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Abstract 

There is a tension in the literature between the importance of lifestyle factors in the 

prevention and management of chronic wounds and the lack of specific information about 

these factors.  Wound prevention and management best practice guidelines and literature 

contain recommendations that treatment plans need to consider the client’s lifestyle but offer 

little guidance about the specific lifestyle factors to be considered, nor how to address these.  

A constructivist grounded theory study was used to explore the gap between the stated 

importance of lifestyle factors and the lack of guidance in the literature.  Participants were 

health care providers with at least 5 years of experience working with community dwelling 

adults who had chronic wounds. Data were transcripts of two semi structured individual 

interviews, a reflective journal, relevant documents identified by participants and transcripts 

of focus groups. An iterative approach to data collection and analysis facilitated member 

checking and theoretical sampling. 

A common understanding of lifestyle factors was not found; however, a substantive theory 

was co-constructed with the participants that describes how health care providers identify and 

address lifestyle factors with community dwelling adults who have chronic wounds. This 

work builds on a concept described by Donald Schon (1987, pg 3) where best practices and 

research studies are described as occupying a high ground overlooking a swamp, where 

complex clients are managed with limited resources. In this study, three major themes 

emerged – the high ground, the swamp and co-occupation.  The high ground included how 

the health care provider entered wound prevention and management, and that their initial task 

was local wound care.  Lifestyle factors were only mentioned as something to consider. 

Health care providers expected wounds to heal with specific treatments within specific time 

frames.  Practice, however, happens in the “swamp”.   Participants described the context of 

the swamp to include ideas such as; the practicality of treatment, client characteristics (such 

as multiple co-morbidities and limited personal resources), the client’s vocation, etc.  Co-

occupation occurs when the clinician and client are both engaged, working together on the 

common goal of identifying and addressing lifestyle factors within the context of the swamp. 
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Chapter 1  

1 INTRODUCTION TO THE STUDY 
This doctoral dissertation is the result of a constructivist grounded theory study 

examining how experienced health care providers identify and address lifestyle factors 

with community dwelling adults living with chronic wounds.  Written in a monograph 

format, this manuscript describes each phase of the research study as a separate chapter. 

My interest in the topic of lifestyle factors and how they are identified and addressed with 

clients who have chronic wounds arose from my clinical experience as an occupational 

therapist working with clients who had chronic wounds.  I had observed that many of the 

clients with pressure injuries, who came to see me in seating clinic to address their 

seating and mobility needs, had been given wound prevention or treatment 

recommendations that negatively impacted their chosen life occupations.  Chief amongst 

the advice, was confining the client to bed, 20 out of 24 hours per day.  Bed rest made it 

difficult, if not impossible for the client to engage in their normal activities of daily living 

nor engage in their occupations of choice. As a result of this curiosity, I completed a 

literature search on bed rest, found that there was a lack of empirical evidence to support 

this practice, and wrote an article (Norton & Sibbald, 2004). This article was quoted in 

subsequent best practice guidelines that now recommend mobility, rather than bed rest.  

Over time, I realized that clients with many different types of chronic wounds were also 

experiencing similar negative impacts from treatment recommendations; specifically, 

recommendations that made participation in their normal activities of daily living and 

occupations difficult or impossible.    As I became involved in best practice guideline 

development in the field of wound prevention and management, it became apparent that 

health care providers acknowledged the importance of considering the client’s chosen 

occupations, but that these were not framed as “occupations”. 

To situate this study in the context of wound prevention and management, this chapter 

begins with an overview of the scope of chronic wounds in Canada including the 

prevalence and cost of these wounds.  Next, the relationship between lifestyle factors and 
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chronic wound prevention and management is explored.  This section includes an 

introduction to the Wound Bed Preparation paradigm, the concept that underlies wound 

prevention and management in Canada.  

The next section of this introduction explores the Occupational Science perspective on 

identifying and addressing lifestyle factors for clients with chronic wounds.  As an 

occupational therapist working in the field of chronic wound prevention and management 

and a novice researcher in the field of occupational science, my approach to research is 

through an occupational science perspective.  This has influenced my interpretations of 

the scoping review found in chapter 2, and the approach to the research found in chapters 

3 and 4. Situating this constructivist grounded theory study in Occupational Science also 

influenced the generation of the theory and discussion. 

Next, the development of the research question and sub questions is described.  This 

includes the rationale behind the choice of interviewing experienced health care providers 

as well as the focus on clients with chronic wounds living in the community. 

Lastly the plan of presentation for the rest of this monograph, including a brief summary 

of each of the chapters is identified. 

1.1 The Scope of Chronic Wounds in Canada 
Chronic wounds are defined as “wounds that are persistent (generally lasting more than 

three months) and are difficult to heal”  (Canadian Institute for Health Information, 2013, 

p. 4).  More specifically, chronic wounds include venous leg ulcers, diabetic foot ulcers, 

arterial ulcers and pressure injuries.  Note that the National Pressure Ulcer Advisory 

Panel changed the term “pressure ulcer” to “pressure injury, to more accurately reflect the 

idea that pressure injuries can include intact skin damaged from pressure. ” (National 

Pressure Ulcer Advisory Panel, 2016)   Both terms are used in this dissertation.  Pressure 

ulcer is used when referring to literature or best practices where this term is used, or 

when directly quoting a participant who has used this term, otherwise pressure injury is 

the term used.   
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In Canada, chronic wounds are estimated to cost the health care system $3.9 million 

dollars annually or approximately 3% of the total health care expenditures and this figure 

is expected to increase by 30% in the next ten years (Wound Care Alliance Canada, 

2012).  This financial cost does not capture the impact chronic wounds have on clients 

and their families.  

Ideally, an interprofessional team is involved in preventing and managing chronic 

wounds (s.f. Norton et al., 2017; Registered Nurses’ Association of Ontario, 2016a). The 

health care providers on a wound prevention and management interprofessional team 

include physicians, nurses, dieticians, physical therapists, occupational therapists and 

chiropodists/podiatrists etc.  These health care providers treat clients across the health 

care system in a variety of settings.  Clients who live in the community may access 

services through homecare with care provided in their own home, community-based 

clinics, medical offices or in hospitals. 

While many chronic wounds can heal, there are other valuable, achievable goals in 

wound prevention and management. (Sibbald, Goodman, et al., 2011)  Other goals such 

as reducing pain or odour etc. could also be considered appropriate goals of care.  

Clinicians are encouraged to categorize wounds as healable, non-healable or maintenance 

to help guide treatment approaches (s.f. Registered Nurses’ Association of Ontario, 

2016a; Sibbald, Goodman, et al., 2011).  A healable wound is one where the client has 

the physical capacity to heal, and the client and health care system are able to sustain best 

practice (Sibbald et al., 2012a).  A non-healable wound is one where the client does not 

have the physical capability to heal (Sibbald et al., 2012a).  A maintenance wound is one 

where the client has the physical capacity to heal, but either the client is not following 

best practice recommendations to treat the cause of the wound (such as a client with a 

venous leg ulcer refusing to wear prescribed compression garments), or the health care 

system is unable to support best practice. (Sibbald et al., 2012a).  Regardless of whether 

or not the wound is healable, non-healable or maintenance it is important to consider 

lifestyle factors. (Registered Nurses’ Association of Ontario, 2016a) In some cases, 

lifestyle factors such as clients deciding to participate in their chosen occupations, may 

make the difference between a wound being classified as healable or maintenance. 
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The Wound Bed Preparation Paradigm (Sibbald et al., 2012a; Sibbald, Goodman, et al., 

2011) as illustrated in Figure 1 forms the foundation of chronic wound prevention and 

management in Canada. The wound bed preparation paradigm (Sibbald et al., 2012a; 

Sibbald, Goodman, et al., 2011) suggests that to heal a wound, three equally important 

areas need to be optimized; 1) treating the cause, 2) local wound care and 3) patient 

centered concerns.  Treatment of the cause of the wound varies depending on the type of 

wound.  For example, addressing the forces of pressure, friction and shear is part of 

addressing the cause of pressure injuries.  Addressing offloading of the foot, through 

specialty devices such as air casts and orthotics, in addition to reducing the amount of 

time a client spends standing, are part of addressing the cause of diabetic foot ulcers.   

 

© R Gary Sibbald, used with permission 

Figure 1:Wound Bed Preparation Paradigm (Sibbald, Goodman, et al., 2011, p. 419) 

The next area, local wound care, includes debridement as appropriate, preventing or 

treating infection, addressing the wound edge and moisture balance (Sibbald et al., 

2012a; Sibbald, Goodman, et al., 2011).  For example, the choice of an appropriate 
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dressing, or combination of dressings can reduce bacterial burden, facilitate autolytic 

debridement and ensure a moisture balance optimal for wound healing.   

Of equal importance as treating the cause and local wound care, is addressing patient 

centered concerns.  This area includes addressing pain, client quality of life and 

addressing lifestyle factors that may influence wound healing (Sibbald et al., 2012a; 

Sibbald, Goodman, et al., 2011).  Addressing patient centered concerns may include 

adapting treatment recommendations to better fit with the client’s lifestyle to promote 

adherence.  For example, if the client has a diabetic foot ulcer, one of the treatment 

recommendations may be to reduce the amount of time the client spends standing or 

walking.  For a client who likes to bake or cook, this recommendation may need to be 

adapted with specific advice to sit at the table to prepare the food, rather than standing at 

the counter.  The underlying philosophy of the paradigm is, it is important to treat the 

“whole” patient and not just the ‘‘hole’’ in the patient. (Sibbald et al., 2012a)    Despite 

the equal importance of treating the cause, local wound care and addressing patient 

centered concerns, local wound care has received the most attention in best practice 

guidelines and at conferences. 

Neither the best researched, most effective treatment plans, nor the most cost-effective 

dressing protocols can be effective unless the health care provider understands the 

lifestyle issues that impact a specific client, and the treatment plan is adapted to fit within 

those considerations. 

This perspective becomes even more important considering that people with spinal cord 

injuries have a 90% lifetime risk of developing a pressure ulcer (Houghton, Campbell, & 

Panel, 2013).  While there are physical issues such as decreased circulation, and changes 

to the skin below the level of the lesion (Rappl, 2008), these physical issues do not 

completely explain the high risk of pressure injury development experienced by this 

population.   
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1.2 Relating Lifestyle Factors to the Prevention and 
Management of Chronic Wounds 

There is a tension between the importance of addressing lifestyle factors as 

acknowledged in the best practice guidelines and the lack of specific information for 

clinicians as to how to identify and address these lifestyle factors.  Best practice 

guidelines for each type of chronic wound, identify that lifestyle factors need to be 

modified to help close the current wound or help prevent the recurrence of future 

wounds.  For example, many guidelines identify addressing patient modifiable risk 

factors such as smoking (s.f. Botros et al., 2010; Cathy Burrows et al., 2007; National 

Pressure Ulcer Advisory Panel & European Pressure Ulcer Advisory Panel, 2009a). As 

another example, prolonged standing is a risk factor for venous leg ulcer development 

that should be addressed (Burrows et al., 2007).  Prolonged standing may be required in 

some jobs, forcing the client to choose between their employment or preventing/healing a 

venous leg ulcer.  Other than identifying lifestyle factors as a potential issue for clients, 

and/or recommending that lifestyle factors be considered when developing treatment 

plans, best practice guidelines do not expand on this discussion nor offer guidance for 

clinicians as to how to identify or address lifestyle factors. 

Jackson et al (2010), an occupational scientist, has explored the lifestyle issues that may 

contribute to pressure ulcer development.  This work resulted from the “Pressure Ulcer 

Prevention Study” (PUPS) that used a holistic ethnographic approach to uncover the 

complex factors that contributed to the development of pressure ulcers in people with 

spinal cord injuries (Dunn, Carlson, Jackson, & Clark, 2006).  During this study, 20 

people with spinal cord injuries participated in unstructured interviews and observations 

by the research team to “gain an in-depth understanding of the influences in daily life 

context that lead to the development of pressure ulcers (Clark, Sanders, Carlson, Blanche, 

& Jackson, 2007, p. 95).  As a result of this study (Jackson et al., 2010) eight lifestyle 

factors that influence pressure ulcer development were defined:   

• Perpetual danger -- The risk of developing a pressure ulcer is ever present resulting 

in pressure ulcer development, even with an appropriate prevention routine, when 

minor disruptions occur. 



7 

 

• Change/disruption of routine -- Changes in routine or the client’s circumstances 

have been linked to pressure ulcer development. 

• Decay of prevention behaviors – Clients are often taught techniques such as weight 

shifting, that tend to deteriorate in frequency and technique over time, increasing 

the risk of pressure ulcer development. 

• Lifestyle risk ratio – This factor relates to the additive contribution of various 

liabilities and buffers for pressure ulcer development such as frailty, urinary tract 

infections, poor nutrition etc.  

• Individualization -- The combination of liabilities and buffers as described above 

impact clients differently and can impact the same client differently at different 

times. 

• Simultaneous presence of awareness and motivation – Clients must both be aware 

of preventing the pressure ulcer and have the motivation to implement prevention 

techniques in all aspects of their daily life. 

• Lifestyle trade-off – Clients are often faced with conflicts between engaging in 

meaningful activities versus implementing pressure ulcer prevention strategies. 

• Access to needed care, services and supports – Clients in this study often had 

difficulty accessing timely care, equipment, supplies and, at times, health care 

professionals who were knowledgeable about working with clients with spinal cord 

injuries.  (Jackson et al., 2010) 

Although lifestyle factors were described in this article, there is a tension in the chronic 

wound care literature between the recognized importance of lifestyle factors in the 

prevention and management of chronic wounds and the lack of specific information about 

how to identify and address these lifestyle factors.  It is this gap in knowledge that 

stimulated this research. 

1.3 An Occupational Science Perspective 
As an occupational therapist and novice researcher, I used occupational science as the 

foundational context for this study.  Occupational science is a basic science concerned 
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with all aspects of human occupation. (Yerxa, 1990)  From an occupational science 

perspective, occupation is defined as “the everyday activities that people do as 

individuals, in families and with communities to occupy time and bring meaning and 

purpose to life. Occupations include things people need to, want to do and are expected to 

do” (World Federation of Occupational Therapy, 2016).  Occupation is the primary way 

human beings organize their time and resources, in other words “to engage in occupation 

is to take control.” (Yerxa, 1990, p. 5)  Human beings choose to engage in various 

occupations throughout their day, and at a time of their choosing.  

 It is this engagement in occupation that contributes to an individual’s quality of life, 

(Yerxa, 1990) as well as their health (Wilcock, 2007; Yerxa, 1990).  Wilcock (2007, p. 3) 

argued that occupation and health are so closely linked that they are inseparable. Wilcock 

(2007) supports the idea of health and occupation being inseparable with a variety of 

arguments including the World Health Organization’s approach to policy that “espoused 

the importance of what people do, how they experience and feel about what they do, that 

doing should encompass potential and meaning as well as the prerequisites of survival, 

and that the interactive nature of doing and belonging can be health giving” (Wilcock, 

2007, p. 7).  The link between occupation and health is also supported by a large 

population based study (Glass et al., 1999) comparing fitness activities to other activities. 

In this study (Glass et al., 1999), over 2761 people over the age of 65 were followed 

annually for 13 years, examining their sociodemographics (e.g. marital status, education, 

family income, etc.), social, productive and fitness activities (e.g. church attendance, 

overnight or day trips, gardening, shopping, sports or swimming, walking etc.) and health 

measures (e.g. self-reported medical conditions, body mass index, etc.). The researchers 

found that “social and productive activities that involve little or no enhancement of 

fitness lower the risk of all-cause mortality as much as fitness activities do.”(Glass et al., 

1999, p. 478)  Since occupation and health are so closely linked, it is important to 

examine the potential interaction between activities such as wound prevention and 

management and the client’s ability to participate in the occupations of their choosing. 

Wound prevention and management activities have the potential to disrupt the client’s 

ability to participate in the occupations of their choosing.  Wound prevention and 
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management best practice guidelines and literature (s.f. Botros et al., 2010; Cathy 

Burrows et al., 2007; National Pressure Ulcer Advisory Panel & European Pressure Ulcer 

Advisory Panel, 2009a) acknowledge the importance of considering the client’s lifestyle 

when developing wound prevention and management plans, but offer little guidance for 

health care providers as to how to identify or address these lifestyle factors.  Using an 

occupational science lens to examine lifestyle factors and wound prevention and 

management has the opportunity to foster discourse within the wound prevention and 

management community, because it provides a language to describe the client, their 

context and the activities with which they choose to engage.  Two ideas from an 

occupational science perspective are particularly helpful; viewing addressing lifestyle 

factors within the context of wound prevention and management as an occupation and 

transactionalism. 

1.3.1 Viewing Addressing Lifestyle Factors as an Occupation 

Health care providers in wound prevention and management come from a variety of 

disciplinary backgrounds, and do not necessarily recognize addressing lifestyle factors 

within the context of wound prevention and management as an occupation, nor do they 

necessarily recognize other activities such as self-care, engaging in leisure activities or 

informal caregiving as “occupations”.  Yet there is a recognition that it is important to 

address these very activities or occupations in the wound prevention and management 

plan as they will influence healing.   

Consider the following quote from the Canadian Spinal Cord Injury Pressure Ulcer 

Prevention and Management Guidelines:   

“Many people with spinal cord injury perceive a trade-off between 

performing pressure-redistributing activities and participating in life. 

Everything takes longer to accomplish for a person with spinal cord 

injury, and many feel they simply do not have time for both. Participating 

in life is the choice they often make” (Houghton et al., 2013, pg.33). 
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Although the term occupation is not used, this quote describes the occupations in which 

the client engages, i.e. participating in life, and the fact that pressure redistribution 

activities interfere with the client’s ability to engage in activities of their choosing. Since 

Occupational science “is the study of the human as an occupational being including the 

need for and capacity to engage in and orchestrate daily occupations in the environment 

over the lifespan” (Yerxa, 1990, p. 6), an occupational science frame may be helpful to 

describe the act of addressing lifestyle factors within the context of wound prevention 

and management as an occupation.  

Reflecting back to the definition of occupation as “the everyday activities that people do 

as individuals, in families and with communities to occupy time and bring meaning and 

purpose to life. Occupations include things people need to, want to do and are expected to 

do” (World Federation of Occupational Therapy, 2016).  Using this definition of 

occupation, addressing lifestyle factors within the context of wound prevention and 

management could be considered an occupation where addressing lifestyle factors occupy 

time, bring meaning and purpose, and are things the person needs, wants or are expected 

to do. 

