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Objectives: In an effort to strengthen health care professionals’ ability to anticipate and address multiple
trauma patients’ needs, this study aims to explore the experience of suffering from multiple trauma.
Design: This is a qualitative descriptive study. Nine interviews were analysed using content analysis.
Setting: The study included patients who had been registered in the Swedish Intensive Care registry [SIR]
due to suffering multiple trauma.

Findings: The analysis revealed one theme, A detour in life, based on three sub-themes: (a) Feeling lost
and not knowing what to expect, (b) Striving to get life back on track and (c) Dealing with ‘dead ends’
during rehabilitation. The theme showed that those who suffered multiple trauma did not know what
to expect of their recovery and they expressed experiencing a lack of understanding and guidance from
healthcare professionals. As it was important to focus on the present and find ways to move on in life,
they sought for other ways to find direction in matters of rehabilitation and care.

Conclusions: A shared understanding is essential in order to define a person’s needs. By setting short-term
goals and improving documentation, healthcare professionals across the trauma recovery continuum
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could more easily gain insight of their patients’ needs and address them with supportive guidance.

© 2019 Elsevier Ltd. All rights reserved.

Implications for Clinical Practice

e A shared understanding between the injured person and healthcare professionals is essential in identifying and addressing the

patient’s needs/problems.

e By setting short-term goals and improving documentation, healthcare professionals across the trauma continuum could more easily
gain a shared understanding and be able to reassure and give guidance to patients through their recovery.
o Relatives can be a resource for the patient, and it is important to find ways to incorporate them.

Introduction

When one’s life circumstances change rapidly, as due to physi-
cal trauma, it can have a drastic effect on everyday life. In addition
to the potential physical limitations following a traumatic injury,
studies show that the injured may also suffer from mental health
problems, such as psychological distress (Aitken et al., 2014;
Skogstad et al., 2014), anxiety, depression and post-traumatic
stress disorder (Wiseman et al., 2013, 2015). Therefore, the focus
during recovery from a physically traumatic injury needs to be
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on more than simply regaining one’s physical abilities. Griffiths
and Jordan (1998) suggest that a prerequisite for a successful
recovery are feelings of being in control and content with one’s life,
regardless of potential physical impairments. Becoming injured
has been described as the beginning of a clinical care continuum
(Richmond and Aitken, 2011) and the start of a journey toward
recovery for the survivor (Richmond et al., 2000). The starting
phase of the journey, when the accident takes place, has been
described as a time of chaos, where the injured is overwhelmed
both physically and cognitively (Ogilvie et al., 2012) and struggles
to make sense of the event (Gustafsson et al., 2001). This initial
phase is followed by a phase where one gains awareness of the
injuries and the effect they will have on one’s life. They grieve
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the loss of their physical well-being and struggle with making
comparisons to their former functioning (Ogilvie et al., 2012). At
the same time they strive to overcome inactivity and feelings of
being inferior due to disability (Gustafsson et al., 2001) as they
try to create new daily routines (Franzén et al., 2006). The final
phase of the journey toward recovery after becoming injured
entails reconciling themselves with the injuries (Ogilvie et al.,
2012). It starts when the physical injuries have evolved to a stage
of stability and where the outcome of the injuries is relatively
known. In this phase, the injured can find a way of living, a future,
and ways to adapt to new conditions caused by the physical
trauma (Tutton et al., 2012).

Previous research shows that people who become injured and
are in need of care will encounter a variety of healthcare profes-
sionals, who, with their presence and actions, can support feelings
of hope, thus facilitating an emotional and physical progression
through recovery (Tutton et al, 2012; Warwick, 2012).
Sandstrom et al. (2016) explored nurses’ experiences of caring for
trauma patients in an in-hospital setting. They found that trauma
patients need time invested in them by healthcare professionals,
as both they and their relatives initially are in a state of shock. Fur-
thermore, Ringdal et al., 2008 hypothesise that healthcare profes-
sionals can influence the patients’ memories of suffering a
trauma as being either good or bad, which affects the patients’
overall experience. According to Tutton et al. (2012) healthcare
professionals’ skills must encompass a holistic practice, which
includes knowing the patient, their families, the nature of the
injury and the process of recovery. Only then can they imbue the
injured with realistic hopefulness that will enable them to manage
their oscillation between feelings of hope and despair during the
time that they are unsure of what the future holds for them. In
addition, Richmond and Aitken (2011) stress the importance of
integrated care across the whole of the trauma continuum, from
the start of the care continuum to the post-discharge care, in order
to enhance optimal long-term outcomes. Based on these insights,
we understand that the encounter between trauma patients and
healthcare professionals is of great importance for their recovery.
Despite knowing this, research shows that there are patients who
consider hospital care to be depersonalising and have an unfulfilled
need for information regarding treatment and aftercare following
injury (Sleney et al., 2014). Other studies show similar findings,
that people injured in accidents feels abandoned by their care-
givers when they return home (Ringdal et al., 2008) and that up
to 42% of trauma patients do not know how or where to seek help
to cope with negative emotions after their injury (Fakhry et al.,
2017).

