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Executive summary 
  

 
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 shared understanding of early 
post-operative wound care between health professionals and patients. 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 rapid review of the literature identified three systematic reviews and seven primary studies. Despite the low 
quality of the studies, they contributed valuable insights. Collectively, the included studies identified 
interventions that could applied to the post-operative and immediate discharge settings: 

• a broad range of verbal and non-verbal interventions to enhance inpatient communication and 
engagement are feasible. However, patients may be reluctant to verbalise their concerns, even when 
indicating an intention to do so; 

• patients are rarely engaged in both the design and delivery of educational tools; and 

• despite this, patient-centred discharge interventions improve comprehension and are generally 
positively viewed by patients. 

 
A citizen panel of 12 Victorian community members was conducted to better understand their perspectives of 
patient engagement in the post-operative and immediate discharge settings. Citizens reinforced 
communication challenges outlined in literature; emphasised that level of engagement needs to be 
determined on an individual basis; expressed preferences regarding the format, timing and content of 
healthcare communication materials; and articulated a broad range of possible strategies to enhance their 
voice in healthcare including verbal, written and IT-based opportunities to provide feedback and ask 
questions.  
 
One-on-one interviews with a hospital- and a community-based wound nurse reinforced the communication 
and social barriers preventing patient voices from being heard; the importance of providing information and 
creating opportunities to enable the patient voice; and highlighted specific areas where improvements could 
be made in and between inpatient and outpatient settings.  
 
Collectively, the review and consultation activities provide basis for deliberations on how research evidence 
and practice insights can identify feasible and testable behaviour change strategies.   
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Aims 
  

This research project is one of six to be conducted within a three-year Research and Innovation Program 

funded by the Victorian Managed Insurance Authority (VMIA) and being delivered by BehaviourWorks 

Australia (see Appendix A for more details). The research projects are developed using a structured approach 

known as the Forum method. The aim of this research project and the associated activities are presented 

below.  

Table 1: Research Project Overview: Developing and communicating a shared understanding of early post-
operative wound care 

Aims Status 

Conduct a rapid review of published literature 
investigating interventions to improve 
communication or shared understanding between 
health professionals and patients in hospital settings 
evidence into the effectiveness of approaches to 
improvement communication or shared 
understanding of wound care in the post-operative 
and immediate discharge contexts  

Findings are presented in this Briefing Document, 
which has been prepared to inform a structured 
stakeholder dialogue at which research evidence is 
one of many considerations. The Briefing Document 
is directed towards stakeholder groups with 
expertise in or experience in post-operative care or 
wound management These include patient 
advocates, peak wound management bodies, 
representatives of metropolitan and rural health 
services and academic researchers.  

 

 

Examine current practice and key issues in engaging 
patients in best practice wound management in the 
post-operative setting through 

• A day-long citizen panel in which members 
of the Victorian community discuss key 
challenges in communication and shared 
understanding with health professionals, 
specifically in the post-operative and 
immediate discharge settings; and 

• One-on-one interviews with wound care 
clinicians  

Convene a representative stakeholder group to: 

• Gain a shared understanding of evidence, 
practice and key issues pertaining to patient 
engagement in early post-operative wound 
management 

• Identify behaviour change interventions that 
actively engage patients in early post-
operative wound care that could be trialled 
and scaled across Victoria; 

• Prioritise these interventions and determine 
how their effectiveness can be measured.  

A day-long structured stakeholder dialogue will be 
held on June 20, 2018. The dialogue aims 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.  

A series of questions for deliberation at a structured 
stakeholder dialogue meeting are then presented, 
drawing upon this information from evidence and 
practice.  

Design, develop, implement and evaluate a pilot trial 
of an identified intervention to improve 
communication or shared understanding of wound 
care in the post-operative and immediate discharge 
contexts in Victoria  

The pilot trial will follow the stakeholder dialogue in 
2017 – 2018.  

Details of all research methods employed in producing this briefing document can be found in Appendix B.  
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Introduction 
  

Patient engagement in healthcare 
*** 

Phil is a 65-year-old man with arthritis and cavus foot – a condition where the middle of the foot is 

abnormally raised, causing clawing of the toes. Phil was having difficulty finding shoes to fit, and his feet were 

aching. He chose to have surgery to address these issues and the surgery was a success. Despite the pain, Phil 

recovered well.  

Four days after the operation, he was transferred to a rehabilitation unit. During his rehabilitation stay, 

stitches were removed from his wound. Phil saw the surgeon three weeks after the operation. At this point, 

his foot wound was breaking down. His stitches had been removed earlier than instructed and Phil would 

need further surgery to address this. After this wound did not heal, further cleaning and tidy of the wound 

was required on two occasions. At this stage, Phil did not have enough skin to help his wound heel. Surgeons 

needed to take skin from his thigh to add to the wound to help it mend.  

Phil made a good recovery and went home after this. But eventually, Phil’s foot was starting to turn again 

and he was still in pain. The surgeon now recommended an ankle fusion, leading to further pain and further 

recovery time. Phil’s surgeon wondered: would this be necessary if those stitches had not been taken out 

earlier than instructed?  

*** 

Numerous factors could have contributed to Phil’s stitches being erroneously removed. One of these factors is 

Phil’s role in his post-operative treatment. If Phil had known about his wound should be managed, he may 

have been aware that an error was about to occur. However, just knowing the standard of care is not enough; 

Phil would also need the ability to express his concerns, and the confidence that they would be listened to an 

acted upon.  

Research shows that a significant proportion of patients would like to play an active role in decisions 

concerning their health (Hui Chin et al., 2016; Kiesler and Auerbach, 2006). Involvement of patients can result 

in the improvement of health outcomes, reduced healthcare costs and increased patient satisfaction (Vahabi, 

2007). Despite this, few healthcare professionals involve patients in these aspects of their care and even 

fewer modify the care they deliver according to patient preferences (Couet et al., 2015). Commonly reported 

breakdowns in care relate to communication between staff and patients, including information exchange and 

team communication (Fisher et al., 2017; Harrison et al., 2017). Specific communication issues include a lack 

of / conflicting information from health professionals about the care process, inpatient and post-discharge 

treatment expectations and possible side effects (Harrison et al., 2015; Peleki et al., 2015; Tak et al., 2013). 