Addressing lifestyle factors, by deciding how to integrate treatment recommendations 

into the clients lives occupy time.  Following some lifestyle change recommendations 

such as staying off their feet, reducing the amount of time up in their wheelchair etc., also 

occupy time in the sense that they may take time away from the client’s other chosen 

occupations such as their vocation (if they need to stand to work), or any occupations 

outside their home such as grocery shopping, visiting with family etc. (if they need to 

reduce the amount of time in their wheelchair). For example, if a client has been confined 

to bed 20 out of every 24 hours, 20 hours of the client’s time is occupied by bed rest, 

restricting the time available to participate in occupations where the client needs to be up 

in their wheelchair (e.g. meal preparation, any activity outside their home, etc.).   

Health care providers also expect clients to identify and address their lifestyle factors, by 

integrating wound prevention and management activities throughout their daily activities.  
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Whether or not a client wants to participate in modifying their lifestyle may be a function 

of the priority the client gives these modifications over other occupations in their life. 

The same occupation, e.g. identifying and addressing lifestyle factors, may have different 

meanings for different individuals. The meaning of each occupation is determined by the 

individual. (Yerxa, 1990)  The meaning each individual client may place on the 

occupation of identifying and addressing lifestyle factors is likely to be different for 

different individuals based on their daily life, what is important to them, the specific 

recommendations etc.  For example, the meaning of needing to wear offloading devices 

may be that the client no longer views themselves as fashionable, wearing the latest 

footwear, thereby changing their self-perception. For another client, wearing an 

offloading device may mean to them that they are looking after their health and 

wellbeing. 

Occupations do not occur in isolation, but rather within the client’s environment or 

context.  The client’s environment or context, including their other chosen occupations 

becomes the broad “lifestyle” that needs to be considered when developing wound 

prevention and management approaches.  This view may assist health care providers to 

better identify the client’s context or lifestyle factors that need to be considered when 

developing wound prevention and management approaches.  Health care providers in 

wound prevention and management come from a variety of disciplinary backgrounds, and 

do not necessarily recognize addressing lifestyle factors within the context of wound 

prevention and management as an occupation, nor do they necessarily recognize other 

activities such as self-care, engaging in leisure activities or informal caregiving as 

“occupations”.  Yet there is a recognition that it is important to address these very 

activities or occupations in the wound prevention and management plan as they will 

influence healing.   

1.3.2 Transactionalism 

Transactionalism is a construct that has been used by occupational scientists, that states 

that the person cannot be separated from their environment or context when discussing 

their occupation (Aldrich, 2008). In addition, there is a constant coordination between the 
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person and their environment or context (M. Cutchin & Dickie, 2012; Dickie, Cutchin, & 

Humphry, 2006). Transactionalism, has the potential to advance the discourse regarding 

lifestyle factors and wound prevention and management when identifying and addressing 

lifestyle factors is viewed as an occupation. 

Consider the quote above where performing pressure redistribution activities is a task that 

the client is expected to integrate into their life.  When the client is given the advice to 

perform pressure redistribution activities, it may be given as general advice, without 

considering the client and their context.  Not considering the client’s context means the 

pressure redistribution activities are additional task.  The client is expected to engage in 

the occupation of identifying when these activities need to occur, and how to integrate 

them into their life.  The quote explicitly indicates that the pressure redistribution 

activities compete with the client’s other occupations, and the client is left to choose 

between following the recommendations or living their life. Using a transactionalism 

lens, the health care provider needs to consider the client’s context, as well as the way the 

client constantly co-ordinates with their environment or context.  This will change the 

way the health care provider discusses how to identify and address lifestyle factors 

impacted by the treatment recommendations, by assisting the client to develop ways to 

coordinate these activities with the client’s other occupations, as well as their 

environment or context. 

From a  transactionalism perspective, engaging in the occupation of identifying and 

addressing lifestyle factors, health care providers are challenged to consider the 

traditional wound prevention and management recommendations, and how best to assist 

the client to adapt them to their lifestyle.  For example, advice moves from general 

statements like “incorporate pressure redistribution activities” to a problem-solving 

approach where the underlying question is “how can this client integrate pressure 

redistribution activities into each of their occupations?”.  More specifically, how could 

this client integrate pressure redistribution activities into the way they participate in their 

occupation of meal preparation, for example.  Transactionalism opens a much broader 

conversation with the client, helping them to identify and address lifestyle factors, and 

providing a rich discussion as to the best approaches in various situations. 
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1.4 The Research Question 
The gap between the importance placed on lifestyle factors in the best practice guidelines, 

and the lack of specific details in the guidelines and literature of how to implement 

addressing lifestyle factors in practice is of primary interest to me.  In this study, the 

perspective of experienced health care providers working with adult clients in the 

community to prevent and manage chronic wounds was the focus.  Experienced health 

care providers were chosen because they were likely to have a broader range of 

experiences and perspectives on the prevention and management of chronic wounds.  

Experienced health care professionals also had a level of expertise that enabled them to 

participate in in-depth interviews. The focus on adults in the community was chosen as 

adults living in the community tended to have more control and choice over their lifestyle 

decisions than those living in residential care.  As a result of these factors the research 

question was defined as follows: “How do experienced health care providers identify and 

address lifestyle factors with community dwelling adult clients who have chronic 

wounds?”  Several sub questions are also explored: 

• What do experienced health care providers identify as lifestyle issues? 

• What resources do experienced health care providers use to give them a perspective 

on lifestyle issues? 

• How do experienced health care professionals integrate lifestyle factors into their 

practice.? 

• What barriers do experienced health care providers face when trying to identify the 

lifestyle factors with their adult clients? 

• What barriers do experienced health care providers face integrating these lifestyle 

factors into the client’s treatment plan? 

1.5 Plan of Presentation 
This dissertation is written in the form of a monograph with a separate chapter for each 

phase of the research process.  Although each chapter represents a different phase of this 

research, it is important to recognize that the research process was iterative, yet the plan 

of presentation is linear.  The areas where the path of the plan of presentation diverges 
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with the path of the research are identified throughout this manuscript to promote 

transparency for the reader. 

Chapter 2, the literature review, initially occurred prior to the development of this study 

proposal, and was revised with updated articles after the data collection and analysis of 

the participant interview data.  The literature review chapter describes the search strategy 

used for the scoping review, the inclusion and exclusion criteria, the results and 

discussion.   

Chapter 3, methodology, describes the philosophical foundation underlying this study.  I 

begin by outlining the philosophical choice of constructivism, followed by discussing the 

fit of this paradigm with the aim of this study.  I then go on to discuss the methodological 

choice of constructivist grounded theory, followed by the fit of this methodological 

choice with the aim and methodology of this study. 

The methods are described in Chapter 4 including the approach used to collect data for 

this constructivist grounded theory study, recruitment strategies and inclusion and 

exclusion criteria.  The approach used to analyze the data is also described in this chapter 

because the grounded theory method is iterative and data collection and analysis occur 

simultaneously. 

Next, the results are presented in Chapter 5.  This includes a description of the 

participants and the context in which they work.  The evolution of the individual 

categories and theory are described along with the process of member checking these 

categories.  Finally, the grounded theory itself, categories and subcategories are discussed 

in detail. 

Chapter 6, the discussion focuses on the key outcomes of this study, focused on the key 

question of how health care providers identify and address lifestyle factors.  Although 

this study did not find that there was a consistent understanding of lifestyle factors, nor 

how they should be identified and addressed, the need to identify and address lifestyle 

factors was clear.  The discussion section focuses on this tension, and the need for 

dialogue within the wound prevention and management community regarding lifestyle 
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factors.  An occupational science perspective is offered as a way to move this discourse 

forward.  Limitations of this study are also identified and described. 

The last chapter of this manuscript is the conclusion.  In this section I provide a summary 

of the research and its implications for clinical practice and the field of Occupational 

Science.  Lastly, I suggest areas for future research. 
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Chapter 2  

2 BACKGROUND TO THE STUDY 
There is a tension in the chronic wound care literature between the recognized 

importance of lifestyle factors in the prevention and management of chronic wounds and 

the lack of specific information about these lifestyle factors.  Best practice guidelines 

contain recommendations that treatment plans need to consider the client’s lifestyle but 

offer little guidance for the clinician about the specific lifestyle factors to be considered, 

nor how to address these within the treatment plan.(s.f. Orsted et al., 2017; Registered 

Nurses’ Association of Ontario, 2013, 2016; Sibbald et al., 2011) Considering the 

importance of lifestyle factors, it is surprising that there is not more description of the 

lifestyle factors, and a discussion of the best way to address these factors.  The intent of 

this scoping review was to explore the extent to which lifestyle factors impacting the 

prevention and management of chronic wounds is discussed in the literature. Unless 

lifestyle is explored and studied, the prevention and treatment of chronic wounds is 

incomplete at best. 

2.1 Scoping Review:  Are We Considering Lifestyle Issues 
in Chronic Wound Prevention and Management? 

Much of the information presented at conferences and published in the wound prevention 

and management literature is focused on the basic science, i.e. biological and medical 

aspects of chronic wound prevention.  There was one study (Jackson et al., 2010) out of 

the University of Southern California that described the lifestyle factors experienced by 

people with spinal cord injuries who had chronic wounds.  Table 1 describes the concepts 

identified in the Jackson et al. (2010) study.  A broad review of the wound prevention and 

management literature was needed to identify any other literature and to synthesize the 

findings pertaining to lifestyle factors. 
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Table 1: Lifestyle Factors as Described by Jackson et al  (2010) 

Lifestyle Factor Description 

Perpetual danger 

The risk of developing a pressure ulcer is ever 
present resulting in pressure ulcer development, 

even with an appropriate prevention routine, 
when minor changes occur. 

Change/disruption 
of routine 

Changes in routine or the client’s circumstances 
have been linked to pressure ulcer development 

Decay of 
prevention 
behaviors 

Clients are often taught techniques such as 
weight shifting, that tend to deteriorate in 

frequency and technique over time, increasing 
the risk of pressure ulcer development. 

Lifestyle risk ratio 

This factor relates to the additive contribution of 
various liabilities and buffers for pressure ulcer 

development such as frailty, urinary tract 
infections, poor nutrition etc. 

Individualization 

The combination of liabilities and buffers impact 
clients differently and can impact the same client 

differently at different times 
Simultaneous 
presence of 

awareness and 
motivation 

Clients must both be aware of preventing the 
pressure ulcer and have the motivation to 

implement prevention techniques in all aspects 
of their daily life. 

Lifestyle trade-off 

Clients are often faced with conflicts between 
engaging in meaningful activities versus 
implementing pressure ulcer prevention 

strategies 

Access to needed 
care, services and 

supports 

Clients in this study often had difficulty accessing 
timely care, equipment, supplies and at times 

health care professionals who were 
knowledgeable about working with clients with 

spinal cord injuries 

 

2.1.1 Methods 

A scoping review helps to “examine the extent, range and nature of research 

activity….summarize and disseminate research findings…..[and]  identify research gaps 

in the existing literature…” (Arksey & O’Malley, 2005, p. 21).  This paper follows the 

structure proposed by Levec et al (2010); identifying the research question, identifying 

relevant studies, study selection, charting the data,  collating, summarizing and reporting 
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the results. Although a consultation component is included in the structure proposed by 

Levec et al (2010), it is not included in this chapter because this literature review was 

initially conducted as a prelude to my doctoral research.  As expert consultation was part 

of the research study, a consultation phase was not included at this stage of the work.  

2.1.1.1 Identifying the Research Question 

The Jackson et al (2010) study focused on clients with spinal cord injuries who had 

pressure ulcers.  Although this is a very specific population, the lifestyle issues identified 

are not likely limited to clients with a specific diagnosis, nor type of chronic wound. 

From an occupational science perspective, the experience of identifying and addressing 

lifestyle factors in the context of preventing and managing chronic wounds, is more 

important than the underlying diagnosis of the person at risk of developing chronic 

wounds.  As a result, this review was broadened to include clients with chronic wounds 

or who are at risk of developing a chronic wound.  The research question was framed as 

“what are the lifestyle factors that are involved with the prevention and management of 

chronic wounds for adults who have, or at risk of developing chronic wounds, living in 

the community”.  Inclusion and exclusion criteria are listed in Tables 2 and 3 below. 

Table 2: Inclusion Criteria 

Inclusion Criteria Rationale 
Focused on chronic wound 

prevention and/or 
management 

The topic of this scoping review is the 
prevention and management of chronic 

wounds 

Adults (18 +) 
Tend to have more control over the lifestyle 

choices they make than children 

Clients living in the community 
Tend to have more control over their 
lifestyle than those living in a facility 

Article is available in English 
English is the only language spoken by this 

author 
Discusses lifestyle factors 

which may include activities of 
daily living This is the topic of the scoping review 
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Table 3: Exclusion Criteria 

Exclusion Criteria Rationale 
Article includes clients 
who are palliative or 
who have cancerous 

wounds 

Clients who are palliative are at higher risk of 
wounds, but the factors involved in the 

development of chronic wounds may be different 
than those who are not palliative (Sibbald, 

Krasner, & Lutz, 2011) 
 

2.1.1.2 Identifying the Relevant Studies 

For this review, chronic wound prevention and/or management clinical practice 

guidelines and recommendations (s.f. Orsted et al., 2017; Registered Nurses’ Association 

of Ontario, 2013, 2016; Sibbald et al., 2011), studies and opinion pieces within peer 

reviewed medical journals were included for consideration.   

The literature search of lifestyle factors spans from 2000 to the present time.  The year 

2000 was chosen as this is the first time the wound bed preparation paradigm (Sibbald et 

al., 2000) appeared in the wound prevention and management literature, identifying the 

need to optimize patient centred concerns.  To reduce duplication where there were 

multiple guidelines regarding a specific wound type, e.g. diabetic foot wounds, from a 

single organization (e.g. Registered Nurses’ Association) only the latest guideline was 

included. 

The following databases were searched; PubMed, CINAHL, ProQuest, SCOPUS, 

EMBASE, Cochrane Library, PsycINFO and Sociological Abstracts. The search strategy 

used was: 

Chronic wound OR (Pressure Ulcer OR Decubitus Ulcer) OR (Diabetic Foot 

Ulcer OR Neuropathic Foot Ulcer), OR Venous Leg Ulcer OR Arterial Leg Ulcer, 

AND (Activities of Daily Living OR Lifestyle), 

AND ((Preventing OR Preventative) OR (Risk OR Risk Reduction Behavior OR 

Risk-Taking OR Risk Factors)) OR ("Tertiary Prevention"[Mesh] OR "Secondary 
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Prevention"[Mesh] OR "Primary Prevention"[Mesh])) OR "Development") OR 

"Prevention")). 

The key words from included articles were reviewed, to determine if any additional key 

words could result in finding additional articles.  No additional key words were 

identified.  The reference lists of articles and best practice recommendations that met the 

inclusion criteria were also examined to look for additional relevant articles.  No 

additional relevant articles were identified from this review. 

The articles from the literature search were compiled into a master data table and 

duplicates were removed.  Abstracts for this list of articles were collected and reviewed.  

2.1.1.3 Study Selection 

A ranking system, described in Table 4 was used to identify the articles that fall within 

the inclusion criteria for this scoping review.  The abstract and key words sections of 

each article were examined to identify the rank of each article.  Where the abstract was 

unavailable, or the rank could not be determined by reviewing the abstract, the article was 

read to determine a final ranking.  For the purpose of this review, only papers with a 

ranking of 3 or higher were included in the data chart.  
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Table 4: Ranking Criteria 

Rank Criteria 
5 All identified chronic wound prevention and management guidelines 

with a rigorous method.  (E.g. Registered Nurses Association of 
Ontario, Wound Ostomy Continence Nurses Society, the Canadian 
Association of Wound Care, the National Pressure Ulcer Advisory 

Panel/European Pressure Ulcer Advisory Panel and the Association for 
the Advancement of Wound Care.) 

AND 
Studies where participants meet all of the following criteria: are adults, 

living in the community, have or are at risk of developing a chronic 
ulcer.  Study specifically explores the relationship between lifestyle 

factors and chronic wounds. 
4 Opinion paper where the population of interest meets all of the 

following criteria: adults, living in the community, have or are at risk of 
developing a chronic wound.  Specifically explores the relationship 

between lifestyle factors and chronic wounds. 
3 Study or opinion paper where the population in question has or are at 

risk for developing chronic wounds AND Lifestyle factors are explored 
OR 

Lifestyle factors are the focus of the study or opinion paper where the 
relationship to chronic wounds is discussed along with other chronic 

conditions. 
2 Study or opinion paper where the population is not defined other than 

being at risk of developing or currently having a chronic wound OR 
lifestyle factors are identified but not discussed 

1 Study or opinion paper relating to other types of wounds OR ‘lifestyle” 
is mentioned but not explored 

 

A total of 2795 articles and guidelines were identified from the search of the seven 

databases. Results of each search are described in Appendix 1. Duplicates were removed 

resulting in 2157 unique articles and guidelines.  The abstracts of these articles were 

reviewed in relationship to the inclusion and exclusion criteria. Where a decision could 

not be made regarding whether or not the article met the inclusion criteria from the 

abstract, the article itself was reviewed.  A total of 2055 articles were excluded.  Reasons 

for exclusion are found in Figure 2. Note that articles may have been excluded for more 

than one reason. 

The articles that met the inclusion criteria were then ranked according to the criteria listed 

in Table 4.  Where abstracts were not available, or the ranking could not be determined 
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by the abstract review the entire article was reviewed.  Results of this process are 

described in Figure 2.   

 

Figure 2:Number of Ranked Articles and Guidelines 

2.1.1.4 Charting the Data 

To capture the data from the articles, an excel spreadsheet was created with the following 

headings; Article Identification (title, authors, publication etc.), Type of Article (opinion 

or research), Ranking, Key Words (if identified by the author), Type of Chronic Wound  

(pressure ulcer, leg ulcer, neuropathic foot ulcer or other), Method, Lifestyle Factors 

Identified, Theories used to explain or examine the lifestyle factors (if any) and Frame 

(the assumptions underlying the article e.g. medical model etc. if available). 

2.1.2 Results 

There were 102 articles that met the inclusion criteria, 64 with a ranking of 3 or higher.  

Appendix 2 is a listing of the included articles and guidelines. 
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2.1.2.1 Collating, Summarizing and Reporting the Results 

A total of 190 authors contributed to the guidelines and articles reviewed.  Of the 190 

authors the vast majority had a nursing background, however physicians, 

physiotherapists, chiropodists, occupational scientists/occupational therapists have also 

contributed.   

2.1.2.1.1 Characteristics of the Guidelines 

A total of 13 guidelines addressing chronic wounds were reviewed.  Ten of these 

guidelines were authored primarily in North America and 3 were from other countries. 

