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Background Surgical site infections are frequent and costly, often occurring after discharge when patients manage their
wounds. Despite its importance for self-management, discharge education is delivered inconsistently.

Aim To describe patients’ experiences and preferences for surgical wound care discharge education across three countries, and
to examine factors associated with their ability to manage their surgical wound following hospital discharge.

Methods This study used a cross-sectional design, using the Surgical Wounds And Patient Participation Questionnaire with
Australian, Dutch, and Swedish surgical patients approximately two weeks post-discharge. Descriptive and univariate analyses
summarised patient characteristics and wound self-management, and binary logistic regression identified independent
predictors.

Results 520 patients completed the survey. Follow-up instructions (n=439, 84.4%) and contact information for wound
concerns (n=443, 85.2%) were the most received discharge information, while 46.9% (n=244) felt excluded from decision-
making. Self-reported wound self-management was highest in Australia (90.4%), followed by Sweden (86.5%) and the
Netherlands (75.9%). Three significant predictors emerged: care in Australia (OR=4.25, 95% Cl [1.82-9.90], p<0.001) and
receiving wound closure removal instructions (OR=3.62, 95% Cl [1.45-9.05], p=0.006) increased self-management likelihood,
while hospital readmission reduced it (OR=0.17, 95% Cl [0.04-0.82], p=0.027).

Conclusion Patients’ ability to manage surgical wounds at home depends on discharge education and healthcare context.
Clear instructions and supportive systems are vital for safe self-care.

Implications for Clinical Practice Clear verbal and written instructions are essential for confident self-care, particularly after
complex procedures.
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« Australian patients reported higher confidence in self- Despite advances in surgical techniques, perioperative care,
management of surgical wounds after discharge than and operating room environment, surgical site infections
Dutch and Swedish patients. (SSI) remain a significant cause of morbidity and mortality

+ Clear instructions on removing wound closure materials due to delayed or complicated wound healing." A systematic
were strongly linked to patients’ post-discharge wound review and meta-analysis of 499,594 patients identified
management but were frequently missing from discharge that 11% of general surgical patients will develop an SSI
education. within 30 days post-operation.? Up to 6% of patients will be

. Patients requiring wound-related readmission faced readmitted for SSIs?, and a single case of SSI can cost up to
greater challenges with self-management, indicating that $30,000 depending on its severity.** Consequently, surgical
standardised discharge education is insufficient for more wound complications, including SSls, account for almost 4% of

complex wounds. healthcare costs, and that proportion is rising.



Given that many SSls occur after patients are discharged
from the hospital, experts suggest that patient participation
in surgical wound care may be instrumental in reducing
SSls.® Patients affected by SSIs have ardently expressed that
they want to be more involved in their care, yet, they also
highlighted that they lack understanding of ‘normal’ wound
healing and warning signs.”® This makes it difficult for patients
to participate in self-management wound care practices.

Evidence suggests that discharge education can increase
patients’ ability to self-manage once home.® However, Gillespie
et al,’® found that only 27% of patients received postoperative
wound education in surgical wards. Furthermore, a recent
meta-analysis of perioperative care bundles used to prevent
SSls highlighted that patient education was only included
in five out of 18 studies." This all points to the lack of
prioritisation of patient discharge education.

Overall, there is a gap in surgical wound care discharge
education that undermines patient-centred care (PCC)."
Internationally, PCC has received considerable attention over
the last decade,” with countries like Australia, the Netherlands
and Sweden actively prioritising PCC.'*'¢ Delivering
discharge information that aligns with patients’ preferences
is a practical way to operationalise PCC, while also ensuring
patients understand their wound care instructions, resulting
in safer transitions from hospital to home. Findings of a review
including 36 studies suggest that surgical patients want
clear, timely and multimodal discharge information, such as
written and verbal formats covering self-care and complication
management, to feel adequately prepared for recovery after
hospital discharge." Although general discharge education
is well-documented, there remains a lack of understanding
regarding surgical patients’ specific experiences and
preferences regarding wound care education at discharge.

Thus, we aimed to describe patients’ experiences and
preferences for surgical wound care discharge education
across three countries, and to examine factors associated with
their ability to manage their surgical wound following hospital
discharge. The study addresses the following questions:

1. What are surgical patients’ experiences of wound care
discharge education, including their opportunities to
participate in wound care decisions?

2. What are surgical patients’ preferences for the delivery of
wound care discharge education?

3. To what extent are surgical patients able to manage their
wounds at home following discharge?

4. What factors predict patients’ ability to self-manage their
surgical wound care at home?

This study was conducted across Australia, the Netherlands,
and Sweden. These countries offer diverse healthcare systems,
discharge practices, and models of postoperative care,
providing a valuable comparative framework. A multinational
approach enables the identification of both shared and
context-specific factors influencing wound self-management,
including patient education, access to follow-up care, and
cultural attitudes toward health responsibility. By examining
patients’ experiences across these varied settings, the study
enhances the generalisability of findings and contributes
to the development of internationally relevant strategies

to reduce wound-related complications. This approach also
supports the design of tailored interventions that reflect the
realities of different health systems and patient populations.