In summary, research demonstrates that recovery after trauma
is complex and that it is important to minimise the risk for psycho-
logical and emotional distress and to ensure an optimal trauma
care continuum for those who have suffered an accident. Several
previous studies focus on the initial trauma treatment and nursing
care (Granstrom et al., 2018; Morse and Proctor, 1998; Sandstrém
et al,, 2017). Increased knowledge of the way patients handle their
recovery process is important in order to strengthen nurses’ and
other healthcare professional’s ability to anticipate and address
patients’ needs and resources.

Methods
Objectives

The aim of this study was to explore experiences of suffering
multiple trauma. With a qualitative approach, data were gathered

by individual interviews and analysed using qualitative content
analysis. The implementation of the study complied with the

Standards for Reporting Qualitative Research: A Synthesis for Rec-
ommendations (O’'Brien et al., 2014).

Settings

Participants were gathered by searching among patients
registered in the Swedish intensive care registry [SIR] between
November 2013 and February 2016 at a midsize hospital in
northern Sweden.

Ethical approval

Before conducting the study, approval was obtained from the
Ethical Review Board in Umed, Sweden [Dnr 1828-13]. All partici-
pants gave their written consent, the majority by signing and
returning an attached consent form and the rest by signing their
consent in conjunction with the data collection (e.g., some wanted
to be phoned and given further information before signing). At
time of the data collection they were reminded of the voluntary
nature of their participation and their right to withdraw at any
time without further explanation, and that data were to be treated
confidentially, meaning that no one other than the researchers
would have knowledge of their identity.

Data collection

Inclusion criteria were: patients over the age of 18 and diag-
nosed with multiple trauma, which is, with two or more lesions
in at least two different parts of the body caused by accidents
where the injuries may affect one or more body systems and pose
a risk individually or together constitute a life-threatening condi-
tion. All injuries were included, e.g. neurological, skeletal etc. A
request letter was sent out to those who matched the criteria
(n=40). Nine agreed to participate in the study (three women
and six men, aged 21-81) and were contacted by the first author
(LS) in order to agree upon a time and place for an individual inter-
view. The time from the accident in which the participants suffered
multiple trauma and their interview ranged between 4 months and
2 years 11 months (see Table 1).

The first author (LS) gathered data by doing individual, semi-
structured interviews in order to obtain rich interviews (Polit
and Beck, 2008). An interview guide was used to ensure coverage
of different aspects (see Table 2). During the interviews, partici-
pants were encouraged to reflect on their experiences of suffering
a trauma. Probing questions were used to clarify experiences,
thoughts and feelings concerning the accident, changes in daily
life, perception of the care they received when hospitalised/care
after discharge and views of their own needs and support in
relation to the multiple trauma. The interviews lasted between
30-105 minutes.

Data analysis

Qualitative content analysis according to Graneheim and
Lundman (2004) was used to analyse the transcribed interviews.
Meaning units consisting of sentences or paragraphs that
responded to the aim were extracted and then condensed, while
preserving the core meaning. The condensed meaning units were
sorted into sub-themes depending on their similarities or differ-
ences. A theme was then subsumed that represented the underly-
ing meaning of the sub-themes. During the gathering of data and
the analysis process, the first author (LS) had ongoing dialogues
with the other authors to ensure focus on the aim of the study
and a consistent judgment of data (cf. dependability). The findings
are presented below with quotes that contextualise and illustrate
the experiences of suffering multiple trauma.
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Table 1
Participant demographics.

