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Abstract

Background: Investigating the context of trauma and acute care surgery, the article aims at understanding the
factors that can enhance some ethical aspects, namely the importance of patient consent, the perceptiveness of the
ethical role of the trauma leader, and the perceived importance of ethics as an educational subject.

Methods: The article employs an international questionnaire promoted by the World Society of Emergency Surgery.

Results: Through the analysis of 402 fully filled questionnaires by surgeons from 72 different countries, the three
main ethical topics are investigated through the lens of gender, membership of an academic or non-academic
institution, an official trauma team, and a diverse group. In general terms, results highlight greater attention paid by
surgeons belonging to academic institutions, official trauma teams, and diverse groups.

Conclusions: Our results underline that some organizational factors (e.g., the fact that the team belongs to a univer-
sity context or is more diverse) might lead to the development of a higher sensibility on ethical matters. Embracing
cultural diversity forces trauma teams to deal with different mindsets. Organizations should, therefore, consider those
elements in defining their organizational procedures.

Level of evidence: Trauma and acute care teams work under tremendous pressure and complex circumstances, with
their members needing to make ethical decisions quickly. The international survey allowed to shed light on how team
assembly decisions might represent an opportunity to coordinate team member actions and increase performance.
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Background
Trauma is the leading cause of death among people aged
1-44 years and the fourth most common cause of death
in the western world [1]. When managing trauma cases,
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awareness of the trauma causes nor the patients’ iden-
tity, current circumstances or conditions, or patients’
desires about the treatment options, and must cope with
the risk of unanticipated incidents. Within this context,
traditional organizational practices are less effective, and
integrative mechanisms such as team assembly decisions
might be the only opportunity to coordinate team mem-
ber actions and increase performance [3].

In such scenarios, urgent decision-making in trauma
surgery raises a number of ethical concerns. When faced
with ethical dilemmas, clinicians must rapidly consider
the potential outcomes of their choices, as well as the lim-
ited information they have about their patients [4]. Eth-
ics also involves communication and sharing of eventual
options and decisions to patients and their loved ones
with consistency and compassion. The emergency situ-
ation rarely allows time to investigate recommendations
from the relevant literature or guidelines or ask other col-
leagues for second opinions. As a result, there is a high
risk of making mistakes or facing ethical dilemmas when
managing injured patients, and this seems to be particu-
larly true during the early assessment and resuscitation
processes when lifesaving procedures are made [5]. Simi-
larly, the time or opportunity to inform the patient might
be limited or completely lacking. In this perspective, the
topic of consent is critical. Because of the sudden and
unexpected nature of trauma or the emergency, health-
care providers must be trained to think and respond fast
in the patient’s best medical interest. Trauma patients
frequently have transitory impairments in their ability
to make autonomous and informed decisions. This often
results in presumed consent for medically necessary treat-
ment [4].

Emergency surgery teams are made up of a multidisci-
plinary group of people from different specialities such
as anesthesia, emergency medicine, surgery, nursing,
and supporting staff, all of whom provide simultaneous
inputs into the trauma assessment and treatment, with a
team leader who will be coordinating their activities [1].
Therefore, in trauma and emergency situations, team
dynamics are critical [6].

A crucial aspect refers to the role of the trauma leader
who, as an ethical leader and guided by strong ethi-
cal principles, “can experience conflicting obligations
to stakeholders during these emotional and complex
debates and must lead with strength, compassion, fair-
ness, and justice while eliminating implicit and explicit
biases” [7]. Indeed, while decision-making is often seen
through the lens of an individual’s internal cognitive
process, the ability to put certain decisions into action
necessitates the ability to seamlessly organize all team
members to achieve the desired objective [5]. Trauma
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leaders have the challenging role of managing their team
through potentially challenging ethical situations.

Interestingly, current teaching and assessment
approaches for these advanced cognitive skills are sub-
jective, lack standardization, and are vulnerable to errors
[5, 6]. Therefore, knowledge translation and knowledge
transfer mechanisms are cornerstones to allow team
members to bridge their differences and communicate
effectively, boosting the potential of multidisciplinary
teams [8]. Fostering a continuous learning requirement
on these matters is essential to enable trauma teams to
overcome ethical dilemmas in an efficient and effective
way [9].

