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Abstract

Trauma is a leading cause of emergency room (ER) admissions worldwide, with road traffic
accidents, falls, and violence as primary contributors. In regions such as Saudi Arabia, road
traffic injuries account for the majority of trauma-related cases. This literature review explores
the pivotal roles of physicians and nurses in emergency trauma care, emphasizing their distinct
yet interdependent contributions. Physicians lead the assessment and management of life-
threatening conditions using systematic protocols like the Advanced Trauma Life Support (ATLS)
framework. Their expertise encompasses advanced diagnostics, life-saving interventions, and
the implementation of emerging technologies. Conversely, nurses are instrumental in patient
stabilization, continuous monitoring, and trauma-informed care, addressing both physiological
and psychological needs. The review highlights interdisciplinary collaboration as the
cornerstone of effective trauma care, with structured communication frameworks like SBAR
improving outcomes. Furthermore, advances in technologies and evidence-based practices are
reshaping roles, fostering improved survival rates and holistic patient recovery. This synthesis
underscores the necessity of seamless teamwork and ongoing professional development to meet
the challenges of modern trauma care.

Introduction

Globally, trauma is one of the leading causes of emergency room (ER) visits, with road traffic
accidents (RTAs), falls, and violence being the predominant contributors. According to a study,
road traffic injuries alone account for nearly 50% of trauma cases presented to emergency
departments worldwide, disproportionately affecting males and individuals aged 18-29 years
(Omair et al., 2024). Advances in emergency trauma care have mitigated mortality rates, but the
global burden remains significant, especially in low- and middle-income countries, where limited
healthcare resources exacerbate outcomes. In these settings, urbanization and increasing vehicle
use have elevated the risk of traumatic injuries, emphasizing the need for targeted prevention
strategies and improved prehospital emergency care (Birhan et al., 2023).

In Saudi Arabia, the incidence of trauma-related ER admissions mirrors global trends but is
particularly influenced by the prevalence of road traffic accidents, which are the leading cause of
injury and trauma-related deaths. A study from the Eastern Province reported that RTAs accounted
for 63% of trauma admissions, predominantly affecting males aged 16-25 years (Muyini et al.,
2024). Falls and blunt traumas also contribute significantly, especially among pediatric and elderly
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populations, as evidenced by recent research analyzing traumatic brain injuries (TBIs) and their
outcomes (Aleid et al., 2024). Studies highlight that the severity of injuries and their outcomes are
closely linked to the mode of transportation to the hospital and the timeliness of initial care.
At the same time, emergency medicine represents a cornerstone of trauma care, characterized by
its high stakes and rapid pace, where the swift assessment and intervention of medical teams are
often the deciding factors between life and death. Within this demanding field, doctors and nurses
form the backbone of trauma care, combining their expertise to manage complex, time-sensitive
cases. Doctors, equipped with diagnostic acumen and advanced procedural skills, take the lead in
identifying life-threatening conditions, performing interventions like intubation, and guiding
treatment plans. Nurses complement these efforts by ensuring seamless patient monitoring,
administering medications, and preparing life-saving equipment (Donelan et al., 2020).
Collaboration between these professionals is paramount, as effective communication and
teamwork can significantly improve patient outcomes. Studies emphasize that structured
communication frameworks, such as the Situation-Background-Assessment-Recommendation
(SBAR) method, enhance clarity and reduce errors during trauma resuscitation (Alexandrino et
al., 2023). The adaptability of emergency teams is equally crucial, as they must navigate
unpredictable scenarios, from mass casualty incidents to polytrauma cases requiring simultaneous
interventions. Nurses, often the primary point of contact for patients, also play a key role in trauma-
informed care, addressing not only physical injuries but also the emotional needs of patients and
families (Barrett, 2019). This holistic approach underscores the evolving nature of emergency
medicine, where both doctors and nurses continuously refine their skills and leverage
interdisciplinary collaboration to deliver optimal care.
The delivery of emergency, critical, and intensive care services demands seamless coordination
and teamwork, as these environments require time-sensitive, life-dependent interventions to
optimize patient outcomes. Effective teamwork in critical care settings ensures that all team
members work cohesively to provide patient-centered care. Initiatives such as the ICU Liberation
Project highlight the impact of coordinated efforts on improving patient outcomes (Guest et al.,
2024). This multidisciplinary approach focuses on evidence-based practices, including minimizing
sedation, early mobilization, and effective pain management. Studies demonstrate that these
strategies have significantly reduced mortality, long-term cognitive impairment, and hospital-
acquired complications while simultaneously decreasing healthcare costs (Rodziewicz et al.,
2024). Moreover, structured communication frameworks within these teams ensure that care
delivery is efficient and error-free, emphasizing the necessity of collaboration in critical care
environments. These coordinated efforts exemplify how teamwork in intensive care not only
enhances survival but also improves quality of life for survivors.
The aim of this review is to explore the distinct and collaborative roles of physicians and nurses in
the management of trauma cases within emergency care settings. It seeks to identify how their
expertise and coordinated efforts contribute to patient stabilization, advanced interventions, and
holistic recovery.