Fisher et al. (2017) suggested that encouraging patients to speak up about perceived breakdowns, e.g. in 

communication or care plans, could highlight many opportunities to address patient concerns, thereby 

resulting in increased patient safety and improved patient experience.  

The importance of patient engagement in healthcare is reflected by the Partnering in Healthcare framework,  

a key initiative of the Consumers as Partners Branch (Safer Care Victoria, 2017). It outlines a co-design 

approach to develop a consumer participation in healthcare policy to strengthen person and family-centred 

healthcare, and improve health care experience and outcomes across the Victorian healthcare system. The 

new policy framework has a clear focus on quality and safety in healthcare and practical implementation to 

support the practices, structures and processes that encourage people to partner in their own heath care, in 

health care delivery and services, and in health system policy and planning. The five domains of this 

framework are: 
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1. Person- and family-centred services, care and outcomes: Healthcare should involve people and their 

supports in all aspects of their care.  

2. Teams, partnerships, knowledge and shared learnings: Person- and family-centred care can only be 

provided when teams work together and with patients. This involves the sharing of knowledge, skills 

and expertise between staff, patients and the people that support them, to best manage health 

conditions and improve health outcomes. 

3. Participation and shared decision making: Healthcare works best when people participate and are 

involved in decisions that affect them and the people they support.  Shared decision-making is a 

collaboration between consumers and healthcare providers that allows joint understanding and 

decision making based on the best scientific evidence and also taking the person’s values and 

preferences into consideration (Australian Commission on Safety and Quality in Health Care, 2014). 

4. Equity, diversity, inclusion and responsiveness: High-quality, safe care responds to people’s individual 

needs and preferences. It means understanding people have different experiences and that they can 

affect a person’s health and wellbeing; understanding people may have many important needs at the 

same time; and respecting people’s identity and experiences.  

5. Health literacy, information and communication: Healthcare providers and the health system should 

provide information and improve interaction with individuals, communities and each other to respond 

to and improve health literacy. 

 

Figure 1. SaferCare Victoria Partnering in Healthcare Framework 

This project focuses in particular on Domains 2 (Teams, partnerships, knowledge and shared learnings), 3 

Participation and shared decision making and 5 (Health literacy, information and communication).  

The role of health literacy in patient engagement 

For patients like Phil to speak up, they need to have health literacy (Hill, 2011). Health literacy refers to how 

people understand information about health and healthcare and how they apply that information to their 

lives, use it to make decisions and act on it (Australian Commission on Safety and Quality in Health Care, 

2014). In Australia, health information and systems are becoming increasingly complex and difficult to 

understand (Paasche-Orlow et al., 2003; Roskos et al., 2007; Sarzynski et al., 2017; Williamson and Martin, 

2010); therefore, health literacy is a significant issue. Approximately 60% of Australians have low health 

literacy which means they may not be able to make informed choices or know how to speak when making 

healthcare decisions (Australian Bureau of Statistics, 2008). A systematic review conducted by Berkman et al. 

(2011) found that those with low health literacy have poorer health outcomes and poorer use of health 

services. Those with low health literacy have increased hospitalisations and poorer ability to take medications, 
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due to lower levels of health-related knowledge. Strategies to address health literacy need to be embedded 

into Australian healthcare systems to reduce disparities in health outcomes.  

In an attempt to address concerns about health literacy, many healthcare documents are now presented in 

plain language. Plain language refers to clear, grammatically correct language that tells the reader what they 

need to know without the use of unnecessary words, jargon or expressions (Australian Commission on Safety 

and Quality in Health Care, 2014). In the United States, it is a legislated requirement for government 

documents to be presented in plain language which includes health documentation (Plain Language Action 

and Information Network). Improving health literacy, including through the use of plain language, will help to 

ensure that consumers are able to participate in important partnerships with healthcare providers (Australian 

Commission on Safety and Quality in Health Care, 2014).  

Patient engagement in clinical practice guidelines 

Clinical Practice Guidelines (CPGs) are systematically developed statements that articulate agreed standards 

of care for specific clinical conditions. Co-design is an approach to design that involves all stakeholders, 

including patients and carers working in partnership to improve services (Robert et al., 2015). Co-design of 

CPGs is recognised worldwide as essential. Involving patients in CPGs acknowledges that patients are experts 

in their experience of clinical conditions; respects patients’ rights in the development of health policy; and 

empowers and informs patients (Guidelines-International-Network, 2015). Consequently, several 

organisations including the Guidelines International Network (Qaseem et al., 2012), the United Kingdom’s 

National Institute for Clinical Excellence (Jarrett, 2004) and the United States’ Institute of Medicine 

(Committee on Standards for Developing Trustworthy Clinical Practice Guidelines et al., 2011), recommend or 

require that guideline development panels engage patients, patient representatives or health consumers in 

addition to health care professionals and other professional stakeholders.  

However, this engagement generally stops at the point where the guideline has been developed. Guideline 

implementation focuses on ensuring that clinicians are aware of the guideline recommendations. Sometimes, 

recommendations for auditing adherence to guidelines are included. However, patients who receive care are 

an untapped resource in guideline implementation. Patients generally do not have awareness of guideline 

recommendations for particular conditions. Therefore, they lack knowledge of the applicable standard of 

care. Furthermore, even with this knowledge, patients are not always empowered to speak up if they feel the 

care they are receiving is inadequate, or they may lack the confidence to do so in healthcare settings such as 

hospitals.  

What encourages patients to clarify/ask questions? 