Although authors of the guidelines had a variety of backgrounds, 55% of the authors had 

a nursing background. Only 2% of the authors had an occupational therapy/occupational 

science background.  Only 2 consumers, persons with a wound or patients were identified 

as being involved in guideline development. 

Each of the guidelines were constructed based on a review of the literature and were 

reviewed by an expert panel.  Best practice guidelines tended to focus on quantitative 

studies and gave less attention to qualitative studies.  The International Pressure Ulcer 

Guideline Methodology Addendum (2014, pg 9)  for example states, “Studies using 

established qualitative methodologies were considered, as appropriate to the research 

question”.  The guidelines go on to state that “qualitative studies should be evaluated for 

guidance on patient consumer preferences” (National Pressure Ulcer Advisory Panel et 

al., 2014, pg 25).  This statement seems to indicate that qualitative studies were not 

considered in other domains such as identifying lifestyle issues.    

In the strength of evidence tables used for guideline development, qualitative studies are 

not identified as having an impact the strength of evidence rating of specific guideline 

statements, regardless of the rigor of the study.  For example, the strength of evidence 

table for one set of pressure ulcer guidelines (National Pressure Ulcer Advisory Panel, 

2007) is reproduced in Table 5. Due to the method used to develop best practice 

guidelines for chronic wound prevention and management, even if there was a well-

designed, rigorous qualitative study regarding lifestyle factors for any of the various 



24 

 

types of chronic wounds, the results of a qualitative study would not change the level of 

evidence nor shape the recommendations provided in the guideline other than 

contributing to expert opinion. 

Table 5: Evidence Table (National Pressure Ulcer Advisory Panel, 2007) 

Level Description 

Level A 

The recommendation is supported by direct scientific evidence 
from properly designed and implemented controlled trials on 

pressure ulcers in humans (or humans at risk for pressure ulcers), 
providing statistical results that consistently support the 

recommendation (Level 1 studies required). 

Level B 

The recommendation is supported by direct scientific evidence 
from properly designed and implemented clinical series on 

pressure ulcers in humans (or humans at risk for pressure ulcers) 
providing statistical results that consistently support the 

recommendation. (Level 2, 3, 4, 5 studies) 

Level C 

The recommendation is supported by indirect evidence (e.g., 
studies in healthy humans, humans with other types of chronic 

wounds, animal models) and/or expert opinion 

2.1.2.1.2 Characteristics of the Articles 

A total of 64 articles met the inclusion criteria and were ranked 3 or higher.  A total of 9 

articles reviewed were not North American in origin.  Of the 75 authors of articles, 33% 

were nurses.  Occupational therapists/occupational scientists made up 28%.  A small 

number of authors have published multiple articles, often based on the same research.  

For example, Florence Clark was the author or co-author on 13 of the articles (s.f. Clark, 

1993; Clark et al., 2006; Ghaisas, Pyatak, Blanche, Blanchard, & Clark, 2015; Jackson et 

al., 2010).  Of the articles included, 1 was a report on a literature search, 9 were opinion 

papers, 2 were systematic reviews, 6 were quantitative research studies and 8 were 

qualitative research studies. 

2.1.2.1.3 Lifestyle Factors Identified in the Literature 

Many of the “lifestyle factors” identified in the literature were client characteristics. 

Examples include: extensive paralysis (Cutajar & Roberts, 2005), duration of spinal cord 

injuries (Cutajar & Roberts, 2005; Krause & Broderick, 2004), cognitive impairment/ 
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dysfunction (Registered Nurses Association of Ontario, 2013; Dunn, Carlson, Jackson, & 

Clark, 2006), etc. 

While charting the data, it was apparent that the lifestyle factors identified in the 

literature could be grouped into one of three categories; person, occupation and 

environment.  These categories, or domains form the foundation of the Canadian Model 

of Occupational Performance (CMOP-E) (Polatajko, Townsend, & Craik, 2007).  For this 

reason, the lifestyle factors identified in the literature have been grouped according to this 

model.   

2.1.2.1.3.1 Canadian Model of Occupational Performance 

The Canadian Model of Occupational Performance (CMOP-E) identifies the main 

domains, and sub domains, of interest for the profession of Occupational Therapy which 

includes the person (cognitive, affective, physical, spiritual), the environment (cultural, 

institutional, physical, social) and the occupation (self-care, productivity, leisure). 

(Polatajko, Davis, et al., 2007, pg. 23).  Occupational Performance is conceptualized as 

the dynamic interaction between these three domains.  (Polatajko, Davis, et al., 2007, pg. 

23).   

Occupational performance may be one way to describe the lifestyle factors that are 

associated with chronic wound development, since it is the interplay of various factors 

that is emphasized.  

“Because of the wealth of factors that affect life at the everyday level, it is not 

surprising that the results of our investigation underscored the notion that 

multiple, complexly interrelated circumstances contribute to the development of 

pressure ulcers and their recurrence.” (Clark et al., 2006, pg. 1523)  

As a result, the Canadian Model of Occupational Performance was used as a framework 

to report the risk factors and lifestyle factors that are associated with chronic wounds as 

identified in this scoping review. 
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2.1.2.1.3.1.1 Person 

Lifestyle factors that are included in this domain relate to the person’s characteristics that 

they can control. Maintaining a healthy weight in addition to the need to stop smoking 

received the most attention in the literature (Heinen, Achterberg, Reimer, Kerkhof, & 

Laat, 2004; Clark et al., 2001; Krause & Broderick, 2004; Registered Nurses Association 

of Ontario, 2004; Registered Nurses Association of Ontario, 2013; Scottish 

Intercollegiate Guidelines Network, 2010).   The level of knowledge of the individual 

(Dunn, Carlson, Jackson, & Clark, 2006; Registered Nurses Association of Ontario, 

2004; Registered Nurses Association of Ontario, 2013) also was frequently discussed.  

Cognitive and behavioural factors such as the simultaneous presence of awareness and 

motivation (Jackson et al., 2010), procrastinating (Dunn et al., 2006), and diverting 

attention away from the wound or treatment plan (Dunn et al., 2006) were also identified.  

2.1.2.1.3.1.2 Occupation 

Lifestyle factors in this domain centre on the choices the client makes to balance between 

the medical recommendations and their other priorities.  The overall theme is the 

“continuity of biography with a focus on living rather than on impairment” (Houghton et 

al., 2013, p. 30)  which was also framed as difficulties with adherence to the plan of care 

(Registered Nurses Association of Ontario, 2013; Van Hecke et al., 2009; Dunn et al., 

2006), a conflict between life goals and the treatment plan (Fogelberg, Atkins, Blanche, 

& Carlson, 2011; Association for the Advancement of Wound Care, 2010;  National 

Pressure Ulcer Advisory Panel & European Pressure Ulcer Advisory Panel, 2009; 

Parslow et al., 2011), role disruption (Houghton et al., 2013), disruption of routine 

(Jackson et al., 2010),  lifestyle trade off (Jackson et al., 2010) or lifestyle risk ratio 

(Jackson et al., 2010).   

The second theme in this section is the level of activity (Armstrong et al., 2004; Brown, 

2012; Burrows et al., 2006; National Pressure Ulcer Advisory Panel & European Pressure 

Ulcer Advisory Panel, 2009; Registered Nurses Association of Ontario, 2004) including 

type of employment or being unemployed (Burrows et al., 2006; Clark et al., 2001), or 

having limitations in work or leisure activities (Persoon et al., 2004; Hopkins et al., 
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2006). The final theme relates to the way individuals adapted to, or coped with living 

with an ulcer (Flaherty, 2005; Hopkins et al., 2006), including the responsibility they take 

for skin care (Cutajar & Roberts, 2005), challenges in daily activities or wound care 

(Heinen et al., 2004; Cutajar & Roberts, 2005; Keast, Parslow, Houghton, Norton, & 

Fraser, 2006;  National Pressure Ulcer Advisory Panel & European Pressure Ulcer 

Advisory Panel, 2009) and the decay in prevention behaviours over time (Jackson et al., 

2010). 

2.1.2.1.3.1.3 Environment 

The dominant theme relates to institutional barriers including access to care (Persoon et 

al., 2004; Registered Nurses Association of Ontario, 2013; Sibbald et al., 2011; Jackson 

et al., 2010; Dunn et al., 2006), the lack of valid lifestyle advice (Van Hecke et al., 2009; 

Australian and New Zealand, 2011; Scottish Intercollegiate Guidelines Network, 2010),  

and affordability or costs involved in prevention and treatment (Australian and New 

Zealand, 2011; Fogelberg et al., 2011; Association for the Advancement of Wound Care, 

2010; Association for the Advancement of Wound Care, 2010;  National Pressure Ulcer 

Advisory Panel & European Pressure Ulcer Advisory Panel, 2009; Sibbald et al., 2011; 

Registered Nurses Association of Ontario, 2013).   

The second theme relates to the physical environment, such as access to equipment 

(Heinen et al., 2004), having the wheelchair act as a living space rather than a method of 

transportation (Fogelberg et al., 2011), using their wheelchair in unusual ways (Fogelberg 

et al., 2011), adjusting their own equipment (Fogelberg et al., 2011), spending long 

periods of time in the wheelchair (Fogelberg et al., 2011) and living in the perpetual 

danger of developing a pressure ulcer (Jackson et al., 2010).  

The third theme is the impact of social support and functioning (Heinen et al., 2004; 

Persoon et al., 2004; Burrows et al., 2006; Clark et al., 2001;  National Pressure Ulcer 

Advisory Panel & European Pressure Ulcer Advisory Panel, 2009; Registered Nurses 

Association of Ontario, 2013) including avoiding social discomfort (Dunn et al., 2006). 

The final theme is, the cultural or personal beliefs of the individual (Registered Nurses’ 

Association of Ontario, 2013). 
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It is striking, when grouped in this manner, to note that the risk and lifestyle factors 

identified in the guidelines and articles cover all areas of occupational performance.   

2.1.2.1.4 Lifestyle Factor Research 

Despite acknowledging the importance of lifestyle factors, none of the guidelines 

elaborated on the best way to address these issues, nor provided a theoretical perspective 

on lifestyle factors.  It is of particular interest to note that several of the articles and 

guidelines cited the lack of valid lifestyle advice (Van Hecke et al., 2009; Australian and 

New Zealand, 2011; Scottish Intercollegiate Guidelines Network, 2010) as an issue with 

chronic wound prevention and management. 

Lifestyle factors are specific to the individual, and there is acknowledgment of the 

complexity of addressing lifestyle and other human factors: 

“Among pressure ulcer risk factors, possibly most critical, but most difficult to 

quantify, predict, and often influence are a broad range of human factors such as 

attitudes, beliefs, knowledge, motivation, mood, values, lifestyle issues, and 

adherence to recommended behaviours, including diet, exercise, and pressure 

management… Ultimately, human factors determine whether a person works 

actively to prevent pressure ulcers or not” (Houghton et al., 2013, pg. 25). 

Quantitative studies tend to focus on the frequency of an observable behaviour. For 

example, the average daily activity in people with Diabetes was measured by a high 

capacity continuous computerized activity monitor (Armstrong et al., 2004), to try and 

determine the relationship between activity and diabetic foot ulcers. As another example 

a telephone survey was conducted to explore “whether decreased participation in 

occupational activities (work, leisure and activities of daily living) was related to pressure 

sore occurrence in paraplegic men” (Cutajar & Roberts, 2005, pg 307).  Although Cutajar 

is an occupational therapist and comments that “this study was influenced by one of the 

main theoretical foundations that govern occupational therapy practice, which is the 

belief that occupation can affect an individual’s health” (Cutajar & Roberts, 2005, pg 
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313), this relationship is not discussed in detail, nor are any specific theoretical 

perspectives identified.   

Qualitative studies focused on the impact of chronic wounds on the individual.  For 

example, A Heideggerian phenomenological approach was used to explore the patient 

perspective of living with a pressure ulcer. (Hopkins et al., 2006) Although some of the 

quotes identified in the study appeared to relate to lifestyle choices, such as staying up 

longer in the wheelchair than recommended, the researchers framed the results into three 

themes which did not directly identify lifestyle concerns: pressure ulcers produce endless 

pain; pressure ulcers produce a restricted life; coping with a pressure ulcer. (Hopkins et 

al., 2006).  As with the Hopkins et al study (2006), the majority of authors had either a 

nursing or physician background, rather than an occupational therapy or occupational 

science background. 

A knowledge deficit was one theory used to explain the recurrence of pressure ulcers, and 

the lack of preventative behaviours incorporated into the client’s lifestyle.  “Because 

most education programs for pressure ulcer prevention are designed for the initial 

hospitalization and rehabilitation, outpatient educational programs are greatly needed to 

reinforce pressure ulcer detection and treatment.” (Caliri, 2005, pg. 343)  Knowledge 

level was also linked to coping with an ulcer. “Level of knowledge was found to be 

related to the coping measures demonstrated by participants, which included non-

acceptance and normalisation" (Flaherty, 2005, pg. 78). 

2.1.3 Discussion 

Despite the identified importance of lifestyle factors, this scoping review did not reveal a 

large body of literature to support health care providers in how to identify and address 

lifestyle factors.  This section explores differentiating between lifestyle factors and risk 

factors, the paucity of lifestyle factor discourse in the wound prevention and management 

literature and understanding lifestyle factors from an Occupational Science Perspective. 
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2.1.3.1 Differentiating between Risk Factors and Lifestyle Factors 

The lifestyle factors identified in this chapter are those where the person has control, and 

do not include risk factors such as ethnic background.  These lifestyle factors span all 

domains of the Canadian Model of Occupational Performance (Polatajko, Townsend, et 

al., 2007); the person (e.g. maintaining a healthy weight), the occupation (e.g. the focus 

on living their life rather than focusing on chronic wound prevention and management) 

and the environment (e.g. barriers to accessing care, and the physical environment).  

Considering the frequency “lifestyle issues” are discussed in best practice guidelines and 

articles, and the acknowledgement of their importance, it is remarkable to note that the 

term lifestyle is not consistently defined.  For example “cost of bandages” (Australian 

and New Zealand, 2011), “psychological health” ( National Pressure Ulcer Advisory 

Panel & European Pressure Ulcer Advisory Panel, 2009), and “chair bound” (Registered 

Nurses’ Association of Ontario, 2004) have been listed as lifestyle factors, but do not 

involve the concept of choice.  Other guidelines and articles just identify “lifestyle 

factors” as a general concept (Frykberg et al., 2006; Krause & Broderick, 2004), but do 

not provide a comprehensive discourse of what lifestyle encompasses.  There does not 

appear to be a common understanding of lifestyle, across the wound prevention and 

management literature.  The term “lifestyle” seems to be used as a general term to capture 

the characteristics of the individual and the choices they make, that seem to contribute to 

wound prevention and management.   

Since a common definition does not appear in the literature, there is not a clear 

demarcation between “risk factor” and “lifestyle factor”.  A number of issues may have 

influenced the factors identified in the articles and guidelines; and whether these factors 

were categorized as a risk factor or as a lifestyle factor. These issues include the ability of 

the participant to describe their experience, the location of the author and the research 

method. 

2.1.3.1.1 Ability of the Participant to Describe Their Experience 

Lifestyle issues are complex and may be difficult to describe.  Depending on the 

education level of the participant, their ability to express themselves, their level of trust of 
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the investigator, their level of insight etc., lifestyle issues may not have been identified 

and articulated. 

2.1.3.1.2 Location of the Author 

Each author brings their own perspective to the data and information. For example, the 

majority of the authors of best practice guidelines were registered nurses.  Other 

disciplines were involved such as physicians and occupational therapists, however in 

much fewer numbers.   Different authors may interpret the same information in different 

ways depending on their experience.  For example, Hopkins et al (2006) conceptualized 

the following quote as a quality of life issue, “patients were aware that their reduced 

mobility was not a useful feature and would probably have consequences [‘staying longer 

in my chair than I should do’ (Betty)], giving an acknowledgement of their understanding 

of the importance of repositioning” (Hopkins et al., 2006, pg. 349).  This same issue, of 

staying up in the wheelchair too long was conceptualized as a lifestyle issue by Fogelberg 

et al (2011).  “In the analysis of the individuals’ stories, it became apparent that because 

of the time participants spent in them the wheelchair functioned more as a living space 

that was occupied day in and day out rather than simply as a means of transportation” 

(Fogelberg et al., 2011).  Hopkins is a clinical nurse specialist and Fogelberg is an 

occupational scientist.  It is not surprising that Hopkins and Fogelberg view a similar 

behavior differently. 

2.1.3.1.3 Method Used in the Research 

Some of the research articles used a survey approach to gather data and may not have 

identified the more complex lifestyle issues as a result.  The majority of studies included 

in guidelines are quantitative in nature, and focused on determining the frequency of a 

behaviour, such as walking or quantifying the number of people with diabetes who 

choose to wear normal shoes. While interesting, this research does not begin to address 

the question of “why” the participants made those choices, the factors surrounding their 

choices, and how to address them. In addition, these quantitative studies reduce “lifestyle 

factors” to easily measured, observable behaviours which limits the perspective to 
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researcher identified factors and does not foster the exploration of other factors identified 

by the subject. 

2.1.3.2 The Paucity of Lifestyle Factors Discourse in the Wound 
Prevention and Management Literature 

Given the acknowledgement in the literature and best practice guidelines of the 

importance of addressing lifestyle issues, the paucity of discourse is striking.  Several 

factors could be contributing to this phenomenon. 

2.1.3.2.1 Research Method 

The majority of studies included in the guidelines are quantitative in nature rather than 

qualitative.  As described above, the quantitative studies have focused on quantifying the 

frequency of a behaviour and reduce “lifestyle factors” to observable behaviours.  These 

types of studies appear to be researcher based rather than participant based.  The 

researcher determines the behaviour or factor to study and designs the study from that 

perspective.  There is little opportunity for the participant to describe the factors they 

think are important in the prevention and management of the wound, nor why they made 

a particular lifestyle choice.  Given the quantitative approach and documentation of 

observable phenomenon, a positivist epistemology appears to have been adopted in the 

area of chronic wound prevention and management research. While quantitative studies 

have added to the understanding the frequency of various lifestyle factors and identified 

some of the contributing factors, a quantitative approach assumes that valid knowledge 

generation comes from scientific studies of observable behaviour.  This approach is 

incomplete and misses the knowledge gained by exploring “why” a patient chooses a 

specific set of actions. 

2.1.3.2.2 Pharmaceutical, Medical Company Interest 

Chronic wounds are estimated to cost the health care system $3.9 million dollars per year 

representing approximately 3% of the total health expenditure (Wound Care Alliance 

Canada, 2012).  Dressings and wound prevention and management products make up a 

significant portion of this cost.  Pharmaceutical and medical companies have a vested 

interest in encouraging, and funding, bio-physiological studies looking for better 
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treatment options leading to the development of new products.  Studying “lifestyle” is 

unlikely to lead to a marketable, tangible product, and is therefore not a priority for 

funding. 