A multinational cross-sectional study, reported as per the
Consensus-Based Checklist for Reporting of Survey Studies
(CROSS).™®

I

The 18-item SWAPP-Q' was used to explore participants
experiences of and preferences for surgical wound care
discharge information, according to the following themes:

Experiences:
1. Wound care discharge education (10 items)

2. Participation in wound care decisions (3 items)

3. Patients’ ability to manage their surgical wound to prevent
wound complications (1 item)

Preferences:
4. Preferences for discharge education delivery (4 items)

The questionnaire was developed based on a literature
review. After face validity and content validity testing with
an international group of health consumers, clinicians and
researchers, the questionnaire was pilot tested with seven
Australian health consumers to ensure the questionnaire
was acceptable to administer via telephone. The original
questionnaire was developed in English and then translated
into Dutch and Swedish using forward-backward translation.
In Sweden, two English-speaking Swedish natives translated
the questionnaire, while in the Netherlands, one English-
speaking Dutch native did the same. In both countries, the
translation was back translated by a native English-speaking
medical professional fluent in Swedish or Dutch.

Study sites included two European university hospitals
(Netherlands and Sweden) and two metropolitan tertiary
hospitals in Australia. This study was conducted across varied
surgical wards within the hospitals. Patients were eligible
to participate if they were adults (18+), who consented,
underwent any type of planned or emergency surgery, and
were available for an interview via phone (14+3 days post-
surgery/discharge) or mail. This timeline aligns with evidence
that 75% of post-operative complications occur within 14 days
of discharge home.? Patients receiving end-of-life care or with
cognitive impairments were excluded. The target sample was
900 patients (300 patients per country).

Trained researchers in each country recruited participants
from surgical wards in their hospitals. If participants gave
verbal and written informed consent, their demographic data,
phone number and/or email address were collected, and
the survey was administered by telephone in Australia and
the Netherlands, and by mail in Sweden. Data was managed
using country-specific web systems: Australia used Research
Electronic Data Capture software (REDCap); the Netherlands
used Castor®, and Sweden used Kl Survey (Sunet Survey). All
systems complied with relevant legal and ethical standards



and used secure, access-restricted databases. Participants were
de-identified using coded study IDs before data was shared
with the Australian site for analysis.

Data were exported into SPSS (Version 30) for cleaning and
analysis. Responses marked as “missing,” “not reported,” or
“did not respond” were labelled as missing data. “Not
applicable” responses were defined as indicating that the
question was irrelevant to the participant’s post-surgery
care and were treated as a separate category for descriptive
analysis. These responses were later grouped with missing
data for consistency in comparative analysis. Likert-type scale
responses were binarised (strongly agree/agree = Yes | neutral/
disagree/strongly disagree = No) to improve interpretability
and reduce multicollinearity. Descriptive statistics were used
to compute absolute (n) and relative (%) frequencies of
categorical variables, and the means and standard deviations
(SD) of normally distributed continuous variables. Survey items
with multi-response options, primarily related to patients’
preferences, were descriptively analysed as percentages of
“yes” versus “no” responses for each question.

Univariate analyses were conducted using Chi-square tests
for categorical variables and t-tests for continuous variables
(such as age). For variables with multiple categories (such as
Country), post-hoc Chi-square tests with Bonferroni correction
were applied to control for multiple comparisons.

A binary logistic regression model was used to identify
predictors of patients’ ability to manage their surgical
wounds at home. A model-building approach was used, and
independent variables were selected based on significance
in univariate analyses (p<0.05) and theoretical relevance.
Independent variables included: country (with Australia as
the reference group), participant age, hospital re-admission,
wound closure via adhesive glue, wound not closed, and
information delivery (how the wound should be cleaned,
signs of infection, when and how wound closure methods
are removed, and use of physical materials like brochures).
Independent variables were binarised based on researchers’
judgements:No=0andYes=1.

The dependent outcome measure was patients’ ability
to manage their surgical wounds at home. This outcome
originally was on a 5-point Likert-type scale ranging from
1=strongly disagree to 5=strongly agree. Like the original
survey, this outcome was also non-normally distributed; to
maintain consistency, this variable was also dichotomised
like all other Likert-type scale responses in this survey.
Multicollinearity was assessed using Variance Inflation Factor
(VIF) and tolerance values, with no concerns detected.

To assess confounding, binary logistic regression models were
used to compare Australia versus Netherlands and Sweden
versus Netherlands. Changes in the country’s odds ratios
(ORs) were examined before and after adjusting for potential
confounders. Statistical significance was set at p<0.05.

The Ethics Review Committee of each hospital and the
Australian university involved reviewed the proposed study
and provided ethics approval (Australian hospital: HREC/2020/
QGC/64063; Australian university: 2020/880; Swedish hospital:
Dnr 2022-05580-01). In the Netherlands, it was concluded that

the Medical Research Involving Human Subject Act (WMO) did
not apply to this project (reference number W21_440 #21.489).

The Guidance for Reporting Involvement of Patients and
the Public (GRIPP2) checklist was used to report consumer
engagement in this study?' (See Appendix 1). One consumer
has been engaged from survey development through to
manuscript development.