A number of studies have identified patient factors associated with seeking active roles in healthcare, 

increased willingness to ask questions, and/or dissatisfaction with the level of communication provided by 

healthcare professionals: 

• Female gender (Arcuri et al., 2013; Goggins et al., 2014; Nilsson et al., 2013) 

• Younger age (Hui Chin et al., 2016; Nilsson et al., 2013) 

• Higher educational attainment (Goggins et al., 2014; Hui Chin et al., 2016; Nilsson et al., 2013; Tak et 

al., 2013) 

• Familiarity with medical issues (Arcuri et al., 2013) 

• Assertiveness (Clare et al., 2013) 

• Familiarity with healthcare providers (Clare et al., 2013) 

• Higher levels of health literacy (Goggins et al., 2014) 

• Less severe symptoms (Goggins et al., 2014) 

• Less severe social support (Goggins et al., 2014) 
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• Greater health care system distrust (Goggins et al., 2014) 

• Encouragement from health care professionals (Hui Chin et al., 2016) 

• Private health insurance (Tak et al., 2013) 

Why focus on wound care? 

This project will focus on wound care as an example of how patient voice can be encouraged, with the aim of 

identifying principles of patient engagement that can be applied to other areas. The rationale for this choice is 

three-fold.  

First, post-surgical wound infections are one of the most common and preventable healthcare-associated 

infections among surgical patients in Australia (Mitchell et al., 2017), resulting in increased length of stay, high 

costs and mortality (Graf et al., 2011; Perencevich et al., 2003). As an insurer of Victoria’s hospitals, VMIA has 

experience with dealing with claims relating to adverse events in the area of post-surgical wounds.  

Second, there is evidence that strategies to enhance patient engagement in wound care are needed. 

Murakami et al. (2013) reported that patients wanted more frequent wound observations by nurses so that 

patients could learn to recognise improvement. They also wanted nurses to have better knowledge of their 

disease and condition to facilitate better explanations of their situations and appropriate answers to relevant 

questions. Patients also mentioned that they felt more comfortable asking questions or reporting concerns to 

nursing staff rather than surgeons, and that they often did so while nurses were attending to their wounds 

(Murakami et al., 2013). Similarly, Anderson et al. (2013) evaluated patients’ awareness and knowledge of 

surgical site infection (SSI) risks, consequences and prevention. 26% of patients reported room for 

improvement in SSI education and 16% could not recall discussing SSI risk with a healthcare professional.  

Third, while recent guidelines exist that could articulate a standard or standards of wound care as a focus for a 

behaviour change intervention, these lack evidence of patient engagement. For example, the World Health 

Organisation (2016) global guidelines on the prevention of surgical site infections are aimed primarily at 

health professionals. Tartari et al. (2017) have examined how patients could play a role in implementing these 

recommendations. Taken together, these provide up-to-date information on both the standard of care for 

post-operative wound management, and strategies for how patient voice can be brought to bear in 

implementing these standards. For example, (Tartari et al., 2017) provide the following recommendations and 

key actions for patients regarding wound care after surgery are: 

• “The wound dressing should be kept in place for 48 h after surgery 

• If change of dressing is necessary, this should be done under a clean technique 

• Ensure that HCWs (Health Care Workers) clean hands immediately before changing your dressing 

• Visitors should not touch your wound or the dressing when visiting you 

• Make sure you know and understand how to care for your wound before leaving the hospital 

• Report any redness, pain, swelling or fever to HCWs” [Table 1, page 3]  
 

  



 

11 
 

What does the evidence say? Rapid review findings 
  

A rapid literature review was undertaken to identify, evaluate and synthesise published literature investigating 

interventions to improve communication or shared understanding between health professionals and patients 

(including families and carers of patients). A focus on early post-operative wound care was prioritised within 

the search yield; conversely, clinical foci of limited relevance (e.g. chronic disease management, end of life 

care) were excluded. Rapid reviews are an emerging method of efficiently synthesising research evidence in 

health policy and other settings where a broad overview of research evidence is required in a short 

timeframe. Unlike traditional systematic literature reviews (which take 12-18 months), rapid reviews focus on 

synthesised research evidence and/or high quality or recent primary studies. Caution needs to be applied 

when interpreting rapid review findings, as more comprehensive review approaches may elucidate further 

information and insights, which would influence review interpretation and conclusions (Khangura et al., 2012). 

Therefore, systematic reviews remain the definitive method of literature review, and we recommend 

systematic reviews be undertaken whenever possible.  

The literature review yielded a total of 3828 citations, after the removal of duplicates. After screening, three 

systematic reviews (Berger et al., 2014; Newnham et al., 2017; Okrainec et al., 2017) met eligibility criteria. 

None were specific to wound care. Based on a recognised quality appraisal tool for systematic reviews (Shea 

et al., 2017), the three reviews were of relatively low quality, satisfying 7 or less of 13 applicable quality 

criteria (Appendix C). Findings from these reviews should therefore be interpreted with caution. In addition to 

the three systematic reviews, seven primary studies of interventions to improve communication or shared 

understanding between health professionals and patients were identified (Abelson et al., 2017; Buurman et 

al., 2016; Dalal et al., 2016; Farberg et al., 2013; Lin et al., 2014; Reis et al., 2013; Simmons et al., 2013). These 

have been narratively summarised in Tables 2 (inpatient / bedside interventions) and Table 3 (studies 

pertaining to discharge from hospital), but not appraised for methodological quality. Reviews and primary 

studies are summarised under the two main categories of in-hospital communication and discharge from 

hospital.  

Inpatient/bedside interventions 

One systematic review (Berger et al., 2014) focused on patient/family engagement in patient safety practices. 

Four of the six included studies focused on patient engagement in health professional hand hygiene. Use of 

interventions such as asking health professionals about hand hygiene and viewing educational videos 

positively impacted patients’ appreciation of the importance of participating in safety practices. However, this 

was not reflected by actual participation in behaviours such as interacting with health professionals. For 

example, one study reported 80 - 90% willingness to ask health professionals to wash their hands, only 60 – 

70% of patients actually did ask.  