1. The Role of Doctors in Trauma Care
Physicians are critical in managing trauma cases in emergency rooms (ERs), where prompt,
decisive action can mean the difference between life and death. Their responsibilities extend across
triage, stabilization, definitive care, and coordination with multidisciplinary teams. Studies have
shown that emergency physicians are often the first to evaluate trauma patients, ensuring rapid
stabilization and diagnosis (Kostiuk &, 2023). Their role extends to performing life-saving

645



How Nurses Complement Doctors in
Addressing Trauma Challenges

procedures such as intubations, chest tube insertions, and managing hemorrhages. Prehospital
trauma care involves providing critical interventions and stabilization at the scene of injury to
improve patient outcomes during transport to a medical facility (Dinh et al., 2023). Furthermore,
some studies suggest that prehospital care led by physicians may improve survival in severe trauma
cases. Doctors are often equipped to perform advanced interventions such as intubation and fluid
resuscitation. However, evidence on mortality reduction remains mixed (Hirano et al., 2019;
Bieler et al., 2017). Physicians provide essential expertise during complex emergencies, including
traumatic brain injuries, where interventions can enhance long-term functional outcomes (Wilson
& Gangathimmaiah, 2017).
1.1. Core Responsibilities of Physicians in Trauma Management

The initial assessment and triage of trauma patients are critical components of emergency care,
where physicians play a pivotal role. This phase is often the most time-sensitive, as it involves
identifying and managing life-threatening conditions that can rapidly deteriorate without
intervention (James & Pennardt, 2019). Physicians are often the first to assess trauma patients,
conducting an initial evaluation to determine their condition. They perform a rapid primary survey
based on the Advanced Trauma Life Support (ATLS) protocol. This survey focuses on managing
life-threatening conditions, including airway compromise, breathing difficulties, and circulatory
instability (Kovacs & Sowers, 2018; Cannon et al., 2017). Studies underscore the importance of
physicians' clinical acumen in quickly identifying the severity of injuries and prioritizing
interventions (Schellenberg & Inaba, 2018). Once assessed, physicians stabilize patients through
airway management, fluid resuscitation, and hemorrhage control. Emergency department (ED)
physicians are primarily responsible for intubation in most U.S. trauma centers, a critical
intervention for patients with compromised airways (Chiaghana et al., 2019). New techniques,
such as Resuscitative Endovascular Balloon Occlusion of the Aorta (REBOA), have become part
of emergency trauma management, particularly for uncontrolled hemorrhage. These procedures
demonstrate the need for specialized training and rapid decision-making (Bekdache et al., 2019).
The ATLS protocol employs a systematic "ABCDE" (Airway, Breathing, Circulation, Disability,
and Exposure) approach to trauma assessment, prioritizing life-threatening conditions. The first
step, Airway with cervical spine protection, involves ensuring a patent airway while stabilizing the
cervical spine to prevent spinal cord injury (Austin et al., 2014). Physicians check for obstructions
such as foreign bodies, facial fractures, or swelling. The next step, breathing and ventilation,
focuses on evaluating chest rise, breath sounds, and oxygen saturation to identify issues like
pneumothorax, hemothorax, or flail chest (Planas et al., 2017). Hemorrhage, a major cause of
preventable trauma deaths, requires immediate attention. Physicians check for shock indicators
such as low blood pressure and rapid heart rate, then manage bleeding through fluid resuscitation
or direct pressure (Bouglé et al., 2013). The Disability step involves a rapid neurological
evaluation using the Glasgow Coma Scale (GCS) to assess potential traumatic brain injuries
(Clark et al., 2023). Finally, Exposure and Environmental Control require fully exposing the
patient to identify hidden injuries while employing measures such as warming blankets to prevent
hypothermia. This structured framework ensures that critical aspects of trauma care are
systematically addressed, even amidst the high-pressure environment of trauma resuscitation,
reducing the likelihood of overlooked injuries or delays in treatment.

