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Background: Worldwide, trauma-related injuries are a leading cause of death in people under
the age of 45. Intensive care nurses play a central role in the management of trauma-related
injuries, which requires specialised competence in trauma nursing. KITS2 is an advanced
trauma nursing course designed to enhance the competence of intensive care nurses who
care for trauma patients in ICUs and high-dependency units, as part of the effort to improve
and assure the quality of treatment.

Objective: To explore intensive care nurses’ experiences of caring for trauma patients in ICUs
and high-dependency units following completion of the KITS2 course.

Method: A qualitative, exploratory design was used. Thirteen intensive care nurses from ICUs
and high-dependency units at a trauma centre and an acute hospital with trauma care facilities
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participated in a total of three focus groups. The data were analysed using systematic text
condensation.

Results: The findings indicate that KITS2 strengthened intensive care nurses’ observational
skills and improved their ability to identify symptoms of complications at different stages of
the course of treatment. Interdisciplinary collaboration became more clearly defined in terms
of roles and responsibilities, and intensive care nurses developed greater awareness of their
own role within the treatment team. The course material was subsequently used as a
knowledge resource in clinical practice.

Conclusion: This is the first Norwegian study to examine intensive care nurses’ experiences of
caring for trauma patients in ICUs and high-dependency units after completing the KITS2
course. The study demonstrates that KITS2 provides valuable knowledge that increases
intensive care nurses’ confidence in managing trauma patients, strengthens their
understanding of interdisciplinary collaboration, and serves as a knowledge resource in clinical
practice. Intensive care nurses play a key role in the management of trauma patients. Their
role should therefore be emphasised in national guidelines.

Introduction

Worldwide, trauma-related injuries are a leading cause of death in people under the age of 45
(1). Trauma refers to a physical injury resulting from an accident or single act of violence that
causes damage to tissues and organs (2).

Trauma care in Norway is formalised and outlined in the National Trauma Plan (3). This
formalisation is intended to ensure appropriate care in all components of the trauma pathway:
prevention, first aid at the scene of injury, trauma admission, treatment in the hospital setting
and rehabilitation.

Two different hospital levels provide care for trauma patients: trauma centres and acute
hospitals with trauma care facilities. There are four trauma centres in Norway; one in each
regional health authority. Trauma centres are required to meet the standards set for acute
hospitals with trauma care facilities in accordance with the National Trauma Plan. In addition,
clinical requirements for trauma centres have been defined in line with those of other Western
countries (3).

A standardised and systematic approach is central to all trauma care (4). Injuries are
diagnosed and managed concurrently according to the ABCDE protocol: Airways, Breathing,
Circulation, Disability and Exposure (2) (Table 1).



Table 1. ABCDE: the primary survey from the course compendium for KITS2

A - Airways: clear airway with cervical spine control

Monitoring of
spontaneously
breathing patient

Monitering of
mechanically
ventilated patient

B - Breathing

Monitoring of
spontaneously
breathing patient

Monitoring of
mechanically
ventilated patient

Clear airway

Patient speaking normally - clear airway
Neck swelling

Oral cavity: foreign body, blood
Correctly applied cervical collar
Trachea midline

Venous distension

| Oxygen administration

Well-secured endotracheal tube, correct tube position, cuff pressure
Neck swelling

Oral cavity: foreign body, blood

Correctly applied cervical collar

Trachea midline

Venous distension

Oxygen requirement (FiO,)

SpDz

Respiratory rate and depth (shallow/deep)

Auscultate all lung fields for respiratory sounds

Thoracic movements (accessory muscles, paradoxical breathing/flail
chest, symmetry L/R)

Blood gases: oxygenation/ventilation satisfactory

Low PaO, (< 9 kPa), high PaCO, (> 6 kPa)

Cyanosis

Restlessness

Agitation

Sp0.