2.1.3.2.3 Complexity of Lifestyle Factors 

Where lifestyle factors are discussed, the common theme is that they are complex and 

specific to the individual.  In the literature and guidelines however, these complex factors 

are reduced to the simplest common observable behaviour such as “standing too long”, 

“staying up in the wheelchair too long”, “maintaining a healthy weight” etc.  These 

behaviours are generally thought to lead to chronic wounds, and the view may be that 

these do not need to be further quantified.  This perspective limits inquiry and misses the 

complexity of the client’s lifestyle and how to better understand the choices the client 

makes.  Clients may make multiple decisions each day that vary by the day, concerning 

the length of time they spend in the wheelchair. In addition, they may make other 

decisions that impact wound prevention and management such as the number and type of 

transfers.  The combination of the choices the client makes, and the diversity of 

circumstances around each choice makes lifestyle factors complex.  This complexity, in 

addition to the slow rate of change in chronic wounds as they close, makes studying this 

topic difficult.  Designing an appropriate study, in addition to finding sufficient funding 

could both be potential barriers. 

2.1.3.2.4 Theoretical Perspective 

Most of the best practice guidelines and articles have a bio-physiological, medical 

foundation.  As a result, there is an individualistic view of the client with a focus on the 

underlying bio-physiological factors that contribute to chronic wounds.  There is an 

underlying assumption that the use of a medical model perspective is appropriate, 

however chronic wounds occur in the social context.  The medical model assumes a 

paternalistic perspective where the individual is viewed as a “patient” who needs to 

adhere to treatment, not as an individual who needs to live their life while managing a 

chronic wound.  By reducing the lifestyle issues to factors such as “spending too much 

time in the wheelchair” as discussed earlier, the patient is either following this 
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recommendation or not. A prompt is not included in the guidelines encouraging clinicians 

to explore the decisions/circumstances leading to staying up in the chair too long. Thus, 

clinicians may see “staying up in the wheelchair” as a binary issue, or yes/no question.  

This can lead to the perspective that if the client is staying up in the chair too long, they 

are not following medical advice, are “non-compliant” and the wound is the client’s fault. 

2.1.3.2.5 View of the Individual/Participant 

As commented above in the discussion of the medical model framework, the individual in 

most of the guidelines and articles is considered a “patient” and is expected to adhere to 

medical advice. In the role of “patient” an individual is expected to prioritize “getting 

better” over any other concerns. During the clinical interview, the health care providers’ 

questions centre on the medical status of the individual, risk factors for developing the 

chronic wound and factors that may delay wound healing.  In best practice guidelines, 

“occupation” is explored from this perspective. For example an occupation that requires 

standing for long periods of time is considered a risk factor for the development of 

venous leg ulcers (Burrows et al., 2007).  

Once again, if the patient doesn’t follow the advice of the health care provider, they are 

seen as non-compliant and at fault for the non-healing of their chronic wound. When 

viewing the individual as a patient, the health care provider may not focus on the other 

roles of that individual. People living with chronic wounds in the community fulfil more 

roles than just a “patient”; they could also be a “parent”, “employee”, “volunteer”, 

“spouse” etc.  Each of these roles is associated with specific occupations that the health 

care provider may not recognize, nor incorporate into the treatment plan.  As these 

occupations are not identified and discussed, the lifestyle advice provided by the health 

care providers may lead to restrictions in occupation.   

The health care providers typically involved in wound prevention and management are 

nurses and physicians and may not have the perspective of the importance of occupation 

for individuals that forms the foundation of occupational therapy practice.  Funding for 

occupational therapist interventions in wound prevention and management is often 

limited to a consultation regarding support surfaces (e.g., mattresses and wheelchair 
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cushions), and does not afford time to explore the individual’s occupations and desires in 

relationship to the wound prevention and management advice.  

Since health care providers are not putting the treatment recommendations in the context 

of the client’s lifestyle, clients are left to choose between the advice, and participation in 

their normal occupations.  Choosing to participate in their normal occupations impacts 

the chronicity of their wounds.  Adapting the treatment recommendations to the context 

and lifestyle enables the client to adhere to treatment recommendations while engaging in 

their occupations and may have a positive impact on wound healing. 

2.1.3.3 Understanding Lifestyle from an Occupational Science 
Perspective 

Fundamental to the perspective of Occupational Science is occupation, which can be 

defined as, 

“groups of activities and tasks of everyday life, named, organized and given value 

and meaning by individuals and a culture; occupation is everything people do to 

occupy themselves including looking after themselves (self-care), enjoying life 

(leisure), and contributing to the social and economic fabric of their communities 

(productivity)” (Canadian Association of Occupational Therapists, 2002, pg 181). 

Under this definition of occupation, lifestyle factors could be conceptualized as 

occupations. What if lifestyle factors were explored from an Occupational Science 

perspective?   

Occupation is thought to be closely tied to health (Wilcock, 2007; Wilcock, 1999).  

Wilcock (1999, pg 1)  comments “a medical science view masks the very strong 

relationship that exists between occupation and health; that occupation is the natural 

biological mechanism for health”.  As reflected earlier in this chapter, the guidelines and 

many of the articles view lifestyle factors from a medical/biological perspective not 

surprisingly therefore, lifestyle and occupation have not received focused attention. 

Foundational to occupational science is the view that individuals make conscious choices 

about what they will and will not do.  These choices occur within a specific environment 



36 

 

and at a specific time which influences the decisions the individual makes.  A different 

individual in the same environment and time, or the same individual in a different 

environment, at a different time would make different choices.  Yerxa (1990, pg 11) 

states “Occupational science will study the person’s experience of engagement in 

occupation recognizing that observing behavior is not sufficient for understanding 

occupation.”  Given this statement, and the view that many of the studies of lifestyle 

factors focus on observable behaviours, lifestyle has not been adequately explored from 

an occupational science perspective. 

2.1.3.3.1 Occupational Science Theoretical Perspectives on 
Lifestyle Factors 

 Clark, her students and colleagues, (Clark et al., 2006; Clark et al., 2007; Jackson et al., 

2010) have taken several different approaches to describe the relationship between 

pressure ulcer development and lifestyle.  These approaches include; balance of liabilities 

and buffers (Clark et al., 2006), individualized risk profile pie  (Clark et al., 2006), 

individualized risk profile flow chart  (Clark et al., 2006), pressure ulcer event sequence  

(Clark et al., 2006), pressure ulcer event sequence with temporal comprehensiveness  

(Clark et al., 2006) and habit theory (Clark et al., 2007).  Although these approaches are 

congruent with an Occupational Science perspective, they are not illustrative of a 

complete understanding, as many of the foundational ideas of Occupational Science are 

not adequately addressed. 

A Habit theory lens has been used in the past  (Clark et al., 2007) to frame behaviour and 

lifestyle issues.  For example, Clark et al (2007) reflected on nine categories of habit.  

Illustrative examples from the Jackson et al (2010) study were provided for each of these 

nine categories of habit: (a) habit as a tic, (b) habit as neural networks, (c) habit as 

condition responses, (d) habit as an addition, (e) habit as single, everyday activities, (f) 

habit as routine, (g) habit as custom, ritual, rite or ceremony (h) habit as character, (i) 

habit as habitus.   

The authors conclude that, “by increasing our understanding of the crucial role that habit 

can play—both positively and negatively—in life situations and circumstances, we will 



37 

 

be better able to develop rehabilitation approaches and interventions that will enhance 

participation and lead to more satisfying, healthier lives” (Clark et al., 2007, p. 20S).   

Habit theory provides an individualistic view of the behaviours and lifestyle issues and 

implies a dualism between the individual and their environment/context.   However, 

“occupation rarely, if ever, is individual in nature” (Dickie, Cutchin, & Humphry, 2006, 

pg. 83).  Dickie et al. (2006, pg 85) go on to state that “occupation and context should not 

be separated, and because of this, occupation is larger than what an individual 

experiences”.  Habit theory is too narrow to fully explain the lifestyle choices made by 

individuals and does not acknowledge the complexity of lifestyle issues associated with 

chronic wound prevention and management. 

2.1.3.3.2 Transactionalism and Lifestyle Factors 

Whereas Habit theory has been described as individualistic, creating a duality between 

the individual and their environment/context, transactionalism has the potential to 

advance the discourse regarding lifestyle factors and pressure ulcer development as 

“phenomenon do not merely interact as separate forms; they move through one another 

and transact as co-constituted entities” (Aldrich, 2008, pg 151).  Essentially this means 

that the individual cannot be separated from their context/environment when describing 

occupation.  “If people are to function and to maximize function – and occupation is a 

particularly relevant example—it is not just a person acting independently of an 

environment; there must be constant coordination of the relationship between the 

environment and person” (Cutchin & Dickie, 2012, pg 45).   

The purpose of a transaction is “to functionally coordinate relations to keep the 

transactional unit whole and operational, for the benefit of the dimensions that constitute 

it” (Dickie et al., 2006, pg 88 ).  In other words, an individual is constantly balancing 

their needs with the demands of their environment and the occupations in which they 

choose to engage.  From a transactionalism perspective, as an individual moves through 

their life, they are constantly making choices regarding their occupations and how they 

will carry out those occupations given their location in the environment and in time.  

Neither the occupations nor how individual preforms them are predetermined, but rather 

depend on the current context.  
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“Lifestyle issues” when viewed from a transactionalism perspective become fluid, and 

rich with detail.  Recall the discussion regarding the view of health care professionals 

seeing lifestyle issues such as “staying up in the wheelchair” as a binary issue, or yes/no 

question.  A transactionalism perspective takes lifestyle factors such as this beyond a 

binary, yes/no question to consider the complexity of the decisions the individual makes 

in specific contexts. For example, each time an individual stays up in a wheelchair may 

become part of a transaction.  The quality of the question changes from “is the individual 

staying up in the wheelchair too long” to a series of questions that may include “under 

what circumstances does the individual stay up in the wheelchair longer than 

recommended?”, “is there another way of engaging in an occupation that still enables the 

individual to protect their skin?”, “what other solutions are available within the 

individual’s environment?” etc.  Once again, this idea of multiple transactions occurring 

simultaneously also illustrates the complexity of the lifestyle factors involved. 

To better understand the potential of transactionalism to illuminate the lifestyle factors 

associated with chronic wound prevention and management, a case example has been 

compiled from the “Pressure Ulcer Prevention Study” (PUPS) (Clark et al., 2006), and is 

provided in Table 6. 

Table 6: Case Study -- Robert 

Robert 
The details of Robert’s situation have been compiled from three 
different sources (Clark et al., 2006; Fogelberg et al., 2011; Jackson et 
al., 2010) 
Robert is a 42-year-old African American man who sustained an incomplete 
C7 Spinal Cord Injury and uses a tilt in space wheelchair.  After his accident 
he experienced depression, turned to drugs and contemplated suicide.  He 

developed a renewed sense of spirituality, and is now taking computer 
classes, visiting with friends, going to medical appointments and shopping. 

He does not perform weight shifting activities in social situations as this 
maneuver causes urination. Although five pressure ulcers, including two 
requiring surgery, have developed since his spinal cord injury, this case 

example will focus on one ulcer that developed when he was stranded at an 
airport.  He was in his wheelchair for 20 hours that day and slept for six or 

seven hours in one position in his wheelchair 
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Consider the development of the pressure ulcer from being stranded in the airport. From 

an individualistic, medical model perspective, the cause of Robert’s pressure ulcer is 

straight forward – spending 20 hours in his wheelchair.  From this perspective, Robert’s 

health care professionals could potentially blame Robert for developing the pressure ulcer 

and assume that there could have been a different choice that would have avoided the 

pressure ulcer.  This view could also lead to “simple” treatment recommendations such as 

limiting the time spent in his wheelchair.  An individualistic view does not recognize the 

complexity of the transactions occurring.   

From a habit theory perspective staying in his wheelchair could be seen as a conditioned 

response; avoiding weight shifting so he wouldn’t automatically urinate.  Habit theory is 

also an individualistic approach that does not consider the broad range of issues and 

factors impacting the decisions in the moment. 

Transactionalism in contrast “holds that changes in a situation disrupt functional 

coordination, and that the creativity required to re-establish functional coordination 

involves a change in the relationship of the transactional elements involved” (Aldrich, 

2008, pg 153).   In other words, when the context changes, or the individual changes such 

as after an injury, the individual makes different choices, and may harness different 

resources or approaches to accomplish his chosen occupation in that moment. 

For Robert, his decisions regarding staying in his wheelchair for long periods, could be 

described as transactions. “Robert has become very knowledgeable about pressure ulcer 

prevention through his own personal experience. However, he often ignores his own rules 

on how to prevent pressure ulcers in order to maintain his active lifestyle”  (Clark et al., 

2006, pg 1518).  From a transactionalism perspective, Robert’s “rules” are shaped in each 

individual situation, by a multitude of factors and the ever-changing relationship between 

these factors.   

Returning to the episode at the airport, perhaps Robert was well prepared for his trip, and 

had plans in place for pressure management during his trip.  The ‘change in the situation’ 

was the flight delay, which disrupted the ‘functional coordination’ (Aldrich, 2008) of the 

trip.  Many different elements could interact in this transaction.  For example, the options 
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available for pressure ulcer prevention may have been limited by the environment. There 

may have been few options in the airport where Robert could sit or lie and could have 

been further limited by his ability to transfer.  He may not have had the equipment 

available to him in the airport to facilitate safe transfers or changes in position. He may 

not have known the total length of the delay at the beginning, so the choices he made 

could have been based on a series of what he was told would only be short delays.  He 

could have had other, more pressing issues to address such as emptying his bladder.  The 

number of different habits Robert knows to employ, his experience of employing these 

habits in different situations, and what he thinks will be the best outcome, also influence 

this transaction.   

Viewing the situation through a transactionalism lens, provides a broader explanation for 

Robert’s lifestyle choices and reveals more options from an intervention perspective, than 

examining his situation from a Habit theory or medical model perspective.  From a 

transactionalism perspective, interventions could focus on the environment and address 

the type of equipment and places he needs to access when travelling.  In addition, the 

policies and processes in place at airports when working with passengers with disabilities 

could be changed to ensure access to a standard set of equipment.  Interventions could 

also focus on the individual – perhaps Robert could have been shown other techniques or 

ways to prevent pressure ulcers when it was not possible to get out of his chair.  

Moving away from Robert’s situation, each lifestyle factor identified by the literature or 

by an individual could be examined from a transactionalism perspective.  Since different 

individuals would make different choices in similar circumstances, transactionalism 

suggests that the experience of each individual would need to be examined within their 

specific context.  Transactionalism, as a theoretical perspective helps to illuminate the 

complex elements involved in a specific situation and can lead to a broader perspective. 

This would provide a significantly more complex, in depth discourse regarding lifestyle 

factors.  
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2.2 Potential Gaps/Opportunities for Further Research 
The importance of lifestyle factors has been articulated in the literature, but a common 

definition has not been established.  Lifestyle factors that have been identified include 

maintaining a healthy weight, conflict between life goals and treatment plans, access to 

care, etc.  The positivist epistemology used to date reducing the complex lifestyle factors 

to convenient labels such as “conflict between life goals and treatment plans” may have 

limited the research that has been done.  Given the paucity of research in this area the 

opportunities to contribute to the understanding of lifestyle issues in relationship to 

chronic wounds are endless. 

Given the importance of lifestyle factors, and the lack of clarity in the literature, the 

knowledge around lifestyle factors may be tacit and found within the health care 

professionals working in chronic wound prevention and management.  This tacit 

knowledge clinicians may have regarding lifestyle issues has not yet been formally 

documented in the literature and is the gap this grounded theory study starts to address. 

2.3 Conclusion 
Best practice guidelines acknowledge the importance of lifestyle factors for the 

prevention and management of chronic wounds, but do not clearly describe these lifestyle 

factors nor provide a theoretical perspective on the relationship of lifestyle to chronic 

wound prevention and management. This acknowledged importance of lifestyle factors, 

but lack of information creates a tension within the chronic wound prevention and 

management literature.  The intent of this scoping review was to explore the extent to 

which lifestyle factors were discussed in the chronic wound prevention and management 

literature. 

Given both the recognized importance of lifestyle factors and the paucity of discourse in 

the literature, there is a significant opportunity for research.  Clearly there is a lack of 

attention to lifestyle factors in the literature, however there may be a significant body of 

tacit knowledge among health care providers.  Exploring this tacit knowledge would be a 

valuable contribution to the chronic wound prevention and management literature. 
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Chapter 3  

3 METHODOLOGICAL AND THEORETICAL 
APPROACH  

The gap between the stated importance of “lifestyle factors” in the wound care literature 

and the lack of direction for clinicians regarding how to identify and address “lifestyle 

factors” was the stimulus for this research.  Many experienced clinicians have been 

involved in the development of the wound prevention and management literature.  

Interviewing these, and other experienced health care providers to access their tacit 

knowledge was a logical place to seek clarification about identifying and addressing 

lifestyle factors.  

Diane Krasner (2001), a leader in wound prevention and management, encouraged 

Wound Ostomy Continence Nurses to explore qualitative methodologies, as “the appeal 

of qualitative research methodologies for the human sciences is that, generally speaking, 

these methods attempt to describe and interpret complex phenomena”. (Krasner, 2001, 

pg. 70)  Despite this perspective, the reliance on the scientific method and a quantitative 

research approach is well established in the wound prevention and management literature 

as described in the previous chapter.   

There is a growing realization that there are many unanswered questions that underlie the 

“hard facts” that quantitative research alone cannot answer. (DePoy & Gitlin, 2005, pg 

28) The importance of addressing lifestyle factors for clients with chronic wounds, is an 

area where there are many underlying questions, that have not been addressed in the 

literature.  The question framing this research, “how do experienced health care providers 

identify and address lifestyle factors with community dwelling adults who have chronic 

wounds” is one of those unexplored issues underlying the “fact” that it is important to 

address lifestyle factors. 

How health care providers identify and address lifestyle factors is also complex given 

that health care providers have different backgrounds, work in different aspects of the 

health care system and work with clients who have their own unique constellation of 
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resources, living situations, lifestyle factors and choices. Best practice guidelines in 

wound prevention and management are interdisciplinary and identify the importance of 

identifying and addressing lifestyle factors when planning the wound prevention and 

management approaches.  Health care providers with different disciplines such as 

physicians, nurses, dieticians, physical therapists and occupational therapists likely have 

a different perspective on what constitutes a “lifestyle factor”.  The setting in which a 

health care provider works could also influence their perception of “lifestyle” factors.  

