P2: Exactly.
P1: I've been in a situation where a patient was accidently
extubated because we didn't have enough time. We test-drove
the table, and they [other team members] said, “That's
enough!We need to finish!” But we felt that we needed to check
it, and if we had only 30 s more to get it right, but instead the
patient was unintentionally extubated. (FGD 2)
A clear sense of the division of responsibility appeared at a higher

level of TTA characterised as depending on the team leader's com-
petencies. Extensive TTA appeared to be coordinated and often
managed by an experienced leader with a directive approach,
including the teammembers and the radiographer, through insight
into each member's area of responsibility. Furthermore, when the
leader was perceived to be inexperienced, and positioned in the
background, a sense of role ambiguity emerged where informal
leaders stepped forward resulting in time-consuming internal dis-
cussions, as well as resulting in inexperienced teammembers being
perceived as out-waiting each other. Difficulty with gaining insight
and knowledge about other team members and a sense of not
having a sharedgoalwas discussed as associatedwith the absence of
shared physical space, due to certain organisational factors:

P4: Now it's almost like a war.
P3: It would probably be a fantastic solution if wewere all in the
same area, door to door. P3: It would be brilliant. It would be
best if we were in one big department, [comprising] emergency
together with radiology.
P1: Emergency together with radiology, intensive care, and
surgery. It would be like a … P4: Like a chain.
P3: One big family. Maybe it would be different then, with more
insight into each other's work, because I think they do a lot that
we don't know about, just like we do a lot that they don't know
about. (FGD 5)
Trauma care was described as especially challenging for novice

radiographers. Experienced radiographers seemed to have greater
confidence in interprofessional interaction through increased
knowledge and respect. Improved knowledge about the team
structure, awareness of pre-set positioning, and understanding of
each other's responsibilities were all described as products of
interprofessional team exercises. Such exercises were also
described as enhancing mutual recognition, which meant
improving communication, mutual insight, and mutual trust.
Awareness of radiographers' need for a calm environment during
preparation and decision-making was additionally perceived to
increase when highlighted during team reflections. Despite im-
provements in team-based communication and insights in close
connection to team exercises, the effects appeared to be limited to
the specific team and time, described as not being a regular op-
portunity for all the radiographers participating in trauma care.
Although variation in the team training implemented was
mentioned in the FGDs, a common perspective showed a lack of
joint time for reflection with the trauma team members:

P1: Radiographers are a forgotten part [afterwards] when the
patient stays in the ER or dies. The other teammembers debrief,
sometimes even if the patient moves on elsewhere, but the
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radiographer is forgotten and that's because the patient hasn't
been to the radiology department, even though we've attended.
P4: The door is open, you are there, and you observe that they
are trying to save lives. You understand that you won't be able to
do anything, the patient dies and the door closes, and you must
continue your work as usual.
P1: Reflection time is needed in everyday work; it would in-
crease collaboration among all team members. Radiographers
are a forgotten group when it comes to feedback and debriefing.
We have had several major accidents with unfortunate out-
comes with young people involved. Very tough for everyone
involved, but once again the radiographers were overlooked.We
have pointed out to the emergency department, among others,
that it would have been a benefit to be there [at the debriefing].
We don't belong to the emergency department, and not to the
medical ward, surgery, or anaesthesia. We are sort of in the
middle of everyone; we become a by-passed area. (FGD 2)

Discussion

This study was conducted to explore radiographers' experiences
of IPC in response to trauma alerts. The results offer a new
perspective on IPC and team interaction from the radiographers'
perspective in relation to the composition of trauma teams. In
particular, the results highlight radiographers' interactions on
trauma teams and the conditions and requisites for IPC and effec-
tive team dynamics. The main finding in the study showed that IPC
depends on a perception of inclusion and the ability to interact with
the team. Radiographers were interpreted as being positioned on
the edge of the decision-making process, depending on the course
of care, the trauma team's organisation, the team leader's
acknowledgement of the radiographer, and the radiographer's own
initiative to interact within the team. The perspective showed a
deficiency of mutual experience that impacted the understanding
of each team member's area of knowledge and responsibility and
affected the radiographer's team interaction. Exclusion from vital
decision-making resulted in being disregarded from knowledge
sharing, which obstructed the radiographers' comprehension and
thereby impaired their interdependence in the IPC. By contrast,
receiving vital information about the patient cultivated a sense of
preparedness and inclusion. Along those lines, a previous study
showed that pre-arrival team briefings promoted a shared mental
model, team orientation, and self-perception of IPC.25 Our study
revealed that experienced, superior team leaders facilitated effec-
tive team dynamics, including radiographers in the IPC by inviting
and informing the team about radiographers' tasks and re-
sponsibilities. This aligns with earlier studies13,14 that also
addressed how the leadership approach affects team-based IPC. In
that work, during critical situations requiring rapid parallel
assessment, interruptions were seen to undermine communication
and the overall comprehension of situations, especially when the
leadership remained uncertain14. Moreover, team leaders who
communicated their awareness of the situation by following a
directive approachdfor example, requesting information from
team members and summarising crucial decisions in stressful sit-
uationsdshowed more supportive behaviour, fostered a shared
mental model, and ultimately improved team performance.13