Diversity in surgery is a rising topic within the surgical
community. It has been defined as “a broad representa-
tion of viewpoints, socioeconomic backgrounds, gender,
sexual orientation, disability status, race, and ethnicity”
[10]. Emergency surgery teams are diverse by definition,
as they include professionals of different specialities and
variable backgrounds [1], who do need interpersonal
skills [5, 6] to ensure effective care to trauma patients. The
literature highlights how global performance has been
shown to be better when the environment of medical
care is diverse, and patient satisfaction is also improved
in such contexts [11, 12]. Still, recent studies have also
underlined how diversity needs dedicated organizational
and management policies to reach its full potential [8, 11,
13]. Interestingly, to the best of our knowledge, little has
been said about the possible influence between diversity
and ethics in emergency and trauma teams.

To fill this gap, this study aims at investigating the dif-
ferent perceptions of trauma surgeons on three ethical-
related matters. First, the study investigates the feelings
of surgeons regarding the importance of patient consent.
Second, the research focuses on their perceptiveness of
the ethical role of the trauma leader. Third, the study
deepens the perceived importance of ethics as an educa-
tional subject. This study builds on these foundations by
undertaking an international survey under the auspices
of the World Society of Emergency Surgery (WSES) to
investigate the factors that can enhance these three ethi-
cal aspects in trauma and emergency surgery. The dataset
is analyzed focusing on the role of gender, kind of institu-
tion (academic or not), and membership to an officially
set trauma team and to a diverse group.

Methods

Survey settings and data collection

An online population-based survey was used to gather
demographic, experience, and practice-based informa-
tion about the trauma surgeons participating in the study
and their team dynamics.
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The survey was performed using Google Forms in Eng-
lish and reported according to the CHERRIES (Checklist
for Reporting Results of Internet E-Surveys) methodol-
ogy [14]. Considering the characteristics and aim of the
study and the participants, the approval of the Institu-
tional Review Board (IRB) was not needed.

The electronic questionnaire was developed following a
research protocol that was circulated among the steering
committee members and tested by a sample of surgeons.
The majority of the questions were based on previous
research in trauma and emergency surgery [9, 15, 16],
information management and organization science [17-
19], and medical ethics [7-9, 20].

The WSES sent out an e-mail invitation to all its 917
members in January 2021. The call for participation in
the survey was also posted on the society’s Web site and
Twitter account. The survey’s topic and objectives were
detailed in the invitation e-mail, along with the survey’s
estimated length (less than 15 min) and the option to join
the Team Dynamics Study Group to continue investigat-
ing and sharing the findings. Both of the answers, as well
as the identity of the investigators, were kept confidential.
Three reminders were sent out during the opening time
of the investigation, which lasted one month.

Survey design and questions

The first questions focused on identifying the sample,
such as gender, years of trauma surgery experience, type
of institution (academic vs. non-academic), country, the
role held, eventual participation within a trauma team
(meaning, a designated team within the hospital or insti-
tution which can be freed up from the routinary tasks
to receive trauma patients when needed [21]), and the
involvement of diverse team members. More in detail,
surgeons were not given any definition of “diversity” or
“diverse team.” They were just asked to declare if they
considered their team as diverse. The majority of the
questions asked came from Woltz et al. [15] and Reichert
etal. [16].

Ethics was investigated through 12 sentences to be
rated according to a five-point Likert scale, where
1=strongly disagree and 5=strongly agree. The items
were adapted from Angelos et al. [7], Angelos [20], Suah
and Angelos [4] and Scarlet [9], aiming at measuring the
topics of surgical consent (items 1-2), the formal atten-
tion to ethics in trauma surgery training (items 3-7), and
the role of trauma leaders as ethical leaders (items 8—12).
Appendix 1 reports the items for each topic. The com-
plete survey is included in Appendix 2.

