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A B S T R A C T

Background: Interprofessional movement promotion is a key measure for preventing pressure ulcers. Although 
international guidelines emphasize the importance of interprofessional collaboration, it remains unclear what 
specific roles different professional groups assume in movement promotion and how they collaborate in clinical 
practice. Therefore, this study aimed to investigate the implementation of interprofessional movement promo
tion as well as the understanding, roles, and expectations of the involved healthcare professionals.
Methods: As part of qualitative rapid ethnography, we observed the clinical practice of pressure ulcer prevention 
in an acute care hospital by using an observation guide, informal interviews, field notes, and memos. Using 
purposive sampling, we included patients at risk of pressure ulcers and the health professionals caring for them, 
including nurses, physiotherapists, and physicians. The data analysis was based on interpretive description.
Results: We observed 8 patients at risk of decubitus ulcers with relatives and 52 professionals from nursing, 
physiotherapy, and the medical profession during 30 observation sequences and a total of 80 h. We found un
certainties in the understanding of roles, responsibility for managing and controlling the process of movement 
promotion, and the involvement of patients and relatives. The involved professionals are convinced of the 
importance of interprofessional collaboration, but we did not observe corresponding implementation in practice.
Conclusion: The implementation of interprofessional movement promotion for pressure ulcer prevention in acute- 
care hospitals requires a binding, cross-hospital concept that defines the team composition, roles, and suitable 
communication channels to promote exchange.

1. Introduction

A pressure sore, also known as a bedsore or pressure ulcer, is a 
localized injury to the skin and/or its sub-tissue caused by pressure or 
pressure in combination with shear forces. These pressure injuries usu
ally occur over bony structures, but can also be caused by medical de
vices [1]. The development of pressure ulcers is favored by a complex 
interplay of various risk factors [2], including reduced mobility and 
activity, reduced sensory perception, increased skin moisture, a poor 
nutritional status, and concomitant diseases such as diabetes mellitus 
[1]. The occurrence of pressure ulcers can lead to considerable re
strictions in the independence of affected patients, accompanied by 
pain, social isolation, and impaired quality of life [3]. Pressure ulcers 
also lead to high healthcare costs [1]: $2.8–11.6 billion per year in the 
USA and the Netherlands [4–6], although there are no comparable data 

available for Switzerland.
In most cases, pressure ulcers can be prevented by nursing measures 

[1]. For this reason, their incidence is considered to be an indicator of 
the quality of care [7]. In European acute care hospitals, the incidence is 
up to 12 % [1]. In Swiss hospitals, it is 3.9 % [7], which indicates a high 
quality of healthcare. Preventive measures are aimed at reducing the 
risk factors. Causal measures include pressure relief through positioning 
and movement; the use of pressure-distributing aids such as alternating 
pressure mattresses, soft positioning pads, and pillows [1]; as well as 
promoting movement [1]. Movement promotion in the hospital is also 
carried out by physiotherapists. In many cases, they are involved with 
patients at risk of developing pressure ulcers. Effective interprofessional 
collaboration (IPC) is therefore highly relevant to promote a patient’s 
movement skills.

IPC is playing an increasingly important role in healthcare, as it can 
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improve clinical outcomes, reduce costs, and increase job satisfaction for 
healthcare professionals [8]. The World Health Organization (WHO) 
defines interprofessionalism as “teaching and practice that occurs when 
professionals from at least two professions work together and learn from 
each other, in the spirit of effective collaboration that improves health 
outcomes” [9]. The essential competences for IPC include knowledge of 
the roles and responsibilities of the various professions, the ability to 
work together in a team, clear and effective communication, collabo
ration in the interests of the patient, and an understanding of the 
interprofessional healthcare system. The implementation of these com
petences requires close cooperation and respectful interaction between 
the various professions in the healthcare system [10].

