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Executive Summary 
 

A day‐long, structured stakeholder dialogue was conducted on June 20, 2018 to address the issue of 

“Developing and communicating a shared understanding of early post-operative wound care”. This 

project was funded by the Victorian Managed Insurance Authority (VMIA). The dialogue was attended 

by nine people representing government, insurance, clinicians, media communications and research. 

A briefing document presenting findings of a rapid review of academic evidence, practice interviews 

and citizen’s panel outcomes pertaining to this topic was sent to all dialogue participants in advance 

of the dialogue. The dialogue had three aims:  

1. Gain a shared understanding of evidence, practice and key issues of early post-operative wound 

care between health professionals and patients. 

A number of key themes arose in the discussion, including:   

 There is a level of assumed patient knowledge from clinicians of procedures and terminology 

relating to wound care, including at basic levels (i.e. what a wound is, what sort of wound a 

patient can expect to have)  

 Patients don’t always feel they have a choice and/or voice in their hospital care, which is 

viewed as a structured and prescribed environment where they are the recipient of, rather 

than an active participant in, their care.   

 Patients therefore don’t feel empowered to speak up if they have questions and/or concerns 

in the hospital setting, even though this is important in optimising their healthcare.  

 

2. Identify behaviour change strategies that could build capacity for patients to alert healthcare 

professionals to their concerns regarding early post-operative wound car 

A number of strategies arose in the discussion, with two dominant ones supporting:   

 Educational materials for patients that aim to increase their knowledge of wounds, relevant 

standards of early post-operative wound care and their role as a member of the healthcare 

team (e.g. their role in maintaining standards of care in areas like hand hygiene)  

 Opportunities for “Q&A” or “speak up time” between the patient and clinician that 

encourages patient participation in their care and shared decision making – specifically, to 

raise questions or flag if irregularities/problems occur 

 

3. Scope an intervention focus and determine measures of success  

Following discussion, it was agreed that an intervention would focus on total knee replacement 

wound care. Three activities were agreed that would contribute to the intervention design: 

1. Production of education materials specific to wound care that also encourages patient voice, 

drawing on existing materials  

2. Identification of opportunities for designated  “Q&A” or “speak up times” between the 

patient and clinician could occur (in addition to a commitment to respond to patient concerns 

at any time) and how these designated times could be structured  

3. A co-production process of intervention develop – for example, where a ‘strawman’ 

intervention would be presented to key actors in the system (e.g. past patients and clinicians) 

to gain input into the final intervention design before the pilot study commences.  



 

 

Background 
Patient engagement can result in the improvement of health outcomes, reduced healthcare costs and 
increased patient satisfaction. However, shortcomings in communication of care processes, treatment 
expectations and possible side effects from health professionals to patients persist. Furthermore, 
several barriers need to be overcome at the patient level to ensure they have a more active voice in 
healthcare. First and foremost, patients need health literacy – an understanding of healthcare that is 
sufficient to inform their decision-making. Without this knowledge of their condition and relevant 
standards of care, they cannot recognise deviation from these standards. Furthermore, few 
healthcare professionals involve patients in all aspects of their healthcare decision-making and even 
fewer modify the care they deliver according to patient preferences. This acts as a further disincentive 
to “speaking up” in settings where patients are already feeling vulnerable. 
 
This project aims to develop and test a behaviour change strategy to enhance the patient voice in 
early post-operative wound care. A description of related research and key stakeholder perspectives 
underpinning this project is contained in a companion document to this dialogue summary.  
 

Rationale 
Wound care has been selected as one of many possible clinical focus areas because post-surgical 

wound infections can result in increased length of stay, high costs and mortality; research has shown 

that strategies to enhance patient engagement in wound care are needed; and there are up-to-date 

guidelines for post-operative wound care.   

A point of caution is that the information provided to patients should not only addresses a potential 

knowledge gap, but also encourages patients to raise questions and engage in their care then this 

could pose a problem.  