Physicians utilize various tools to enhance trauma triage and decision-making. The Focused
Assessment with Sonography for Trauma (FAST) employs ultrasound to quickly detect internal
bleeding in the abdomen, chest, or pelvis, aiding in urgent surgical decisions for unstable patients
(Schellenberg & Inaba, 2018). Whole-Body Computed Tomography (WBCT), now a gold
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standard for trauma imaging, enables rapid identification of multi-system injuries, though its use
requires balancing detailed diagnostics with the urgency of life-saving interventions (Lucas et al.,
2020). Additionally, initial laboratory tests, such as blood gas analysis, complete blood count
(CBC), and coagulation studies, provide essential information on metabolic imbalances, anemia,
and coagulopathies, further guiding clinical management. Clinical acumen also plays a crucial role
in triage, enabling physicians to rapidly assess patients, prioritize interventions, and make life-
saving decisions (Han et al., 2024). Physicians’ ability to synthesize information from clinical
assessments, patient history, and diagnostic tools is crucial in the triage process. The chaotic nature
of trauma care demands rapid decision-making under pressure. Experienced physicians can
identify subtle signs of life-threatening conditions, such as tracheal deviation in tension
pneumothorax or mottled skin in shock, which may not be immediately apparent. Studies have
shown that early and accurate identification of injury severity improves outcomes by ensuring
timely interventions. For example, patients with blunt thoracic trauma benefit significantly when
physicians identify and treat rib fractures and associated pulmonary contusions during the initial
survey (Hirano et al., 2019).
Physicians must address not only physical injuries but also psychological trauma. Trauma-
informed care (TIC) in the ER focuses on minimizing retraumatization, improving patient
outcomes, and ensuring that care environments are supportive and empathetic (Greenwald et al.,
2023). TIC is rooted in understanding that trauma—whether physical, emotional, or
psychological—shapes a person’s health behaviors, perceptions of care, and interaction with the
healthcare system. It prioritizes creating a safe, supportive environment to reduce retraumatization
and promote healing. The Substance Abuse and Mental Health Services Administration
(SAMHSA) outlines the core principles of TIC, including safety, trustworthiness, peer support,
collaboration, empowerment, and cultural competency (Ashworth et al., 2023). These principles
form the foundation for physicians' roles in TIC, particularly in high-stress environments such as
emergency departments and trauma centers.