Three primary studies examined inpatient interventions. Two of these focused on written communication 

Farberg et al. (2013) provided a co-designed Dear Doctor (DD) notepad as a bedside tool to facilitate patient 

communication with healthcare professionals in the hospital, including asking questions about diagnoses and 

care plans. The notepad was divided into three general categories: diagnosis and treatment; tests and 

procedures; and medications. Simmons et al. (2013) developed a written communication tool to actively 

engage patients and their families while in the emergency department (ED). The tool was developed using 

patient focus groups in which participants were asked to refer to a recent ED visit and recall the information 

that they would have liked to have received or understood better. Dalal et al. (2016) evaluated the impact of a 

web-based, patient-centred toolkit on patient/carer engagement. The patient-centred toolkit encompassed a 

range of web-based patient and provider tools designed to facilitate shared decision making. The tool also 

included a teach-back component to ensure that patients and caregivers understood how to use it. The 
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messaging component of the tool was primarily used to report health concerns, needs and preferences. All 

three primary studies reported enhanced communication and / or comprehension from use of these 

strategies.  

Collectively, the review and three primary studies indicate that a broad range of verbal and non-verbal 

interventions to enhance inpatient communication and engagement are feasible. However, the review 

findings indicate that patients may be reluctant to verbalise their concerns, even when indicating an intention 

to do so. This suggests that written forms of communication may be less confronting for patients.  

Discharge interventions 

Two of the systematic reviews examined patient-centred discharge. Okrainec et al. (2017) reviewed 30 studies 

examining the effectiveness of engaging patients in the design or delivery of discharge instruction tools, 

including five studies in post-surgery settings. Most (28) focused on educational tools. Only 6 engaged 

patients in both the design and the delivery of the tool. The review concluded that there is sufficient evidence 

that patient-centred discharge tools improve comprehension, but insufficient evidence that this translates to 

adherence with discharge instructions. Furthermore, the effect of patient involvement in discharge tool 

design and delivery on self-efficacy and post-discharge healthcare utilisation is also unknown. Interestingly,  

“Few studies involved patients in the design of the tool such that patients were responsible for coming 

up with content that was of interest to them. The few that did, often with the additional use of video 

media, demonstrated significant outcomes” [p. 113]  

Newnham et al. (2017) conducted a systematic review of 30 studies examining which hospital discharge 

communication practices were preferred by patients and healthcare providers. IT-based methods were the 

most commonly used (including computer-generated information, website or video-based summaries), 

followed by person-based methods in which the discharge information was delivered by a healthcare 

provider. Written methods were the least common. Patients and providers preferred easily accessible and 

efficient discharge processes that provided relevant, concise and individualised information. Specifically, both 

groups preferred computer-generated summaries due to the efficiency and structured format.  

Four primary studies focused on discharge interventions. Abelson et al. (2017) aimed to determine the 

public’s willingness to use mobile health technology in the post-operative setting. The authors found that the 

majority of respondents were willing to utilise a range of mobile health technologies including completing 

daily surveys and taking pictures of wounds to send to surgeons. Importantly, older respondents were just as 

willing as younger respondents to engage with mobile health technology. Lin et al. (2014) and Buurman et al. 

(2016) evaluated the impact of a patient discharge letters with accompanying discussions to improve handoff 

communication. While the brief patient-directed discharge letter (PADDLE) developed by Lin et al. (2014) was 

not designed using patient input, feedback from participants suggested that the basic language was easy to 

understand. In addressing patients’ preferences for clear standard information, Reis et al. (2013) tested the 

impact of standard wound care discharge orientation cards on patient understanding of discharge guidelines. 

These studies demonstrated improvements in comprehension and / or communication of discharge 

information.  

Collectively, the two reviews and four primary studies indicate that patients are rarely engaged in both the 

design and delivery of educational tools (e.g. by being encouraged to ask questions when the tool is 

implemented). This echoes the findings above that verbal participation of patients is less frequently 

incorporated into patient engagement strategies compared with written participation. However, despite this 

limitation, there is review-level evidence that the patient-centred discharge interventions improve 

comprehension and are generally positively viewed by patients.  
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Table 2: Summary of primary studies examining in-hospital communication   

Study Title (author) 

Setting 

Intervention (number of 
participants) 

Key findings   

Relevant outcome   

A web-based, patient-centered toolkit to engage 
patients and caregivers in the acute care setting: 
a preliminary evaluation (Dalal et al., 2016) 

Intensive care and oncology 

Web-based, patient-centred toolkit 
for education and patient-provider 
communication (n=239) 

158 patients (66%) and 97 caregivers (41%) inputted a daily and overall goal, respectively. Use 
of educational content was highest for medications and test results and infrequent for 
problems. The most common clinical theme identified in 291 messages sent by patients and 
caregivers was health concerns, needs, preferences, or questions (19%, 55 of 291). The average 
system usability scores and satisfaction ratings of a sample of surveyed enrollees were 
favorable. 

Communication 

Dear Doctor: a tool to facilitate patient-centered 
communication (Farberg et al., 2013) 

General medicine / cardiology 

Single –centre cross-sectional study 
of “Dear Doctor” bedside 
communication notepad (n=664) 

Of the 343 patients who received the DD notepads, 65% reported that they took notes related 
to their hospital stay. The 207 patients using the DD notes had their questions answered more 
often by their physicians as measured on a 5-point Likert scale, compared to the control group. 
However, overall rating of communication did not differ between intervention and control 
groups.  

Communication 

Implementation of a novel communication tool 
and its effect on patient comprehension of care 
and satisfaction (Simmons et al., 2013) 

Emergency Department 

Prospective, randomized controlled 
clinical trial to test the efficacy of a 
novel, patient-centred 
communication tool (n=146) 

Using their novel communication tool, the authors were not able to show a statistically 
significant improvement in either comprehension or satisfaction, through a tendency towards 
improved comprehension was seen. 

Comprehension 
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Table 3: Summary of primary studies examining discharge from hospital    

Study Title (author) 

Setting 

Intervention (number of 
participants) 

Key findings   

Relevant outcome   

Mobile health apps and recovery after surgery: 
What are patients willing to do? (Abelson et al., 
2017) 

Post-surgical 

Survey of members of the public to 
evaluate willingness to engage in 
mobile health technology in the 
post-operative setting (n=739) 

A majority of respondents reported willingness to wear a tracker on their wrist (80.6%), fill out a 
daily survey (74.3%), send pictures of their wound to their surgeon (66.3%), and share updates 
with friends/ family (59.1%). 