 

  



 

 

The Intervention development:  
There are key times in the care pathway where an intervention could impact wound care and 

empower patient voice. These included three time points (pre admission, during admission and back 

in the community), and five opportunities for interactions.  

A number of intervention types within the system were identified that can impact the problem, along 

with the measurement types, focusing on what is realistic intervention measurements for a pilot 

study.  

When? What? Measurement 

Time 
1 

Pre Before admission I 
 

B 

Information 
 
Behaviour 

K 
 

A 
 

B 
 

R 

Knowledge 
 
Attitude 
 
Behaviour 
 
Response  

Time 
2 

Day Day of admission 

Post Post operation (in-
patient) 

D/C Day of discharge 

Time 
3 

Com Community  

Three potential activities or areas of focus were discussed as part of the stakeholder dialogue. These 

included approaches that included education, creating new opportunities for conversations between 

patients/families with clinicians and a process of co-production with key ‘actors’ in the system that 

would enable these processes to enable patient voice in wound care (see appendix 2 for more 

details).  

Initial intervention design to date 
While it was agreed that a co-production process was important to develop the intervention, an initial 

process or ‘strawman’ was developed to help focus the problem and respond to the program aim. 

The following table represents initial thoughts of the stakeholder group to date.   

AIM: To develop and test a behaviour change strategy to enhance the patient voice in early post-
operative wound care.  

Intervention Outcome 

1. Basic wound healing information to Patient to build Knowledge around knee 

replacement surgery and associated optimal wound care 

K 

Include 3 standards: 
1. Hand hygiene                                  
2. Dressing 48hrs                                
3. (?)The third standard wasn’t        

determined in the dialogue and 
needs further thought.  

 
Time 2 
Time 2 
Time (TBC) 

2. “Empowerment” to increase Patient role as partner in their care 
Participation  Shared decision making  Ownership  

K, A 

3. Structured wound “Q&A/Talk up time” for Patient and Clinician/Surgeon to 
encourage Q’s and empowerment  
Note: Need to be careful in how the time is promoted because of existing language that 
may have connotations already in the hospital setting.  

B 

  



 

 

Key Themes of the discussion 

 

Current context 
It was acknowledged that patients do not always speak up if they have concerns, or if they even know 

that something should be a concern. This was in part attributed to 1) assumed knowledge from 

clinicians on patients knowledge of procedures/terminology (e.g. a lack of knowledge of what a 

wound is, what it looks like after surgery and healing time); 2) that patients don’t always feel they 

have a choice in their care pathway within the hospital setting (structured and prescribed 

environment); and 3) for these and other reasons, patients don’t feel empowered to speak up if they 

have questions and/or concerns in the hospital setting. The current hospital surgery process is not set 

up for optimal patient care and respect, but instead patients are made to feel grateful they have the 

surgery and therefore not to speak up. 

Lack of patient action at the time of need has led to questions/concerns surrounding wounds, and 

other aspects of hospital processes/care, being asked in the community or complained about in 

formal forums, rather than being addressed at the time of hospital care. This may be too late if the 

consequences of mismanagement are adverse.  

Opportunities for “Q&A” or “speak up time”  
In the current hospital admission, in-patient and discharge processes, there is often no opportunity 

for patients to “speak up” if they have any real concerns. Instances were described where patients or 

their families have spoken up when guidelines were not being followed, but their concerns were 

dismissed by clinicians. Such clinician behaviour can reinforce the power imbalance between clinicians 

and patients, further discouraging patients from raising concerns or asking questions pertinent to 

their care.  

It was suggested that one opportunity to ask questions or raise concerns would be before a clinician 

goes into the preamble and standard information while in hospital (Day, post and D/C), rather than a 

tokenistic “any questions” line at the end of the preamble.  