1.2. Key Roles of Physicians in Trauma-Informed Care
One of the core tenets of TIC is ensuring patient safety—both physical and psychological.
Physicians must cultivate an environment of trust by explaining procedures, seeking informed
consent, and avoiding language or actions that may trigger past traumas (Novilla et al., 2024).
Studies emphasize the importance of maintaining consistent, open communication to foster a sense
of control and collaboration in patients (Morra et al., 2024). For instance, during emergency
procedures, explaining each step in simple, reassuring terms can alleviate patient anxiety and
prevent retraumatization. Moreover, trauma survivors often have heightened sensitivities to
medical environments. Physicians are responsible for modifying care practices to minimize
retraumatization. This includes ensuring physical privacy, minimizing unnecessary invasive
procedures, and recognizing potential triggers, such as loud noises or abrupt movements
(Goldstein et al., 2024).
Research demonstrates that emergency departments (EDs) can inadvertently retraumatize patients
if TIC principles are not implemented, highlighting the need for systemic changes in care delivery
(Patel & Martin, 2024). For example, trauma-informed care training can improve physician
awareness of these risks and equip them with strategies to mitigate such occurrences. Another
fundamental aspect of TIC is empowering patients to actively participate in their care. Physicians
play a key role by involving patients in decision-making processes and respecting their
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preferences. Allowing patients to make choices about their treatment fosters a sense of autonomy,
which is critical for trauma recovery (Novilla et al., 2024).
Trauma-informed care necessitates a collaborative approach involving multiple disciplines.
Physicians often act as team leaders, coordinating with psychologists, social workers, nurses, and
other specialists to address the comprehensive needs of trauma patients. Effective collaboration
ensures that patients receive holistic care that addresses their physical injuries while also providing
psychological and social support (Pinciroli et al., 2019). For example, involving social workers
in discharge planning can connect patients with community resources and follow-up care.
Moreover, physicians are uniquely positioned to advocate for systemic changes that prioritize TIC
in healthcare settings. This includes influencing institutional policies to integrate trauma-informed
practices into standard operating procedures and promoting ongoing education for all staff
members (Levy-Carrick et al., 2019).

1.3. Specialized Interventions
In emergency trauma care, specialized interventions performed by physicians are essential for
addressing complex injuries and stabilizing patients. These interventions rely on advanced
technologies, evolving medical techniques, and multidisciplinary collaboration to ensure optimal
outcomes. For example, doctors specializing in interventional radiology have advanced the
management of hemodynamically unstable trauma patients using innovative tools like stent grafts
and angiography, significantly reducing mortality (Jeph et al., 2017). Techniques such as
embolization, digital subtraction angiography (DSA), and cone-beam CT-guided interventions are
used to treat vascular injuries without open surgery. Studies highlight the efficacy of embolization
in controlling bleeding from pelvic fractures and solid organ injuries, reducing the need for
exploratory laparotomy (Singh et al., 2017). For patients in extremis due to thoracic trauma,
emergency thoracotomy can be lifesaving. This procedure allows direct control of cardiac or great
vessel injuries, temporary occlusion of the descending aorta to manage hemorrhagic shock, and
open cardiac massage. Emergency physicians skilled in this high-risk intervention are crucial in
preventing catastrophic outcomes (Sersar & AlAnwar, 2013). Moreover, massive transfusion
protocols incorporating balanced ratios of red blood cells, plasma, and platelets have improved
trauma resuscitation outcomes. Physicians use specialized laboratory tests, such as
thromboelastography (TEG), to guide transfusion strategies and correct coagulopathies (Wikkelsg
et al., 2016). The early administration of tranexamic acid (TXA) has further reduced mortality
from hemorrhage (Shakur et al., 2017). In Other cases, Point-of-Care Ultrasound (POCUS)
including the Focused Assessment with Sonography for Trauma (FAST) and extended FAST
(eFAST), enables rapid identification of internal injuries. This non-invasive tool helps detect
hemoperitoneum, pneumothorax, or hemothorax, guiding immediate treatment decisions. Its
portability and speed make it invaluable in emergency settings (Hirano et al., 2019).
Physicians play a crucial role in preventing and managing infections that can arise following
trauma, significantly improving long-term outcomes for patients. Early identification of trauma-
related infections, such as sepsis or wound infections, is critical to reducing morbidity and
mortality (Coccolini et al., 2017). Physicians utilize advanced diagnostic tools and implement
timely interventions, including the administration of prophylactic antibiotics and monitoring for
signs of systemic infection. Studies emphasize the importance of infection control protocols and
individualized treatment plans in reducing the burden of post-trauma infections (Mugco et al.,
2024). Furthermore, interdisciplinary approaches, where physicians collaborate with infectious
disease specialists, have shown to be effective in optimizing antimicrobial therapy and enhancing
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patient outcomes (Hawkins et al., 2021). Through these measures, physicians ensure
comprehensive care that addresses both the immediate and long-term risks associated with trauma.
Trauma surgeons, a subset of physicians specializing in emergency medicine, provide definitive
care, especially in cases requiring surgical intervention. They are attending the ultimate
responsibility for the initial evaluation and management of the injured patient. According to Ciesla
and Lee (2006), trauma surgeons’ swift decision-making in high-pressure scenarios significantly
reduces morbidity and mortality rates. Furthermore, their leadership in multidisciplinary teams
ensures the alignment of all care efforts. Finally, Resuscitative Endovascular Balloon Occlusion
of the Aorta (REBOA) is a minimally invasive procedure used to control hemorrhage in trauma
patients. By deploying a balloon catheter in the aorta, physicians can temporarily block blood flow
to certain regions, stabilizing patients until surgical interventions are possible. This technique is
increasingly used for truncal hemorrhage and pelvic fractures (Allen et al., 2018). Advances in
catheter design and imaging technologies have further streamlined the procedure, making it a
critical tool in modern trauma management.