Communication 

Improving handoff communication from hospital 
to home: the development, implementation and 
evaluation of a personalized patient discharge 
letter (Buurman et al., 2016) 

Internal medicine wards 

Before-after study of personalised 
patient discharge letter (PPDL) to 
improve the quality of handoff 
communication from hospital to 
home (n=141) 

Providing patient with a PPDL increased the number of patients receiving verbal and written 
information at discharge. Patients and professionals rated the PPDL positively. 

Communication 

Effect of a patient-directed discharge letter on 
patient understanding of their hospitalisation (Lin 
et al., 2014) 

Cardiology / respiratory / endocrinology wards 

Patient-directed discharge letter 
delivered during a brief discussion 
prior to discharge (n=67) 

Those receiving the letter had an immediate increase to almost full understanding (median 4) of 
tests performed (P < 0.001) and to full understanding (median 5) of post-discharge 
recommendations. This increase did not persist at 3 or 6 months. 

Comprehension 

Guidelines for discharge: do standardized cards 
help in patient understanding? (Reis et al., 2013) 

Emergency Department 

To determine whether the addition 
of discharge standard illustrated 
cards improves understanding of 
patients in the emergency room 
(n=228) 

The average of followed discharge guidelines of the group that received the cards was higher 
than the control group, with statistical significance. The introduction of discharge standard 
orientation cards was associated with improvement in the understanding of patients. Without 
replacing the verbal directions, which establishes dialogue and doctor-patient bonding, cards 
appear as auxiliary elements, facilitating understanding and care guidelines. 

Comprehension / Adherence 
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What do Victorian citizens say? Citizen panel findings 
  

A day-long citizen panel was convened on 18 April 2018. Prior to the citizen panel, 12 socio-demographically 
diverse Victorian community members were provided a plain language version of this briefing document. 
Panel members were either members of the general population, had an in-hospital operation in the last year 
or were from vulnerable populations (e.g. English as a second language, low socioeconomic status). During 
the citizen panel, citizens were asked to share what they view as the key challenges in communication and 
shared understanding with health professionals, specifically in the post-operative and immediate discharge 
settings. Citizens were asked to reflect on their own experiences and those of family and friends to consider 
the underlying challenges and inform the types of interventions that may be appropriate. They key themes of 
the discussion are summarised below.  
 

A range of communication challenges are encountered in acute hospital settings  
• Communication preferences vary depending on age, background, level of understanding, hospital 

• Difficult to obtain information from busy health professionals, especially related to post-discharge 
care 

• Doctors have limited time and need to get to the point but some people feel let down by this 
minimalist approach 

• Difficulty finding the right person to provide information 

• Conflicting information received from health professionals 

• Staff turnover impacts on continuity of access to information  

• Success of communication depends on personality of health professionals (i.e. respect and 
compassion) 

• Story needs to be repeated to different health professionals 
 

Consideration of the desired level of involvement of patients and carers in healthcare is 

required 
• Need to assess patient preferences regarding level of patient and family involvement on an individual 

basis 

• Most citizens wanted to be informed throughout the entire process 

• Many doctors want to involve family/carers 

• Also noted that people don’t always act in their best interest and choose the best option when 
presented with information, therefore they should not be involved in their own healthcare decision 
making  

• Key information needs to be conveyed to the person that the healthcare professional believes will 
understand 

• Too much information can be overwhelming, especially immediately post-op 
 

A range of information format, timing and content preferences were identified 
FORMAT:  

• Clear, simple information (i.e. plain language and bullet points) 

• Format of information should be individually determined 

• Paper-based, verbal and IT-based information should be available 

• Need to embrace technology but information still needs to be printable for those who are technology 
illiterate 

TIMING:  

• Some citizens suggested that all information should be provided before surgery while they are not 
heavily medicated or in pain 
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• Providing information upfront allows patients to ask questions and process the information 

• Others suggested that information is more meaningful when it is broken up into pre- and post-
operative but emphasised that post-operative information needs to be provided when patients are 
mentally alert 

CONTENT: 

• Outline of the day or what to expect (to reduce fear and anxiety) 

• What to bring to hospital 

• What can the family expect? 

• Does someone need to be there afterwards? 

• Risks and benefits 
Post-operative and discharge information 

• What personal circumstances may affect general recovery? 

• Instructions to assist recovery (with timelines) e.g stay in bed for 3 days and then gradually try to get 
up, don’t shower for two days, change your dressing every two days 

• Care going forward 

• Expected recovery 

• What to do when there are signs of complications 

• Wound care dressings 

• Pain management 

• Dietary and bowel instructions 

• Activities and limitations 

• Necessary equipment 

• Who to contact for different issues 

• Pain threshold 
 

Interventions to improve communication and shared understanding were identified  
• Notepad to jot down questions could be added to ‘what to bring’ information 

• Buzzer system to let patients know when the doctors are doing their rounds so that they can be in 
their beds to ask any questions 

• iPad on the ward with collated information relevant to various surgeries (i.e. FAQ after appendix 
removal) 

• Communications officer/case manager/patient advocate to liaise between patients and doctors 

• Encourage patients to ask nurses about concerns 

• Check patient understanding of information using a rating system (i.e. green, amber and red) and 
further explanation can be provided if understanding is poor 

• IT-based system to log concerns and prioritise them. Concerns could be addressed by someone on the 
hospital floor and an independent person. Reference numbers should be provided for follow up.  