For example, a health care provider working in an affluent region may have less 

experience with the way lack of finances impact a client’s lifestyle.  The individual 

clients the health care provider has seen could also influence the types of lifestyle factors 

to which they have been exposed.  Given the diversity of perspectives on lifestyle factors 

from discipline backgrounds, work settings and experience coupled with the lack of 

published literature, a qualitative approach fostered a discovery of the tacit knowledge 

experienced health care providers had about lifestyle factors. Using a qualitative 

approach accessed the knowledge of the health care provider without preconceived 

constructs which may have limited the discourse to these preconceived constructs.  

Encouraging health care providers to talk about their experiences, and how they address 

lifestyle factors resulted in themes and ideas emerging from the data, regardless of the 

discipline background, setting or experience of the participants.  From these themes and 

ideas, specific concepts about lifestyle across disciplines, settings and experiences were 

constructed to describe how health care providers can identify and address lifestyle 

factors with their clients. 

In qualitative studies, defining the philosophical perspective of the researcher, and 

locating the researcher within the research is essential. (Charmaz, 2006; Crotty, 1998; 

Finlay, 2002; Guba & Lincoln, 1989; Hammell & Carpenter, 2004; Lincoln, 2002; Polgar 

& Thomas, 1988).  “What constitutes evidence, and therefore, what justifies it, is the 

result not only of what questions are posed, but of the framework within which they are 

posed.”(Lincoln, 2002, pg. 4) The philosophical stance of the researcher, and the location 

of the researcher within the research influences the choice of methods and what is 

observed in the research process.  Different researchers, with different philosophical 

stances may make different observations and have different study outcomes. (Crotty, 
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1998)  This doesn’t make one stance “right” or “wrong” but rather results in different 

views of the studied phenomenon. 

The intent of this chapter is to make the philosophical underpinnings of this study 

transparent to enable the reader to evaluate the coherence of the study design.  I begin by 

outlining the philosophical choice of constructivism, followed by discussing the fit of this 

paradigm with the aim of this study.  I then go on to discuss the methodological choice of 

constructivist grounded theory, followed by the fit of this methodological choice with the 

aim and methodology of this study.  Coherence between a constructivist grounded theory 

methodology and the research methods of this study are discussed in Chapter 4. 

3.1 Philosophical Choice: Constructivism 
 Epistemology, informs the theoretical perspective which informs the methodology, 

which in turn drives the methods selected.  Epistemology is essentially a perspective on 

what constitutes knowledge. Traditionally in the health sciences, the perspective was that 

there was a single truth waiting to be discovered (Crotty, 2003). In fact, this perspective 

still exists in the quantitative studies that dominate the wound prevention and 

management research literature.  Research questions such as ‘will dressing A result in a 

shorter time to wound closure than dressing B’ (s.f. Ab, Rodgers, & Walker, 2009; Evans 

& Land, 2001; Storm-Bersloot, Vos, Ubbink, & Vermeulen, 2010); ‘does ultraviolet light 

therapy reduce the bacterial burden at the wound bed’ (Thai, Campbell, Keast, 

Woodbury, & Houghton, 2005); and ‘does an increase in an activity such as walking 

preceed the development of a neuropathic foot wound’ (Armstrong et al., 2004), suggest 

that there is an objective “truth”.  For example ‘no, dressing A does not result in a faster 

time to closure than dressing B for a specific wound type’;  ‘yes, ultraviolet light does 

signficantly reduce the bacerial burden at the wound bed’ or ‘yes, the development of a 

neuropathic foot wound was preceeded by a significant increase in the steps taken’.   

In contrast to the idea of an “objective truth”, constructionism forms the basis of this 

research.  From a constructivism perspective “there is no objective truth waiting for us to 

discover it. Truth, or meaning, comes into existence in and out of our engagement with 

the realities in our world.” (Crotty, 1998, pg 8)  In other words, knowledge is generated 
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through interacting in a specific context.  As a result, two different people could view the 

same phenomenon, but have two different experiences, describe the phenomenon in two 

different ways and interpret it in two different ways.  One perspective isn’t better than the 

other, nor more accurate, but rather they are just different views of the same 

phenomenon.  Examining these various perspectives has the potential to broaden our 

understanding of the observed phenomenon. 

Health care providers working in wound prevention and management come from many 

different disciplines and work in many different parts of the health care system.  Since 

they bring their own discipline experience, experience with different client populations 

and experience from different settings in which they have worked, they will all likely 

have a different perception of “lifestyle factors”.  In other words, there likely was not one 

“truth” to discover about lifestyle factors.  The broad range of perspectives though, 

provides a richness of description of lifestyle factors. 

As the primary researcher in this study, my experience in wound prevention and 

management influenced the questions I asked, the issues I probed and my interpretations 

of the data.  Discounting this experience is not possible as it is my experience that 

influenced the choice of research question I pursued. Active reflection on my experience 

and comparing that to the perspectives of the research participants helped me stay 

grounded in the data and reduce potential biases. 

One theoretical perspective underpinning this research is pragmatism. Pragmatism is 

consistent with constructivism as pragmatists also do not believe there is one universal 

truth, but a variety of perspectives (Cherryholmes, 1992, pg 14). Pragmatism adds to the 

philosophical foundations of constructivism by suggesting that multiple views on a 

phenomenon should not be judged in terms of which is the “truth” but rather on those that 

lead to the desired outcome. (Cherryholmes, 1992, pg 14)  From a pragmatic perspective 

literature reviews are helpful to set the course of research initiatives and organizing future 

observations and experiences. (Cherryholmes, 1992 pg 14).  From a pragmatic 

perspective, context is important in that the object cannot be studied independently of the 

context. In other words, the pragmatic choice was to interview health care providers who 
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may have experience with identifying and addressing lifestyle factors to gain a better 

understanding of this phenomenon. 

3.1.1 Fit Between Aim of the Study and Philosophical Paradigm 

From the scoping review, the importance of considering lifestyle factors in the prevention 

and treatment of chronic wounds was clear, however practical guidance for clinicians 

describing how to incorporate lifestyle factors into prevention and treatment plans was 

missing.   Examining the context where health care providers interact with community 

dwelling adults with chronic wounds was a practical place to seek data.  Engaging health 

care providers by having them describe their views on lifestyle factors, describe client 

interactions and reflect on these interactions revealed their tacit knowledge of lifestyle 

factors.  

The aim of the study was consistent with a constructivist, pragmatic approach as health 

care providers are unlikely to have one view of “lifestyle factors”. Health care providers 

working in wound prevention and management come from a variety of backgrounds, the 

settings for interventions differ and the clients with chronic wounds all have different 

goals, resources and experiences.  Each of these factors is diverse. For example, health 

care providers can be physicians, nurses, personal support workers, occupational 

therapists, physical therapists, dieticians and others, each bringing their own unique 

discipline perspective.  Although this study was limited to health care providers working 

with clients with chronic wounds living in the community, the treatment settings for these 

clients vary from in the client’s home, community clinics, and hospital settings. The 

client population is also diverse, each with a unique constellation of resources, living 

situations, social supports and goals.  Given that these factors come together in different 

ways, the health care providers’ perspectives on lifestyle factors, and their tacit 

knowledge will also be different.  There isn’t one “objective truth”, but rather the lifestyle 

factors, and how health care providers identify and address them, depended on the 

context where the treatment occurs, the experience of the health care provider, and the 

context of the client’s life.  Given the variability of each of the factors, the approach to 

identifying and addressing lifestyle factors will be different. 
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Consistent with a constructionist, pragmatic perspective, the author is not independent 

from the research study.  I have extensive experience as an occupational therapist in the 

prevention and management of chronic wounds with clients living in the community.  It 

is this clinical practice experience, working to prevent and treat chronic wounds, that is 

the stimulus for this work.  It would be impossible to separate that clinical experience 

from this research. 

It is also important to note that the wound prevention and management community in 

North America is relatively small.  I have been involved in the development of best 

practice guidelines with the Registered Nurses’ Association and Wounds Canada; 

teaching in the Wound Healing Master’s program at the University of Western Ontario 

and teaching in the International Interprofessional Wound Care Course.  As a result, I 

have either taught with, collaborated with or met most of the leaders in the field of wound 

prevention and management.  As a result, I was situated within the wound prevention and 

management community and not an independent observer.   

Although the clinical experience and the author’s location within the wound prevention 

and management community are consistent with a pragmatic approach, it was important 

to purposely engage in a reflexive process to examining my perspectives and personal 

biases to determine how these may have influenced not only what was learned but also 

how it was learned. (DePoy & Gitlin, 2005, pg. 251).  Mechanisms such as reflective 

memo writing (further described in the methods section) helped to reduce bias in the 

study. 

3.2 Methodological Choice: Grounded Theory 
Grounded theory was first developed by Glaser and Strauss (1967).  Grounded theory 

was a way of responding to the positivist tradition, by creating a systematic, analytical 

approach to qualitative research (Charmaz, 2012, pg. 3).  Since that time, a number 

different approaches to grounded theory have been developed, depending on the 

philosophical perspective of the author. Grounded theory methodology, as described by 

Charmaz (2006) is congruent with both constructionism, and pragmatism and has been 

selected as the methodological choice for this study. 
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Unlike Glaser and Strauss (1967) who take a positivist view – that there is one “truth”, 

Charmaz believes that “any theoretical rendering offers an interpretive portrayal of the 

studied world, not an exact picture of it” (Charmaz, 2006, pg 11).  In other words, the 

results reflect one perspective on the phenomenon, rather than discovering a “universal 

truth”.  This view is consistent with a constructivist philosophical foundation. 

Glaser and Strauss take the stand that the researcher is an observer of the phenomenon, 

not located within it.  Charmaz, in contrast believes “We are part of the world we study 

and the data we collect.  We construct our grounded theories though our past and present 

involvements and interactions with people’s perspectives and research practices.” 

(Charmaz, 2006, pg 11)  Charmaz also describes the necessity for purposeful self-

awareness, through reflection on the researcher’s own perspectives and personal biases to 

determine how these may influence the research process, the data and theory generation.  

As discussed previously in this chapter, I am situated within the wound prevention and 

management community, and my experiences have influenced my choice of research 

question as well as the data and constructed themes.  As a result, integrating purposeful 

reflection was an important component to integrate into this study. 

Grounded theory described by Charmaz (2012) takes a systematic, although not 

necessarily linear, approach to research design.   Figure 3 illustrates the overall flow of a 

grounded theory study; however, the actual process is iterative.  For example, data 

collection and data analysis happen simultaneously.   
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Figure 3: Grounded Theory Overview 

The research question often arises out of the researcher’s experience, since the researcher 

is part of the world and the data they study (Charmaz, 2006, pg. 11).  The research 

question drives the characteristics of participants for the study (inclusion and exclusion 

criteria) as well as the types of data that will be collected.  From a data collection 

standpoint, grounded theory doesn’t have a standard approach, but rather a selection of 

different approaches can be used.   

Common approaches to data collection include interviews, field notes, and other 

documents such as records and reports.  

Research Question
•Arises out of the researcher's experience
•Researcher is more than an observer, and is situated within 
the research, co-constructing concepts with the research 
participants

Data Collection
•Flexible approaches to data collection.  The approach to data 
collection depends on the research question

•Data collection can include inteviews, field notes, documents 
etc.

Analysis (Coding)
•Line by line  and focused coding
•Constant comparitive analysis -- data is systematically 
compared to data, to concepts and categories

•Thick descriptions of each categry and the relationship 
between categories emerge as data is analyzed.

Theory generation
•Theories are constructed from the categories and their 
relationships
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“the beauty of the method [constructivist grounded theory] lies in its everything-

is-data characteristic; that is to say, everything I see, hear, smell, and feel about 

the target, as well as what I already know from my studies and my life experience, 

are data. I act as interpreter of the scene I observe, and as such I make it come to 

life for the reader.” (Stern, 2007, pg 115) 

Consistent with a constructivist approach, it is important to note the researcher’s 

observations and their perspectives are included in the data set in the form of field notes 

or memos.  As data are collected, they are organized into relevant situational and social 

contexts.  (Charmaz, 2012, pg 11) Accessing many different sources of data helps to 

create rich descriptions. 

Coding is the backbone of the analysis process and includes, line-by-line coding and 

focused coding.  Initially line-by-line coding used to help conceptualize the ideas through 

a close examination of the data, taking the time to label small segments of data. Through 

this type of coding, analytic ideas may emerge (Charmaz, 2006, p. 50). These ideas can 

be pursued further in the data collection. Focused coding is a way of developing 

categories from the data.  One of the keys to coding is constant comparative analysis 

where data is compared to data, data is compared to codes and categories, and codes and 

categories are compared to each other.(Charmaz, 2006, p. 186) Since the researcher is 

naming and labelling the data, they are constructing the codes.  Once again, this is 

consistent with a with a constructivist, pragmatic stance because grounded theory, 

constructivism and a pragmatic stance are all based on the idea that there isn’t one 

universal “truth”, but rather constructed perspectives. 

A grounded theory approach is iterative, as data analysis occurs at the same time as data 

collection.  As the researcher analyzes the data, new questions or ideas emerge that can 

be addressed during data collection (Charmaz, 2006, p. 11).  For example, clarifying 

questions may be added to the interview, or the researcher may make note to observe 

specific properties of the context etc.  To ensure thick descriptions of each category, the 

researcher may focus on collecting additional data regarding a particular category.  This 

focused data collection is known as theoretical sampling. (Charmaz, 2006)  Data 
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collection occurs until theoretical saturation occurs.  Theoretical saturation occurs when 

the category descriptions are thick, and no new information is found about the category 

with further data collection. (Charmaz, 2006) The grounded theory is constructed from 

the thick descriptions of the categories and their relationships.    

Memo writing is used in a number of ways in grounded theory (Charmaz, 2006, p. 73). 

Memos can be part of the data collection process, where the researcher records their 

observations of the setting, context, participant’s body language, reactions to the 

participant’s comments and any other thoughts they have about the interaction with the 

participant.  Memos are also part of the analysis process.  The researcher writes memos 

about the categories and their relationships.  These memos may form first drafts of the 

research write up.  Finally, memos are used as part of reflexivity.  The researcher writes 

notes about their reactions, thoughts and perspectives about the data.  In this way the 

researcher’s perspective is made visible and helps to reduce bias.  The idea of the 

researcher being embedded in the research is consistent with a constructivist, pragmatic 

stance as described earlier in this chapter. 

The substantive theory is constructed in partnership with the participants in the study and 

emerges from the data, analysis and theoretical sampling. (Charmaz, 2006) Discussing 

the emerging ideas, category and theory with the participants is a form of member 

checking.(Charmaz, 2006)  This helps to ensure that the generated theory fits the 

perspectives of the various participants.  The concept of constructing the theory with the 

participants is again consistent with the idea that there isn’t one universal truth, and 

therefore is also consistent with a constructivist, pragmatic approach. 

3.2.1 Fit Between Aim of Study and Methodology 

The aim of this research study is to explore how health care providers identify and 

address lifestyle factors.  There are four major grounded theory concepts that directly 

address the congruence between the aims of this study and a constructivist approach to 

grounded theory as described by Charmaz (2006, pg 11).  These concepts are the view on 

“truth”, the location of the author, the flexibility with data collection and the opportunity 

for member checking. 
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Constructivist grounded theory acknowledges that there is not a single “universal truth”.  

The diverse backgrounds and experiences of health care providers is likely to result in 

different perspectives on lifestyle factors, rather than a single “universal truth”.  The 

diversity, however, adds to the richness of description around lifestyle factors and 

provides a broader perspective.  Examining these diverse views however, resulted in 

common themes, and ideas.  These common themes and ideas lead to the construction of 

a theory of how health care providers identify and address lifestyle factors 

In a constructivist grounded theory approach, the author is located within the research 

and data collected.  In fact, the research question comes out of the researcher’s 

experience.  In this study, the research question came directly out of my clinical practice 

as described in Chapter 1.  Given that I have worked in the field of wound prevention and 

management as a clinician, an educator and an author of best practices and other articles, 

I am clearly embedded in this research.  Being embedded in the research, and the 

research question coming from my experience are both consistent with a constructivist 

grounded theory approach. 

Although constructivist grounded theory follows a rigorous systematic process, there are 

a variety of approaches to data collection.  Taking a broad-based approach to data 

collection is a practical approach to this research topic, as the medical literature does not 

provide consistent information or guidance for clinicians on lifestyle factors.  Clearly, 

interviewing health care providers would provide data about how they identify and 

address lifestyle factors, but they may also know of other sources of information on 

lifestyle factors.  Pursuing these other sources of data such as policies, discipline specific 

documentation, and other resources may provide more information about lifestyle factors 

and is consistent with a constructivist, grounded theory approach. 

Lastly, grounded theory offers an opportunity to engage in a process called member 

checking.  Member checking is a systematic process where participants have the 

opportunity to review and participate in the construction of concepts and the grounded 

theory.  As discussed earlier in this chapter, given that individual participants will likely 

have different perspectives on lifestyle factors, and there is little guidance in the literature 
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for health care professionals around identifying and addressing lifestyle factors 

constructing the concepts and theory with the participants will help ensure the theory 

resonates with them.  It will also contribute to the usefulness of this theory to other health 

care providers. 

3.3 Summary 
In qualitative studies, the research method emerges from the philosophical foundation of 

the research as well as the research question.  The method of inquiry must be congruent 

with the philosophical foundation. Grounded theory is congruent with the constructivist,  

pragmatic perspective held by the researcher.   The methods chapter will provide further 

insight into the design of the study, the specific approaches to data collection and the 

approach to data analysis. 
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Chapter 4  

4 Methods  
As an occupational therapist working in wound prevention and management, I have 

become attuned to the impact that chronic wounds, and their treatment have on the 

lifestyle and chosen occupations of the individual client.  This interest began with a focus 

on bed rest, when I heard clients complain that they couldn’t adhere to the recommended 

treatment of bed rest for a pressure injury, due to the impact this treatment had on their 

life (Norton, Coutts, Fraser, Nicholson, & Sibbald, 2004).  My interest in lifestyle factors 

grew as I heard my students comment that lifestyle factors are important, yet they 

designed treatment plans that did not address the impact these treatment plans had on 

their client’s lifestyle.  As I became involved with best practice recommendation 

development (s.f. Keast, Parslow, Houghton, Norton, & Fraser, 2007; Norton et al., 2017; 

Sibbald et al., 2012a, 2012b), I was fascinated by the identified importance of lifestyle 

factors in best practice guidelines, and the lack of formal guidance for the clinician about 

identifying and addressing lifestyle factors. It is this fascination that lead to the idea for 

this research study. 