Length of hospital stay in
conjunction with the
multiple trauma

Type of injury Surgery

Number of hospitals
enrolled at

in connection with
trauma

Living situation at
time of the interview

Occupation at time
of the interview

vehicle accidents
(4) initial care
falls (2)

17 days to 5.5 months

work-related (2)
horse-riding
accident (1)

44% (4) received surgery
following discharge

67% (5) received surgery during

Retired before the
accident (2)
100% sick leave (2)

One hospital (3) Living alone (4)

Two hospitals (3) Living with partner/
children (4)
Three hospitals (3) <50% sick leave (3)

Living with parents (1) ~ Working full time (2)

(The number of participants is stated in parentheses.)

Table 2
Interview guide.

Opening question

Can you please tell me about the accident?

Questions

How has it affected you?

What were your thoughts about the care you received?
(Pre-hospital, in-hospital, post-discharge)

What does participation mean to you? How was your participation made
possible?

Probing questions

Can you tell me more?

What happened then?

How did it make you feel?

Findings

The theme, “A detour in life”, describes experiences of suffering
multiple trauma. After the injury, participants felt lost as they did
not know what to expect of their recovery process. They expressed
a lack of understanding and guidance from healthcare profession-
als. When becoming injured they were worried about the potential
outcomes related to their accident and injury. At the same time,
they felt they needed to put these worries aside and focus on living
in the present and to move on in life. Suffering multiple trauma
could entail a long period of recovery; a period that could be chal-
lenging, especially as they felt that their expectations of healthcare
services were not being met. When this occurred, they sought
other ways to find advice regarding rehabilitation and how to han-
dle everyday life with their injuries.

The following three sub-themes constructed the overall theme
(see Table 3):

Feeling lost and not knowing what to expect

After their accidents, the participants felt gratitude for the sup-
port of the healthcare system and the emergency care they
received, as it was a matter of survival. They described meeting
devoted practitioners. However, they also experienced flaws in
the system. For example, sometimes they were placed in a ward
‘because they had room’. This resulted in feelings of unfairness
and distress, because, although the staff they met did their best,
some experienced the care as insufficient and failing to meet their

Table 3
Sub-themes and theme.

Sub-themes Theme

Feeling lost and not knowing what to expect A detour in life
Striving to get life back on track

Dealing with dead ends during rehabilitation

needs. Some expressed how their needs were not taken under
proper consideration or addressed with actions, and they ques-
tioned the lack of shared understanding between themselves and
the healthcare professionals who cared for them.

“They [healthcare professionals] weren’t unpleasant or anything,
perhaps they did the best they could, but. .. //... they sat down with
me when I cried of pain and said “I'm sorry I can’t help you”, but of
course they can. . .//... I had to demand an assessment from a spe-
cialist - should it be up to me?” (9).

“They [healthcare professionals] said it would take time for me to
come back to my previous state and that I needed a long hospital
stay. Then suddenly without any dialogue whatsoever, they had
planned [to send] me home. To a home undergoing renovations. I
told them it wouldn’t be possible to manage there, without toilet
or anything” (2).

The long-term outcome after suffering multiple trauma was
unclear for most of them and they could merely hope for the best.
Regarding conversations with caregivers about potential outcomes,
the participants stressed the importance of achieving a shared
understanding as they had experienced misinformation that had
led them to have unrealistic expectations regarding their recovery.
When they realised later that an outcome they were waiting for
was never achievable, they felt foolish and naive, and believed that
if they had a better understanding they would also have been bet-
ter prepared to cope with the consequences.

“I went around telling my friends that I would probably gain my
sight back, as they [healthcare professionals] had told me that,
but then I talked to a specialist a year later, who said; “Yeah, we
knew this would happen”... It was pretty hard ‘cause I had my
hopes up” (1).