Adequate ventilator settings (tidal and minute volume, rate, PEEP, peak
pressure)

Auscultate all lung fields for respiratory sounds

Thoracic movements (paradoxical breathing/flail chest, symmetry L/R)
Blood gases: oxygenation/ventilation satisfactory

Low Pa0, (< 9 kPa), high PaCO, (> 6 kPa)

Cyanosis

End-tidal CO; (EtCO,) as required

Monitoring of patient

with chest drain

Check suction and suction strength

FOCA:

« Fluctuation (endringer)

« Output: (mengde) 1-1.5 L initially; = 200 ml/h and circulatory instability
- call doctor

« Colour (farge)

« Air leak (luft lekkasje)

Subcutaneous emphysema
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C - Circulation

Patient monitoring Pulse in all extremities, femoral and carotid arteries
Skin: colour, temperature, moisture
Central capillary refill (normal < 2 s; delayed > 2 s or absent)
Blood pressure (pulse pressure, MAP, vasoactive support)
Restlessness: signs of reduced cerebral perfusion
Urine output > 0.5 mi/kg/h
ECG
Drains, vac-pac, chest drain, dressings — ongoing bleeding
Intracranial pressure (ICP)
Compartment pressure
Intra-abdominal pressure (IAP)
Coagulation status (INR, APTT, fibrinogen, platelets)
Blood transfusions, fluid therapy
Intravenous access

D - Disability
Monitoring of Glasgow Coma Scale (GCS)
neurological status Amnesia for the event
of spontaneously Headache, nausea, vomiting, agitation and/or decreased consciousness
breathing patient Sensory and motor deficits
- Pupils = PERRL (Pupils Equal, Round, Reactive to Light)
Monitoring of Signs of wakefulness/pain: ventilator trigger, movements, stress

neurological status of Richmond Agitation and Sedation Scale (RASS)
non-self-ventilating Pupils — PERRL (Pupils Equal, Round, Reactive to Light)
patient

E - Exposure

Examine the entire patient

Prevent hypothermia (target = normothermia)

Check all drains, catheters and gastric tube (oral)

Assess thromboprophylaxis (compression stockings)
Confirm positioning restrictions; elevate upper body to 30°

Abbreviations:

APTT - Activated partial thromboplastin time (important coagulation marker), ECG - Electrocardiography (records
electrical activity of the heart), EtCO; - End-tidal carbon dioxide (measured at the end of exhalation), FiO, - Fraction
of inspired oxygen, GCS - Glasgow Coma Scale (assesses level of consciousness), IAP - Intra-abdominal pressure,
ICP = Intracranial pressure, INR = International normalised ratio (important coagulation marker), MAP — Mean arterial
pressure, PaCO; - Partial pressure of carbon dioxide in arterial blood, PaO; - Partial pressure of oxygen in arterial
blood, PEEP - Positive end-expiratory pressure, RASS - Richmond Agitation and Sedation Scale, Sp0O; — Oxygen
saturation

Source: Eidsaa KV, Moe SH, Hogvall LMG, Saltvik KT, Kolstadbraten KM (6)

Trauma patients are received in the emergency department by an interprofessional trauma
team consisting of doctors, nurses/specialist nurses and a radiographer (3).

The trauma team first performs a primary survey to identify and address immediate threats to
life. This is followed by a secondary survey consisting of a head-to-toe examination to detect
injuries that may have implications for further treatment, including rehabilitation. When
patients are admitted to an intensive care or high-dependency unit, a structured handover is
conducted based on the ABCDE protocol (5).
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Six hours after the primary survey, the trauma team leader (a surgeon) performs a new head-
to-toe examination known as the tertiary survey (3).

Intensive care nurses play a key role in the management of trauma patients in the hospital
setting (6, 7). Their responsibilities include stabilising and maintaining vital functions,
preventing complications, monitoring the patient and initiating appropriate interventions (4).

The Department of Traumatology at Oslo University Hospital, Ulleval, has developed two
trauma nursing courses (KITS1 and KITS2), with the aim of improving and assuring the quality
of trauma care (8). KITS1 is a mandatory foundation course for nurses, specialist nurses and
radiographers who work in trauma teams. The course covers key topics in trauma care and
includes practical skills stations for hands-on training (9).

