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Research

Patient perspectives of care in a
regionalised trauma system: lessons from
the Victorian State Trauma System

rauma is considered a “time-
sensitive disease”, requiring
integrated and timely treat-
ment to reduce mortality and morbid-
ity.! There is strong evidence that
organised trauma systems reduce the
risk of mortality,>® and there is
increasing evidence to suggest that
trauma centre care is cost-effective,
and improves patient function and
quality of life.°
After a review of trauma services in
the state,” Victoria introduced an
organised trauma system in 2000.%
Over the past decade, there has been
a reduction of risk-adjusted mortality?
and improvement in functional out-
comes for major trauma patients in
the state.? However, disability is prev-
alent for trauma patients, even 12
months after injury.*’ Trauma care
delivery can be improved by under-
standing patients’ experiences.’’ The
aim of this study was to investigate
injured patients’ experiences of
trauma care to inform improvements
in service delivery.

Setting

The Victorian State Trauma System
(VSTS) coordinates prehospital and
acute care across the state. All 138
trauma-receiving hospitals have a sys-
tem level of designation. One paediat-
ric and two adult hospitals are defined
as major trauma services (MTS). The
population-based Victorian State
Trauma Registry (VSTR) collects data
about all major trauma patients in Vic-
toria.® The Victorian Orthopaedic
Trauma Outcomes Registry (VOTOR)
is a sentinel site registry that collects
data about adult orthopaedic trauma
patients with a length of stay over 24
hours who are admitted to four hospi-
tals.! These registries enable monitor-
ing of the VSTS. Survivors to discharge
are followed up at 6, 12 (VSTR and
VOTOR) and 24 months (VSTR) by
telephone interview.2

Objectives: To explore injured patients’ experiences of trauma care to identify
areas for improvement in service delivery.

Design, setting and participants: Qualitative study using in-depth, semi-
structured interviews, conducted from 1 April 2011 to 31 January 2012, with 120
trauma patients registered by the Victorian State Trauma Registry and the
Victorian Orthopaedic Trauma Outcomes Registry and managed at the major

adult trauma services (MTS) in Victoria.

Main outcome measures: Emergent themes from patients’ experiences of
acute, rehabilitation and post-discharge care in the Victorian State Trauma

System (VSTS).

Results: Patients perceived their acute hospital care as high quality, although
issues with communication and surgical management delays were common.
Discharge from hospital was perceived as stressful, and many felt ill prepared
for discharge. A consistent emerging theme was the sense of a lack of
coordination of post-discharge care, and the absence of a consistent point of
contact for ongoing management. Most patients’ primary point of contact after
discharge was outpatient clinics at the MTS, which were widely criticised
because of substantial delays in receiving an appointment, prolonged waiting
times, limited time with clinicians, lack of continuity of care and inability to see

senior clinicians.

Conclusions: This study highlights perceived issues in the patient care pathway
in the VSTS, especially those relating to communication, information provision
and post-discharge care. Trauma patients perceived the need for a single point
of contact for coordination of post-discharge care.

Sampling strategy

The following VSTR and VOTOR
patients were eligible to participate:

blunt trauma patients (over 90% of
VSTR and VOTOR cases);

patients at least 12 to 24 months
after injury;

patients aged 18 years or more;

Transport Accident Commission
(TAC) compensatable or non-com-
pensatable patients; and

patients who received definitive
care at an adult MTS.

Purposive sampling was used to
ensure the sample reflected the
diversity of registry patients.’® The
target was 120 participants with 60 of
each sex, with even representation of
registries, hospitals and compensata-
tion status across three age groups
(18-44, 45-64 and =65 years). A
balance of TAC and non-compensat-
able participants were sampled, as
TAC patients are known to have
poorer outcomes.*?

The project was approved by the
Alfred Health and Melbourne Health
Human Research Ethics Committees.
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Data collection

Demographic, injury and outcomes
data were extracted from the VSTR
and VOTOR. Individual in-depth,
semi-structured telephone interviews
were used to enable participants to
speak freely about their experiences.'
Patients were invited to participate at
the 12- or 24-month VSTR or VOTOR
interview, and all the interviews were
conducted between 1 April 2011 and
31 January 2012. Three experienced
interviewers completed the inter-
views.' A topic guide provided the
interviewer with prompts about key
issues for exploration. Topics relevant
to this article are shown in Box 1.
Verbal consent was obtained and each
interview was recorded using a digital
voice recorder.