Striving to get life back on track

After suffering multiple trauma, the participants recurrently
had thoughts of ‘what if scenarios: “What if I had died? What if
I had done something different? This might not have happened”.
Recognising that these agonising thoughts only consumed energy
was a way to set them aside. At the same time, it could be hard
not to think about the future and feel concerned or fretful over
yet-unknown consequences of their injuries: whether they would
regain their abilities to be able to continue working or engage in
family and social activities as before the accident. Suffering multi-
ple trauma made them more aware of their physical abilities,
which post-injury often were more limited and weak. One person
described how she felt like a ‘porcelain doll’, afraid of breaking
even when doing ordinary things like walking outdoors as there
was always a chance she might trip and fall. The participants
acknowledged that their fear of suffering another accident or
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having injuries that deteriorated over time had to be overcome in
order for them to resume a normal life.

“You still have to function normally. .. that’s the most important
for me... they don’t count on that in the hospital. They just say,
“Take it easy”. But when you’ve been through an accident you need
to do things that make you feel alive, not just live like “I barely
survived”...” (1).

The participants expressed how different setbacks (e.g., pain
relapse, failing to reach rehabilitation goals) caused feelings of
helplessness and resignation, which made them question if life
would forever be limited due to factors such as pain, physical
impairment or brain fatigue.

Despite these uncertainties of not knowing what the future
would hold and having the path to recovery being full of setbacks,
they still found the capacity to “go on”. Bullheadedness was a trait
they leaned on. It was indispensable to them when striving to
reach rehabilitation goals and resuming their everyday life as these
were time-consuming and long-term processes.

“I have to continue rehabilitation for another six months. .. before |
can [know the outcome] — I'm not a person who wants to be home
and I've been home for so damn long. .. so, I just hope I can be -
train myself well enough so I can start working again, eventually. ..
But everything is affected you know, even my sex life, you know,
due to nerve problems in my legs...” (8)

Dealing with ‘dead ends’ during rehabilitation

When returning home after suffering a multiple trauma some
required home-care services, which for some was satisfying, while
others felt it was insufficient. After hospital discharge, they could
feel both confused and distressed, as they did not know whom to
turn to with their questions regarding their rehabilitation and
recovery. Seeking answers to these questions was challenging, as
their efforts to come in contact with different caregivers could be
time consuming and at times unachievable, which in turn made
them feel both powerless and desperate.

“...nobody really cares about my hand, so to speak. I may have
wished that they did. Because it was like [a problem]. . . it still kind
of is.. .I can’t write unhindered as I used to. .. and above all, I can’t
play guitar like I did.” (3).

When meeting new caregivers within primary health care or
within secondary care follow-up, they faced a recurrent issue with
inaccessible medical records. Because of that, they repeatedly
needed to explain and emphasise their rehabilitation needs. Hav-
ing to retell their story so frequently was experienced as emotion-
ally exhausting.

“Thanks to being bull headed...and managing to endure calling
again and again and again and again. . .then something happens
[referral to another hospital for secondary surgery]. Otherwise
nothing. . It is frightening...” (7).

They turned to friends and relatives who helped them in their
correspondence with caregivers as some of them had professional
experience in the healthcare system. They could help them explain
or express their needs when trying to access different health care
(e.g., second opinion, specialist care, rehabilitation measurements
etc.). Some of those who suffered multiple trauma expressed
how they needed to fight for care and that they felt they had to
question care in order to be sure they received what was best for
them. They were afraid that if they themselves did not push for-
ward and demand care, the care they received would eventually
decrease and become minimal support. One man expressed his

frustration in the following way after unwillingly being moved to
a primary care centre that lacked the right equipment for his phys-
ical rehabilitation, thus postponing his needed exercise:

“[ feel like a disgrace to health care, being refereed to primary care
.../J/.. .they don’t understand what I need nor what Iwant. ... //...I
won't be better off sitting and waiting...” (6).

Having a supporting family was important but could also lead
to feelings of being a burden. When suffering multiple trauma, they
became more aware and more in need of their relationships with
family and friends. The support they received helped them
continue with their lives, for which they felt a great gratitude.

“I would never have come this far [in my recovery] if I hadn’t had
my wife. . .//... the worst was when no one wanted to sign my sick
leave. They said that “It’s not on my table”... my wife called and
cried to them, and it finally got a result...” (7).

Discussion

The aim of the present study was to explore experiences of suf-
fering multiple trauma and is illustrated by the theme “A detour in
life”. It shows that the participants had difficulties knowing what
to expect from their recovery, but they hoped for the best and
sought ways to continue with their lives. Participants felt they
needed to question the care they received, or the lack of care,
and were worried that if they did not do this the care would
decrease and they would be left without support during their
recovery.