Individual screening, participation and completion rates
are shown in Figure 1. In total, 520 participant responses
were analysed. Missing data was 0.6%; 3.5% including Not
Applicable responses.

As shown in Table 1, the mean sample age was 56 years
(SD 19.2) and more women overall participated. Swedish
participants were generally older and more educated, with
70.3% holding university degrees. In Australia and Sweden,
most participants underwent general surgery, while nearly half
of the Dutch participants had orthopaedic or trauma surgery.
Most of the procedures fell into these two groups. Across all
countries, stitches were the most common surgical wound
closure method.

Table 2 shows that across all countries, most patients received
wound care discharge education on follow-up appointment
scheduling (n=439; 84.4%) and who to contact with questions
about the wound (n=443; 85.2%). These instructions were
frequently given verbally, with opportunities for questions
(n=386; 74.2%), and approximately half of all participants
received supplemental printed materials (n=234; 45.0%).

Appendix 2, Table A2 presents survey results on patients’
experiences of participation in wound care decisions, with
no variables reaching statistical significance in subsequent
analyses. Most Australian and Dutch participants reported that
medical and nursing staff discussed surgical wound-related
treatment options; however, 32 (43.2%) Swedish participants
disagreed. Across all countries, staff were generally reported to
have discussed wound care pain management options (n=412;
79.4%), but when asked if they were invited to participate in
decision-making, 244 participants (46.9%) responded ‘no.

Full survey results on patients’ discharge education
preferences are presented in Appendix 2, Table A3. Across
all countries, most participants preferred to receive printed
materials (n=315; 60.6%) and verbal instructions with
opportunities to ask questions (n=450; 86.5%) from medical
staff (n=387; 74.4%) and nurses (n=377; 72.2%). Most
participants wanted this information at discharge (n=416;
80.0%), with follow-up appointments scheduled as outpatient
visits at their local hospital (n=312; 60.0%).

Table 3 shows patients’ self-reported ability to manage
their surgical wound and prevent complications at home. In



Australia, 244 participants (90.4%) could care for their wound
at home, compared to 101 Dutch participants (57.4%) and 64
Swedish participants (86.5%). Among Dutch respondents, 43
(24.4%) selected “Not Applicable”. When these “N/A" responses
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Figure 1. Flowchart of the response to the survey

lower wound
open wounds

are excluded in later inferential analyses, the proportion of

Dutch participants reporting positive wound care ability
increases to 75.9%, indicating a narrower gap between
countries than the descriptive results initially suggested.

Factors influencing patients’ ability to self-manage their
wound at home

Thirty-six candidate variables were tested at the univariate
stage; ten with p<0.05 were simultaneously entered into the
binary logistic regression model (Table 4). The full model
containing all 10 predictors was statistically significant
(x*>=32.80; [10, N=520], p<0.001), indicating that the model was
able to distinguish between participants who reported they
were and were not able to manage their surgical wound at
home. The model explained between 11% (Cox and Snell R-sq)
and 21.1% (Nagelkerke R-sq) of the variance and correctly

classified 87.9% of cases.

Table 4 shows three independent predictors of patients’
ability to manage wound care at home. Australians were
4.3 times more likely than Dutch participants to report
successful wound care management (OR=4.25, 95% Cl [1.82-
9.90], p<0.001). Conversely, wound-related readmission to
hospital decreased the odds of self-managing wound care
by 82.7% (OR=0.17, 95% Cl [0.04-0.82], p=0.027), indicating
that complications requiring hospital readmission are
strong negative predictors of wound care ability. Finally,
participants who received instructions on removing wound
closure materials, like stitches and tape, were 3.6 times more
likely to manage their wound care at home (OR=3.62, 95%
Cl [1.45-9.05], p=0.006), than those who did not receive this
information.

While Australia remained a strong predictor after adjustment,
Sweden’s association disappeared after adjustment. This
suggests that Sweden’s univariate association with wound
care ability was likely influenced by the fact that no Swedish
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from decision-

participants had open wounds, a factor associated with
care ability. Consequently, this absence of
may have led to an overestimation of Sweden’s
wound care performance.

DISCUSSION

In this multinational cross-sectional study, we described
patients’ experiences of and preferences for wound care
discharge education, and examined the factors associated
ability to care for surgical wounds at home
across three countries. We found that most participants
received verbal discharge instructions regarding follow-up
and wound care. While pain management was commonly
discussed by staff, nearly half of the participants felt excluded
making, and most preferred both verbal and
printed information from medical staff. We found three
variables were independently associated with wound care
ability: the country in which treatment occurred, receipt of
wound closure removal instructions, and readmission due to
wound complications. The following discussion explores the
results of the regression analysis in more depth.

t predictor of wound care ability was the
country of treatment. Australian participants were more
likely to report successful wound self-care than their Dutch
counterparts, while Sweden did not remain significant after
adjustment. Prior research suggests that 91% of Australians
feel confident in managing their health, even when formal
health literacy is variable.?? This confidence may also reflect
practical differences in post-operative care. For instance,
ian participants’ wounds were closed with
adhesive glue, which typically requires less maintenance
than sutures or staples and may partly explain their higher
care ability. Another plausible explanation is
that healthcare structures and discharge practices influence
patient behaviour, as reported in other studies.?*? Both
the Netherlands and Sweden offer integrated, hospital-led
care pathways with structured follow-up to support patients
discharge.?’-?° In contrast, Australia’s model




Table 1. Participant demographics and surgical characteristics by country.