KITS2 is an advanced course for nurses and intensive care nurses working in ICUs and high-
dependency units (6, 8). The learning methods employed in the course are case-based
reflection groups and introductory lectures (6, 8). The course addresses topics such as
admission to ICUs and high-dependency units, the body’s physiological response to trauma,
associated injuries and complications (Table 2).

Table 2. Content and learning outcomes for KITS2

Theme

* Thoracic injuries

* Abdominal injuries and haemorrhagic shock
* Traumatic brain injuries

* Spinal cord injuries

* Pelvic and extremity injuries

Competence after course completion

* Able to perform a systematic ABCDE assessment of the patient

* Understand the pathophysiology of the most common injuries

* Familiar with the body’s physiological response to trauma

* Familiar with the examinations and laboratory tests to be undertaken in trauma patients, and help
interpret the results

* Familiar with medical, surgical and nursing interventions related to the most common injuries

» Able to prevent, identify and manage complications that can arise in trauma patients

« Participate in a multidisciplinary team caring for trauma patients and help coordinate care and
treatment in the patient’s best interests

Suggestions for further study and reflection

* Trauma Plan: www.traumeplan.no

* App: My Medical Books — Trauma Manual (Oslo University Hospital)

* Norwegian National Advisory Unit on Trauma (NKT-Trauma): https://nkt-traume.no/

Source: Eidsaa KV, Moe SH, Hégvall LMG, Saltvik KT, Kolstadbrten KM (6)

Prior to the course, participants receive a compendium containing organ-specific chapters and
a link to Oslo University Hospital's trauma patient manual (6).
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Intensive care nurses’ experiences with trauma care is an under-researched area. Existing
studies primarily focus on experiences in prehospital settings and the emergency department
(10-12). Intensive care nurses consider trauma patients to be more resource-intensive and
challenging than other intensive care patients because of the complexity of injuries,
unpredictable outcomes and involvement of multiple professional groups (13, 14).

Trauma nursing courses enhance nurses’ knowledge and make them more confident in caring
for trauma patients (10-12). Clinical experience is also important, and experienced nurses have
both the experiential knowledge and practical skills that enable them to manage this patient
group (13).

Several studies, however, highlight the importance of ongoing education to maintain clinical
competence through both theory and practice (10, 11, 15-17). A Norwegian quantitative study
of multidisciplinary healthcare personnel found that trauma nursing courses with active,
participant-centred learning methods improved participants’ practical skills and made them
feel more confident in their abilities (12).

There is a lack of qualitative studies exploring intensive care nurses’ experiences of caring for
trauma patients in ICUs and high-dependency units after completing trauma nursing courses.
Intensive care nurses’ experiences can provide valuable insight into how they manage complex
patient situations after taking trauma nursing courses. Their experiences can also help inform
the development of targeted educational initiatives in acute and intensive care medicine.

Objective of the study

The objective of this study was to explore intensive care nurses’ experiences of caring for
trauma patients in ICUs and high-dependency units after completing the KITS2 advanced
course.

The study addressed the following research question: ‘What are intensive care nurses’
experiences of caring for trauma patients in ICUs and high-dependency units after completing
KITS2?

Method

Design

The study employed a qualitative, exploratory design (18, 19). Data were collected through
focus groups (20) with intensive care nurses. The COREQ checklist was used for reporting
qualitative research.

Sample and recruitment

A purposive sampling strategy was employed to select participants best suited to addressing
the research question (18). The study'’s inclusion criteria were intensive care nurses working in



ICUs and high-dependency units who had completed KITS2. Table 3 presents the composition
of study participants.

Contact details for potential participants were obtained following an enquiry to the KITS2
course coordinator at the Department of Traumatology, Oslo University Hospital. A total of 17
participants were contacted by email and invited to take part. Two of the invited participants
did not respond, while two declined to participate for personal reasons.