Although the international guideline on pressure ulcer prevention 
emphasizes the need for IPC [1], the explicit role of each professional 
group involved in the promotion of movement to prevent pressure ulcers 
and how these groups act interprofessionally remain unclear. Against 
this background, this research project aimed to investigate the under
standing of roles and expectations regarding the promotion of move
ment in an interprofessional team. In addition, we investigated which 
interprofessional promotion of physical activity is actually implemented 
in everyday clinical practice and what ideas and expectations the 
various participants in an interprofessional team have regarding their 
understanding of their role in promoting physical activity.

2. Materials and methods

We have followed the consolidated criteria for reporting qualitative 
research (COREQ) reporting guideline [11] to present our method.

2.1. Study design

We used rapid ethnography as the study design [12]. The aim of this 
qualitative research methodology is to quickly gain insights into social 
phenomena or cultural practices. It helps identify patterns, themes, or 
key findings in everyday cultures through observations and interviews 
in a natural setting.

2.2. Setting and participants

We conducted the study in the medical and surgical departments of a 
university hospital in Switzerland. The medical department has 25 beds 
with a nurse-to-patient ratio that ranges from 1/6 to 1/12, and some
times even 1/25, depending on the shift. The surgical department has 38 
beds with a nurse-to-patient ratio that ranges from 1/8 to 1/19, 
depending on the shift. According to the managers, there is a constant 
staff shortage in both departments, which is why temporary staff 
members are often deployed.

Pressure ulcer prevention is based on the internal nursing evidence- 
based guideline, which uses the Braden scale for risk assessment [13]. 
The concept of kinesthetics is used to promote movement [14] and the 
prescription of physiotherapy measures.

We selected the patients by using purposive sampling. The inclusion 
criteria were a Braden scale score ≤18 points, at risk of developing 
pressure sores (according to experts), and the ability to understand and 
speak German. JD contacted the patients personally to ask them to 
participate in the study, and none of them dropped out. We included all 
professional groups (nursing, physicians, and physiotherapy) involved 
in the care of the patients without any fixed inclusion or exclusion 
criteria.

Lean management was introduced at the university hospital in 2014 
to optimize patient-related processes [15]. This includes the “huddle,” a 
short, structured team meeting in the ward corridor to exchange infor
mation, to make arrangements, and to clarify any questions that arise. A 
patient board, a whiteboard that hangs visibly on the wall opposite the 
patient, enables a transparent and up-to-date presentation of treatment 
progress and goals. The individual departments at the university 

hospital have the opportunity to decide for themselves which tools they 
would like to use and in what form. There is currently no overarching 
concept of IPC in this university hospital.

2.3. Research team

The research team consisted of: EMP (an expert in pressure ulcers 
and wounds and experienced in qualitative research and IPC), SST (an 
expert in ethnography and qualitative research), PS (an expert in 
physiotherapy), SH (an expert in kinesthetics), and HB and JD (female 
nurses). All research members (except SST) were employees of the 
university hospital.

2.4. Data collection

We had planned for a total of 30 half-day observations. They were 
carried out at different times and in consultation with the patients. The 
duration and times were chosen so that a whole day per patient could be 
mapped. During the observations, short, unstructured conversations (up 
to 10 min) took place with the patients, relatives, or professionals. JD 
conducted the observations and informal interviews. The participating 
patients did not know JD and had no information about her. JD had 
worked as a nurse for over 10 years and had participated in training on 
the pressure ulcer prevention guideline.

2.5. Observation

We used an observation guide that we had created within our 
research team. This included the location, the people present, activity, 
interaction, communication, emotions, the role of the observer, and 
possible questions/content of the informal conversations.

We took field notes and prepared memos during the observations and 
documented informal conversations. These were transcribed electroni
cally. We also collected socio-demographic and clinical data on the 
patients (current diagnosis, relevant secondary diagnoses, length of 
hospitalization, preexisting pressure ulcers, body mass index, and cur
rent measures for pressure ulcer prevention) from the hospital’s internal 
documentation system.