• Peer support delivered by former patients and carers 

• Simple videos in multiple languages outlining basic information about a procedure (i.e. procedure 
length, length of hospital stay, post-operative expectations, recovery timeframe, emphasis on asking 
questions) 

• Instant messaging/live chat for questions. Concerns could also be sent to a generic email address for 
triage 

• Presence of allied health staff on ward rounds to increase familiarity 

• Discharge app that also allows patients to take photos of things they are concerned about 

• Add numbers for local GP and nurse on call to discharge notes 

• Highlight important sections of case notes for other health professionals to read 

• Simple, written discharge summary 

• Email to family members to provide an update on how the patient is tracking 
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• Record conversations with doctors for future reference 

• Doctors should take patients through information sheets and then leave it with them 

• Bedside computer/tablet with an app into which patients can enter concerns and nurses can log 
patient status. Could also include peer support videos and information approved by medical 
associations. Patients could choose who has access to this information by providing an access code to 
family members/carers 

• Doctors need to provide more opportunities to ask questions to act as a prompt 

• Someone else may be more proactive in asking questions for you (i.e. a family member) 

• Provide an opportunity for patients to leave phone messages for doctors 

• Reduce number of people that come around with the doctor (‘entourage’ can be intimidating) 

• Good experiences with asking questions will make people more likely to ask again in the future 
 

For vulnerable patients, consider what else may be required  
• Additional support may be required to ensure effective communication with those from vulnerable 

populations (i.e. low health literacy, CALD, disability, mental health conditions) 

• Case managers, social workers, interpreters and patient advocates should be available for support 

• Health professionals need to have a heightened awareness for the capabilities of their patients and 
assess competence to determine whether additional support needs to be engaged prior to 
information provision 

 
 
 

What do clinicians say? One-on-one interview findings  
  

One-on-one interviews were conducted with a clinical nurse consultant in stomal therapy and wound care and 

a community wound management clinical nurse advisor. Results are summarised in Table 4 



 

18 
 

Key Challenges 

Post-operative perspective Community perspective 

• Post-operative wound management involves multiple disciplines, who all have 
merit in relation to wound care. However, communication between these 
disciplines can be poor and as a result, patients may receive mixed messages 
from various health professionals  

• Due to the involvement of many health professionals, patients may lack a clear 
understanding of the appropriate contact person if they have concerns  

• Some patients believe that if they speak up or provide negative feedback, they 
won’t be treated properly   

• For bureaucratic and financial reasons, patients can be left to do their dressings 
on their own after discharge, and they haven’t been educated on how to do so 

• Patients may not receive formal wound care instructions or may receive them 
verbally 

• It is often assumed that hospital in the home services or GPs will take over the 
care and follow-up of the wound 

• Patients can become reliant on nurse consultants to do wound dressings for 
them because they don’t trust other nurses 
 

“Communication, and then being able to work together and really being able to 
recognise that each discipline has its merit in relation to wound care, I think, is really, 

really important” 

 

“There's also this problem that if they tell people that they're not happy, then they're 
not going to get treated properly” 

• While best practice may be occurring in the hospital, often patients don’t 
receive education to take ownership of their wound and ensure that best-
practice management continues after discharge 

• When patients aren’t empowered to take ownership of their wound, they 
return home without the 24/7 support provided in the inpatient setting 

• Patients may be discharged with a dressing in place and nothing to replace it 
with - This can cause delays while dressings are sought 

• Patients may also be discharged using dressings that they are unable to access 
or afford in the community 
 

“A hospital may spend time on a product that’s evidence-based best practice, but 
they haven't got how the person will actually access that product or the cost to 

that person” 

 

 “I think in general, a lot of people don't feel enabled to speak up on their behalf. I 
think there is still that protection that the hospital owns them so they don't speak 

up” 
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Encouraging Patient Engagement 

Post-operative perspective Community perspective 

• Keeping patients informed at every step will allow patients to check in if things 
are not going to plan i.e. providing an explanation of how wound 
management will progress over the coming weeks  

• Asking for feedback at the end of the bed gives them a chance to speak up i.e. 
‘how have you been?’ and ‘what are your biggest issues?’ 

• Nurse consultants can act as a link between the patient and nurses or doctors 
and advocate for their needs 

 

“I think involvement really means informing them of their progress and where we go 
from here” 

 

• Providing patients with self-care strategies can help them take ownership of 
their wound and play an active role in their care 

• Patient liaison nurses working in major metropolitan hospitals can assist with 
discharge planning conversations to ensure continuity of care in the 
community 

• Checklists have helped patients encourage staff to practice hand hygiene 

• It is important to develop a rapport with patients so they feel comfortable 
asking questions 

• In the community, patients are provided with a wound care management plan 
which they sign when they understand what is going to happen 

• Patients may feel more empowered to speak up in the community setting as 
they are in their own home, rather than the unfamiliar hospital environment 

 

“We find that if we try and get in there to get them to do some self-care strategies, or 
to assist in some way, that they tend to own that wound more and therefore they're 

more active in doing the things that are important to help improve that wound” 

Areas for potential improvement 

Post-operative perspective Community perspective 

• Need to ensure that patients are receiving consistent information between 
disciplines and know who to speak to if they have concerns 

• Potential to provide patients with written instructions or a copy of the 
discharge summary  

 

“We don’t give them any wound care instructions at all… everything’s very verbal” 

• Education related to ownership of wounds and community wound 
management needs to begin in the inpatient setting 

• Patients could be shown educational videos or provided with handouts in the 
inpatient setting to educate them on wound care 

• Information needs to be provided at relevant times i.e. what is your 
responsibility today and what will the staff be doing? 

• Patients could have a protected 5-10 minutes during ward rounds to get a 
snapshot of their current status and give them an opportunity to answer 
structured questions about how their care is progressing 
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Questions for deliberation 
  

 
Taking account of research evidence, citizen preferences and clinical issues: 
 

1. What specific aspect of early post-operative wound care could be the focus of a behaviour change 
intervention? 

 
2. What behaviour change strategies could build capacity for patients to alert healthcare professionals 

to their concerns regarding early post-operative wound care?  
 

3. Of these, which are the most:  
 

a) Feasible 
 
b) Testable in the short term i.e. 6-months 
 
c) Scalable across Victoria 

 
d) Sustainable? 

 
 

4. What are appropriate success measures for a pilot study? 
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Appendix A: Background and Context 
  

VMIA Research and Innovation Program – Patient Safety in Victorian Public Healthcare  
The research and innovation program is designed to create, synthesise and translate knowledge into 

patient safety policy and practice within the Victorian Public Health Sector. This program aims to foster 

research translation by reflecting on the Victorian Managed Insurance Authority’s (VMIA) own policy and 

practice, partnering with the Department of Health and Human Services (DHHS) and building a broader 

community of interest around the program through academics, policy makers, clinicians and consumers. 