This study used a constructivist grounded theory approach to examine how experienced 

health care providers identify and address lifestyle factors with clients who have chronic 

wounds living in the community.  The study addressed the following sub questions: 

• What do experienced health care providers identify as lifestyle issues? 

• What resources do experienced health care providers use to give them a 

perspective on lifestyle issues? 

• How do experienced health care professionals integrate lifestyle factors into their 

practice? 

• What barriers do experienced health care providers face when trying to identify 

lifestyle factors with their adult clients? 

• What barriers do experienced health care providers face integrating these lifestyle 

factors into the client’s treatment plan? 
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As described in Chapter 3, a constructivist grounded theory approach was an appropriate 

strategy to access the health care providers’ experience regarding identifying and 

addressing lifestyle factors.  Exploring their perceptions of lifestyle factors, reflecting on 

patient interactions, and co-constructing concepts to generate a grounded theory can help 

to make their tacit knowledge more visible, and stimulate discourse in this area. 

A constructivist grounded theory approach is an iterative process where there are multiple 

sources of data.  In addition, data collection and data analysis often occur simultaneously.  

This iterative approach strengthens the grounded theory but makes it difficult to describe 

the method in a linear fashion. For this reason, the method has been divided into smaller 

subsections, building to an overall illustration of the study method later in this chapter.   

This chapter begins with the ethics approval, followed by participant selection and 

recruitment.  The next section is the description of the method. For clarity and ease of 

presentation, the method is presented in 4 sections – individual participant process, 

constant comparative analysis, memos and theoretical sampling, and finally the overall 

illustration of the method. Recognizing that there is overlap between sections, fewer 

details are provided in later sections where concepts overlap. The reader can assume that 

the same process occurred unless otherwise specified. This chapter ends with a discussion 

of rigor. 

4.1 Ethics 
The research proposal was submitted and approved by the study advisory committee prior 

to its submission to the Health Sciences Research Ethics Board of Western University.  

Ethics approval (Appendix 3) was received on October 11, 2016 prior to beginning this 

study. 

4.2 Participants 
This study focused on one group of participants – experienced health care providers.  

This decision was based on my clinical experience, and was a pragmatic choice, in that 

the most practical way to determine how health care providers do something, was to ask 

them.   
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4.2.1 Participant Selection 

The aim of this study was to describe how health care providers identify and assess 

lifestyle factors, therefore, experienced health care providers who work in the area of 

chronic wound prevention and management with community dwelling adults, formed the 

targeted participant group.  There were three specific inclusion criteria. 

First, the potential participant was a Health Care Provider (MD, RN, OT, PSW etc.) with 

at least 3 years of experience treating clients with chronic wounds. Health care providers 

of any discipline were included as, in the experience of the researcher, health care 

providers working with clients with chronic wounds tend to work in a transdisciplinary 

fashion, and often overlap with roles traditionally played by another discipline. Working 

in the area of chronic wounds for at least 3 years ensures they had experiences with 

clients where lifestyle factors have influenced the treatment plan.  

Second, the potential participant had, on average, at least 5 appointments per week with 

adult clients with chronic wounds who live in the community.   This ensured that the 

clinician had current experience and saw several clients during the time they were 

completing the reflective journal. They must have seen clients who reside in the 

community because clients who live in the community, in comparison to those living in 

long term care or other facilities, have more choices and options in their daily care 

routines, occupations and lifestyle.  

Lastly, the potential participant must practice in Canada. This research study focused on 

the Canadian experience. Wound care practices, health care systems, and value systems 

may be very different in different countries. 

Potential participants were excluded if they were non-English speaking as English is the 

only language spoken by the researcher.   

4.2.2 Recruitment  

The community of health care professionals across Canada who work with clients with 

chronic wounds is small, and the researcher is a well-known member of this community. 

For this reason, a gatekeeper was used as part of the recruitment strategy.  This put 
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distance between the researcher and potential participant to reduce any sense of pressure 

to participate. 

Initially, purposive sampling occurred.  A list of 100 health care providers who had 

participated in chronic wound best practice guideline development, participated in 

conferences or authored key articles was created.  Of these 100 health care providers, 40 

were known not to see clients in the community.  Publicly available contact information 

was found for the other 60.  These health care providers were contacted by the gatekeeper 

and asked if they would consent to receive the study information to see if they were 

interested in participating.  Of the 60, 14 did not respond to the initial contact, but 

information on the study (See Appendix 4) was sent to the remaining 46 individuals.  One 

individual declined because she did not work with clients who lived in the community, 10 

agreed to participate, and the rest did not respond to the email. 

Snowball sampling was also employed. Participants were asked to consider whether they 

knew anyone else who they thought would be interested in participating in this study.  If 

so, they were provided with a recruitment ad (See Appendix 5) with the researcher’s 

contact information.  They were asked to provide this ad to the potential participant.  I did 

not reach out to potential participants identified through this process.  If an individual 

was interested, they contacted the research assistant or myself directly. Three additional 

research participants were identified through snowball sampling.   

Signed consent forms were received from the participants prior to scheduling their first 

interview.   

The wound prevention and management health care professional community is small.  As 

a result, identifying participants by more than one descriptor such as discipline and 

Province would risk revealing the identity of the participant to readers who work within 

this community.  As a result, participants are identified by participant number to preserve 

anonymity.  This type of identification illustrates the perspectives of different participants 

within each constructed category without jeopardizing anonymity.   
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4.2.3 Number of participants 

Data collection proceeded until theoretical saturation occurred.  Theoretical saturation 

occurred when the category descriptions were thick, and no new information was found 

about the category with further data collection.  In this study saturation was reached with 

13 participants. 

4.3 Study Methods 
This constructivist grounded theory study used multiple sources of data including 

interviews, focus groups, field notes, memos, and relevant documents to gain a broad 

perspective and understanding of the issues identified in this study.   The reader is 

reminded that the study design is iterative, and as a result is difficult to describe in a 

linear fashion in a manuscript.  For clarity the method is presented starting with a single 

participant interaction, describing both the data elements and analysis elements.  This 

single participant interaction view, provides the foundation for the remaining three parts 

to the study design; constant comparative analysis, memos and theoretical sampling, and 

finally the overall illustration of the method. 

4.3.1 Data Collection and Generation 

Figure 4 illustrates the individual participant involvement in this research study, 

including how the data from the individual was analyzed.  Data collection elements are 

highlighted in blue, while data analysis elements are highlighted in green.  Elements 

containing both data collection and analysis components are shaded half in blue and half 

in green.  Activities involving the participant are on the left, and those involving the 

researcher are on the right.  Each of these data and analytical elements are described in 

the following subsections. The last subsection describes the overall approach to data 

coding and data analysis.  It is important to note that this study accessed multiple sources 

of data to help ensure different perspectives are included in the constructed concepts, and 

that the resulting category and theory descriptions are thick. These thick descriptions 

contribute to the rigor of this research study.   
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Figure 4: Individual Participant Interaction 

Although participants were asked to participate in two interviews, the burden was 

reduced for participants through flexible scheduling (any time of day).  Both in person 

and online interviews occurred as part of this study given that participants were from 

across Canada.  Hosting the interviews in person in the participant’s work setting 

embedded them in the context of wound prevention and management.  In person 

interviews enabled me to observe body language and cued me to ask more probing 

questions. Those who were interviewed online, were not necessarily in their work setting, 

and may not have been as embedded in wound prevention and management at the time of 

the interview.   

4.3.1.1 First Interview 

A constructivist approach was used to design the interview questions.  “A constructivist 

would emphasize eliciting the participant’s definitions of terms, situations, and events 

and try to tap his or her assumptions, implicit meanings, and tacit rules.” (Charmaz, 2006 

pg. 32)  Interviewing experienced health care providers about their views of lifestyle 

factors and how they identify and address them, is the most direct way to access their 

tacit knowledge of this topic.  As established in the literature review, there isn’t a 

consensus published on how to identify and address these factors.  Given the stated 

importance of lifestyle factors in the best practice guidelines, it is likely that each health 
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care provider has come to their own perspective on lifestyle factors through different 

experiences, working with different clients, and through different educational 

experiences. 

Interviews were semi-structured and recorded via Blackboard Collaborate, an online 

conferencing program.  Semi structured interviews allowed for flexibility to explore the 

identified concepts in depth.  The recordings were transcribed for analysis.  

4.3.1.1.1 First Interview Content 

The first interview, lasting between 60 and 90 minutes, was divided into seven parts: 

background including general practice setting, and health care provider background; 

exploration of the participant’s definition of both “risk factors” and “lifestyle” including 

examples from their experience; identifying and addressing “lifestyle factors” in practice;  

barriers to addressing lifestyle factors; their perceptions as to how they learned about 

lifestyle, identification of any policies, documents and guidelines that influence 

addressing lifestyle factors (e.g. time restrictions, standard protocols/pathways etc.) and 

instructions for the reflective journal portion of the study. (See Appendix 6 for the 

interview guide).   

The background of the health care provider was explored as part of the first interview, as 

in my experience many health care providers working in wound prevention and 

management “fell” into this area, rather than having chosen it as a career.  It is likely that 

the prior experience of the health care provider, and their entry into wound prevention 

and management influenced their view of lifestyle factors. 

The next several sections, the health care provider’s definition of “risk factor”, their 

definition of “lifestyle factors” and identifying and addressing “lifestyle factors” were 

designed to get a broad view of their perspective.  In my experience, health care 

providers often collapsed the concepts of “risk factor” and “lifestyle factor”.  Exploring 

the health care provider’s perspective of the difference in these two concepts helped to 

clarify their perspective. 
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Identifying the barriers health care providers face is one of the sub questions of this 

study, so a barriers section was included in the interview.  In my experience, some health 

care providers are able to discuss the lifestyle factors in relationship to the client 

situation, but other barriers such as time constraints, or funding constraints are cited as 

reasons these lifestyle factors are not addressed. 

The next section discussing how they learned about lifestyle, relevant documents and 

policies is designed to help the health care provider identify other documents that could 

contribute to this research.  In my experience, health care providers gain knowledge in 

many different ways, and from different sources depending on their discipline 

background.  It is possible these documents could contribute to the understanding of 

lifestyle factors and how they are identified and addressed. 

The interview ends with an explanation of the reflective journal, and instructions on how 

to complete the journal.  The appointment for the second interview was booked at this 

time.  The second interview was booked for approximately 2 weeks later, however in 

some cases the second interview was delayed related to scheduling issues such as 

participant vacations.  The intent of the interval between the first and second interviews 

was to give the health care provider time to complete the reflective journal. 

4.3.1.2 Participant Reflective Journal 

Between the first and second interview, the participant was asked to complete a reflective 

journal, for a maximum of 10 clients (See Appendix 7).  This journal encouraged the 

participant to list the clients they saw after the first interview, describe their wound, the 

lifestyle factors and how they were addressed, if they were addressed. The intent of this 

journal was to assist the health care provider to capture any other lifestyle factors they 

identified and addressed.  Within the journal they also had the opportunity to list any 

barriers to addressing lifestyle factors.  The participant then reviewed this journal with 

me during the second interview to stimulate the identification of other lifestyle issues or 

barriers and to foster discussion.  From the information the participant provided in the 

journal I was able to probe further into the lifestyle factors and barriers. 



62 

 

4.3.1.3 Field Notes and Memos 

After each interview, I wrote a specific memo, also known as a field note, about my 

observations regarding the first interview.  These memos included my thoughts and 

reactions prompted by the first interview, as well as any insights I gained. For example, 

during one of the interviews there was a strong theme that the participant preferred the 

“good old days” when they could just tell the client what to do, rather than the new 

approach of engaging the client, which they found more difficult.  I wrote a memo about 

this topic area, because this perspective of preferring to tell the client what to do, rather 

than engaging them was opposite to my approach to clinical practice. These memos 

helped to make my perspectives and potential biases visible. These memos were loaded 

into NVivo and analyzed.  

4.3.1.4 Obtain, Memo and Code Relevant Documents 

At any point of the research process, participants could identify documents that 

influenced their view of, or how they address lifestyle factors.  The types of documents 

identified included best practice guidelines and recommendations, articles, discipline 

scope of practice documents, policy statements, assessment forms, patient handouts etc.  

Where possible, copies of these documents were obtained from the participant or via an 

internet search.  These documents were reviewed and analyzed.  If they contained 

information about lifestyle factors, they were included directly in NVivo and analyzed 

alongside the other sources of data such as the interview transcripts.  If the document 

didn’t contain information about lifestyle factors, I wrote a memo including a discussion 

of how the document may contribute to how lifestyle issues are or are not addressed.  

These memos were then included in NVivo for analysis.  For example, I wrote a memo 

about the Care Pathways from the Community Care Access Centre.  These pathways 

indicate the types of assessments and treatments that need to occur for clients with 

different types of chronic wounds but didn’t specifically indicate ways of identifying or 

addressing lifestyle factors. 
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4.3.1.5 Transcription and Coding of the First Interview 

The first interview was transcribed and loaded into NVivo.  I then read the transcript 

prior to beginning the analysis. This helped to ensure I stayed close to the data.  I then 

proceeded to analyze the transcript.  The approach to analysis is described in section 

4.3.1.7. 

4.3.1.6 Second Interview 

Once again, second interviews occurred either in person or via Blackboard Collaborate.  

Upon completion, the interview was transcribed, read and loaded into NVivo and 

analyzed. Second interviews lasted between 30 to 60 minutes. As a form of member 

checking the researcher discussed the themes identified from the first interview, with the 

participant.  The participant had the opportunity to elaborate on these themes and provide 

any comments.  Next, using the reflective journal to stimulate their memory, the 

participant reviewed each client that was seen, any lifestyle factors identified, and how 

they were addressed, if at all. A maximum of 10 clients per participant were reviewed. 

The researcher asked probing questions to encourage the participant to elaborate on their 

view of the lifestyle factors and any barriers to addressing lifestyle factors.  Theoretical 

sampling, also occurred in the second interview to ensure rich descriptions of each 

category, and that they resonated with the participant.  Member checking and theoretical 

sampling are discussed in more detail later in this chapter. 

Finally, participants were asked whether or not they would be willing to be contacted to 

participate in a focus group. The guide for the second interview is found in Appendix 8. 

4.3.1.7 Data Analysis 

All of the data elements were analyzed and coded by the primary researcher. The 

researcher coded each segment of each data element using NVivo.  The coding process 

resulted in a sorting and consolidation of the data. Several approaches to coding occurred 

including initial coding, focused coding, axial coding, and theoretical coding. 
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4.3.1.7.1 Initial Coding 

Initial coding was a line-by-line and incident by incident coding of the data with an open 

mind to all possible theoretical directions (Charmaz, 2006, p. 47). Wherever possible, 

data were coded as actions, as this “helps to curb tendencies to make conceptual leaps 

and to adopt extant theories before we have done the necessary analytic work” (Charmaz, 

2006, p. 48).  As an example, one of the initial codes was “identifying lifestyle factors 

through discussion”. All sources of data except the literature review including first 

interviews, relevant documents, second interviews, and memos were coded using this 

process until there was saturation of the initial codes.  Saturation occurred at 13 

participants, when no new categories were identified. 

4.3.1.7.2 Focused Coding 

Focused coding involved identifying and developing the most salient categories in the 

data collected. (Charmaz, 2006, p. 56)  At this point some of the initial codes were 

combined into larger categories.  As data collection progressed with the addition of new 

participants, or the creation of new memos, these items were analyzed using focused 

coding.  The researcher remained vigilant to data that didn’t fit into established codes to 

identify if new categories were needed. 

4.3.1.7.3 Axial Coding 

Axial Coding was the process used to bring the data back together. Each category and 

subcategory was compared looking for commonalities (Charmaz, 2006, p. 60).  From 

these categories I gained insights into when, how, and by whom activities within each 

category occurred.  Memos were written about each of the categories as part of the 

analysis process.  These memos formed the foundation for the descriptions provided in 

the results section of this manuscript. 

For example, I compared the way health care providers entered the field of wound 

prevention and management.  Some of the participants entered the field of wound care 

because they were filling a vacancy for another health care provider. Others entered 

because they applied for a new job or job promotion, such as a wound, ostomy and 
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continence nurse that had wound prevention and management as a component along with 

what they actually wanted to do.  Another subset of health care providers entered the field 

because their client population changed, to one with more chronic wounds.  This lead to a 

consolidation of these categories into an overall category “fell into wound prevention and 

management’ to describe the idea that many health care providers entered wound 

prevention and management as a result of other circumstances, rather than a direct choice 

to focus in this field.  A memo was written about this process.    

4.3.1.7.4 Theoretical Coding 

Theoretical coding helps to “specify possible relationships between categories you have 

developed in your focused coding.” (Charmaz, 2006, p. 63)  Each of the categories 

developed were compared to each other to look for relationships between the codes. 

Memos were also written describing these relationships.  These memos in turn were used 

in the construction of the grounded theory. 

For example, several participants identified focusing on the wound, and what dressing to 

put on the wound.  I explored this concept along with the concept that many health care 

providers “fell into wound prevention and management”.  Several of the participants who 

“fell into wound care” commented on focusing on the task that they were asked to 

perform.  The task in this case was to dress the wound.  Their priority was to seek out 

education and information related to the use of various dressings, and determining which 

dressings were appropriate for which types of chronic wounds.  A memo was written 

about this relationship and contributed to the development of the initial theory. 

4.3.2 Constant Comparative Analysis 

As participants were recruited into this study, their participation in the study followed the 

same pattern described in section 1.3.1.  Figure 5 illustrates that there was overlap in 

recruitment.  New participants joined the study, prior to earlier participants completing 

their section interview. Recruitment continued until saturation of the categories occurred.  

Theoretical saturation occurred with 13 participants -- the category descriptions were 

thick, and no new information was found about the categories with further data 

collection.   
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Figure 5: Between Participant Comparison 

The green arrows on the left side of Figure 5 represent the concept of constant 

comparative analysis.  Data were constantly compared within each participant and 

between participants.  Constant comparison continued at the macro level, comparing data 

within categories and comparing categories to each other.  Constant comparative analysis 

helped me identify similarities and differences within the data for each participant as well 

as between participants.  This in turn enabled me to provide detailed, thick descriptions of 

each code. (Charmaz, 2006, p. 53) 

4.3.3 Memos and Theoretical Sampling 

Memos and theoretical sampling played an important role in the method as illustrated in 

Figure 6.  “Memos chart, record, and detail a major analytic phase of our journey.” 

(Charmaz, 2006, p. 72)  At this stage memo writing moved beyond writing memos about 

individual participants and included comparisons across and between participants.  The 

memos were analytical in nature and helped to identify similarities and differences 

between the responses of the participants.  This memo writing process is illustrated by the 

long blue arrow in Figure 6.   
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Figure 6: Memos and Theoretical Sampling 

Theoretical sampling, was used to further develop the categories, to ensure rich 

descriptions.  “Theoretical sampling involves starting with data, constructing tentative 

ideas about the data, and then examining these ideas through further empirical inquiry.” 