To characterize the sample, all participating professionals completed 
a short questionnaire together with JD (it took approximately 2 min to 
complete). The questionnaire covered age, professional group, profes
sional experience and previous knowledge of pressure ulcer prevention, 
and IPC.

2.6. Data analysis

The data analysis was based on the iterative analytical process of 
interpretive description (ID) according to Sally Thorne (2016) and the 
ethnographic orientation (natural setting and inductive approach) [16]. 
We carried out the following steps using the MAXQDA Plus 2022 soft
ware (version 22.2.1): reading and coding of observations, iterative 
development of themes and subthemes and their relationship, and 
conceptualization of relationships. Memos supported the interpretation.

2.7. Guarantee of the qualitative quality criteria

We have taken various measures to guarantee the quality criteria of 
our qualitative research [17]. Rigor was ensured by a detailed descrip
tion of the survey method, the context and, the data analysis. Audit
ability and plausibility were ensured by documenting all work steps and 
discussing them in the research team. Positionality was ensured by 
reflecting on the observer’s perspective to consider possible effects on 
the results. In addition, the results were compared with other relevant 
studies in order to strengthen their validity.
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2.8. Ethics

This study did not require authorization from the responsible Swiss 
ethics committee as it does not fall under the Human Research Act (Req- 
2022-01062). All patients, their relatives, and professionals involved in 
their care were informed about the study in writing and participated 
voluntarily. They had the right to withdraw from the study at any time. 
Potential negative effects (no harm to the participants) and the effort for 
the participants were considered to be low. Data processing was carried 
out under strict confidentiality, with participants being pseudonymized 
by code numbers to protect their privacy.

3. Results

Four patients in each of the medical and surgical departments of the 
university hospital, their relatives, and the medical staff were observed 
for 30 observation sequences and a total of 80 h. Six of the patients were 
female and two were male. The admission diagnoses included anemia, 
hemothorax, bacteremia, polytrauma, and various fractures. The 
average length of hospitalization of the patients was 18.5 days. Ac
cording to the Braden scale, two patients had a low risk of pressure sores, 
five had a general risk, and one patient had a high risk. Most of the 
patients were at risk of pressure ulcers due to reduced activity and 
mobility as well as the presence of friction and shear forces. Table 1
presents additional information on the patients.

In addition to the patients, the following professionals were 
observed: 44 nurses, 5 doctors, and 3 physiotherapists. Over 45 % of the 
professionals stated that they had participated in training and further 
education in the area of pressure ulcer prevention, 15 % in training and 
further education in the area of IPC.

The observations resulted in two main topics for IPC in relation to the 
promotion of movement in patients at risk of decubitus (Fig. 1): (1) 
unclear understanding of roles and lack of coordination in IPC and (2) 
limited proactive interprofessional communication and insufficient use 
of existing communication channels. The two topics were, in turn, 
divided into several sub-topics. These two thematic areas and their sub- 
themes are explained in more detail below and illustrated with two 
exemplary patient cases (Mrs. D and Mrs. W; see Supplement 1).

3.1. Unclear understanding of roles and lack of coordination in 
interprofessional collaboration

This topic area shows that there are uncertainties in the team 
members’ understanding of their roles, particularly with regard to the 
involvement of patients and relatives, and that there is a lack of clarity as 
to which professional group takes the lead role in promoting movement 
for pressure ulcer prevention. This topic area is comprises two sub- 
topics, which are described in detail below.

3.1.1. Unclear understanding of one’s own role and unclear understanding 
of other roles in the interprofessional team

The surveyed professional groups saw themselves as part of the 
interprofessional team. It became clear that the professional groups may 
have an uncertain understanding of their own role as well as the role of 
the other professional groups in the interprofessional team.

In the nursing profession, the carers were observed to have the most 
contact with patients. Therefore, their role was central to IPC. However, 
the observations and the interviews conducted showed a discrepancy 
between the statements made by the carers involved and the actual 
implementation in everyday clinical practice. This describes the 
following situation: 

Mrs. D’s carers said that it was their job to regularly support the patient’s 
position. The plan to promote Mrs. D’s movement included getting up/ 
sitting up in bed regularly, three times a day and exercises in bed by the 

carers. It was observed that Mrs. D was not mobilized to eat in the 
morning and no exercises were carried out with her in bed.