A secondary aim of the program is to position VMIA as a thought leader in patient safety and risk 

management.  

About BehaviourWorks Australia  
BehaviourWorks Australia (BWA) is an applied behaviour change research enterprise within Monash 

University’s Sustainable Development Institute. BWA was established in 2011 and currently has ten 

consortium partners, including The Shannon Company, a social marketing firm who have delivered a range of 

large-scale government campaigns such as WorkSafe Victoria’s ‘homecomings’ campaign and the ‘Our Water 

Our Future’ campaign launched during the major drought in Victoria in 2004. BWA’s health research draws 

upon contemporary methods of knowledge translation (KT) designed to translate research evidence into 

practices, systems, and policies. We have applied this approach to various health projects covering adolescent 

and indigenous infant vaccination, the recently launched ‘Help Save Lives By Saving 000 For Emergencies’ 

campaign, and optimising practice for bladder care following acute spinal cord injury. For more information 

about BWA, refer to our website: http://www.behaviourworksaustralia.org/ 

How research projects are identified and prioritised  
A series of structured activities to identify and prioritise topics are built into the research and innovation 

program. An initial ‘rapid prioritisation’ exercise was conducted in early 2017 which involved an in-depth 

review of VMIA activities; structured consultation with VMIA and the Victorian Department of Health and 

Human Services (DHHS); and the systematic development and application of criteria for prioritisation in 

collaboration with VMIA and DHHS. This resulted in the identification of the first three project areas including 

the present project (bold): 

1. Realising the potential of good governance in preventing harm, improving the patient experience and 

keeping per capita costs manageable 

2. Reducing under-, mis-, missed-, delayed- and over-diagnosis across sectors and conditions 

3. Ensuring that healthcare choices, program and service design and organisational and system decision-

making reflect the values and preferences of patients / caregivers / consumers 

http://www.behaviourworksaustralia.org/
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Appendix B: Methods 
  

Project Focus 
This research project focuses on patient voice, and specifically on exploring opportunities to test and trial 

behavioural interventions related to patient engagement. The rationale for this is as follows:  

• Patient voice was one of three high-priority challenges identified in a systematic prioritisation activity 

undertaken by BehaviourWorks Australia in collaboration with VMIA and DHHS in early 2017.  

• The broad topic area identified in this exercise was “Ensuring that healthcare choices, program and 

service design and organisational and system decision-making reflect the values and preferences of 

patients/caregivers and consumers”.  

• A small expert panel including VMIA and DHHS was convened by BehaviourWorks to deliberate upon 

a more specific focus for the research project. This resulted in the topic “Improving communication or 

shared understanding of wound care in the post-operative and discharge contexts.”   

The Forum Approach 
This project is using the Forum approach, an established method of promoting evidence- informed practice 

change, which involves four key activities:        

1. Defining a major challenge through consultation with key stakeholders to understand the issues and 

complexities; 

2. Gathering from published literature and further consultation the information necessary to properly 

consider the challenge, and presenting this in a briefing document (i.e. this document); 

3. Convening a structured stakeholder dialogue to connect the information from the briefing document 

with the people representing key stakeholder groups who can make change happen; and 

4. Reporting outcomes through a dialogue summary and related academic publications and briefing the 

organisations and individuals who can effect change about their role in developed strategies. 

The Forum approach of evidence review and structured stakeholder dialogue was established by John Lavis in 

Canada in 2009. Subsequently Dr Peter Bragge and Professor Russell Gruen were funded by the Victorian 

Transport Accident Commission from 2012 - 2015 to lead the first Australian-based Forum program, which 

focused on addressing high-priority challenges in brain and spinal cord injury care, research and policy. 

Outputs of the NTRI Forum program have been published online and in peer-reviewed literature. Satisfaction 

in the NTRI Forum process was high based up on participant surveys, with a mean score of 6.4 / 7 (where 1 is 

‘Failed’ and 7 is ‘Achieved’) for ranking of how well the briefing document achieved its purpose (N =114, 

response rate 45%) and 6.0 / 7 for the stakeholder dialogue (N=192, RR 76%). 

  



 

26 
 

Rapid Review Methods 
A rapid review methodology was employed. Rapid reviews are an emerging method of efficiently synthesising 

research evidence in health policy and other settings where a broad overview of research evidence is required 

in a short timeframe. Unlike traditional systematic literature reviews (which take 12-18 months), rapid reviews 

focus on synthesised research evidence and/or high-quality or recent primary studies (Khangura et al., 2012). 

This rapid review was undertaken over a period of 4 weeks.  

Review Aim 
The primary aim was to identify, evaluate and synthesise published literature investigating interventions to 

improve communication or shared understanding of wound care in the post-operative and discharge 

contexts.  

Search Strategy 
A comprehensive search of the following databases was undertaken: 

• PubMed 

• Cochrane 

• Web of Science 

• Scopus 

• CINAHL 

• Google Scholar 

The PubMed search strategy was as follows: 
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Screening and selection 
Two reviewers (AL and BW) shared the screening of citations against the following inclusion and exclusion 

criteria: 

 Included Excluded 

Study type • Systematic reviews (quantitative and narrative) 

• Relevant primary studies 

 

Population • Health professionals 

• Patients 

• Families/carers 

• Breast cancer 

• Inter-professional 
communication 

• Chronic conditions 

• Maternity 

• Paediatric 

• Pharmacy 

• Telemedicine 

• Home-based 

• Outpatient clinics 

Study 
design 

• Observational or interventional  

Outcomes • Shared understanding of healthcare issues  

• Improved communication between health 
professionals and patients 

• Improving health outcomes 

• Patient satisfaction 

• Organisational outcomes 

• End of life care 

• Chronic disease management 

• Diabetes management 

• Readmission 

Publication 
status 

• English language 

• Peer-reviewed journal publication or public reports 

• Published in the last 5 years 

 

 

Data Extraction 
Two reviewers (AL and BW) shared the data extraction and appraisal. The following information was 

extracted: setting of included studies; inclusion/exclusion criteria; number of included studies; total number 

of studies; total number of participants; study designs; date of most recent search; authors’ conclusions. The 

key themes and conclusions drawn by the authors were narratively summarised.  