Data analysis

Interviews were transcribed from the
audio recordings. Thematic analysis
was used to identify important the-
matic groupings and the relationships
between them.!* This involved (i)
reading each transcript and listening
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1 Interviewer prompts used in semi-structured interviews with 120 trauma patients
treated at major trauma services in Victoria

Injury treatment

How do you feel about the care you received?

How could the treatment you received be improved?

What information or advice did you receive about your injury?

If you did not receive information, what information would you have liked to have

received and from whom?

Perception of recovery
What helped the most?

And the reverse, what if anything made it harder to recover?
What would you like to have happened differently with your treatment? *

to the recorded interview, if appropri-
ate, to make sense of the interview
data; and (ii) re-examining the tran-
script as a component of all interviews
to make sense of what was being said
by the participants as a group.

Twenty-six interviews were double-
coded to enable crosschecking of cod-
ing and interpretation of the data.’®
Each researcher read the transcripts
and generated and collated these
codes into tentative themes. Four
researchers discussed and developed
the emerging coding frame before
coding was completed. The coding
frame was based on common topics,
patterns and relationships emerging
from the transcripts. Two researchers
coded the remaining interviews, and
one applied the frame to the coded
transcripts, allowing for the themes in
the coding frame to be revised and
refined during the process of coding.
The constant comparison method was
used to ensure reliability.'> Transcripts
were revisited a number of times to
ensure consistency of meaning of
individual responses.

The thematic analysis is exempli-
fied by participants’” quotes drawn
from the transcripts.

Profile of participants

There was undersampling in the older
age group, a small gender imbalance
and minor overrepresentation of VSTR
patients and TAC clients in the study
cohort (Box 2). Most participants
reported no pre-injury disability, and
71% (85/120) were working or studying
before their injury. More than half
reported a “good recovery” on the
Extended Glasgow Outcome Scale
(GOS-E) (Box 3). Isolated lower extrem-
ity fractures were prevalent (23/60) in
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VOTOR participants. Twenty-seven of
the 60 VSTR participants had sustained
a traumatic brain injury (TBI), and of
those, 20 were multitrauma patients.

Hospital care

Quality of care: Most participants
reported positive or mixed experi-
ences with their hospital care. Few
participants reported only negative
experiences. For major trauma
patients, it was difficult to comment
on the quality of hospital care because
of their prolonged intensive care unit
admissions, or because of post-trau-
matic amnesia after TBI. The overall
impression of the hospital care
received was positive, with a sense of
being fortunate to receive high-qual-
ity care.
I've got nothing but praise. I was so
well looked after and everyone was
so supportive. ...I can’t believe
how well we are looked after in our
country. (56-year-old woman, TAC,
multiple injuries)
Delays: Treatment delays were com-
mon, and many perceived that these
delays prolonged their time spent in
hospital and their overall recovery.
Delays to surgery were prevalent for
orthopaedic trauma patients. These
patients perceived their lesser injury
severity to be a key factor in the
delays.
it was . . . days before I was operated,
...1 had to fast the entire time
because they kept saying, “Yeah,
we'll do it today”, and then some-
thing obviously a more desperate
incident would pop up and theyd
say, “No, we can’t do it now. Don’t
eat, we'll do it in the morning” . . . So
I became quite desperate and I lost
quite a bit of weight. (35-year-old
man, Medicare, multiple injuries)
Communication: Most participants
reported issues with communication
and receipt of information. In particu-

lar, ward rounds were highlighted
because of their timing, lack of
engagement of the patient and the
impersonal nature of the process. The
issues with communication were:

1. Alack of information about prog-
Nnosis or incorrect prognosis;

2. Inability to absorb information
because of the effects of the injury
and treatment (eg, medication);

3. Insufficient explanation of the
risks of treatment options, or pro-
viding treatment options without
sufficient information to make an
informed decision;