(Charmaz, 2006, p. 102).  Specifically, the ideas developed during theoretical coding 

described in Section 4.3.1.7.4 lead to additional probing questions during the first and 

second interviews of participants.  For example, when a participant discussed “falling 

into the field of wound prevention and management”, I probed this idea further with 

questions about how this related to the way they approached wound prevention and 

management and pursued educational opportunities. 

Through this process, gaps in the data were identified, that lead to asking probing 

questions during the interviews with participants.  Theoretical sampling, and the idea that 

the themes and ideas fed back into the probing questions asked of participants is 

represented by the long black arrow in Figure 6.  Data collection continued until 

theoretical saturation occurred, i.e. when the category descriptions were thick, and no 

new information was found about the category with further data collection.  This 
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occurred at 13 participants.  Thick descriptions helped to ensure the categories contained 

a broad range of perspectives and provided more detail. (Charmaz, 2006, p. 14). 

4.3.4 Overall Illustration of the Method 

Building on Figures 4, 5, and 6 above, Figure 7 is an illustration of the overall method.  

Notice that the Participant Involvement (Figure 4), Between Participant Comparison 

(Figure 5), Memos and Theoretical Sampling (Figure 6) are all contained within a shaded 

green area in Figure 7 to illustrate the idea that analysis and data collection are occurring 

simultaneously. 

 

Figure 7: Overall Illustration of the Method Used 

4.3.4.1 Literature Review 

Added in Figure 7 is the literature review. As an occupational therapist working in the 

field of chronic wound prevention and management, I had a familiarity with the key 

literature as part of my day to day practice.  A scoping literature review was completed 

prior to starting this study.  This scoping review was updated after the participant data 

were collected and analyzed.  Only if a participant identified an article did I include it in 

the analysis, otherwise it was not included.  Specific articles from the literature review 

were not part of the data analysis, unless they had been identified by the participants as a 

relevant document for them. I wrote a memo reflecting on the literature review, the lack 
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of guidance for clinicians around lifestyle factors, and my thoughts on why this may be 

lacking in the literature.  This memo was considered in relation to the categories already 

established in the analysis. 

4.3.4.2 Initial Integration and Theory Generation 

Theoretical sorting, diagramming and integrating were used to foster the theoretical 

development of the analysis.  It is through these techniques that construction of the theory 

emerged. 

4.3.4.2.1 Integration of Memos 

Integrating memos is a process where a logical progression of memos is created in 

relationship to specific categories, rather than in a chronological order. (Charmaz, 2006, 

pp. 116–117) The memos written about each category, the relationships of the categories, 

and insights were all reviewed as part of the process of integration and theory generation.  

I leaned heavily on theoretical sorting and diagramming to generate the initial theory. 

4.3.4.2.2 Theoretical Sorting, and Diagramming  

Theoretical sorting, “gives you a logic for organizing your analysis and a way of creating 

and refining theoretical links that prompts you to make comparisons between categories.” 

(Charmaz, 2006, pg 115).  Theoretical sorting was accomplished through the integration 

of memos and diagraming.  Diagraming was used as a way of creating a visual 

representation of the categories and their relationships.  Each of the minor themes were 

written on an individual sticky note. After reviewing all the memos, this researcher used 

the sticky notes to organize the categories with a view to describe the relationships 

visually.  This process was repeated with my PhD supervisor as well as the focus group 

participants.  Examining the diagrams created by the focus group participants, jointly 

with my PhD supervisor and the ones created on my own, helped to solidify the 

relationships and overall theory. 
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4.3.4.3 Member Checking 

Going back into the field to check that the categories and concepts resonate with the 

participants is an important part of grounded theory. (Charmaz, 2006, p. 84, 2012, p. 9)  

Participants who consented to be contacted to participate were given the opportunity to 

attend the focus group at the Wounds Canada Conference or at a wound clinic and were 

reminded that participating in the focus groups would reveal their identity to the other 

focus group members.  Both of the settings, the Wounds Canada Conference and the 

wound clinic are embedded in wound care where participants were immersed in wound 

prevention and management.  This helped to prime the participants for the focus group 

discussion. 

The focus groups lasted between 60 and 90 minutes. In both focus groups, participants 

were given a small stack of sticky notes with each of the minor themes labeled on an 

individual sticky note.  The focus group began with the researcher describing each of the 

minor themes, giving the participants time to make notes and ask questions.  Once all of 

the minor themes were described and clarified, the participants were asked to work 

individually and arrange the sticky notes to show which concepts fit together to make 

larger themes, as well as to show the relationships between the themes.  Once all the 

participants completed this task, they came back together as a group.  Each individual 

participant then presented their arrangement of sticky notes to the group including the 

researcher and research assistant.  This gave the participants the opportunity to hear each 

other’s perspectives.  Finally, the group was given one more set of sticky notes with the 

minor themes.  They were then asked to work as a group to complete the same exercise of 

arranging the sticky notes into larger themes and showing the relationships.  Once 

complete, the participants presented their sticky note diagram to the researcher and 

research assistant.  The researcher asked probing questions to clarify the concepts and to 

foster discussion. I reflected on the way the participants and group combined the sticky 

notes and the conversation that occurred and generated a memo about this interaction.  

These ideas and reflections from the first focus group were integrated into the substantive 

theory. 
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The second focus group had one additional activity.  The researcher presented the 

substantive theory that was developed with the input of the first focus group.  The 

substantive theory also included the major and minor themes and their relationships.  The 

researcher than facilitated a discussion of the theory.  A memo was written reflecting on 

this discussion and the resulting insights. 

4.3.4.4 Final integration and theory generation 

Reflections from the first and second focus groups, reviewing the analytical memos, 

category descriptions and discussions with my PhD supervisor consolidated the theory.  

A memo was written on the final theory, which forms the basis of the presentation of the 

theory in chapter 5 of this manuscript. 

4.4 Review of techniques to promote rigor 
Rigor in a qualitative study comes from a transparent discussion of the congruence 

between the philosophical stance, study methodology and study method.  The approach 

as described by Charmaz (2006, pg. 181 - 183), relies on the concepts of credibility, 

originality, resonance and usefulness to establish rigor.   

4.4.1 Credibility 

The first criteria, credibility relates to the amount, breadth and relevance of data 

collected, the systematic comparisons between categories, achieving intimate familiarity 

with the topic, and whether enough evidence has been provided to substantiate the claims 

of the study (Charmaz, 2006, pg 182).  In this study, the participants had at least 3 years 

of experience working with clients with chronic wounds and saw at least 5 patients with 

chronic wounds each week.  In addition, the researcher was intimately familiar with the 

context of this study having worked and taught in the area of wound prevention and 

management for over 20 years.   

Thick descriptions were generated through the use of multiple sources of data – first and 

second interviews, reflective journal, participant identified documents, literature search 

and the focus groups.  The multitude of data sources provided depth to the observations. 

Systematic constant comparison within the data from each participant and between 
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participants, as well as various coding techniques as described in this chapter also added 

to the credibility.   

Participants were recruited until saturation occurred, resulting in participants with various 

backgrounds in various settings working with different types of chronic wounds, adding 

richness and diverse perspectives to the descriptions.  These thick descriptions are 

presented as part of the results and provide sufficient depth to convey the meanings of the 

categories and concepts and demonstrate that the analysis is grounded in the data. 

4.4.2 Originality 

The second criteria, originality refers to whether the study offers new insights or “how 

does your grounded theory challenge, extend, or refine current ideas, concepts, and 

practices?” (Charmaz, 2006, pg 182)  How health care providers identify and address 

lifestyle factors has not been addressed in the literature.  This study aims to describe the 

tacit knowledge and clinical approach health care providers use regarding lifestyle 

factors.  Interviewing health care providers, seeking clinical examples, identifying 

relevant documents and reviewing their reflective journal, contributes unique data that 

have been analyzed to develop a substantive theory to help close this knowledge gap. 

4.4.3 Resonance 

The third criteria, resonance refers to the fullness of the descriptions of the studied 

phenomenon and whether the grounded theory makes sense to the participants and people 

with similar experiences (Charmaz, 2006, pg 183).  In this study, during the second 

interview, I discussed the codes and ideas I found in the transcript of the first interview 

with the participant.  During this process, I confirmed the experience of the participants 

and ensured the findings made sense to them.  A similar process occurred during the 

focus groups. The researcher presented the findings as well as the theory developed to the 

focus group participants to ensure these were congruent with their experience and made 

sense to them.  I provided the opportunity for the participants to discuss the theory, to 

identify any gaps and suggest any revisions to the theory. 
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4.4.4 Usefulness 

The fourth, and last criteria, usefulness refers to the usefulness of the grounded theory in 

day to day practice, and how it contributes to knowledge of the topic area (Charmaz, 

2006, pg. 183)  Current direction for clinicians from best practice guidelines and the 

available research suggest that the clinician consider lifestyle factors in the assessment 

and management of patients with chronic wounds. Statements found in the literature 

about lifestyle factors and how to address them are vague and do not offer substantive 

guidance for clinicians to use in practice.  The aim of this study is to describe the current 

practice of health care providers and stimulate discourse within the wound prevention and 

management community about how to identify and address lifestyle factors.  Through 

this discourse clinicians have the opportunity to change their practice, suggest future 

directions of research and ultimately to better address the lifestyle factors with their 

community dwelling clients with chronic wounds. 

4.5 Summary of Methods 
The link between constructivist grounded theory and the research method has been 

discussed throughout this chapter.  As a review, several specific constructivist grounded 

theory approaches have been incorporated in this study.  These approaches include 

multiple sources of data, constant comparison, field notes and memos, member checking 

and theoretical sampling.  All of these approaches have been described within this 

chapter. 
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Chapter 5  

5 Study Results 

5.1 Plan of Presentation of the Results 
The presentation of the research results of this constructionist grounded theory study 

begins with a description of the context for this research.  A clear description of the 

context of this study situates this research within the field of wound prevention and 

management and enables the reader to judge the applicability of the study to their area of 

practice in addition to judging the study’s quality. 

The next section describes how the theory was generated.  This includes approaches to 

the initial coding; and organizing the codes into categories and sub-categories.  Rationale 

for revising the organization of the codes is also discussed.  When and how member 

checking contributed to the development of the categories, subcategories and theory are 

identified. 

The third section presents an overview of the substantive theory, with a brief description 

of the two core concepts, as well as the major categories within each of the core concepts.  

The relationships between the categories and concepts are outlined.  This overview of the 

theory and description of the core concepts provides the context for the detailed 

discussion of the concepts in the next section. 

The forth section describes each of the constructed concepts.  As the description of the 

development of a grounded theory “moves back and forth between theoretical 

interpretation and empirical evidence”(Charmaz, 2006, pg152-153), specific participant 

quotes illustrating each concept are intermingled with descriptions of the concepts, 

categories and sub-categories. 

The last section explores three types of clinical reasoning; procedural reasoning, 

interactive reasoning and conditional reasoning.  Each type of reasoning is related to a 

specific component of the substantive theory.  Exploring the types of clinical reasoning is 
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used as a way of describing the iterative nature of the theory and illustrating the 

interaction between the components of the substantive theory. 

5.2 Context of the study 
Chronic wounds, including venous leg ulcers, diabetic foot ulcers, arterial ulcers and 

pressure ulcers, are treated by a variety of health care providers including physicians, 

nurses, dieticians, chiropodists/podiatrists, physical therapists, and occupational 

therapists.   Treatment for clients living in the community with chronic wounds occurs in 

a variety of settings including community clinics, doctors’ offices, hospitals as well as in 

the clients’ homes. 

Canadian health care providers have been involved in the development of best practice 

guidelines and recommendations that are not only used in Canada but across the world.  

These include guidelines from the National Pressure Ulcer Advisory Panel (National 

Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory Panel, & Pan Pacific 

Pressure Injury Alliance, 2014a), the Registered Nurses Association (s.f. Parslow et al., 

2011; Registered Nurses’ Association of Ontario, 2016) and Wounds Canada (s.f Harris 

et al., 2017; Norton et al., 2017; Orsted et al., 2017). 

The Wound Bed Preparation paradigm (Sibbald et al., 2012a, 2012b; Sibbald, Goodman, 

et al., 2011), also developed in Canada, forms the foundation of chronic wound 

prevention and management in many countries across the world, including Canada.  This 

paradigm (Sibbald et al., 2012a, 2012b; Sibbald, Goodman, et al., 2011)  has included 

patient centred concerns as one of the three primary components of the model since 2000 

(Dolynchuk et al., 2000; Sibbald et al., 2000).  “It is important to treat the whole patient 

and not just the ‘‘hole’’ in the patient” (Sibbald et al., 2012a, 2012b; Sibbald, Goodman, 

et al., 2011).    

5.3 Participants 
The health care providers who participated in this study, used many of the best practice 

documents described above as the foundation for their practice.  Many of the participants 

were involved in the development of these documents. 
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All of the participants had at least 3 years of experience and saw at least 5 chronic wound 

clients per week.  They worked in a variety of settings including in the client’s home, 

clinics, hospitals and long-term care settings.  Where participants worked in more than 

one setting, they were asked to focus on the clients they saw living in the community 

when they participated in this study.   

There was a total of 13 participants, 12 of whom completed first and second interviews as 

well as the journal. All 12 agreed to be notified to be invited to the focus groups, and a 

total of 7 participated in the focus groups.  One participant only completed the first 

interview, as we were unable to coordinate a time for the second interview despite 

repeated attempts. 

Participants came from a variety of disciplines including physician (2), dietician (1), 

nursing (6), physiotherapy (1) and chiropody/podiatry (3).  They practiced in different 

regions of Canada including British Columbia (2), Alberta (1), and Ontario (10) in both 

urban (11) and rural (2) settings.   

Descriptors of the participants were not analyzed for the influence of gender, discipline or 

region on the data.  The descriptors were provided for transparency so the reader can 

determine if the context of this study is similar to their own setting. Recall that the 

descriptors were not combined i.e. region with discipline as this may lead to the 

identification of specific health care providers by other readers of this dissertation from 

the wound prevention and management community. 

5.4 Development of the Substantive Theory 
Initially when coding the interviews, I focused on trying to directly answer one of my 

research questions – “what do experienced health care providers identify as lifestyle 

factors?”.   I had made the unconscious assumption that experienced health care providers 

would be able to clearly define the term “lifestyle factor” and that they would be able to 

clearly describe a series of specific factors. This lead me to try categorizing data based on 

identifying individual lifestyle factors. I soon became frustrated and dissatisfied with this 

approach for two main reasons.  First, individual health care providers were not 
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consistent with the factors they identified as a lifestyle factor.  Within the same interview, 

and often within minutes one factor would be called a risk factor, and then the same 

factor would be called a lifestyle factor.  There was also inconsistency between providers, 

such that there was not a factor that I could point to that was always considered a lifestyle 

factor.  Despite these inconsistencies most of the participants thought it was important to 

differentiate between lifestyle factors and risk factors.  Secondly, the participants 

passionately described how they adapted treatment to the client’s needs, and the complex 

context in which treatment occurred.  My first approach to coding did not adequately 

capture this data, nor its meaning.  I was trying to force a structure on the data, rather 

than letting the codes and categories emerge from the data.  I realized that since I had 

structured the interviews and data gathering around identifying and addressing lifestyle 

factors, all of the data from the interviews could be relevant to my research questions. 

Next, I took a step back, and grouped like things together.  As an example, in the first 

interview, I asked all the participants to identify the barriers that impacted their ability to 

address lifestyle factors.  All of the barriers identified and coded in the interviews such as 

lack of time, financial barriers etc., were grouped together under the category “barriers”.    

Another example was grouping all of the different approaches to assessment that were 

coded, such as “lifestyle factors identified through discussion”, “lifestyle is identified 

through observation” and “l would rather choose factors from a list” together under 

“assessment”.  Comparing this data, I realized that regardless of how lifestyle factors 

were identified in practice, the common idea expressed by the participants was that the 

approach to assessment needed to be more systematic.  As a result of this comparison I 

changed the category label from “assessment” to “identification of lifestyle factors needs 

to be more systematic”.  Member checking of the categories occurred through discussion 

with participants in their interviews. 

As I started to compare data within each category, as well as comparing categories to 

each other, I noted overlap in ideas, which resulted in collapsing some categories 

together.  For example, initially I had separate codes for “Health Care Provider Feels 

Helpless”, “Health Care Provider Feels Guilty” and “Health Care Provider Feels 

Frustrated”.  Within each of these categories, there was often overlap and blending of 
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these feelings as the participants discussed these feelings at the same time, and often in 

combination with each other.    I collapsed these individual ideas into one code “Health 

Care Provider Feelings”.  This code later became part of the “Health Care Provider 

Context and Experience” category.  As categories were collapsed and renamed, member 

checking also occurred. 

 Next, I thought it might be helpful to group the categories into those that relate to the 

client, those that relate to the health care professional, and those that relate more to the 

system.  By looking at the data in this way, I hoped it would help me understand how 

health care providers identify and address lifestyle factors.  The health care provider 

group contained categories such as “lack of time”, “fell into wound prevention and 

management”, “focused on the wound leading to task-based care”, etc.  The client group 

contained categories such as, “client’s vocation”, “finances”, “client resistance”, etc.  The 

health care system group contained categories such as “policies”, “access or coordination 

of care”, “patient needs vs social responsibility” etc. It was interesting to note, that 

participants in the focus groups also tended to sort the categories into “health care 

provider”, “client” and “health care system” groups.  Examining the data in this 

configuration and exploring relationships didn’t illuminate how health care providers 

identify and address lifestyle factors. 

Once gain I took a step back.  Working with my PhD supervisor,  I began thinking about 

Schon’s conceptualization of a high ground overlooking a swamp (Schon, 1987, pg 3).  

Best practice guidelines and research studies that guide clinical practice were 

conceptualized as “a high, hard ground overlooking a swamp” (Schon, 1987, pg 3).  The 

high ground was described as a place where “manageable problems lend themselves to 

solution through the application of research-based theory and technique” (Schon, 1987, 

pg. 3).  The “high ground” was  contrasted with the concept of the swamp as a place 

where “messy confusing problems defy technical solutions” (Schon, 1987, pg 3).  These 

problems of the swamp are the ones of the greatest human concern (Schon, 1987, pg 3). 

The core concepts of “The High Ground” and “The Swamp” resonated with me and made 

me reflect on the data and categories I had previously constructed.  Together we 
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rearranged the categories under the core concepts of “The High Ground” and “The 

Swamp”.  Within “The High Ground” two subcategories emerged; the way the health 

care provider entered and learned about wound prevention and management; and the 

health care provider’s expectations about the practice of wound prevention and 

management.   