In the interviews, almost all carers stated that promoting patient 
resources was one of their main tasks. However, the observations 
showed that patient resources were not specifically promoted by the 
nursing staff. In discussions with the nursing staff, it became clear that it 
was their task to give patients precise instructions on how to promote 
movement as part of pressure ulcer prevention. However, it was noted 
during the observations that the patients received little information 
from the nursing staff on this topic.

The nursing staff also stated that the use of kinesthetics to promote 
movement was one of their tasks. However, the use of kinesthetics was 
not observed in any of the sequences. The nursing staff promoted 
movement, but not according to the principles of kinesthetics, as the 
following field note shows. 

A nursing staff member and a healthcare professional tried to lift Mrs. W 
up in bed with the help of a sheet under her buttocks. The two nursing staff 
tried to mobilize Mrs. W upwards in bed by pulling on a sheet (which was 
under her buttocks) and under her armpits.

Other nursing tasks included implementing the doctor’s instructions 
for mobilization (mobilization to the edge of the bed and adherence to 
bed rest), carrying out skin checks, and encouraging patients to move. 
The performance of these tasks was partially observed.

In the occupational physiotherapy group, from the nurses’ perspec
tive, physiotherapy indirectly supported the implementation of move
ment promotion and thus contributed to pressure ulcer prevention. The 
physiotherapists also perceived their therapies as indirectly supporting 
pressure ulcer prevention. This view could not be convincingly observed 
in practice, as the following example shows. A physiotherapist per
formed strength exercises on Mrs. D using a bed bike and a TheraBand. 
This improved Mrs. D’s mobility and ability to move. This type of 
therapy was not seen as part of pressure ulcer prevention by the other 
professional groups involved, as shown by the following response from 
one of Mrs. W’s doctors: “Physiotherapy has nothing to do with pressure 
ulcer prevention and movement promotion.”

There were various examples that demonstrated the different views 
among physicians regarding their role in the promotion of movement for 
pressure ulcer prevention. In the case of Mrs. K, one doctor described her 
role as a “supervisory body” for the implementation of pressure ulcer 
prevention: “I have to see that the patient’s mobilization really takes place. I 
can’t do it myself. That’s why I see my role more as a supervisory body.” On 
the other hand, one of Mrs. W’s doctors described how he had no role at 
all in promoting movement for pressure ulcer prevention and was not 
involved at all.

In addition, some doctors mentioned that it was their task to explain 
the importance of physiotherapy to the patients and to discuss the skin 
condition with the nursing staff. These tasks were not observed during 
any medical rounds. In discussions with the carers, there was disagree
ment as to whether the medical profession was perceived as part of the 
interprofessional team. The role of the medical profession was inter
preted differently by the other professional groups, sometimes as being 
indirectly involved, sometimes not at all, but never as being directly 
involved.

Finally, none of the surveyed professional groups saw patients and 
their relatives as part of the IPC. This was illustrated by the following 
observation: A nurse who was responsible for Mrs. D’s care answered the 
question of who was involved in promoting movement for pressure ulcer 
prevention as follows: “All nurses, physiotherapists, and doctors.” It was 
also noted during the observations that relatives were not included in 
IPC to promote movement, for example, in personal hygiene.

3.1.2. Uncertainty about which professional group takes the lead within the 
interprofessional team

Based on the observations, it was unclear who should take over the 
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Table 1 
Characteristics of the eight patients observed in the medical and surgical departments.