Data analysis
The final dataset was downloaded into an excel spread-
sheet file shortly after the investigation was completed,
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obtaining a total of 402 fully completed questionnaires
out of 917 members enrolled in the WSES (45.84% as a
global response rate). Summary statistics were used to
evaluate quantitative data. Results were analyzed using
the software R [22].

A first analysis was developed to describe the sam-
ple distribution in terms of gender, type of institutions,
respondents belonging to a trauma team, and a diverse
team. Additionally, descriptive statistics were devel-
oped on the 12 ethical questions. Finally, questions were
grouped into three main latent variables. Kruskal—Wallis
analysis was used to check for differences in respondents
by gender, kind of institution, membership to a trauma
team, and a team qualified by the surgeons as diverse.!

Results

Sample distribution

For the analysis, 402 valid questionnaires were obtained.
Regarding the geographical location, although the
majority of the survey’s participants work in Europe,
the respondents are well spread around the world, rep-
resenting 72 countries on all the continents. The sample
shows a predominance of male surgeons (84%) compared
to women (15%), with only three respondents who pre-
ferred not to answer the question. Academic institutions
are the most frequent (72%), as well as the participants
belonging to trauma teams (79.6%). Interestingly, 62% of
the respondents declared to be working within a diverse
team. Table 1 reports the descriptive statistics of the par-
ticipants of the investigation.

Descriptive statistics

Focusing on the investigated 12 items, findings show
an average result ranging from a minimum of 2.83 to a
maximum of 4.42. Applying a Cronbach’s alpha analy-
sis, answers’ results demonstrate that questions show an
internal consistency, namely how closely related a set of
items are as a group, since all the replies show a Cron-
bach value equal or higher than 0.7 (Table 2).

Differences in respondents

Analyzing differences among respondents, our findings
can be summarized as follows. First, the importance of
consent is considered essential by all the respondents

! When the assumptions of one-way ANOVA are not met, the Kruskal-Wiallis
test is used. It is a nonparametric (distribution free) test. The Kruskal-Wallis
test and one-way ANOVA also look for substantial differences between con-
tinuous and categorical dependent variables (with two or more groups). In an
ANOVA, we assume that the dependent variable is normally distributed and
that the variance in the scores between groups is roughly equal. When using
the Kruskal-Wallis test, none of these assumptions are necessary. As a result,
the Kruskal-Wallis test is applicable to both continuous and ordinal depend-
ent variables.
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Table 1 Descriptive statistics about surgeons and institutions
participating in the study

Number Percent (%)

Participants 402 100.00
Gender

Male 338 84.08

Female 61 15.17

Prefer not to answer 3 0.75
Kind of institution

Academic 292 7264

Non-academic 110 2736
Part of a trauma team

Yes 320 79.60

No 82 20.40
Part of a diverse team

Yes 250 62.19

No 152 37.81

with no differences in terms of gender. Interestingly,
respondents belonging to academic institutions showed
greater attention on the topic with an average of 3.238
against an average of 2.827 of non-academics (p value
0.008). Similarly, respondents belonging to a struc-
tured trauma team are used to pay closer attention to
this topic with an average of 3.212 against an average of
2.921 of participants not belonging to trauma teams (p
value 0.037). Finally, surgeons who declared to belong to
diverse teams underline greater attention on the impor-
tance of consent with an average of 3.328 against an aver-
age of 2.865 (p value >0.001) (Table 3).

Table 2 Descriptive statistics about the answers received
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Focusing on the trauma leader’s role as an ethical
leader, results do not show statistically relevant dif-
ferences for gender and membership of academic or
non-academic institutions. While female surgeons get
an average of 3.279 and mean 3.288, similarly, academ-
ics show an average of 3.306 and non-academics 3.224,
all with p values higher than the statistical significance
rate of 0.005. Differently, results demonstrated statisti-
cally significant differences both between respondents
belonging or not to trauma teams (with means of 3.312
and 3.171, respectively, and a p value of 0.032) and as part
of diverse teams (with means of 3.370 and 3.141, respec-
tively, with a p value of less than 0.001) (Table 4).