The results in our study show that the time after injury was
uncertain for the participants and led to feelings of being lost.
There was an ambivalence between satisfaction with the
received care and dissatisfaction related to not being taken seri-
ously. Kellezi et al. (2015) highlight that, when suffering an
injury, one’s need for information changes over time. Aitken
et al. (2016) describe that injured persons show an increasing
recognition of the overall impact of the injury, both in general
and in daily living, when comparing time prior to discharge
and three months post-discharge. For example, they would
re-evaluate which activities they found important and could
have a more complex reasoning as to why they were important.
This would imply that to increase healthcare professionals’
ability to anticipate their patients’ needs, they must
acknowledge their life circumstances and their changing needs
throughout the recovery process.

In our study, the findings illustrate how the participants strived
to get life back on track, which we interpret as a search for normal-
ity, a way back to normal life from their injuries. Claydon, Robinson
and Aldridge (2017) write that regaining a sense of normality after
a major orthopaedic trauma entails measuring progress, restoring
independence (achieving and performing tasks) and redefining
oneself. They describe that redefining oneself, and to actually
recover, was achieved when they were able to achieve and perform
tasks with confidence and enjoyment. They further suggest that
healthcare professionals can help those who have suffered an
injury by reassuring them of their recovery by measuring progress
of their ability over time. This would imply that, in the absence of
knowing a definite outcome, it is important that healthcare profes-
sionals define goals for recovery from a more short-term perspec-
tive. Furthermore, both primary and secondary care should be
designed to allow care to be continuously re-evaluated, as those
who suffer multiple trauma need time to evaluate and comprehend
the impact of their injuries so that healthcare professionals during
this time can help reassure them of their abilities during their
recovery process.
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Our study results show that participants questioned whether
there was a shared understanding between them and those who
provided care for them, as they experienced that their needs were
not taken under proper consideration. Butler, Derrett and Colhoun
(2011) show that a vague diagnosis, or no diagnosis, following a
serious injury potentially reduces legitimate access to both reha-
bilitation and the sick role, which may be one way of understand-
ing our findings and that those who suffer multiple trauma may
experience symptoms that initially are undiagnosed. Arman and
Rehnsfeldt (2007) describe that “good care”, and an alleviation of
suffering, was experienced when the patient felt they had “been
seen”, meaning the patients were met in their understanding of
life. They further mention that although caregivers aim to “see”
the patient, the patient might not experience it, and that it may
require “the little extra”, an act of caring, which for example can
be engaging in a matter that is of concern to the patient. We inter-
pret that the doubt our participants had regarding a shared under-
standing is an expression of not “being seen”, and that it can also
be understood as a suffering caused by neglect. In order to “see”,
and to show an act of caring, we believe a fundamental prerequi-
site is that the healthcare professionals become familiar with the
ways the patients experience their injuries and what impact they
view it to have on their lives. Flink et al. (2015) explored patient
handovers between primary and secondary care by assessing med-
ical records. They describe that aspects of shared understanding
entail the following: problem definition, goals of treatment/man-
agement, agreement on patient roles, and healthcare professionals’
roles. In 98% of the records, they judged shared understanding to
be poorly documented. Moreover, Larsson, Sahlsten, Segesten and
Plos (2011) highlight insufficient documentation as a structural
barrier that prohibits patient participation, while another struc-
tural barrier is constantly meeting new people. Care under such
circumstances undermines the patients’ opportunities to exert
control and the possibility to influence their own care. In addition
to this, the participants from our study felt that the process of
repeatedly meeting new healthcare professionals to whom they
needed to explain themselves yet again was exhausting. We there-
fore suggest that documentation regarding the patient’s recovery
process could benefit if aspects of shared understanding were
included. The patients would possibly have greater influence on
their own care, and healthcare professionals being better informed
about the patients would more easily be able to measure the
patients’ progress over time and create conditions for meeting
the patients in their understanding of life.