Characteristic Total Australia Netherlands Sweden X? p value
(n=520) (n=270) (n=176) (n=74)

Age n (%) n (%) n (%) n (%)

Mean years (SD) 56 (19.2) 54 (22.2) 56.7 (15.6) 61.2(13.5) 2.190** 0.031

Missing 2 2 0 0

Sex (n (%))

Female 278 (53.5) 139 (51.5) 84 (47.7) 55(74.3) 0.90 0.764

Male 241 (46.3) 131 (48.5) 92 (52.3) 18 (24.3)

Other? 1(0.2) 0 0 1(1.4)

Education level (%)

Primary education 16 (3.1) 6(2.2) 8 (4.5) 2(2.7) 3.966 0.411

Secondary education 198 (38.1) 154 (57.0) 33(18.8) 11 (14.9)

Vocational education 84 (16.2) 28 (10.4) 48 (27.3) 8(10.8)

Bachelor & Uni education 213 (41.0) 79 (29.3) 82 (46.6) 52(70.3)

No education 3(0.6) 0 3(1.7) 0

Missing 6(1.2) 3(1.1) 2(1.1) 1(1.4)

Surgery type (%)

Cardiac + thoracic surgery 20 (3.8) 20 (7.4) 0 0 4.951 0.894

Ear nose throat 6(1.2) 6(2.2) 0

General surgery 206 (39.6) 93 (34.4) 58 (33.0) 55(74.3)

Gynaecological surgery 14 (2.7) 13 (4.8) 0 1(1.4)

Maxillofacial surgery 12(2.3) 11 (4.1) 1(0.6) 0

Neurological surgery 7(1.3) 7 (2.6) 0 0

Orthopaedic/trauma surgery 152(29.2) 70 (25.9) 82 (46.6) 0

Plastic surgery 25 (4.8) 14 (5.2) 10(5.7) 1(1.4)

Urology surgery 34 (6.5) 34 (12.6) 0 0

Vascular surgery 36 (6.9) 1(0.4) 23(13.1) 12(16.2)

Other 2(0.4) 0 2(1.1) 0

Missing 6(1.2) 1(0.4) 0 5(6.8)

Readmitted to hospital (%)

Yes 22 (4.2) 11(4.1) 9(5.1) 2(2.7) 10.480%*** <0.001

No 498 (95.8) 259 (95.9) 167 (94.9) 72(97.3)

Wound closure methods (Yes (n (%))

Stitches 324 (62.3) 165 (61.1) 111 (63.1) 48 (64.9)

Staples 47 (9.0) 19(7.0) 18(10.2) 10(13.5)

Tape/wound closure strips ¢ 55(10.6) 27 (10) 9(5.1) 19 (25.7)

Adhesive glue 89(17.1) 76 (28.1) 9(5.1) 4(5.4) 4.498** 0.034

Wound not closed 16 (3.1) 6(2.2) 10(5.7) 0 11.877%** <0.001

Unsure 104 (20.0) 76 (28.1) 21(11.9) 7 (9.5)

Other 61(11.7) 47 (17.4) 14 (8.0) of

Missing 4(0.8) 0 0 4(5.4)

SD = standard deviation
*Data not reported

**p<0.05, ***p<0.001

2‘Other’ (n=1) category removed from chi-square due to low expected count.
>Multiple answers were allowed; percentages represent the proportion of respondents who answered ‘Yes' for each option.
<“Steri-strips™” (3M™, now Solventum).

decentralises healthcare. After discharge patients are expected
to take greater responsibility for navigating their own care,
choosing between public or private services for support.*®
Systems with more formal aftercare pathways, such as those

in Sweden or the Netherlands, may foster expectations of
professional involvement, making patients less inclined to be
autonomous in their wound care.?' While this level of system
trust can reduce the burden of managing wounds, it may also
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Table 2. Experiences of wound care discharge education.

In total Australia | Netherlands | Sweden X2 p value

| was given instructions about...? Yes: n (%) Yes: n (%) Yes: n (%) Yes: n (%)

...who to contact if | had concerns about my surgical 443 (85.2) |223(86.3) |148(84.1) 62 (83.8)

wound or about caring for the wound

...arrangements made for follow-up appointments 439 (84.4) |242(89.6) |146(83.0) 51(68.9)

...what activities | should avoid during wound healing 386 (74.4) 198 (73.3) 127 (72.2) 61 (83.6)

...the signs of infection in the wound 323(62.1) |176(65.2) |89(50.6) 58 (78.4) 5.257** 10.022
...how the wound should be cleaned 283 (54.4) | 152(56.3) |82 (46.6) 49 (66.2) 6.092** 0.014
...the wound dressing | would use at home 253 (48.7) | 128(47.4) |80 (45.5) 45 (60.8)

...when and how stitches (or ‘tape’/'strips’ or staples) are 1242 (46.6) |117(43.3) |79 (44.9) 46 (63.0) 9.300** | 0.002
removed

Before | was discharged from hospital, | had the n (%) n (%) n (%) n (%)

opportunity to ask questions about how to care for my

surgical wound.