2. The Role of Nurses in Trauma Care
Nurses are indispensable members of the trauma care team, contributing to every stage of the
patient journey, from prehospital care to rehabilitation. Their responsibilities include providing
immediate lifesaving interventions, ensuring patient stabilization, managing complex injuries, and
delivering compassionate support to patients and families (Berwick et al., 2016). They are
indispensable in trauma care inside emergency departments (EDs), often serving as the first point
of contact for patients. They excel in initial triage, identifying patients’ needs and prioritizing care
based on the severity of injuries. Research by Bugelli (2023) highlights the critical thinking and
clinical judgment nurses apply during these assessments, ensuring that limited resources are
allocated effectively. In addition to triage, emergency nurses administer medications, assist in
procedures, and provide emotional support to patients and families. Their ability to multitask and
maintain composure under pressure is integral to the efficiency of trauma care. Advanced practice
nurses, such as nurse practitioners, also contribute significantly by performing diagnostic
assessments and collaborating with physicians in treatment planning (Woo et al., 2017).

2.1. Initial Assessment and Stabilization
The initial assessment and stabilization phase is a critical aspect of trauma management, where
nurses play an indispensable role. Upon a patient’s arrival, trauma nurses implement the Advanced
Trauma Life Support (ATLS) framework to systematically identify and address life-threatening
injuries. They focus on maintaining airway patency, ensuring adequate ventilation, and stabilizing
circulation through rapid fluid resuscitation or hemorrhage control. By using their clinical
expertise and critical thinking skills, nurses are instrumental in prioritizing interventions,
especially during the chaotic and time-sensitive moments of initial trauma care. For instance,
studies have highlighted how rapid and accurate nursing assessments can significantly reduce
morbidity and mortality in trauma patients (Katsaphourou, 2019). Trauma-Informed Care (TIC)
principles, which emphasize understanding the psychological effects of trauma and avoiding
retraumatization, are increasingly being adopted in emergency and inpatient settings. Nurses
trained in TIC build trust and provide holistic care that integrates the patient’s emotional and
physical needs (Barrett, 2019).
Effective stabilization also involves the use of diagnostic tools and ongoing patient monitoring.
Nurses are often tasked with assisting in Focused Assessment with Sonography for Trauma
(FAST) exams and obtaining laboratory results to detect internal bleeding or organ damage
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(Bloom et al., 2023). Concurrently, they monitor vital signs such as heart rate, blood pressure, and
oxygen saturation to detect early signs of shock or other complications. In addition to their
technical skills, nurses ensure patient comfort and minimize distress by providing reassurance, an
essential aspect of trauma-informed care. A study emphasized the significance of nurses’ roles in
reducing patient anxiety, which can positively impact physiological stabilization (Molina-Mula
& Gallo-Estrada, 2020).
The evolving scope of emergency nurse practitioners also includes managing minor injuries and
ilinesses and assisting with complex cases, reflecting the convergence of roles between medicine
and nursing (Brook & Crouch, 2004). Programs such as Advanced Trauma Life Support (ATLS)
and Advanced Trauma Care for Nurses enhance the skills of emergency nurses, enabling them to
initiate life-saving procedures even before physicians are available (Awwad et al., 2021).