4. Conlflicting information provided
by clinicians; and

5. Limited engagement of the patient
in decision making.
I would have probably liked a little
more explanation at the start of
exactly what the injury entailed. I
understand the job of the doctors is
to keep patients positive I guess,
but I was told many times that the
bone will be healed in 6 weeks’
time. And I was told that about four
or five times. (26-year-old man,
TAC, multiple fractures)
... That morning there was also a
massive ward round with probably
six medical students and a whole
lot of doctors. And so I didn't really
feel so able to ask the questions I
wanted to ask. I didn’t even quite
realise who to talk to, like who's the
boss out of the 12 people standing
around my bed? (34-year-old
woman, TAC, extremity fracture)

Hospital discharge and
post-discharge care

Discharge from hospital care was a
stressful time for a number of partici-
pants, and many felt ill prepared for it
either emotionally, physically, or as a
result of insufficient information
about their limitations and post-dis-
charge care.
When they send you home, I think just
your whole world’s been turned upside
down and any instruction or anything
like that that youre given, you just
don't remember at all. (37-year-old
woman, TAC, spinal fractures)

Forty-five (38%) participants were
discharged to inpatient rehabilitation
facilities. Participants reported opting
not to go to rehabilitation because of
the distance family members had to
travel to visit. Others expressed their



need for rehabilitation but this option
was not offered. Inpatient rehabilita-
tion experiences varied depending on
the specific facility and perceived need.

...the programs that they had
... were very good for people like
me. There was everything there and
you're on a daily assessment, and I
think that was just getting back into
a routine of some description was
very good for me. (62-year-old
woman, Medicare, head injury)

... And then they said, “You have
to go to rehabilitation”, which I
wasn’t very impressed with ...I
spent 6 weeks there and I hardly
had more than 4 hours of therapy a
week; it was just a waste of the time
and a waste of bed . . . (67-year-old
man, private, extremity fractures)

Lack of coordinated care: A consistent
theme emerging from the post-dis-
charge care of patients was the sense
of a lack of coordination of care, and
absence of a consistent point of con-
tact for patients about their ongoing
management. For most, their primary
point of post-discharge contact was
outpatient clinics at the MTS hospi-
tals. These were widely criticised
because of substantial delays in
receiving an appointment, prolonged
waiting times, limited time with clini-
cians, lack of continuity of care, and
limited exposure to senior clinicians.
A number of participants opted for
private care to avoid the outpatient
clinics.

The outpatient system is an absolute
disgrace. I live ...200 km from the
(hospital). I drive down there, sit in
traffic, pay exorbitant amounts for
parking, sit in the waiting room for
over 3 hours and then spend 10 min-
utes with a different doctor to the one
that was there last time ... (37-year-
old man, TAC, extremity fracture)
...and I've spent 5 hours here to
speak to a very junior doctor and
get dodgy advice. ... I'm going to go
private. (34-year-old woman, TAC,
extremity fracture)

Many participants expressed the
need for a restructure of outpatient
delivery. Others provided practical
recommendations for improving
patient experiences:

1. Informing patients about delays;

2. Investigating systems for early
notification of patients about delays
(eg, SMS messaging);

3. Improved use of remote and tele-
medicine approaches, particularly
for patients remote from central
services;

4. Consultations of suitable duration
to address patient questions; and

5. Improved continuity of care
through consistency of clinician
contact for follow-up (eg, see the
same surgeon each time).

This study is the first to provide a
detailed description of patient experi-
ences with the Victorian MTS and
trauma care providers. It highlights
perceived issues and limitations in the
patient care pathway in the VSTS,
especially relating to communication,
information provision and post-dis-
charge care.

Poor communication with service
providers was a common theme, and
is a longstanding health care issue.'®1”
There were difficulties in identifying
the most appropriate contact point for
information in hospital, not helped by
the ward round system. Another study
found that while clinical staff per-
ceived the round to be intimidating
and embarrassing for patients, this
was not the perception of patients.!®
In our study, participants found it
intimidating and unsatisfactory.