No 86 (16.5) 46 (17.0) 25(14.2) 15 (20.3)

Yes 424 (81.5) |224(83.0) |141(80.1) 59(79.7)

Not applicable 10(1.9) 0 10 (5.7) 0

How did you receive information about caring for your Yes: n (%) Yes: n (%) Yes: n (%) Yes: n (%)

surgical wound?

Verbal instructions with questions and answers 386 (74.2) |228(84.4) |104(59.1) 54 (73.0)

Printed material such as a brochure, checklist, or 234 (45.0) 120(444) |68(38.6) 46 (62.2) 5.278** 10.022
information sheet

Teaching by using visual materials such as pictures or 12(2.3) 8(3.0) 4(2.3) 0

models

Online reading material 14 (2.7) 1(0.4) 1(0.6) 12(16.2)

Online audio/visual material 1(0.2) 1(0.4) 0 0

Verbal instructions with no discussion 58(11.2) 30(11.1) 23(13.1) 5(6.8)

| did not receive any information 37 (7.1) 6(2.2) 27 (15.3) 4 (5.4)

Other 14 (2.7) 0 13(7.4) 1(1.4)

2Missing responses were minimal (<2.1%) and are not shown here; see Appendix 2,Table A1 for full breakdown.

*Not applicable responses ranged from 20-25%. All NA responses were excluded from chi-square tests.

**p<0.05, ***p<0.001
Table 3. Patients’ ability to care for wound at home.

Total Australia | Netherlands Sweden X2 p value

| was able to take care of my surgical wound at n (%) n (%) n (%) n (%)

home

No 67 (12.9) 26 (9.6) 32(18.2) 9(12.2) 15.560%** <0.001
Yes 409 (78.7) 244 (90.4) 101 (57.4)° |64 (86.5)

Missing ® 1(0.1) 0 0 1(1.4)

Not applicable© 43 (8.3) 0 43 (24.4) 0

Post-hoc comparisons of wound care ability by

country ¢

Australia vs Sweden 0.457 0.499
Sweden vs Netherlands 4.069 0.044
Netherlands vs Australia 15.060%** <0.001
2Excluding N/A responses, Netherlands ‘yes' rate = 75.9%

b1 did not respond (SWE)

43 participants were not applicable as no wound care was needed by discharge.

9Bonferroni-adjusted a = 0.017. Only p values below this threshold are considered statistically significant.

**%p< 0.001
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Table 4. Binary logistic regression analysis for predictors of patients’ ability to manage their surgical wound at home.

Predictor

Country: Australia (ref: Netherlands)

Country: Sweden (ref: Netherlands)

Age (years)

Readmitted for wound complications (yes)

Wound closure method: Adhesive glue

Wound closure method: Not closed

Received information on how to clean the wound (yes)
Received information on signs of infection (yes)

Received information on how to remove wound closures (yes)
Information was provided using printed materials (yes)

Cl = confidence interval; SE = standard error

contribute to passivity and situate patients as dependents
within profession-led pathways, rather than collaborators.
Together, structural features of the healthcare system
and resultant role expectations appear to condition how
patients approach self-care; however, further cross-cultural
investigation is recommended.

Our findings also reinforce the idea that not all discharge
education is equally effective or consistently provided. Among
the several education topics assessed, the most significant
predictor of independent wound care was the instructions on
the timing and manner of removing wound closure materials;
yet this information was among the least provided. Only two-
thirds of participants who managed their wound at home
reported receiving these instructions, making its overall
delivery rates the lowest across all three countries. One reason
for this gap may be that staff assume sutures or staples will
be removed by professionals, making detailed instruction
unnecessary. Yet prior research shows that half of patients
discharged without complete education were also unaware
of the purpose of their follow-up appointments®?; and missed
appointments are a recognised issue in surgical aftercare.®
Thus, omitting these kinds of instructions introduces avoidable
risk. Furthermore, without clear instructions, patients may
delay or attempt removal incorrectly,* which increases the
risk of SSls, healing complications and prolonged dependence
on clinical support.®*3¢ Yet, when provided clear wound
care instructions at discharge, 97% of patients successfully
removed sutures at home without any major complications,*
showing their capability to self-manage wounds. Therefore,
discharge education should emphasise instructions for wound
closure removal, as patients can manage this care safely when
given proper guidance.