2.2. Neuroprotective Care in Trauma Nursing
Specialized nursing interventions play a vital role in managing traumatic brain injury (TBI), a
significant cause of morbidity and mortality in trauma care. Nurses are central to implementing
neuroprotective strategies aimed at preventing secondary brain injury, which can result from
factors such as hypoxia, hypercapnia, or intracranial hypertension. Key interventions include
maintaining optimal cerebral perfusion pressure (CPP) through careful monitoring of mean arterial
pressure (MAP) and intracranial pressure (ICP), ensuring adequate oxygenation to prevent
hypoxia, and administering sedation and analgesia to minimize metabolic demands on the brain.
Nurses also play a crucial role in preventing complications such as infections or seizures, which
can exacerbate neurological damage (Miao et al., 2023). A survey in Thailand revealed significant
knowledge gaps among trauma nurses in areas such as carbon dioxide monitoring and cerebral
perfusion management. Continuous professional development programs, focusing on evidence-
based practices, are essential to enhance nurses’ proficiency and ensure high-quality care for TBI
patients (Promlek et al., 2020). These interventions underscore the critical role of nursing
expertise in improving outcomes for patients with traumatic brain injuries.
Moreover, several studies show that structured neuroprotective nursing care protocols significantly
enhance patient outcomes. A quasi-experimental study conducted at Mansoura University Hospital
demonstrated improved Glasgow Coma Scale (GCS) scores and physiological parameters in
patients receiving initial neuroprotective nursing care compared to those who did not (Ali et al.,
2023). Effective monitoring and intervention are also vital in preventing secondary brain damage.
Suctioning and other standard nursing interventions can influence Intracranial Pressure (ICP)
levels. A recent review emphasized the need for evidence-based protocols in managing these
interventions to optimize patient outcomes (Mielcarek et al., 2024).
Innovations in neuromonitoring have revolutionized the management of traumatic brain injury
(TBI) and other neurological conditions, significantly aiding nurses in providing precise and
effective care. These technologies enable early detection of secondary brain injuries, continuous
assessment of intracranial dynamics, and timely interventions, all of which are critical in
neuroprotective nursing. For example, innovations in neuromonitoring, such as continuous ICP
monitoring, have enabled nurses to detect and respond to secondary brain insults in real-time.
These techniques are becoming standard in neurocritical care, particularly for patients with severe
TBI (Moscote-Salazar & Satyarthee, 2016). Continuous ICP monitoring is a regarded as
cornerstone of neuromonitoring in TBI care. It allows nurses to detect elevated ICP levels and
respond promptly to prevent secondary brain injury. Advanced devices, such as fiberoptic and
catheter-based systems, provide real-time measurements, ensuring accurate assessments of brain
physiology (Mielcarek et al., 2024). These tools have become standard in neurocritical care units
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and enhance nurses' ability to manage interventions like cerebrospinal fluid drainage and
hyperosmolar therapy. Targeted temperature management (TTM), including therapeutic
hypothermia, has emerged as a promising neuroprotective strategy. TTM reduces ischemic and
reperfusion injuries, with recent trials highlighting its role in lowering ICP and mitigating
secondary brain injury (Yokobori & Yokota, 2016). Non-invasive tools like near-infrared
spectroscopy (NIRS) allow nurses to monitor regional cerebral oxygenation continuously. This
innovation reduces reliance on invasive methods and provides critical data on oxygen delivery to
brain tissues. Maintaining optimal oxygenation is vital for preventing ischemia and promoting
recovery (Zhong et al., 2016). Combining multiple monitoring modalities, such as ICP, brain
tissue oxygenation (PbtO2), and microdialysis, multimodal systems provide a comprehensive
overview of cerebral health. These innovations help nurses correlate changes across parameters,
enabling precise interventions tailored to patients' needs (Moscote-Salazar & Satyarthee, 2016).
Continuous electroencephalogram (EEG) monitoring identifies seizures, brain ischemia, and other
neural activities in critically ill patients. For nurses, this tool aids in real-time adjustments to
sedation, anticonvulsant therapy, and ventilatory support, enhancing patient safety (Yan et al.,
2024).
3. Interdisciplinary Collaboration