Mrs. A Mrs. D Mr. C Mrs. E Mrs. H Mr. F Mrs. K Mrs. W

Age (years) 91 30 81 76 82 69 83 54

Department Medicine Medicine Medicine Medicine Surgery Surgery Surgery Surgery
Referral diagnosis Aggravated 

hyperchromic 
normocytic 
hyporegenerative

Hemothorax on the 
left, mixed 
intoxication

Ulcera crurum 
popliteal fossa 
bilateral

Bacteremia with 
Staphylococcus aureus

Right hip total 
endoprosthesis 
replacement

Tochanteric right 
femoral fracture

Polytrauma with 
hemorrhagic shock after 
being run over by a car, 
fracture of the humerus on 
both sides, Weber C fracture 
on the right, hemorrhage of 
the sartorius muscle on the 
right

Acute immobilizing right 
lumbospondylogenic pain 
syndrome with spinal canal 
stenosis

Anemia

Relevant 
secondary 
diagnoses

Chronic renal 
insufficiency, mitral 
valve insufficiency, 
atrial fibrillation

Acute pulmonary 
edema, pneumonia, 
paraparesis legs on 
both sides, suspected 
right foot pressure 
ulcer

Chronic perianal 
eczema, cardiac 
insufficiency, 
chronic lower leg 
edema

Cardiac 
decompensation, 
moderate anemia, 
polymyalgia 
rheumatica

Chronic right total hip 
prosthesis infection with 
grade 4 decubitus, 
Parkinson’s syndrome, 
pain-related 
deconditioning

Pertrochanteric left 
femur fracture, 
multiple fractures 
after bicycle 
accidents

Right-sided arm paralysis, 
dermatitis on the sacrum

Alcohol toxic liver 
cirrhosis, multisubstance 
abuse, multifactorial gait 
disorder

Body mass index 
(kg/m2)

23.4 19.9 33.0 21.7 Not documented 22.3 Not documented 34.3

Length of 
hospitalization 
(days)

26 22 13 28 11 8 27 13

Previously 
existing 
pressure ulcer

No No Gluteal pressure 
ulcer, healed

Primary pressure 
ulcer, lower left leg, 
healed

Hip, healed No No No

At risk of 
decubitus 
according to 
experts

Yes Yes Yes Yes Yes Yes Yes Yes

Braden scale 
(total)

18 17 18 19 15 23 12 15

Sensorimotor 
sensory 
disturbances

4 4 4 4 4 4 4 4

Moisture 4 4 4 4 3 4 3 3
Activity 2 3 2 3 1 4 2 2
Mobility 2 3 4 3 2 4 1 2
Nutrition 4 2 4 3 4 4 1 2
Friction and shear 

forces
2 1 1 2 1 3 1 2

Current measures 
for pressure 
ulcer prevention

Regular positioning of 
the extremities

Regular positioning 
of the extremities

Alternating 
pressure mattress

Regular positioning of 
the extremities

None None Alternating pressure 
mattress

None

Classification of the Braden scale: >18 points, low risk; 15–18 points, general risk; 13–14 points, medium risk; 10–12 points, high risk; <9 points, very high risk.
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Fig. 1. Presentation of the results.
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process control for the promotion of movement. The doctors and phys
iotherapists believed that nursing should take the lead in promoting 
movement for pressure ulcer prevention. Mrs. W’s attending physician 
said: “Nursing is mainly responsible for implementing the promotion of 
movement.”

Additional important information was provided by the observation 
of a complex mobilization of Mrs. D by several carers together with the 
physiotherapists. 

After the mobilization, Mrs. D was asked who she thought had taken the 
lead in promoting this movement. Mrs. D replied that she had taken the 
lead. The nurse in charge, who was also involved in the mobilization, said 
that she had taken the lead. It was observed that the physiotherapist had 
taken the lead in the previous mobilization and instructed all carers and 
Mrs. D on what to do and actively pursued its implementation.

In other observed cases, the responsibility for mobility promotion 
was given to people who happened to be available (such as interns) and 
often had little experience or knowledge of the patients or pressure ulcer 
prevention.