Literature review findings 
The literature search yielded a total of 3828 citations, after the removal of duplicates. Following screening, 11 

studies were included in this review.  
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One-on-one interview methods  
Interviews were semi-structured, allowing the interviewers to explore emerging themes as well as salient 

issues (Spencer et al., 2003). The interview framework was as follows:  

1.  Can you provide a brief introduction and outline your role in the hospital/wound care context, 
including how long you have been in this role?   

 
2. From your perspective and experience, what are key issues that need to be addressed to ensure 

that patients can actively participate in ensuring that they are receiving best practice wound 
management, especially during the inpatient post-operative period?  

What are key issues that need to be addressed to improve communication? Shared 
understanding?  

 
3. What strategies are you aware of that have been employed in the past to improve 

communication or shared understanding between health professionals and patients of wound 
care especially during the inpatient post-operative period? Or for examples other than wound 
care? 

Are there any particular stages for involvement that have been more or less effective e.g. 
design, post-operative, post-discharge etc. 

 
a. How successful have these strategies been?  

 
b. What factors do you think have contributed to the success or failure of previous 

strategies?  
 
4. Do you have any other comments on communication between health professionals and patients 

in the wound care context? 
 

5. Can you recall any instances – either to do with wound care or any other hospital care – in which 
a patient has actively questioned their clinical management? If yes – were there any factors that 
you feel facilitated this?  

 

Participants  
Participants were purposively selected based upon their experience and/or expertise in patient engagement, 

co-design and/or wound care (Patton, 1990).  

Procedure  
Participants were contacted by BehaviourWorks Australia researchers and invited to take part. Research aims 

and procedures were detailed in an explanatory statement provided to all participants prior to the interviews. 

All interviews were conducted via telephone. Interviews lasted between 41 and 49 minutes. Interviews were 

conducted by AL in 2018. Interviews were digitally audio-recorded, transcribed verbatim, anonymised and 

stored securely. 

Analysis  
Interview transcripts were coded and analysed thematically (Boyatzis, 1998) using a computer-assisted 

qualitative data analysis software program (NVivo10, QSR International Pty Ltd 2014). Interview transcripts 

were coded according to emergent themes and any emerging topics relevant to the topic. Direct quotations 

from interview transcripts were used to illustrate key themes. The participant categories (i.e. role and 

responsibilities) have been de-identified. 
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Citizen panel methods  

Facilitation framework 
Understanding the role of patient engagement in healthcare 

• What perspective do you bring to today? What are your experiences with communication in the 

healthcare sector, including in hospital?  

• How and why is patient engagement important? 

How can we improve communication in the hospital setting? 

• What kind of methods should health professionals use to communicate with patients?  

• What is most important for patients and their families to know? 

• When and in what format do patients and their families need information? 

• How can we encourage patients to actively ask questions? 

• What is the best way for patients and doctors to achieve a shared understanding of the patient’s 

condition, treatment and what comes next? 

What other factors do we need to consider? 

• What are the main challenges to improving communication in the post-operative and immediate 

discharge contexts? 

Participants 
Socio-demographically diverse Victorian community members were recruited through ACI Research Services. 

Procedure 
The citizen panel convened on the 18th of April 2018 and participants gave informed consent. Citizens were 

provided with a plain language version of this briefing document. During the deliberation of the problem, 

citizens were asked to share their perceptions about communication and shared understanding of wound care 

in the post-operative and immediate discharge settings. Citizens were asked to reflect on their own 

experiences and those of family and friends to consider the underlying challenges and inform the types of 

interventions which may be appropriate. The citizen panel was conducted by BW and key themes arising from 

the discussion were noted down by AL and DG.    
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Appendix C: Rapid review quality appraisal 
  

Results of quality appraisal of systematic reviews  

Criterion (AMSTAR 2) (Shea et al., 2017) Berger et al. 
(2014) 

Newnham et al. 
(2017) 

(Okrainec et 
al., 2017) 

1. Did the research questions and inclusion criteria for the 
review include the components of PICO? 

Yes Yes Yes 

2. Did the report of the review contain an explicit statement 
that the review methods were established prior to the 
conduct of the review and did the report justify any 
significant deviations from the protocol? 

No No No 

3. Did the review authors explain their selection of study 
designs for inclusion in the review? 

No No Yes 

4. Did the review authors use a comprehensive literature search 
strategy? 

Partial yes Partial yes Partial yes 

5. Did the review authors perform study selection in duplicate? No No Yes 

6. Did the review authors perform data extraction in duplicate? No Yes No 

7. Did the review authors provide a list of excluded studies and 
justify the exclusion? 

No No No 

8. Did the review authors describe the included studies in 
adequate detail? 

Partial yes Yes Yes 

9. Did the review authors use a satisfactory technique for 
assessing the risk of bias in individual studies that were 
included in the review? 

No Yes No 

10. Did the review authors report on the sources of funding for 
the studies included in the review? 

No No No 

11. If meta-analysis was performed, did the review authors use 
appropriate methods for statistical combination of results? 

N/A N/A N/A 

12. If meta-analysis was performed, did the review authors 
assess the potential impact of risk of bias in individual studies 
on the results of the meta-analyses or other evidence 
synthesis? 

N/A N/A N/A 

13. Did the authors account for risk of bias in individual studies 
when interpreting/discussing the results of the review? 

No No Yes 

14. Did the review authors provide a satisfactory explanation for 
and discussion of heterogeneity observed in the results of 
the review? 

Yes No Yes 

15. If they performed quantitative synthesis, did the review 
authors carry out an adequate investigation of publication 
bias (small study bias and discuss its likely impact on the 
results of the review? 

N/A N/A N/A 

16. Did the review authors report any potential sources of 
conflict of interest, including any funding they received for 
conducting the review? 

Yes Yes Yes 
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