Table 3. Composition of study participants

No. of participants 13
Age, median years (range) 53 years (43-61 years)
Sex (female/male) 9/4

Experience from ICU/high-dependency |23 years (11-33 years)
unit, median years (range)

Workplace 9 at a trauma centre
4 at an acute hospital with trauma care facilities
KITS2 completed 2017-2023
Data collection

A total of 13 intensive care nurses participated in three focus groups, two of which included
four participants and the other five. In two of the focus groups, participants were from the
same unit and hospital, while the final group consisted of participants from two different units
within the same hospital.

The first author conducted the focus groups between May and August 2023 in private meeting
rooms at the relevant units. Two focus groups took place after working hours, and the final one
was during working hours. The sessions lasted between 58 and 65 minutes.

A semi-structured interview guide (Table 4) was developed for the study, informed by relevant
literature and the content of KITS2 (5, 6, 18, 20). The guide was adjusted following pilot testing
(20). Audio recordings were made of the interviews and transcribed verbatim. Field notes were
taken throughout. The interviews produced 54 pages of transcribed text. Transcripts were not
sent to participants for verification.

Study participants were anonymised using the letter S and numbers 1-13, and focus groups
were labelled 1-3. The final part of the third focus group yielded no new insights. We therefore
considered data saturation to have been reached (18).
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Table 4. Interview guide

1 How would you describe your experience of trauma admissions after completing KITS27?

2 Can you describe how you apply knowledge from KITS2 in caring for trauma patients?

3 Can you describe your experience of collaborating with other healthcare personnel after
completing KITS2?

4 What are the most important experiences you have gained regarding the care of trauma
patients after completing KITS27?

5 Have you found any aspects of working with trauma patients to be more challenging after
completing KITS2? Please elaborate on the reasons for your answer.

Analysis

The data were analysed using Malterud’s four-step method for systematic text condensation
(18). In the first step, we read the transcripts repeatedly to gain an overall impression of the
material. In the second step, meaning units were identified and organised into code groups,
which were developed through an iterative process. In the third and fourth steps, the content
of the meaning units was condensed to capture their meaning, before the material was
synthesised into a coherent analytical text (18).

The first author performed the analysis, which was discussed throughout the process among
the authors, and both the second and last authors brought extensive expertise in qualitative
analysis. Three themes were developed. Table 5 presents an extract from the analysis.
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Table 5. Extract from the analysis

Condensate

Meaning units Code Subgroups Theme
‘If it'’s an abdominal injury, for = What we can | When | am familiar | Observations Strengthened
example, and you're told that | expect with the injury and priorities competence
it's a serious abdominal injury, mechanisms the in trauma care
or a high-energy impact to the ' Systematic | patient has been Refresher challenged by
abdomen. Even if nothing is assessment |exposed to, | have | training evoked |inconsistent
observed at the time, you can | is prominent | a better under- associations implementation
expect that, in the long term, it standing of which
may lead to a problem.’ (S2-3) complications might | Tool

develop over time,

even if the patient | Shared mindset

shows no visible

injuries at the time. | Deeper under-

standing

‘Then someone comes in with | Many people | With so many Aware of own  Clear inter-
a message, then another who | involved people involved role professional

says the patient should have in patient care, roles and
Clexane, but they haven't mistakes can Link/inter- confidence
consulted the neurosurgeon. easily happen. It is disciplinary from experience

That’s a classic mistake that
can be made if there isn't an
experienced nurse present to
say: "Are you sure about this?
Are you sure this is a good
idea?” (S6-2)

therefore especially
important that we,
as nurses, have
thorough knowledge
of the patient, so
that we can speak
up if we are unsure
whether the treat-
ment is appropriate

. for them.

collaboration

Experience

Research ethics considerations

The study was reported to the Norwegian Centre for Research Data, now called Sikt — The
Norwegian Agency for Shared Services in Education and Research (reference number
498468). Approval was then sought to interview potential participants at the trauma centre
(case number 2023/4675) and at the acute hospital with trauma care facilities (reference
number 2023/1728). Written informed consent was obtained from all participants (21).