It was emphasised that any communication intervention should not become a ‘tick box’ exercise that 

would just add to current procedures, but an activity that engages patients and empowers them to be 

part of the care process. It should be reinforced through a culture of clear communication, respect 

towards patients and active listening on behalf of clinicians. Importantly, the creation of a structured 

“Q & A” time within the context of a trial should not be misrepresented as the only opportunity for 

patients to speak up; rather it is in addition to other opportunities that arise on a needs basis. This 

reinforces the ‘empowerment’ element of any intervention – that is, the components of the 

intervention that are designed to alter patients’ perceptions of their role in the healthcare team from 

passive recipient of care to active member of the team. 

Timing and format of information 
The timing of when information is provided to patients or opportunities for “Q&A” or “speak up time” 

was discussed. It was agreed that currently if it is done on the day of surgery there is already too 

much for the patient to process and it is a time pressured environment for the clinician. Therefore 

appropriate information could be provided prior to admission, briefly reinforced before surgery and 

followed by time-appropriate information and opportunities for discussion following surgery.  

It was also acknowledged that information should be presented with both simple description and 

accompanied by pictures (where possible/appropriate). While digital formats were discussed, it was 



 

 

acknowledged that not all patients use digital platforms, therefore any intervention should consider 

multiple formats. Language and use of pictures also needs to be carefully considered as clinicians can 

be very nervous about consequences for example if a wound is bigger than described/pictured.  

Beyond wound care 
It was emphasised in the discussion that strategies need to go beyond just wound management, but 

also include lifestyle factors (such as nutrition and exercise) that can impact wound healing and 

influence complications. This led to a discussion on the feasibility of including additional informtion 

within the scope of a small behaviour change trial. Whilst the key concept of the trial is ‘patient voice’ 

and the behaviours within the trial will focus on the example of wound care, the wider patient 

lifestyle and other contextual factors that could impact wound management should be kept in mind 

and reinforced where possible. One way to do this could be through a ‘catch all’ question at the end 

of a wound-specific discussion, for example, ‘are there any other things that are concerning you at the 

moment?’  

Strategies for optimal wound healing 
It was agreed any intervention or strategy needs to be based around building literacy around optimal 

wound healing for the patient (knowledge), but pairing this with an opportunity to act on that 

knowledge (agency) would be challenging. A number of current strategies in Victoria were mentioned 

during the stakeholder dialogue that could inform the intervention design. These included: 

Educational:  

 Previous research harnessing multimedia platforms was discussed, which could inform the 

current project design. In this instance patients were provided with a multimedia platform, 

designed to be easy to use and engage different learning types. The platform gives patients a 

menu so they can scroll through and get answers to questions they might have. The 

intervention is also directive requiring particular behaviours of patients (e.g. post hip 

replacement we need you to be doing physio – if pain is stopping your exercise speak to the 

nurse). The program normalises the need to “speak up” with common questions by 

normalising that clinicians expect to hear from you in certain scenarios. The research found 

that patients did “speak up” around pain management and exercise participation.  

 Health care guides that have been developed in partnership with patients for post-operative 

care (e.g. what is a venues leg ulcer, what does this mean to me, what can I do about it? 

DHHS connected wound care project, which includes videos as part of a leg ulcer prevention 

program). 

Clinician engagement:  

 A 10 hour program tackling power differential between patients and clinicians discussing how 

clinician behaviour can impact care (i.e. why people do not ring the bell, raise concerns etc.). 

The program encourages clinicians to talk about how you develop relationships with patients 

(e.g. listening, sitting down, etc.) with an aim to change behaviour through awareness of not 

being over powering towards patients (often unconsciously).  

Resources to record queries:  

 Providing notepads by beds so patients or family members can record questions as they arise, 

to be discussed when an opportunity occurs.   