Our study showed that the participants found it difficult to
know whom to turn to with their questions regarding recovery
and treatment, especially post-discharge. Several studies (Gabbe
et al.,, 2013; Kellezi et al., 2015; Braaf et al., 2018) highlight partic-
ular difficulties regarding meeting the patients’ need for informa-
tion during transfer from primary to secondary care, and Allum,
Connolly, & McKeown (2017) emphasise that patients returning
home are at risk of alienation. To address this issue, it has been
suggested that discharged patients should be provided with a con-
tact person or a support line that proactively follows-up with
patients post-discharge (Kellezi et al., 2015; Gabbe et al., 2013).
An intervention study directed to trauma patients included a
follow-up call within 72h post-discharge from a trauma
transitional-care coordinator who can identify barriers and then
help complete medical reconciliation and coordinate medical
appointments and home visits (Hall et al., 2018). As part of the
intervention, the coordinator continued assisting the patient with
coordination of medical care/appointments and personalised
problem-solving over a period of 30 days. The focus of the inter-
vention study was primarily to reduce hospital readmission which
was found to be significantly lowered (6.6% after the intervention
vs. 11.3% prior to the intervention). Moreover, all who completed

the intervention answered a questionnaire in which they agreed
that “the intervention made them feel more prepared and in con-
trol of their new healthcare needs”, and that “they were able to
take care of themselves and their new normal”, which supports
the idea of the great benefits of ensuring a proactive follow-up.

After suffering multiple trauma, some participants in our study
experienced a need to fight for care, fearing that their care
otherwise risked becoming neglected. They expressed the feeling
that having helpful family members or friends who could assist
in coordinating information or care on their behalf was valuable,
which has also been shown in a study by Braaf et al. (2018).
Mitchell et al. (2019) argue that it is important to also understand
and meet the needs of the families within trauma care and that an
extended effect of giving them guidance and establishing a part-
nership is likely to be positive for the injured patients. Engstrom
and Soderberg (2007) exemplify this in their study, where they
found that close relatives served as tools for the person who was
ill, facilitating better communication and an increased ability to
do various things. As this study indicates, the persons who became
injured were the ones who incorporated family members or friends
into their care, and that they did this when they experienced that
their needs were not met by health care professionals. Our inter-
pretation is that healthcare professionals who care for multiple
trauma patients may underuse their patients’ resources, here being
their families, and that they would benefit from incorporating
them better.

Limitations

The study’s credibility is strengthened by having participants of
various ages who suffered a multiple trauma event under various
circumstances. The different perspectives contribute to a richer
variation of data and the phenomenon of suffering multiple
trauma. However, we acknowledge that the criteria for multiple
trauma is nonetheless wide-ranging, and due to the variation of
data gathered after the first search for participants (n=4), we
deemed it necessary to do a second search for participants (n =5)
to ensure sufficient data. The second search extended back in time,
a fact we considered to be troublesome as time between the acci-
dent and the gathering of data would be extended. Despite more
time having passed, the participants still had vivid memories of
the accident and were in different ways still in need of care. The
findings show that those who suffer multiple trauma are cared
for in many parts of Swedish Health Care Services, within Primary
Health Care as well as within Secondary Care and have various
needs of care post-discharge. In summary, we judge the transfer-
ability of our findings to other contexts to be extensive. This study
indicates that those who suffer multiple trauma are in need of
support and guidance after emergency care and our findings are
therefore relevant to many health care settings in countries with
similar healthcare systems. We suggest that it may be beneficial
for future research to evaluate different interventions aimed to
improve documentation and discharge planning and to develop
forms for a proactive follow-up. It might also be beneficial to
map the extent of the current care of patients who suffer multiple
trauma with additional methods, in order to review where and
when healthcare resources are used and how they can be opti-
mised to better respond to patients’ needs.

Conclusion

In order to anticipate and address patients’ needs during their
process toward recovery, healthcare professionals must take into
consideration each individual patient’s life circumstances and be
responsive to the changes in their needs over time. This study
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shows the importance of setting short-term goals as a way of reas-
suring patients of their recovery, and to give them hope by doing
so. It suggests that by providing improved documentation, includ-
ing a clearer description of the needs/problems experienced by the
patient, the goals of treatment and agreements between the
patient and those who give health care would enable a shared
understanding. To ensure continuity in their recovery, patients
may benefit from more proactive follow-up contact from health
care organisations. This study also raises awareness of the impor-
tance of engaging the patients’ relatives.
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