Personal data were anonymised in the transcription process (22). Audio files and transcripts
were stored on an approved research data storage platform and deleted at the end of the
study. The first and last authors had access to the audio files during the storage period.

Results

Intensive care nurses’ experiences with KITS2 are presented under three themes:
‘Strengthened competence in trauma care challenged by inconsistent implementation’, ‘Clear
interprofessional roles and confidence from experience’, and ‘Knowledge resource in patient
care’.
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Strengthened competence in trauma care challenged by inconsistent
implementation

Intensive care nurses reported that KITS2 taught them about injury mechanisms, organ
damage and the physiology of trauma patients. The course highlighted the consequences of
injuries and complications throughout the course of treatment and was important for the
nurses’ observations of trauma patients in the ICUs and high-dependency units.

The extent of injuries could initially be unclear. Abdominal trauma, for example, can cause
severe, life-threatening bleeding even when no external injuries are visible:

Even when the patient comes through the trauma unit, you don’t really know if they’ve caught
everything because things can change over time [...] Even if the patient is stable now, they
may not be stable in five minutes. You have to be constantly thinking, what’s happening, and
why is it happening?’ (S2-3)

KITS2 helped to strengthen intensive care nurses’ understanding of the complexity of injury
patterns, the body’s physiological response to trauma, and symptoms related to complications
that could arise in later stages of the course of treatment: ‘After KITS2, | think | became even
more aware of late complications and what | need to pay attention to. Care for this trauma
patient is ongoing; issues can emerge afterwards.’ (S10-1)

The intensive care nurses described how KITS2 made it clear that patient assessments
needed to be repeated systematically according to the ABCDE protocol. Trauma patients were
described as unstable, and their condition could deteriorate rapidly.

By repeating assessments after the patient was admitted to the ICU or high-dependency unit,
they could detect changes in the patient’s condition early and initiate appropriate treatment.
Several participants noted that KITS2 clarified the connection between theory and practice:

‘There’s something about all the pieces falling into place. Patients who have developed
compartment syndrome and things like that. It reinforces the theory, and it makes you a better
intensive care nurse — | think that’s what KITS2 does. Because it refreshes your knowledge,
something that we constantly need. (S10-1)

Although the course enhanced participants’ competence in trauma care, the extent to which
systematic patient assessments were carried out in practice varied. It was therefore often
random, depending on the individual nurse, whether these assessments were performed.
Consequently, practice was unpredictable:

A KITS2 course doesn't really help much if we don’t have a standardised departmental
practice for how to do it.’ (S6-2)

The inconsistent implementation meant that knowledge from the course was not applied
systematically, making the trauma admissions process confusing and fragmented at times. In



uncertain situations involving many nurses, the absence of structure became particularly
evident:

When there are 15 people in the room, messages can easily be missed, and it's easy to feel
stressed because you don’t have control of the situation — and that’s an absolutely terrible
feeling. (S3-3)

This quote illustrates how the lack of clear structure could make intensive care nurses feel
insecure in managing trauma patients. This finding highlights the need for competence
development to be accompanied by clear guidelines.

Clear interprofessional roles and confidence from experience

Intensive care nurses reported that KITS2 helped clarify the responsibilities of the different
professional groups involved in caring for trauma patients. Where role allocation had previously
varied, it was now clear who was responsible for each task. This change made the
organisation around trauma patients more structured. The nurses particularly emphasised the
importance of the trauma team and the coordinating function of the trauma leaders.