3.2. Limited proactive interprofessional communication and insufficient 
use of existing communication channels

This topic area shows that IPC is defined by communication, mutual 
respect, and teamwork with clear agreements and timely feedback. The 
exchange between professionals was mostly reactive rather than pro
active, and communication often took place within individual profes
sional groups rather than across professions. In addition, existing 
communication tools such as the patient board and the hospital’s in
ternal documentation system were rarely used for interprofessional ex
change, and medical rounds did not consider the promotion of physical 
activity. This topic area includes three sub-topics, which are described in 
detail below.

3.2.1. Interprofessional collaboration is perceived primarily as 
communication and mutual respect

In discussions with the professionals, they were asked about their 
understanding of IPC in the promotion of movement for pressure ulcer 
prevention. Communication was frequently mentioned, in particular the 
provision of timely feedback. Nurses, physiotherapists, and doctors 
emphasized the need for consultation between professionals. One nurse 
reported the following understanding of IPC after caring for Mrs. D: 
“Good communication. Respect for all professionals. Ability to work in a 
team, which means being able to compromise, being helpful, understanding 
the other person and being there for each other.”

3.2.2. Reactive, intraprofessional rather than proactive, interprofessional 
exchange between the professions involved

In most of the situations observed, there was no or only a reactive 
exchange between the professionals.

In the surgical ward, a proactive exchange was observed in a few 
situations, particularly between physiotherapy and nursing. The phys
iotherapists initiated contact with the nursing staff to arrange appoint
ments for therapy sessions with the patients. In most other situations, 
there was a reactive exchange, which was often triggered by a lack of 
medical instructions or information about movement promotion. Where 
necessary, the exchange between doctors and physiotherapists took 
place by telephone. One of Mrs. D’s doctors replied to the question of 
when exactly an exchange would take place between him and the 
physiotherapist: “Over the phone. And only if necessary. So if there’s 
nothing, we’re not in contact.”

In the medical department, the physiotherapists usually visited the 
patients for therapy without consulting the nursing staff.

In most of the observed situations, there was an intraprofessional 
exchange. Interprofessional dialogue between physiotherapists, doctors, 
and nurses was only spontaneous and situational. As a result, not all 

professionals had the necessary information to promote movement. One 
of Mrs. D’s doctors said about the exchange with other specialists: “There 
is no common vessel or similar for this.” He (the doctor) had most ex
changes with other doctors.

Another situation with Mrs. W outlines that there was a lack of ex
change between the professionals and the patients regarding their ex
ercise promotion:

It was observed that two carers came to Mrs. W to mobilize her. Mrs. 
W stated that she did not understand why the carers always came in 
pairs, as she only needed support from one person.

In most of the observations and informal discussions, it became clear 
that the nursing staff regularly communicated and exchanged informa
tion during fixed huddle times without the involvement of other pro
fessional groups.

3.2.3. Existing communication channels are underutilized
During the observations, the patient board, internal hospital docu

mentation system, and daily ward rounds were not used interprofes
sionally to exchange information on the promotion of physical activity. 
There was a patient board in the patient rooms, the use of which varied 
depending on the department. On the surgical ward, there was a sepa
rate section for mobilization, in which mainly activities prescribed by 
doctors were documented. In the medical department, however, mobi
lization was documented sporadically, without a separate section for 
this topic. The patient board on the surgical ward was generally more 
up-to-date with regard to mobilization compared with the medical ward.

A health specialist (defined as someone who reports to the nursing 
staff, and takes on tasks relating to care, nutrition, and administration) 
for Mrs. K said the following: ‘We (the nursing staff) are responsible for 
managing the patient board. Other professional groups tend to use it less. 
Sometimes physiotherapy writes something down on it.”

Physiotherapy documented its therapies in the clinic’s internal 
documentation system, but this documentation was hardly considered 
by other professionals. Doctors and nursing staff took part in the daily 
ward round without the involvement of other professional groups. The 
promotion of movement for pressure ulcer prevention was not an inte
gral part of these rounds.