We found that participants who were readmitted for wound-
related complications were significantly less likely to report
confidence in managing their own care. Among those who
managed their wounds independently, readmission was
rare (3.2%), compared to nearly four times higher among
those who struggled (11.8%). Although this might suggest
poor self-care led to complications, evidence shows the
relationship is more complex. Complications such as infection,
dehiscence, or delayed healing can occur for reasons outside
a patient’s control and often require professional intervention

Coefficient SE g:t(ij; 95% ClI Wald X2 | p value
1.446 0.432 | 4.248 1.82-9.9 11.221 |<0.001
1.039 0.822 | 2.827 0.56-14.16 1.598 0.206
-0.009 0.012 1 0.991 0.97-1.02 0.493 0.482
-1.757 0.797 10.173 0.04-0.82 4.861 0.027
0.039 0.721 1 1.039 0.25-4.27 0.003 0.957
-0.229 1.041 | 0.796 0.1-6.13 0.048 0.826
0.386 0.457 | 1.471 0.6-3.6 0.712 0.399
-0.273 0.457 | 0.761 0.31-1.87 0.356 |0.551
1.286 0.468 | 3.617 1.45-9.05 7.552 0.006
0.206 0.442 | 1.229 0.52-2.92 0.218 0.640

beyond home-based care.®® This raises a critical question:
are patients readmitted because they struggled with wound
care, or do they struggle because the wound became
unmanageable? Studies show that even informed patients
can be overwhelmed by early complications without adequate
support.>'3 Similar patterns have been observed in chronic
wound care, where higher wound complexity correlates with
poorer self-management and greater reliance on clinical
care®4 |f this is the case, then patients readmitted for wound
complications face a dual challenge: they are more likely to
have dealt with a difficult recovery, and less likely to gain
confidence in managing it. In this context, readmission reflects
unmet care needs, not personal failure. Therefore, discharge
pathways should recognise that complications can undermine
even well-prepared patients. Providing accessible, early points
of contact for support may prevent avoidable readmissions
and help sustain patient confidence in wound care.

This pattern was also evident among participants with open
wounds, who were significantly more likely to report difficulty
managing care at home. Although the sample was small
(n=16), those with open wounds were nearly five times more
likely to struggle (10.5%) than those with closed wounds
(2.2%). Open wounds often follow complex procedures and
require care beyond routine inspection, which can overwhelm
patients after discharge. Prior research shows that managing
open or complex wounds often requires ongoing support,
especially when frequent dressing changes or the visual
severity of the wound make independent management
challenging.?'#' Structured follow-up systems, such as those
in the Netherlands, are designed to address these needs
through coordinated aftercare and home nursing support.*
Yet, despite this strong infrastructure, our findings showed
both the highest proportion of open wounds and the
lowest rates of wound care ability in the Netherlands. As
noted earlier, some of this pattern may reflect patient reliance
on professional care within Dutch and Swedish healthcare
systems. However, it also suggests that even well-integrated
systems can struggle if clinical demands exceed what can
reasonably be managed at home. Moreover, research shows
that many patients receive the same guidance at discharge
regardless of wound type.** While this reflects efforts to
standardise wound care education, our findings highlight that



standardisation alone cannot meet the differing demands
of individual wounds. Discharge education should therefore
combine basic instructions with tailored guidance for complex
or open wounds. Such an approach would equip patients with
the means to manage their care safely and reduce the risk of
postoperative complications.

While this study offers novel insights into the factors
influencing wound care self-management, we acknowledge
some limitations. First, the cross-sectional design limits causal
inference, as associations cannot confirm directionality
between predictors and wound care ability. Second, sampling
and response rates varied across sites, which may affect
generalisability. Sample sizes were smaller in Sweden, and 43
Dutch participants who had been discharged selected ‘Not
Applicable’ when asked about wound self-care at home, as
their wounds were already healed by discharge. While these
cases were valid, their exclusion reduced the analytic sample
and may have influenced between-country comparisons.
Third, the final logistic regression model excluded 238 out
of 520 cases due to listwise deletion in SPSS. This volume of
missing data limited the feasibility of multinomial approaches
and required a binary logistic model to maintain stability.
Although the model was statistically significant and correctly
classified most cases, its explanatory power was limited. This
is typical for logistic regression models, where pseudo-R-sq
values tend to be modest. The high classification accuracy was
likely influenced by outcome imbalance, as most participants
reported being able to manage their wound. Listwise deletion
may have further limited the model’s capacity to identify key
predictors. Future research should consider using approaches
that can handle incomplete data without excluding large
portions of the sample.

Finally, certain contextual factors may have influenced
participants’ responses but could not be fully captured.
Differences in wound type, surgical specialty, or hospital
setting were not controlled for and may affect wound care
expectations. Dutch participants, for example, were more
likely to undergo orthopaedic or trauma surgery in academic
hospitals, which in the Netherlands are reserved for complex
cases rather than routine procedures. This differs from
Australia and Sweden, where academic hospitals perform
a broader range of surgeries. As a result, the Dutch sample
may reflect more complex wounds and structured discharge
routines, influencing both wound characteristics and
expectations of self-care.

This study shows that patients’ ability to manage surgical
wounds at home is significantly influenced by the healthcare
context in which they receive care, and the discharge
instructions they receive. Across contexts, readmission
rates and open wounds further highlighted the limits
of standardised education, with patients suffering from
complications when their clinical needs exceeded these
limits. Together, these findings reveal a broader pattern: what
patients are taught, given, and expected to manage within
their context may influence their recovery. Thus, to truly
facilitate patient self-management of their surgical wounds,
practical information supported by discharge systems that
recognise and accommodate varying levels of need are
required, thereby advancing truly patient-centred care.