Finally, focusing on the importance of ethical training,
most respondents agree that ethical training is essen-
tial. Interestingly, while results do not show differences
between groups in terms of gender, not surprisingly ethi-
cal training is better considered by respondents belong-
ing to academic institutions with an average of 3.742
against an average of 3.480 of others (p value 0.005). Sim-
ilarly, respondents being part of trauma teams declared
higher importance with an average of 3.734 and p value
of 0.001. Finally, surgeons belonging to diverse trauma
teams expressed greater attention to the importance of
ethical training with an average of 3.830 and a p value less
than 0.001 (Table 5).

Discussion

Our results aim to understand the factors that can influ-
ence how three ethical matters are perceived in trauma
surgery teams. Through the analysis of 402 fully filled
questionnaires by surgeons working in 72 different

Statistic N Mean St. Dev Min Pctl(25) Median Pctl(75) Max Cronbach’s
alpha

Importance of consent 0.70
Quest1 402 2.83 1.21 1 2 5

Quest2 402 348 1.16 1 3 4 4 5

Trauma leader as ethical leader 0.81
Quest3 402 3.96 0.96 1 3 4 5 5

Quest4 402 442 0.79 1 4 5 5 5

Quest5 402 435 0.80 1 4 5 5 5

Questo 402 407 0.89 1 4 4 5 5

Quest7 402 358 1.08 1 3 4 4 5

Importance of ethical training 0.76
Quest8 402 412 0.99 1 4 4 5 5

Quest9 402 3.16 1.20 1 2 3 4 5

Quest10 402 3.75 1.14 1 3 4 5 5

Quest11 402 4.08 1.04 1 4 4 5 5

Quest12 402 325 1.22 1 2 3 4 5
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Table 3 Importance of consent
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Statistic N Average (SD) Median (Q1-Q3) Kruskal-Wallis rank-sum test
Chi-square p value

Gender 0.262 0.877

Female 61 2.770(0.992) 3[2-4]

Prefer not to answer 3 3.000 (1.528) 3[2.5-4]

Male 338 2.834(1.043) 3[2.5-4]

Kind of institution 6.944 0.008

Academic 292 3.238(1.019) 3.5[2.5-4]

Non-academic 110 2.927 (1.051) 3[2-35]

Part of a trauma team 4.308 0.037

No 82 2.921(1.118) 3[2-3.875]

Yes 320 3.212(1.007) 3[2.5-4]

Part of a diverse team 18.746 >0.001

No 152 2.865 (1.070) 3[2-3.5]

Yes 250 3.328(0.976) 3.5[2.5-4]

Table 4 Trauma leader as an ethical leader

Statistic N Average (SD) Median (Q1-Q3) Kruskal-Wallis rank-sum test
Chi-square p value

Gender 2.294 0317

Female 61 3.279 (0.595) 32[3-38]

Prefer not to answer 3 2.867 (0.416) 3[2.7-3.1]

Male 338 3.288 (0.565) 34[3-38

Kind of institution 1.961 0.161

Academic 292 3.306 (0.566) -

Non-academic 110 3.224 (0.574) -

Part of a trauma team 4.562 0.032

No 82 3.171(0.571) 32

Yes 320 3.312(0.565) 34[3-

Part of a diverse team 7.861 >0.001

No 152 3.141(0.576) 3.2[2.8-3.6]

Yes 250 3.370(0.547) 34[3-38]

countries, three main ethical topics were investigated
through the lens of gender, membership of an academic
or non-academic institution, of a trauma team, and a
diverse group.

Regarding the importance of obtaining consent from
the injured patient, results highlight greater attention
paid by surgeons belonging to academic institutions, offi-
cial trauma teams, and diverse groups. The topic of sur-
gical consent has been changing its meaning over time.
While once it was considered more as a legal and admin-
istrative duty before the operation, the recent literature
has underlined how informed consent is an essential tool
to communicate with the patient, understand his or her

wishes and concerns [4, 20, 23] toward the relevance
of a shared decision-making [15]. In this perspective,
the more recent paradigm sees the surgeons needing to
“speak less and listen more” [20] to ensure better knowl-
edge translation with their patients [8]. This may shine a
light to ethical issues in trauma and emergency surgery
[4], as understanding the patient’s wishes is not always
feasible.