Clarity at the different stages of the patient pathway made intensive care nurses more
confident about what to expect from other professional groups. They felt reassured that the
necessary assessments and interventions had been initiated when the patient arrived in the
ICU. Previously, they had spent time checking this themselves:

‘The trauma team becomes more involved, it doesn’t get fragmented the way it tended to do

when no one took responsibility, but the trauma leader is accountable and delegates tasks to
everyone according to the extent of the injuries, and the necessary assessments are carried

out without us having to call and chase them up. (S2-3)

KITS2 also helped the nurses develop a common understanding of how systematic patient
assessments should be carried out. Consequently, the intensive care nurses’ teamwork was
more effective during patient admissions: ‘You know more about how it should be done, and
you know that others are thinking the same way as you, which makes it easier to carry out and
feel that there is a system in place. (S11-1)

The intensive care nurses described trauma patients as a complex patient group with diverse
needs and emphasised the importance of clinical experience when caring for these patients.
Experienced nurses recognised patterns from previous cases and were able to guide patient
care accordingly. This helped nurses feel more confident in managing acute and unpredictable
situations:

‘Then someone comes in with a message, then another who says the patient should have
Clexane, but they haven’t consulted the neurosurgeon. That’s a classic mistake that can be
made if there isn't an experienced nurse present to say: “Are you sure about this? Are you sure
this is a good idea?” (S6-2)



Even intensive care nurses with many years of experience reported that KITS2 improved their
ability to make independent decisions in complex situations and enabled them to assert their
professional judgement more clearly in the interprofessional collaboration. This proved to be

important for preventing complications, especially when injuries were not immediately visible:

‘When there are no obvious injuries — | had a classic example many years ago when the
surgeon didn’t take us seriously. We kept giving more and more pain relief, and it turned out to
be a serious bowel injury that wasn’t discovered until more than two days later. The patient
went into septic shock, and | thought to myself, | will never let that happen again. We kept
insisting, but no. When you become more knowledgeable and more confident in yourself, it
gives you the courage to speak up even more and not give in.' (S6-2)

Some nurses with extensive clinical experience found that KITS2 added little to their
knowledge: ‘These were things that were already ingrained in my mind. After working with
patients for many years, | felt there was very little new to learn.’ (S7-2)

Nevertheless, they felt reassured that the knowledge they had developed over many years as
intensive care nurses was valuable: ‘That’s also good - to know that | already know quite a lot.
(S13-1)

Some participants felt that KITS2 had too much focus on theory and would have liked a course
with practical exercises:

‘I had high expectations for the course and was really looking forward to it. | thought it would
focus much more on beside care of ICU patients, and that we would learn more from the
observations we made in the patient’s room. Instead, it was just a lecture, really. A much more
interactive format would have been better, like we had in KITS1. (S8-2)

Several participants emphasised the connection between KITS1 and KITS2, with KITS1 serving
as a necessary foundation for KITS2.

Knowledge resource in patient care

The KITS2 course material was described as comprehensive and well-organised. The intensive
care nurses used it actively as a source of reference and knowledge base in their work with
trauma patients after completing the course. This knowledge resource was a useful tool when
observing and assessing various injuries. The course material also provided updated
information about equipment that could be used in the treatment of trauma patients:

‘| had a female patient with a severe pelvic fracture, and she had been fitted with a pelvic sling
on arrival. | looked it up in the compendium we were given, just to understand the mechanism.
To know what we could and couldn’t do, and what observations we needed to pay attention to
regarding the pelvis.’ (S1-3)

Intensive care nurses shared the course material with colleagues and students who wanted to
learn more about traumatology, as well as the observation and assessment of trauma patients



in ICUs and high-dependency units. Many found the compendium useful for understanding
other intensive care challenges and actively applied the knowledge from KITS2, including in
the care of other ICU patients.

Discussion

This study shows that KITS2 helped improve intensive care nurses’ care of trauma patients.
The course clarified roles and interdisciplinary responsibilities in patient care, but it also
emerged that some units had well-established guidelines for trauma admissions, while others
did not. Several intensive care nurses expressed a desire for a more practically oriented
course, and the course material was used as a knowledge resource for trauma and intensive
care patients.

Theoretical knowledge

The study highlights how KITS2 provides theoretical knowledge that gives intensive care
nurses a greater understanding of the observations, assessments and technology needed to
care for trauma patients. This finding is consistent with previous research showing that trauma
nursing courses improve intensive care nurses’ knowledge about trauma patients (10-12, 15).