4. Discussion

To our knowledge, this is the first qualitative study on IPC regarding 
the promotion of movement for pressure ulcer prevention. We examined 
a sample of eight patients who are representative cases (existing pres
sure ulcer risk, limited mobility, and chronic diseases) in the clinical 
context of pressure ulcer prevention [1]. The results indicate that the 
nursing, medical, and physiotherapy professional groups we observed 
have an inadequate understanding of their role in pressure ulcer pre
vention in the interprofessional team and do not make appropriate use of 
the existing communication channels.

4.1. Clear role responsibilities and communication are crucial for effective 
Interprofessional Education Collaborative

For IPC to occur, the professional groups involved must have the 
necessary competences, such as role responsibilities, interprofessional 
communication, teamwork and values of interprofessional practice, 
which are described in the Interprofessional Education Collaborative 
(IPEC) Framework [10]. As the professionals involved were in regular 
dialogue and had respectful conversations, it can be assumed that they 
have the skills for team-oriented collaboration. However, we found ev
idence of a lack of clarity regarding their own role and the role of other 
professional groups, which indicates a lack of the key competences 
described in the IPEC Framework.
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4.2. Difficulties in interprofessional collaboration between professionals 
and patients/relatives

Although various frameworks describe patients and their relatives as 
part of the interprofessional team [9,18], we found evidence that this is 
not recognized by the professional groups involved. This could, in turn, 
be a reason why patients had little involvement in the process of physical 
activity promotion. The patients were also unclear about the roles of the 
interprofessional team, although professionals are obliged to commu
nicate their role clearly [19,20]. For IPC to be successful, professionals 
and patients must be in a cooperative relationship in which the patients 
feel part of the team and are the center of attention [21].

4.3. The limited role of the medical profession and the unknown 
importance of physiotherapy in promoting physical activity for pressure 
ulcer prevention

In this study, the role of the medical profession was perceived as 
indirect involvement in exercise promotion for pressure ulcer preven
tion. Koenders et al. [22] emphasized the limited but nevertheless 
important role of the medical profession in physical activity promotion, 
as it is responsible for medical safety. In addition to issuing physio
therapy prescriptions, their task is to motivate patients to exercise. Due 
to high workloads, it is often not possible for doctors to encourage pa
tients to be physically active, even though this would be important [22,
23]. Therefore, doctors should be aware that it is their responsibility to 
motivate patients to promote physical activity.

We found evidence that physiotherapy plays a role in pressure ulcer 
prevention by providing muscle-strengthening therapies to support the 
promotion of movement. Physiotherapy also includes the promotion of 
mobilization [24]. Not all stakeholders were aware of the role of phys
iotherapy in promoting movement for pressure ulcer prevention.

4.4. Process responsibility and role perception in the promotion of 
movement

We observed that physicians and physiotherapists see nursing as the 
lead in promoting movement for pressure ulcer prevention. Despite in
ternational guidelines [1], which assign the lead to nursing, this role was 
not recognized in everyday clinical practice. This may have been 
because nurses were not aware of the importance of their role. Effective 
collaboration requires clear responsibilities for leading and managing a 
process.

4.5. Lack of application of kinesthetics in everyday clinical practice

In German-speaking countries, carers often use the concept of kin
esthetics to promote movement. This involves consciously perceiving, 
analyzing, and controlling a patient’s movements to strengthen their 
self-control and body awareness [14,25]. Targeted support for move
ment can promote a patient’s existing abilities and reduce pain during 
mobilization and physical strain on carers. Although the concept of 
kinesthetics is known among nursing staff, we were unable to observe 
this in everyday clinical practice. In addition, there is only limited evi
dence on the effectiveness of kinesthetics [26], and it requires individ
ualized adaptation to each patient’s situation [27]. The detailed results 
on kinesthetics will be described in a separate publication.