Surgeons working in academic environments and
belonging to trauma teams pay greater attention to the
topic of consent. This may depend on the patient-cen-
tric organizational culture and ongoing debate concern-
ing patients’ consent which appears to be more assertive
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Table 5 Importance of ethical training
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Statistic N Average (SD) Median (Q1-Q3) Kruskal-Wallis rank-sum test
Chi-square p value

Gender 2455 0.293

Female 61 3.695 (0.722) 38[3.2-4.2]

Prefer not to answer 3 3.133(0.306) 3.2[3-3.3]

Male 338 3.671(0.811) 3.8[3.2-4.35]

Kind of institution 7.644 0.005

Academic 292 3.742 (0.755) 3.8 [3.2-44]

Non-academic 110 3480 (0.869) 3.6[3-4.2]

Part of a trauma team 11.356 0.001

No 82 3424 (0.747) 3.5 [2.85-4]

Yes 320 3.734(0.796) 3.8[3.2-4.4]

Part of a diverse team 22.296 >0.001

No 152 3.408 (0.895) 3.6 [2.8-4]

Yes 250 3.830(0.682) 39[3.4-44]

in academic institutions and within formalized trauma
teams. Diverse groups record outstanding results rather
than those from non-diverse ones. While diversity in
practice may be challenging due to the differences among
members, it has been proven to lead to exceptional out-
comes. It may be reasonable that professionals who are
already focused on bridging the difference with their
peers are likely to do so even with their patients.

The second topic is the role of the trauma leader as
an ethical leader, able to merge strong ethical principles
within his or her clinical decision-making. Those belong-
ing to formalized trauma teams and diverse groups are
keener about the importance, for a trauma leader, to
include ethics in his/her role. Once again, surgeons of
diverse teams gave the highest evaluation in terms of
their agreement. Therefore, we can claim that those
actively engaging with diverse groups of people feel that
ethics is crucial in ensuring smooth team dynamics and
better patient outcomes.

Ethical training is the third topic analyzed, highlight-
ing similar results. While, generally speaking, most
surgeons recognize the importance of getting proper
ethical training, participants from academic institu-
tions, formalized trauma teams, and diverse groups
show more significant interest. Again, the surgical
literature has underlined the need to employ train-
ing related to non-technical skills [24-27], with eth-
ics belonging to such skills [18]. Scientific societies
have taken the lead on such topics. Therefore, without
surprise, those closer to this debate (namely academ-
ics and formalized trauma team members) seem to be
more focused on recognizing this as a relevant issue.
Non-technical skills have proven to be essential to

foster knowledge translation dynamics within teams,
especially when groups can be defined as diverse [8,
19]. Again, diversity seems to stimulate the need for
ethical training, which is considered a central element.

Surgeons have been stereotyped as “abrasive, arro-
gant and difficult to work with” [28, 29], and those sim-
plified images have influenced the way they interact
with colleagues and patients. Informed consent is the
ethical expression of respect for the patient’s autonomy.
While previous studies showed that physicians in gen-
eral no longer make paternalistic decisions for patients,
our results show that less diverse trauma teams might
pay less attention to patient wishes.