- Patients need clear, specific instructions on when and how
to remove wound closure materials.

- Standard discharge information does not meet the needs
of patients with open or complex wounds.

«  Written instructions should accompany verbal education
to reinforce confidence in home wound care.

« Research is needed on how healthcare system structures,
discharge practices, and cultural expectations shape
patients’roles in wound care.

« Future analyses should explore whether certain surgeries
or wound types create heavier post-discharge care
demands.
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Health consumer engagement, informed by GRIPP2-SF reporting guidelines?

Note: The health consumer’s engage

ment in survey development and data collection in the Australian arm of the study has already

been reported previously.* The table below focuses on engagement in the multinational analysis.

Section and topic

1: Aim

Report the aim of patient and public
engagement (PPE) in the study

2: Methods
Provide a clear description of the
methods used for PPE in the study

3:Results

Outcomes: Report the results of PPE
in the study, including both positive
and negative outcomes

4: Discussion

Outcomes: Comment on the extent
to which PPE influenced the study
overall. Describe positive and
negative effects

5: Reflections

Critical perspective: Comment
critically on the study, reflecting on
the things that went well and those
that did not, so others can learn
from this experience

Item

The aim was to incorporate health consumer perspectives into the interpretation of multinational
analysis results, to provide an alternative viewpoint, to shape the discussion, and whole
manuscript.

Author 7, Joan Carlini, was the health consumer engagement representative for this study. She
reviewed the entire manuscript and provided an interpretation of the findings, and engaged in
discussions with the other authors.

« Discussion: Carlini reviewed the findings and provided comments via email about her impressions
and how findings aligned with her experiences.
- Manuscript: Carlini identified parts of the manuscript that required clarification.

« Discussion: Carlini’s interpretations were used to shape the discussion.
« Manuscript: The manuscript was improved in response to Carlini’s feedback and she checked the
final version of the discussion to check her interpretations were captured correctly.

« From Carlini’s perspective, it was very interesting to see the results and comment on them.

- From the researchers’ perspectives Carlini’s interpretations influenced the direction and depth
of the discussion. On reflection, it would have been ideal to engage a Dutch and Swedish health
consumer in the research process too, to enrich our interpretations.

Full response distributions for wound care discharge education.

Table A1 Participant responses to wound care

| was given instructions about...

...who to contact if I had concerns about my surgical

wound or about caring for the wound

discharge education, including Not Applicable (N/A) and missing responses.

n=6 (1.2%) did not respond (AUS=1, SWE=5)

...arrangements made for follow-up appointments

n=6 (1.2%) did not respond (SWE=6)

...what activities | should avoid during wound healing

n=8 (1.5%) did not respond (AUS=3, SWE=5)

...the signs of infection in the wound

n=6 (1.2%) did not respond (AUS=1, SWE=5)

...how the wound should be cleaned

n=9 (1.7%) did not respond (AUS=2, NED=1, SWE=6)

...the wound dressing | would use at home

n=9 (1.7%) did not respond (AUS=2, SWE=

...when and how stitches (or ‘tape’/'strips’ or staples)

are removed

n=11 (2.1%) did not respond (AUS=4, SWE=

Intotal | Australia  Netherlands Sweden Total N/A X2 p value
Yes:n (%) | Yes:n (%) | Yes:n (%) | Yes:n (%) n (%) p<0.05
443 (85.2) |223(86.3) | 148 (84.1) 62(83.8) |10(1.9) 2.305 0.129
439 (84.4) |242(89.6) | 146 (83) 51(68.9) |24(4.6) 0.600 0.439
386 (74.4) |198(73.3) |127(72.2) 61(83.6) |14(2.7) 0.125 0.724
323 (62.1) | 176 (65.2) | 89 (50.6) 58(78.4) |15(2.9) 5.257** 10.022
283 (54.4) | 152 (56.3) |82 (46.6) 49 (66.2) |106(20.4) | 6.092** 0.014
253 (48.7) | 128 (47.4) | 80 (45.5) 45(60.8) |132(25.4) |0.848 0.357
)
1242 (46.6) | 117 (43.3) | 79 (44.9) 46 (63) 124 (23.8) |9.300** |0.002

7)

*Not applicable responses for these items ranged from 20-25% of total responses. =106 (20.4%) total responded Not Applicable.



APPENDIX 3

Full response distributions for patients’ experiences of participation in wound care decisions, and patient preferences for delivery
of wound care discharge education (non-significant results).

Table A2 Survey responses for patients’ experiences of participation in wound care decisions.