In our study, the radiographers' perceived level of interaction
with the trauma team oscillated during care, possibly in relation to
team-based communication and the trauma leader's ability to
involve each team member in complex situations.26 Our study
showed difficulties in communication and deficiency in knowledge
sharing within the team that could result in extended and subop-
timal diagnostics. Accordingly, further studies27,28 highlight the
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need for internal and external communication along with the
ensuing standards from radiographers' perspectives to avoid
adverse events and achieve a high standard for patient safety
within radiological examination.27,28

Deficient communication and interaction in trauma teams can be
viewed in light of relational coordination (RC) theory,16 which holds
that coordination involving shared goals, shared knowledge, and
mutual respect facilitates adequate communication and IPC. Our
participants also described how interaction on the team improved
with the increased experience and awareness of each team mem-
ber's area of knowledge and responsibility. In turn, shared knowl-
edge and mutual awareness promoted interaction and
interdependency on the team. According to the theory of RC,16

knowledge of other members' contributions to a team supports
frequent, timely, and accurate communication. Shared knowledge
within RC increases mutual respect as well as sensitivity to the
functions of other teammembers and their contributions, regardless
of hierarchical status. Shared knowledge is also likely to increase the
outcomes of care by both fostering awareness of individuals' tasks
and goals and establishing shared goals.16 From another angle, the
shared mental model theory describes the performance of teams in
terms of shared cognitive awareness, including both task- and team-
related knowledge developed through shared experiences.29,30 In
relation to RC theory, our results may indicate some shortcomings in
the IPC that can be improved by practising RC. On temporary teams
with highly heterogeneous composition, shared experience can be
promoted via collaborative team training. For the same purpose, an
earlier study2 also emphasised RC enabling interprofessional
learning about, with, and from each other, which can make IPC and
team performance effective. An introduction of shared physical
surfaces and common platforms that builds relationships could in-
crease understanding of each other and their professional knowl-
edge.2,31 Our study showed that awareness and mutual
understanding of each member's area of knowledge and re-
sponsibility was essential for achieving team interaction and effec-
tive team dynamics. Further, our participants described that the
experience of practising together and collaborating during team
training was characterised as facilitating communication and
fostering interdependency between the radiographer and the other
team members. Nevertheless, our study depicted the lack of
frequent opportunities for team training and mutual reflection as a
recurring desire to foster IPC. To cultivate the relationship between
radiographers and other professionals within the trauma team-
sdand possibly even in other instances of IPCdcommon platforms
and physical interprofessional collaborative spaces are needed to
support a collaborative culture and RC to enhance opportunities for
coordination and knowledge sharing. Additionally, recurring op-
portunities for RC and IPC with the interaction between team
members are advocated by Gittell et al.17 contributing to higher job
satisfaction, increasing engagement and team-belonging, resulting
in improved team performance.

Strengths and limitations

We considered FGDs to be an appropriate method of gaining
insights into the collective understanding of radiographers' expe-
riences of IPC within trauma teams. Despite plans for each FGD to
include at least four participants, mini-focus groups were seen as
appropriate given the collective experience of our participants’
high level of expertise in the topic being studied.32 Although the
FGDs were designed to reflect heterogeneous group composition,33

the groups showed some weaknesses in the spread of age, gender,
and work experience. Even so, the FGDs constructed rich discus-
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sions with a high level of interaction among participants, as
captured by the group citations used as part of the focus group
methodology.19,33 The study included focus groups from different
trauma organisations which may increase the dependability of the
result to be related in various trauma teams. The team of re-
searchers with scientific experience and a range of specialisations
within radiography, nursing, and intensive care, provided insight
into the topic explored from different perspectives.

Conclusion

Interprofessional collaboration within trauma teams from a
radiographer's perspective requires a sense of inclusion and the
ability to interact within the team. By contrast, exclusion from vital
decision-making obstructs radiographers' comprehension of situ-
ations and interdependence in IPC. Team cohesiveness is charac-
terised as depending on experience and mutual awareness of each
other, where team performance is achieved through improved
interprofessional knowledge. In response, common platforms are
needed for knowledge sharing and team practices that include
radiographers' areas of responsibility, as are studies that propose
designs for trauma team exercises and RC to foster interprofes-
sional relationships. Through these means interdependence
through awareness and shared knowledge can be facilitated on
trauma teams.
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