Limitations and bias

This study is not without limitations. Among these,
although our response rate may be considered satisfac-
tory, our investigation may suffer from selection bias
[30]. Indeed, our sample may be unrepresentative of
the entire Trauma community, and this may impact the
goals of our survey research. For instance, the academic
settings (to which many of our participants belong)
may be more sensitive toward the current debate on the
topics of multidisciplinarity, diversity, and inclusion.
Moreover, although we cover 72 different countries
on all the continents, respondents are concentrated in
some geographical areas than others [2]. Cultural and
technical aspects (like the medical background of the
trauma leader, e.g., as a surgeon or an anesthesiologist)
and the massive presence or not of specific phenomena
(like gun violence) may also affect our results.
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Conclusions
Our study has highlighted how embracing cultural
diversity forces trauma teams to deal with different
mindsets. While previous studies have shown that dif-
ferent cultures (e.g., more physician-centric vs patient-
centric) can coexist within organizations [31], our
results underline that some organizational factors (e.g.,
the fact that the team belongs to a university context
or is more diverse) might lead to the development of a
higher sensibility on patient consent and ethical mat-
ters. Organizations willing to promote a more patient-
centric view with trauma teams focused on ethical
issues should consider those elements in defining their
organizational procedures. Indeed, in the context of
trauma teams, where time pressure and timely action
are the normal conditions rather than an exception,
traditional coordination mechanisms are less effective,
and teams must rely more on different strategies and
tools for coordinating their actions. According to our
results, integrative mechanisms such as team composi-
tion might work effectively, facilitating ethical behav-
iors and a more patient-oriented culture.

Qualitative studies may further deepen such dynam-
ics, defining and sharing best practices to enable trauma
teams to handle ethical issues in the best possible way.

Appendix 1
Items related to ethics
Lack of surgical consent

1. In an emergency situation, obtaining informed con-
sent from a traumatically injured patient is impor-
tant.

2. Patients cannot be expected to make informed deci-
sions in the midst of a trauma resuscitation and
therefore the wishes of trauma patients should not be
respected.

Trauma leaders as ethical leaders

w

Ethics influences decision-making

4. Transparency is a key value that a trauma leader
should employ

5. Information management is a key value that a trauma
leader should employ

6. A trauma leader is able to identify eventual ethical
breaches

7. When ethical issues arise, it is clear how a trauma

leader should behave
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Formal attention to ethics in trauma surgery training

8. The formal attention to ethics should be an impor-
tant component of the training and education of
trauma surgeons.

9. I received adequate education in ethics during my
training and education to become a trauma sur-
geon.

10. I would have liked to receive more formal ethics
teaching during my training to become a trauma

surgeon.
11. Ethics should be part of the trauma surgical cur-
riculum
12. Philosophy may help when it comes to trauma
training
Appendix 2
Survey*

0. Do you want to join the Team Dynamics study
group to be included in the final scientific paper?

***please select one***

1. Yes
2. No

0. If you replied yes to question #1, please type
your email address

***please type***
1. What is your gender?

***please select one***

—

Male
Female
3. Prefer not to answer

N

2. How many years of experience in Trauma Sur-
gery do you have?

***please select the number***
3. What kind of institution do you work for?

***please select one***

1. Academic
2. Non-academic

3.What is your current position?
***please select one***

1. Resident
2. Board-certified surgeon
3. Senior consultant
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4. Head of the department

5. Are you part of a Trauma Team?
***please select one***

3. Yes
4. No

[2))

.If yes (4.), is the Trauma Team institutionalized?
***please select one***

1. Yes

2. No

7. If yes (4.), what kind of Trauma Team is yours?
***please select one***

1. Mono-disciplianary

2. Multidisciplinary

3. Other (***please type***)

8.Who acts as the Trauma Leader?
***please select one***

A surgeon

An anesthesiologist/intensivist
Emergency physician

An orthopedic

Other (***please type***)

S

O

. Did you attend any of the following courses?
*** Select all that apply***

Fellowship

Master

ATLS

ATOM

No one

Other (***please type***)

S

10. In which country do you work?

***List of countries***
11. What does knowledge translation mean to
you?

***please type***
12. How much are the following twelve items
essential for facilitating the work within Trauma
Teams?

***A Likert five-point scale where 1 =not rel-
evant al all; 5 =very relevant***

1. Colleagues trust each other

Page 8 of 11

2. Colleagues deal constructively and carefully
with the information provided by others
3. The information received is accurate all the
times
4. Colleagues have friendly relationships
5. Colleagues have a strong sense of belonging to
the team
6. Everyone’s opinion is highly valued within the
team
7. All team members have a lot of valuable infor-
mation that is interesting for the team
8. All team members have expertise and skills
that are relevant for the team
9. Everyone’s knowledge has contributed to
increasing productivity within the team
10. Most of times, the performance of the team is
as good as high level trauma centers
11. Most of times, clinical results are in line of
what can be expected from the literature con-
cerning such cases
12. Most of times, clinical outcomes are as ini-
tially forecast