In total Australia | Netherlands Sweden X2 | pvalue
Did the medical staff and/or nursing staff discuss with n (%) n (%) n (%) n (%)
you your treatment options in relation to wound care?
Yes 278 (53.5) 165 (61.1) 88 (50) 25 (33.8) 0.160 | 0.689
No 206 (39.6) 100 (37.0) 74 (42) 32(43.2)
Missing 1(0.2) 1(0.4) 0 0
Not applicable 35(6.7) 4(1.5) 14 (8) 17 (23)
Did the medical staff and/or nursing staff discuss with n (%) n (%) n (%) n (%)
you your pain management options for wound-related
pain?
Yes 413 (79.4) 227 (84.1) 133 (75.6) 53(71.6) 2.103 |0.147
No 85(16.3) 32(11.9) 34(19.3) 19 (25.7)
Missing 1(0.2) 1(0.4) 0 0
Not applicable 21 (4.0) 10(3.7) 9(5.1) 2(2.7)
Were you invited to share in the decision-making related n (%) n (%) n (%) n (%)
to your wound care?
Yes 187 (36.0) 107 (39.6) 64 (36.4) 16 (21.6) 3.329 | 0.068
No 244 (46.9) 121 (44.8) 89 (50.6) 34 (45.9)
Missing 4(0.8) 3(1.1) 0 1(1.4)
Not applicable 85(16.3) 39(14.4) 23(13.1) 23 (31.1)
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Table A3 Survey responses for patients’ preferences for discharge education delivery.

In total Australia | Netherlands Sweden X2 va,I,ue
:)c:v;owufsllﬁ ;/icgzl I\i/!js l;c;) (;;‘caeive information about caring Yes: n (%) Yes: n (%) Yes: n (%) Yes: n (%)
ipr: ;Q:fa?:r:esrl'i :tUCh as a brochure, checklist, or 315 (60.6) 178(659) | 91(51.7) 46 (62.2) 0192 | 0.661
Verbal instructions with no discussion 26 (5.0) 2(0.7) 18(10.2) 6(8.1) 1415 |0.234
Verbal instructions with questions and answers 450 (86.5) 255 (94.4) 134 (76.1) 61(82.4) 0.203 | 0.653
';fggl;:zg by using visual materials such as pictures or 50 (9.6) 20 (7.4) 21(119) 9(12.2) 0368 | 0.544
Online reading material 38(7.3) 14 (5.2) 10(5.7) 14 (18.9) 0.359 |0.549
Online audio/visual material 26 (5.0 10(3.7) 7 (4.0 9(12.2) 0.150 | 0.699
I would not like to receive any information ® 4(0.8) 1(0.4) 3(1.7) - 0.495 0.482
Other 9(1.7) 1(0.4) 7 (4.0) 1(1.4) 1.854 0.173
\c/\;:ir: f(i c: ))/Igﬁr?/:’/ifjr::j?l e Yes: n (%) Yes: n (%) Yes: n (%) Yes: n (%)
From your doctor or medical specialist 387 (74.4) 229 (84.8) 105 (59.7) 53 (71.6) 1.395 |0.238
Nursing staff 377 (72.5) 221(78.1) 108 (61.4) 58 (78.4) 1.040 0.308
Information leaflet 78 (15.0) 43 (15.8) 8 (4.5) 27 (36.5) 0.497 0481
Don't mind 31 (6.0) 3(1.1) 19(10.8) 9(12.2) 0.467 0.494
Online search 9(1.7) 5(1.9) 3(1.7) 1(1.4) 1.503 |0.220
Other 8(1.5) 2(0.7) 2(1.1) 4(5.4) 3.691 0.055
Family, friends 6(1.2) 5(1.9) 0 1(1.4) 0995 0.318
Pharmacist 5(1.0) 3(1.1) 2(1.1) 0 0.661 |0.416
Other patients 0 0 0 0 - -
Carer® 0 0 0 - - -
e e o e esn | tesnt) | Yesnto | Yesn®d
E:;i’i‘ﬁi:t’y last preoperative visit to the surgeon/ 109 (21.0) 58(21.5) 34(19.3) 17 (23.0) 2705 |0.100
24-36 hours after surgery 121 (23.3) 60 (22.2) 51(29.0) 10(13.5) 0.952 0.329
At discharge 416 (80.0) 228 (84.4) 121 (68.8) 67 (90.5) 1.258 |0.262
Other 25 (4.8) 6(2.2) 14 (8.0) 5(6.8) 0.048 0.826
I would prefer to have my follow-up appointment: n (%) n (%) n (%) n (%)
As a hospital outpatient visit 312 (60.0) 168 (62.2) 101 (57.4) 43 (58.1) 7.721 | 0.259
As a telephone consult 65 (12.5) 25(9.3) 35(19.9) 5(6.8)
By visiting a medical specialist or wound care nurse 80(15.4) 43 (15.9) 29 (16.5) 8(10.8)
Other, GP 18 (3.5) 18 (6.7) 0 0
Other, with home care nurses 4(0.8) 1(0.4) 0 3(4.)
Other, at my health centre 12(2.3) 0 0 12(16.2)
Other¢ 27 (5.3) 13(4.8) 11 (6.3) 3(4.1)

2=1 did not respond (AUS).
b= Sweden did not report.
¢=2did not respond (AUS).

“Do not mind".

4= Examples of ‘Other’included: “As a hospital visit and as a telephone consult”; “As a hospital outpatient visit or GP”;"As a telephone consult or GP” and
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