  



 

 

Next Steps 
1. Dialogue Summary circulated 

2. Review resources/evidence: a number of resources that could aid intervention design were 

identified, including: 

a. Evidence for standards of care 

b. Kleinmann research “ask me 3”  

c. National standards of communication  

d. Safercare Victoria’s active service model  

3. Connect with VASM 

4. Preliminary discussion of the intervention trial development and protocol 

5. Engage with stakeholders to co-produce intervention  

6. Develop intervention materials 

7. Select trial sites for intervention 

8. Roll out pilot intervention



 

 

Appendix 1: Background to the stakeholder dialogue 
 

The stakeholder dialogue was convened to enable a comprehensive discussion of relevant 

considerations (including research evidence) about a high-priority clinical or system issue in order to 

inform action. The key features of the dialogue were: 

1. It identified issues that were considered high priority;  

2. It focused on different features of the problem, including (where possible) how this differed across 

the organisation;  

3. It was informed by a pre-circulated briefing document that summarised contextual information on 

the current situation;  

4. It brought together parties who would be involved in or affected by future decisions related to the 

issue;   

5. It engaged a facilitator to assist with the deliberations;  

8. It allowed for frank, off-the-record deliberations, by following the Chatham House rule: 

“Participants are free to use the information received during the meeting, but neither the identity nor 

the affiliation of the speaker(s), nor that of any other participant, may be revealed”; and  

9. It did not aim for consensus.  

 

Participants’ views and experiences and the tacit knowledge they brought to the issues at hand were 

key inputs to the dialogue. The dialogue aimed to connect the information from the briefing 

document with the people who can make change happen, and energise and inspire the participants 

by bringing them together to address a common challenge. This use of collective problem solving can 

create outcomes that are not otherwise possible, because it transforms each individual’s knowledge 

to a collective ‘team knowledge’ that can spark insights and generate action addressing the issue. 

Data sources: 

This dialogue summary was prepared based upon notes of discussion taken independently by a 
BehaviourWorks Australia staff member (audio of stakeholder dialogues is not recorded). These notes 
were analysed to identify key themes and other information relevant to identifying priority areas.   
 
 
 

  



 

 

Appendix 2: Three project activities/areas of focus 
 
 

Activity 1 When?  What? Who? 

Education (e.g. regarding wound care and their appearance) All time 
points 

I P 

Information Wound healing/appearance:  Going well  Something wrong 

 Things to optimise wound healing 
 Grade 4 student level comprehension 
 Plain language 

Culturally appropriate  

Standard 
behaviour 

1. Hand hygiene 
2. Dressing e.g. leave for 48hours if no problems 
3. No touching (by anyone) 

Your role What you can do: 
1. Speak up if nurses/surgeons are not following standard behaviour 
2. Speak up if wound does not appear to be healing 
3. Raise any other concerns  

 

Activity 2 When?  What? Who? 

Create opportunities for conversations All time 
points 

B P, N, C, 
F 

Formal Proactive discussion:  
 Dedicated time or opportunities to “Speak up”  
 Information to clinicians encouraging “Q&A” time that follows the format of 

ask then advise.  
 May need structured questions to support this behaviour for both patients 

and clinicians.  
NOT Reactive: e.g. in response to a buzzer as this action has a particular meaning in 
the hospital context (although this should provide an opportunity to speak if the 
patient requires it).  

1:1 
interaction 

Time 2 Clinician role Patient role 

Day Q&A time 
 Ask how they are 
 Concerns 
 Encourage recall/teach-back 

techniques 

“speak up” time 
 raise concerns  

Post  Q&A time 
 E.g. wound care activities 

“speak up” time 
 Raise concerns (e.g. 

around standards 

D/C Q&A time 
 Realistic expectations 

related to personal 
circumstances/resources 

“speak up” time 
 Raise concerns (e.g. 

responsibilities, realistic 
expectations) 

 

 



 

 

Activity 3 When?  What? Who? 

A process of intervention co-production  Prior to 
intervention 

 P,N,C,F 

Journey 
mapping 

 Work with patients to identify the best times/decision tailoring options 
 Who needs to do what and when?  

Co-
production 
activities 

 Use a ‘straw-man’ approach where an interventions are proposed, that patients 
can then pull apart/add to.  

 All actors involved in the intervention should be consulted (including nurses and 
surgeons who can be critical to intervention success).  

 Consider targeting: 
o patients who have had a wound complication  
o Patients who have had a ‘routine’ experience  

 

 