13. How much are the following ten items essen-
tial for facilitating the work within Trauma
Teams?

**A Likert five-point scale where 1=not rel-
evant al all; 5=very relevant***

Ideas creation ability
Coordination ability
Multicultural ability
Planning ability
Learning ability
Professionalism
Leadership
Information management ability
Ethics

10. Communication ability

O 0N ONUT s W

14. Are non-technical skills crucial for Trauma
Teams?
***please select one***

1. Yes
2. No

15. Why?

***please type***
16. Which are the tools that, in your opinion, may
facilitate the work within Trauma Teams?

**A Likert five-point scale where 1=not rel-
evant al all; 5=very relevant***
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1. Mobile electronic Medical records and online
tools

Training

Networking and international experiences
Multidisciplinary committees and meetings
Publications

Clinical guidelines and cases

Patients” and stakeholders’ engagement
Non-technical skills

®© N W

17. Which of these tools do you effectively use in
your daily practice within Trauma Teams?
*** Select all that apply***

1. Mobile electronic Medical records and online
tools

Training

Networking and international experiences
Multidisciplinary committees and meetings
Publications

Clinical guidelines and cases

Patients” and stakeholders’ engagement
Non-technical skills

® N O W

18. Would you describe your Team as diverse?
***please select one***

1. Yes
2. No

19. To what extent do you agree with the follow-
ing statements?

***A Likert five-point scale where 1=strongly
disagree; 5 =strongly agree***

1. In an emergency situation, obtaining informed
consent from a traumatically injured patient is
important.

2. In every decision, surgeons should seek to
obtain informed consent from the patient or
surrogate whenever possible.

3. DPatients cannot be expected to make informed
decisions in the midst of a trauma resuscitation
and therefore the wishes of trauma patients
should not be respected.

4. A central role of the trauma surgeon is to drive
focus attention on the problem of violence in
many environments.

5. The trauma surgeon’s expertise is in the man-
agement of traumatic injuries and trauma sur-
geons should not try to influence public opin-
ion about social issues.
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6. Since traumatic injuries reflect social issues,
trauma surgeons bear responsibility for focus-
ing on changing those social issues that lead to
traumatic injuries.

7. 'The formal attention to ethics should be an
important component of the training and edu-
cation of trauma surgeons.

8. I received adequate education in ethics during
my training and education to become a trauma
surgeon.

9. Iwould have liked to receive more formal eth-
ics teaching during my training to become a
trauma surgeon.

10. Ethics should be part of the trauma surgical
curriculum

11. Philosophy may help when it comes to trauma
training

12. Ethics influences decision-making

13. Transparency is a key value that a trauma
leader should employ

14. Information management is a key value that a
trauma leader should employ

15. A trauma leader is able to identify eventual
ethical breaches

16. When ethical issues arise, it is clear how a
trauma leader should behave

17. There are situations in which a patient should
be resuscitated even when there is no hope of
survival so that the option of organ donation
can be preserved.

18. Sometimes a trauma surgeon should weigh the
potential benefit of using resources to treat an
injured patient against the likelihood of suc-
cess.

19. Trauma surgeons’ responsibility to their
patients should take precedence over all other
societal concerns.

20. Public health should always come first

20. How would you define an ethical Trauma
Leader?

***please type***
21. Which do you think are the main difficulties
for Trauma Teams to gather together?

***please type***

* Please note that the survey is part of the WSES
“Team Dynamics I” initiative. Part of the questions are
analyzed in Cobianchi L, Dal Mas F, Massaro M, Fugaz-
zola P, Coccolini F, Kluger Y, et al. Team dynamics in
emergency surgery teams: results from a first interna-
tional survey. World ] Emerg Surg. 2021;16:47.
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The survey research protocol can be obtained by
enquiring Lorenzo Cobianchi (lorenzo.cobianchi@unipv.
it) or Francesca Dal Mas (francesca.dalmas@unive.it).
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