4.6. Existing communication channels and joint decision-making in the 
interprofessional team

According to the IPEC framework, effective communication tools 
and techniques as well as information systems are necessary for IPC 
[10]. We found that existing communication vehicles such as the patient 
board, the hospital’s internal communication system, and the daily ward 
round, were not sufficiently utilized. The question arises as to whether 

the communication channels are ineffective or whether interprofes
sional exchange is not considered to be necessary. According to the IPEC 
Framework, joint decision-making is also one of the interprofessional 
competences. Decision-making cannot take place if there is no regular 
interprofessional dialogue. It is important to define the use of existing 
communication channels in everyday clinical practice to ensure a 
continuous interprofessional exchange.

4.7. Lack of guidelines for interprofessional collaboration

The WHO emphasizes structural requirements for IPC [9], including 
institutional support mechanisms, work culture mechanisms, and envi
ronmental mechanisms. There are no explicit institutional standards for 
IPC at this university hospital. The lack of guidelines makes imple
mentation difficult.

4.8. Strengths and weaknesses

A strength of this study is that we worked reflexively to carefully 
describe the context, data collection, and data analysis. The research 
method (rapid ethnography) was particularly suited to exploring the 
perspectives of different professionals and understanding interprofes
sional physical activity promotion. All data were collected by JD, a 
nurse, which may have led to observer bias. To avoid this, we discussed 
and reviewed all steps within the research team, which increased the 
internal validity of this study.

The results of this study may vary in terms of external validity and 
transferability to other hospitals, as ethnographic studies are funda
mentally context dependent [17,28]. The observation times were chosen 
in consultation with the patients to minimize the impact on everyday 
clinical practice. As a result, relatives were only seen with one patient 
and, in some cases, no ward rounds could be observed. The same 
physiotherapist was involved with all four patients on the surgical ward, 
while different physiotherapists were involved on the medical ward.

Due to the chosen methodology, snapshots were recorded, so it is 
unclear what happened before or after the observations. However, as the 
results are consistent with the literature [29] and we did not collect 
contradictory evidence, the present findings can be confirmed.

Due to the chosen method, not all aspects of IPC could be observed, 
such as conflict resolution, positive working relationships, active 
listening, and exchange of ideas [10]. We did not observe other pro
fessional groups such as occupational therapy and nutritional counsel
ling in this study, so their role is unclear.

5. Conclusion

We found that there are uncertainties regarding the understanding of 
the roles, responsibility for management, and control of the process as 
well as the involvement of patients and relatives in the promotion of 
movement for pressure ulcer prevention. The exchange between pro
fessionals is mostly reactive and specific to each professional group. 
Communication tools for interprofessional exchange are not sufficiently 
utilized, and medical rounds do not consider movement promotion. The 
professionals involved are convinced of the importance of IPC [9], but 
its implementation was not observed in practice.

Based on the findings, we can provide several recommendations for 
practice. A binding, cross-hospital concept for IPC is required for 
effective interprofessional movement promotion for pressure ulcer 
prevention. Among other things, this should include the promotion of 
movement as a fixed item on the medical ward round agenda. The 
interprofessional team and the exercise plan should be noted on the 
patient board. A shared medium such as a huddle can promote inter
professional dialogue. Moreover, a clear definition of the roles for all 
employees is also important for implementation.

In the future, our observations should be investigated in other set
tings. The main questions concern the perception of process control and 
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the application of kinesthetics in movement promotion.

Key messages

Interprofessional collaboration plays a crucial role in movement 
promotion for pressure ulcer prevention; however, the clinical practice 
remains unclear. We observed professionals from nursing, physio
therapy, and the medical profession working together to promote 
movement in patients at risk of developing pressure sores in an acute 
hospital. We found uncertainties in the understanding of roles, re
sponsibility for managing and controlling the process of movement 
promotion, and the involvement of patients and relatives. The involved 
professionals are convinced of the importance of interprofessional 
collaboration, but we did not observe corresponding implementation in 
practice. To ensure effective movement promotion, a standardized, 
hospital-wide framework is needed to define team composition, clarify 
roles, and establish appropriate communication channels.
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