Participants reported a stark con-
trast between their experience of
recovery and clinician prognosis,
leading to frustration and dissatisfac-
tion with their outcomes. They also
felt they received contradictory infor-
mation about treatment options.
Many felt insufficiently informed to
make decisions about their treatment
and rehabilitation choices, leading to
a lack of trust in their clinical manage-
ment. The need for improved infor-
mation and prognostication has
previously been highlighted.*>?

Provision of a seamless transition
from acute hospital care to commu-
nity and rehabilitation services is chal-
lenging."” The blueprint of the VSTS,
the Review of Trauma and Emergency
Services report, identified the role of
the MTS as coordinating the total care
of the patient right through to reha-
bilitation.” In our study, participants
perceived their hospital care as high
quality. However, there was a strong
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2 Characteristics of 120 trauma patients treated at major

trauma services in Victoria

Mean age, years (SD)
18-44 years
45-64 years
=65 years
Male
Female
Pre-injury employment
Working or studying
Not working or studying
Pre-injury disability
None
Mild
Moderate to severe
Hospital of definitive care
The Alfred
Royal Melbourne Hospital
Registry

Victorian State Trauma Registry

Victorian Orthopaedic Trauma Outcomes Registry

Median time since injury in months (range)
Fund source
Transport Accident Commission
Medicare
Private
WorkCover
Mechanism of injury
Motor vehicle
Motorcycle
Low fall
Pedal cyclist
High fall
Pedestrian
Struck by/collision with object or person
Horse-related
Other

Median hospital length of stay in days
(interquartile range)

Discharge destination
Home

Inpatient rehabilitation

perception of a lack of coordination
between MTS acute care and post-
discharge services, exacerbated by the
rapidity of hospital discharge.

For most, the primary contact point
after discharge was MTS outpatient
clinics, which drew almost universal
criticism from participants for consid-
erable waits and unmet expectations
and needs, raising the question about
the most appropriate post-discharge
services for seriously injured patients.
The patients” need for a central point
of contact for coordination of ongoing
care was raised but who this should
be was not clear. Participants felt that
their general practitioner could fulfil

486 (176)
48 (40.0%)
48 (40.0%)
24 (20.0%)
63 (52.5%)
57 (475%)

85 (70.8%)
35 (29.2%)

98 (817%)
13 (10.8%)
9 (7.5%)

60 (50.0%)
60 (50.0%)

62 (51.7%)
58 (483%)
142 (12.8-197)

62 (517%)

40 (33.3%)

16 (133%)
2 (17%)

24 (20.0%)
21 (175%)
19 (15.8%)
16 (133%)
13 (10.8%)
6 (5.0%)
5 (4.2%)
4(33%)
12 (10.0%)
6.2 (23-116)

75 (62.5%)
45 (37.5%)
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3 Twelve-month outcomes for 120 trauma patients treated at major trauma services in Victoria

Extended Glasgow Outcome Scale score

Upper good recovery (return to pre-injury capacity for work or study, social and leisure activities)

Lower good recovery (return to pre-injury capacity for work or study, but less participation in social and leisure activities)

Upper moderate disability (return to work or study at reduced capacity, but with restricted participation in social and

leisure activities)

Lower moderate disability (able to shop and get around the community but unable to work or study, and rarely participates

in social or leisure activities)

Severe disability (needs assistance at home and unable shop or travel locally without assistance)

Return to work (proportion of those who were working before injury)

12-item Short Form Health Survey scores

Mean Physical Component Summary score (SD)

Mean Mental Component Summary score (SD)

this role, particularly those for whom
routine follow-ups raised logistical
issues. Options such as telemedicine
may assist patients in these circum-
stances, but the shortage of GPs,
especially in rural areas, could be a
limiting factor.

To our knowledge, this is the larg-

est qualitative study of trauma
patients” perceptions of care world-
wide. Although undertaken in the
VSTS, many of the participants’
issues apply to other health care con-
texts. The study was limited by some
undersampling in specific groups
and by its focus on adult patients
managed at the MTS hospitals
(where most major trauma patients
are managed), which may not reflect
the wider, less severely injured
patients in the VSTS population.
Nevertheless, these narratives pro-
vided an unparalleled insight into the
issues faced by injured participants,
contributing to our understanding of
how to improve services, especially
after discharge.
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