Effective trauma care relies on clearly defined roles for doctors and nurses. Physicians often handle
critical diagnostic and surgical tasks, while nurses focus on comprehensive care, including
physiological stabilization and psychological support. Role clarity and teamwork improve
outcomes and disaster preparedness (Donelan et al., 2020). Doctors lead multidisciplinary trauma
teams, coordinating efforts for assessment and damage control procedures using evidence-based
algorithms (Pinciroli et al., 2019). Physicians must balance immediate resuscitation efforts with
ethical considerations, such as organ donation preferences, which underscore their responsibility
to respect patient autonomy (DiBrito & Henderson, 2018). Nurses also play a leadership role
within multidisciplinary teams during the initial stabilization process. Their ability to coordinate
effectively with physicians, radiologists, and paramedics ensures a seamless transition of care.
This collaboration is particularly vital in managing polytrauma cases, where multiple injuries
require simultaneous interventions. Furthermore, nurses document key findings during
assessments, which guide ongoing treatment decisions. Research underscores that well-
coordinated nursing actions and communication significantly enhance the efficiency of trauma
teams, leading to better patient outcomes (Liu et al.,, 2019). Through their multifaceted
responsibilities, nurses remain central to achieving stability in trauma patients during the most
vulnerable phases of their care. Integrated training programs like the TeamSTEPPS Trauma Nurse
Academy have shown significant improvements in team performance, nurse confidence, and
patient outcomes during trauma resuscitations (Peters et al., 2018).

Partnership between physicians and nurses forms the backbone of high-functioning trauma teams.
Nurses and physicians bring complementary skills to trauma care, with nurses providing
continuous bedside monitoring and technical interventions while physicians focus on diagnostics,
treatment planning, and critical decision-making. Seamless communication between these
professionals ensures that life-threatening injuries are identified and managed promptly. For
instance, during a trauma resuscitation, nurses support physicians by administering medications,
managing airway devices, and preparing equipment, allowing physicians to concentrate on
performing procedures like intubation or central line placement. Research underscores that
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collaborative team dynamics in trauma care are associated with reduced mortality rates and
improved treatment outcomes (Donelan et al., 2020).
Coordination between nurses and physicians is particularly vital in managing complex polytrauma
cases, where multiple injuries require simultaneous interventions. Nurses often take the lead in
facilitating workflows by prioritizing tasks, ensuring that critical resources such as diagnostic tools
or medications are available when needed. At the same time, physicians rely on nurses’ real-time
assessments and feedback to guide treatment adjustments. Studies have shown that structured
communication frameworks, such as the Situation-Background-Assessment-Recommendation
(SBAR) technique, enhance the clarity and efficiency of information exchange between nurses and
physicians. By standardizing communication, these tools reduce the risk of miscommunication,
ensuring that critical details about the patient's condition are accurately conveyed, even in high-
pressure scenarios (Alexandrino et al., 2023).
Beyond bedside interactions, collaboration extends to strategic decision-making and post-trauma
care. Physicians and nurses jointly participate in debriefings after major trauma cases, reviewing
successes and identifying areas for improvement. These collaborative sessions enhance team
learning and contribute to the development of more efficient protocols. Nurses also play a vital
role in advocating for patient needs during rounds or care planning discussions, ensuring that
holistic care priorities are addressed. Collaborative training programs and simulation exercises
have been shown to improve team cohesion, equipping nurses and physicians to respond
cohesively during trauma emergencies. The integration of such multidisciplinary approaches
strengthens the overall quality of trauma care and fosters a culture of mutual respect and shared
accountability (Peters et al., 2018). Through their combined efforts, nurses and physicians ensure
comprehensive and efficient trauma care that prioritizes patient safety and recovery.
Conclusion
Effective trauma care hinges on the coordinated efforts of physicians and nurses, whose
complementary roles ensure rapid assessment, stabilization, and comprehensive treatment of
critically injured patients. Physicians contribute advanced diagnostic and procedural expertise,
while nurses provide essential support in monitoring, administering care, and addressing emotional
needs through trauma-informed practices. The integration of structured communication
frameworks, emerging technologies, and evidence-based protocols further enhances the quality of
care. This review underscores the importance of interdisciplinary collaboration and continuous
professional development in optimizing trauma management and improving patient outcomes.
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