Although trauma patients and general intensive care patients share several characteristics,
there are also differences that have implications for nursing care (2, 4, 5, 24). To observe and
care for trauma patients effectively, intensive care nurses need theoretical knowledge of
complications related to injuries and injury mechanisms in this patient group (4).

Our study shows that KITS2 helped strengthen experienced intensive care nurses’
understanding of the complex clinical picture of trauma patients. This finding supports the
need for updated training for intensive care nurses who have responsibility for trauma patients
and suggests that trauma nursing courses should be incorporated into the National Trauma
Plan.

Practical exercises

Some of the intensive care nurses in the study expressed a desire for a more practically
oriented trauma nursing course. Practical exercises improve hands-on skills and can make
participants feel more confident in their abilities (12). However, theoretical knowledge on
complications related to injuries and injury mechanisms is still necessary for effective and
comprehensive care of trauma patients (4).

Learning through experience is important, but the combination of theoretical and practical
skills is essential for safe, high-quality trauma care (24, 25).

Guidelines and national directives

The study indicates that ICUs and high-dependency units have, to varying degrees,
implemented guidelines for the admission of trauma patients, or that existing guidelines are



not followed in practice. Repeated systematic patient assessments according to the ABCDE
protocol form the basis for treatment throughout the patient pathway, including the
rehabilitation phase, and help to prevent late complications (3, 4).

If assessments are only carried out sporadically, patient safety may be compromised, and non-
life-threatening injuries in trauma patients may not be detected until the rehabilitation stage
(4). According to Section 16 of Norway’s Health Personnel Act, it is the organisation’s
responsibility to ensure the implementation and monitoring of standardised guidelines for
patient care at all stages of the course of treatment (25).

The National Trauma Plan and previous research have primarily focused on the initial phase of
trauma care, which takes place in the emergency department (3, 10). This study demonstrates
that there is also a need for knowledge about systematic assessments of trauma patients in
ICUs and high-dependency units.

Strengths and limitations

The sample consisted of experienced intensive care nurses of varying ages and both sexes,
and from two different hospitals. Because there were participants from both a trauma centre
and an acute hospital with trauma care facilities, we gained insight into the diverse
experiences in caring for trauma patients. Several of the experiences were similar. The findings
may therefore be transferable to other hospitals that treat trauma patients. The participants
had completed KITS2 at some point in the period 2017-2023.

As the participants attended the courses at different times, this may have impacted on their
reflections and their ability to integrate and apply experiences from the course. The focus
group format may have had an impact on participants’ openness and desire to discuss their
experiences. Individual interviews could have provided different perspectives. The first author
has personal experience in caring for trauma patients in intensive care units. In-depth
knowledge of the field is an asset but it can also limit new insight and fresh perspectives due
to so-called field blindness (18).

Conclusion

This study adds to the knowledge base about intensive care nurses’ experiences in caring for
trauma patients in ICUs and high-dependency units following completion of KITS2. The study
shows that KITS2 improves nurses’ observations and assessments of trauma patients and
strengthens their understanding of interdisciplinary collaboration, while the course material
helps maintain their knowledge after the course has concluded.

The findings may be of interest to intensive care nurses and managers in ICUs and high-
dependency units, as well as course leaders and instructors in trauma nursing courses.

Effective trauma care requires optimal treatment at every stage of the trauma chain (3). This
study indicates that advanced courses in trauma nursing could also benefit from including
practical exercises. This finding should be considered in the further development of KITS2.



The study highlights that the use of systematic patient assessments varies in trauma
admissions in Norwegian ICUs and high-dependency units.

We recommend measures at the organisational level to ensure the best possible care for
trauma patients throughout the entire course of treatment. Intensive care nurses play a central
role in caring for trauma patients, and their responsibilities should be covered in the National
Trauma Plan. As part of the effort to strengthen this field, KITS2 should be implemented in all
ICUs and high-dependency units that care for trauma patients.
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COURSE MATERIAL APPLIED IN CLINICAL PRACTICE: The KITS2 trauma nursing course
enhanced intensive care nurses’ ability to identify symptoms of complications at different
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