Comparing the categories within the swamp, three major subcategories emerged; 

Characteristics of the Swamp, Tension Between the Medical Model and the Swamp, and 

Co-occupation. The idea of clinical reasoning types; Procedural Reasoning, Inductive 

Reasoning and Narrative Reasoning as a way of describing the relationship between the 

categories emerged when looking at the data organized in this way.  The substantive 

theory emerged from this analysis of the data.  The substantive theory was presented to 

the focus group and discussed as part of member checking.  The substantive theory 

resonated with the focus group and is presented in the following sections. 

5.5 Overview of the Substantive Theory 
The overall substantive theory is represented by Figure 8.   The focus is the health care 

provider’s experience of treating clients with chronic wounds, however, these health care 

providers have commented on their perception of the client’s experience.  As a result, the 

health care provider’s perception of the client experience is included. 
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Figure 8: Substantive Theory -- How Health Care Providers Identify and Address 

Lifestyle Factors 

Health care providers enter the field of wound prevention and management through the 

high ground and are focused on local wound care.  Through reading the best practice 

guidelines and seeking out education focused on local wound care they come to expect 

that chronic wounds will close with the application of best practice local wound care.  

Health care providers come to recognize that wound prevention and management is more 

than best practice local wound care.  The practice of wound prevention and management 

actually occurs in the swamp and is more complex than best practice local wound care, or 

the high ground, would suggest. Characteristics of the swamp, such as financial barriers, 

lack of social support etc. all contribute to the complexity of implementing wound 

prevention and management practices.  Identifying and addressing lifestyle factors is 

influenced by the constraints of the system such as lack of time, policies and access to 

care.  Health care providers try to neatly package lifestyle factors so that they can be 

addressed within the constraints of the health care system. To deal with lifestyle factors 

in the swamp they use their relationship with the patient to help foster adherence to 
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treatment, but they recognize that ultimately it is the client’s choice whether or not the 

they adhere to treatment plans.   

5.5.1 The High Ground 

The “high ground” is represented by the large blue box in Figure 8.  Recall that the high 

ground is where best practice guidelines and research studies guide practices related to 

wound prevention and management, and that wounds are expected to heal with the 

application of these best practices.  This concept of the “high ground” applies to various 

professions and is not unique to health care.  It is important to note that the high ground 

doesn’t denote superiority, but rather conceptualized as the place where the health care 

professional focuses on the problem issue that may be addressed by the thoughtful 

application of best practices.  In this case, wound prevention and management.   

Health care providers enter the practice of wound prevention and management in the high 

ground.  These novice health care providers expect that the selection of appropriate local 

wound care, including the appropriate dressing will result in wound healing.  Their 

understanding and actions are based on guidelines and what they have been taught. These 

novice health care providers do not have the experience and knowledge to deal with the 

messy elements of the client’s situation that are not necessarily discussed in guidelines. In 

other words, since they do not have a lot of experience, it is difficult for them to step 

outside of the best practice guideline when wounds are not healing and reflect on why 

that may be the case. 

Since the immediate need for the health care provider is to determine the local wound 

care (e.g. what dressing to use) and complete that task, health care providers seek 

education specifically related to local wound care.  This education focuses on indications 

for use of specific products, contraindications, and expected outcomes.  If addressed at 

all, lifestyle and risk factors are mentioned as issues that need to be addressed, but they 

are not the focus of the education.  Health care providers continue to expect that with the 

application of the correct local wound care, the wound will heal.  These two concepts 

together, “Entry into Wound Care” and “Health Care Provider Expectations” form “The 

High Ground”.   
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Novices are not the only health care providers who apply best practices. Experienced 

health care providers draw on practices from “high ground” and apply them to the client’s 

situation when practicing in the swamp.  In this case health care providers bring best 

practices and research and apply them to the client’s individual situation, either because 

they believe the client is similar to the participants in the research that forms best practice 

or local wound care is their focus at that particular time.   

A number of factors exerting pressure on the health care professional may limit their 

ability to practice beyond the high ground.  In some community clinics, there may be a 

lack of consistency of health care providers. Clients may see a different clinician at each 

appointment for the task of completing local wound care. As an individual health care 

provider doesn’t have the opportunity to build a relationship with the client over time, 

they may not identify nor address lifestyle factors.  Time constraints may also prevent the 

health care provider from discovering issues beyond the high ground because they are 

focused on the task of local wound care. 

Between the high ground and the swamp there is an arrow that transitions from blue to 

green.  This arrow is meant to depict the health care provider’s discovery, through 

reflection, that there is more to wound prevention and management than the high ground, 

and that in actuality they are practicing in the swamp. 

5.5.2 The Swamp 

In actuality, clinical practice occurs in the swamp depicted as the large green box in 

Figure 8.  The swamp is characterized as a place where the complex client situations 

makes best practice wound care difficult, if not impossible to implement. In the swamp, 

treatment of chronic wounds is complicated by a unique set of factors (“Characteristics of 

the Swamp”) surrounding each client.  Some of these factors relate directly to the 

individual client (e.g. multiple co-morbidities, financial situation), some to the client’s 

social network (e.g. degree of social support), some to the health care provider or system 

(e.g. policies, lack of time) as well as other factors such as social determinates of health 

(e.g. access to clean water).  Not all of these factors are within the sphere of influence of 
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the health care provider, yet they still have an impact on wound prevention and 

management. 

Consider, as an example of the complexity of “the swamp”, the client’s vocation.  The 

client may need to continue working while receiving treatment for a chronic wound, to 

pay for the necessities of life including food and shelter.  The client may also need this 

source of income to pay for wound prevention and management treatment, or devices to 

support wound prevention or healing such as offloading footwear or therapeutic support 

surfaces.  This same occupation, may require the client to participate in activities, such as 

prolonged standing that has a detrimental impact on their wound.   

In the swamp, there is a tension between the medical model and care of the complex 

client with chronic wounds.  Access to, and coordination of, health care services is 

difficult in the community at times, with some clients placed on long waiting lists to be 

seen by a specialist.  Even though a health care provider currently seeing the client may 

know the best practice treatment is a referral to physiotherapist or dietician, they may not 

be able to facilitate timely access to these specialists.  Funding for the provision of health 

care services is another example.  Funding is often based on the wound care task – local 

wound care -- and doesn’t allow for the time to complete a comprehensive assessment of 

the factors beyond the local wound that impact healing, nor the time to address these 

issues.   As another example, within the medical model, health care policies have been 

established to balance individual patient needs with social responsibility, essentially 

constraining the time health providers may have to address the needs of each individual 

patient. 

To deal with lifestyle factors in the medical model, health care providers rely on their 

relationship with the client.  Health care providers know that clients make choices about 

their health, such as whether or not to reduce smoking.  Health care providers believe 

they can influence the choices the client makes by establishing a therapeutic rapport.  

One approach described by a participant involved educating the client regarding best 

practice, and then working with the client to determine what was possible for them, 

within the client’s context.  For example, the client may not be willing nor able to quit 
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smoking, but perhaps they are willing to reduce their smoking by a specific number of 

cigarettes per day.  Although this isn’t best practice, the client is still reducing their 

smoking which may have a positive impact on their health.  Once they achieve this goal 

of fewer cigarettes, it may be possible to negotiate a further reduction in cigarettes per 

day. 

Some health care providers enter into the co-occupation of wound prevention and 

management with their client. The health care provider and the client work together 

towards joint goals, such adapting best practice to foster the client’s ability to participate 

in their life. The focus is on ensuring the client can participate in their life occupations, as 

a priority over wound healing. The approach becomes creatively moving the client 

towards best practice, while focusing on their daily occupations.  As an example, the 

focus may be how to increase offloading and circulation in the client’s foot when they are 

on their feet, participating in other occupations such as baking, working, or engaging 

walking longer distances. 

5.5.3 Clinical Reasoning 

Fleming (1994) describes three different types of clinical reasoning, procedural, 

interactive and conditional, with each type of reasoning including different perspectives.  

Each type of clinical reasoning will be discussed with the portion of the model where that 

type of reasoning is dominant. 

Practicing from the perspective of the high ground, clinicians are thinking about the 

disease or disability, in this case chronic wound prevention and management and 

deciding on the procedure or treatment plan to address that disease or disability.  This 

type of clinical reasoning is called procedural reasoning.   (Fleming, 1994, p. 121).   

Procedural reasoning isn’t exclusive to the “high ground” perspective, however since the 

focus is applying best practices to wound prevention and management, procedural 

reasoning is the primary form of clinical reasoning used. 

In the swamp, interactive reasoning helps the clinician identify how a specific approach 

will impact the client.  It is often helpful when trying to fit the client’s situation into the 
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medical model.  Interactive reasoning occurs when the health care provider wants to 

better understand the client, and choose a treatment directed to that client as an individual 

(Fleming, 1994, pp. 121–122).  This type of reasoning was also used to better understand 

the impact of a disease or disability on the specific individual.  While there was a 

recognition of the client, and their individual situation, the focus was still on promoting 

wound healing, over other aspects of the client’s life. 

Conditional reasoning is a combination of procedural reasoning and individual reasoning.  

Using conditional reasoning, health care providers “think about the whole condition: this 

includes the person, the illness, the meanings the illness has for the person, the family, 

and the social and physical contexts in which the person lives” (Fleming, 1994, p. 133) 

Participants in this study demonstrated this type of clinical reasoning when they 

considered how to adapt best practices to the realities of the client’s situation, while still 

enabling them to engage in their chosen occupations. Conditional reasoning is used when 

engaged in the co-occupation of wound prevention and management working together 

with the client to incorporate best practices into their life. 

Details regarding the core concepts and categories and quotes from the data are provided 

in the next section. 

5.6 Core Concepts, Categories and Sub-Categories 
The intent of this grounded theory study was to identify how health care providers 

identify and address lifestyle factors.  The core concepts, categories and subcategories are 

grounded in the data, and were constructed from the data as illustrated by the quotes 

provided.  Core concepts are the overarching ideas from the study and were constructed 

from grouping together similar categories.  Categories are the large themes within each 

core concept and are constructed from grouping together like sub-categories.  Sub-

categories were constructed from the data, by gathering like ideas together.  The 

remainder of this section describes the core concepts (“the High Ground” and “the 

Swamp”) with the associated categories and sub-categories.  Illustrative quotes are 

provided to demonstrate their grounding in the data, and to promote transparency for the 

reader.   
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Figure 9: The High Ground 

5.6.1 Core Concept: The High Ground 

The first core concept is “The High Ground” represented by Figure 9.  The “High 

Ground” core concept is made up of the categories “Entry into Wound Care (task/wound 

focused)” and “Health Care Provider Expectations”.  Each of these categories is 

described in the subsections below.   

5.6.1.1 Category: Entry into Wound Care (task/wound focused) 

Many of the participants interviewed “fell” into wound prevention and management, 

either by taking a job where wound care was an additional role or having their caseload 

shift to wound care through a number of external forces.  These health care providers 

may not have had much prior knowledge of wound prevention and management nor did 

they necessarily seek out an opportunity to move into this area. 

“So, I really took it [new job]to really focus more on the stoma 

patients. But, because one of the things that happens whenever 

[homecare] has to cut their budget…one thing they did do about a year 

after I started, they cut the funding to the specialists. So, they cut down 

our flexibility. So, I had to pick up more of a variety of patients and 

that’s where I picked up more wounds and that was about 2011. And I 

have been doing chronic ever since…..” (Participant #6) 

Another participant described a shift in her caseload because of triaging the highest 

priority clients.  As she got busy, she didn’t have time to see less urgent clients.  As a 

result, her practice became focused on wound prevention and management, rather than 

actively choosing wound prevention and management as an area of interest and a focus. 
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“I didn’t exactly. [laughs] It [wound prevention and management] kind 

of found me. Because I started in a hospital-based practice, I had a lot 

of referrals of persons who have diabetes. And over time as I got busier 

and busier, they are the only clients I could actually fit in for new 

patient appointments. So, because you start triaging. Just the way you 

might if you were attending an emergency department …... In relevance 

to foot care a person with diabetes, who has an ulcer, is going to be my 

most high-risk person, therefore they are the ones who get appointment 

times.” (Participant #1) 

Through a variety of circumstances, these health care providers found themselves in a 

situation where they needed to learn more about wound care to be able to fulfil their job 

responsibility of providing local wound care. Participants sought information from the 

literature, educational programs and conferences. One participant commented, “there 

really was nobody else, there really wasn’t an educational process to guide this. We had 

to learn, if you like, by the seat of our pants” (Participant #6).  Another participant 

commented that they make time to attend any educational programs that are offered, 

especially since there always seems to be more to learn. 

“If they are doing an education I will go. If they are doing an 

education afternoon I’ll go. I am doing what I can to keep my 

knowledge current within the boundaries of my time schedule, working 

full time, and having a family as well of course. So, I have what I have, 

but like I said, there is always the feeling like I wish I knew a little bit 

more. Wish I had a little more time to figure out more.”  (Participant 

#8) 

Since the participant was trying to become comfortable and competent with their primary 

job task of providing local wound care, they sought education about local wound care.  

Education was often focused on products, indicators and expected outcomes.  Participants 

also read relevant articles and best practice guidelines to gain additional information.  

Regardless of whether the education came from a course or an article, lifestyle factors 
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either were not mentioned, or identified as issues that the health care provider need to 

address. 

“I often find the article will be all about things about the wound, and 

then there is this paragraph that says…oh and don’t forget – lifestyle 

factors…. don’t forget to look at those….and it is an added-on 

thing…and it shouldn’t be. It should be up front…number one.” 

(Participant #4) 

Since the focus of the job is local wound care, and the education has the same focus, the 

focus of wound prevention and management from the high ground perspective is on the 

task of local wound care.  Local wound care can be complicated, where many different 

local factors contribute to the approach to local wound care such as moisture balance, 

measurements of the wound, bacterial burden etc.  Clinicians may focus on the more 

concrete aspects of wound prevention and management, rather than messy, complex 

issues such as lifestyle. 

“Because there is so much stuff and I didn’t have a person [mentor]; I 

was put in a role …..  So, what happens is you cling to the things that 

are very tangible and concrete.  The wound, the measurement, the 

assessment factors.  Is there lots of moisture, less moisture?   What is 

the bacterial load?  You lean on the definitive items and less so on 

things that sometimes you are not able to modify.” (Participant #4) 

The focus on local wound care is further reinforced by the compensation model for health 

care providers.  Compensation is often task based, related to local wound care such as 

dressing change, cleansing, callus removal etc.  Compensation effectively drives the 

amount of time the health care provider has with each client. To be compensated, the 

health care provider needs to concentrate on the treatments that are covered. If the client 

would benefit from a team conference for example, it may not be offered as the health 

care provider may then effectively be working for free. 

“I think there also has to be something about sessional fees for wound 

care, where these complex cases are going nowhere. It may take a lot 
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of time, but it may still save the system money. We had a patient that 

took us 3.5 hours to do an assessment, but she had cost the system over 

11 years 200,000 dollars. Now if somebody wants to pay you $75.00 

for that, can you really do that? It wouldn’t even pay the nurses, let 

alone two nurses and a doctor. But if you had a sessional fee, if you 

look at it in terms of a system or the societal perspective, it makes a big 

difference.” [Participant #6] 

Health Care Providers learn about lifestyle factors over time, and through experience, 

rather than education sessions and articles.  It is though listening to the client’s story, the 

challenges they face and how the client adapts to living with a chronic wound that they 

gain insight into various lifestyle factors and how they may be addressed.  “I think 

listening to patients, and always having that ear, that makes me more receptive realizing 

that these lifestyle factors here are influencing why it is not healing or why it has healed.” 

(Participant #4) This same participant went on to comment, “I guess through hands on or 

interaction with 30 years of clients. Not through reading literature or studies. It’s more 

laying the eyes on different environments that I have seen with clients. What they live in. 

How they live” (Participant #4) 

Identifying lifestyle factors is not enough to prompt the health care provider to address 

them, because they are complex.  “Sometimes it is just easier and quicker to pop in and 

do the dressing change and pop out, and not think about anything else” (Participant 12). 

5.6.1.2 Category: Health Care Provider Expectations 

Health care providers practicing from “the High Ground” perspective seek information 

about local wound care, apply that information in the task of providing local wound care, 

which in turn drives them to seek more information about local wound care.  This leads 

them to have additional expectations: new injuries are easier to deal with; risk factors are 

easier to deal with; and that lifestyle factors are well documented in the literature. 

The first expectation was new injuries are easier to deal with.  This is supported in the 

chronic wound prevention and management literature, in that the longer a wound has 
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been present, the more difficult it is to heal (Sibbald et al., 2012a, 2012b).  The 

implication is that with the provision of appropriate local wound care, the wound will 

heal. The other implication is that chronic wounds, those that have been around longer, 

are more difficult to heal. 

“Sometimes we get lucky, and a family physician will refer a patient 

relatively quickly when they have a wound. I always love those patients 

because they are the easy ones to deal with. You get the diagnosis 

right, right from the beginning, and they tend to heal really quickly. Or 

it is a bit easier – it’s a straight forward diabetic foot ulcer, or a 

venous ulcer….and you put in best practice and it gets better.” 

(Participant #7) 

The second expectation was risk factors are easier to deal with than lifestyle factors.  

Although not specifically identified as “easier” in the literature, health care providers 

may perceive risk factors as easier because they are “simply” providing a prescription for 

a medication or referring the client to another health care professional. 

“If I think someone has poor circulation, I just need to get them to see 

a vascular surgeon…If they have an infection, just need to prescribe 

them either topical antiseptic or oral antibiotic…and um….and so that 

is for me to manage. I just need to tell the patient to please take their 

antibiotics because…try to take a probiotic…try to take them on 

time….but that to me is easy advice.” (Participant #1) 

The third expectation is that lifestyle factors are well documented in the literature.  This 

may stem from the fact that health care providers do not have a common understanding 

of the term “lifestyle factor” so they collapse the concepts of “risk factors” and “lifestyle 

factors” together. It may also relate to the stated importance of lifestyle factors in the 

literature, leading to the assumption that they must have been studied and documented.  

When challenged, participants in this study had difficulty identifying studies or articles 

that talked specifically about how to identify and address lifestyle factors. 
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 “So, I think with lower leg wounds and applying compression I think 

there has been a lot of work there, and I think [clinician name] would 

be a good person as I think about this, I think she would say let’s look 

at the person’s lifestyle, why isn’t this wound healing?” (Participant 

#4) 

Even when articles or best practice documents were identified, I could not find guidance 

on how to identify and address lifestyle factors in these articles.  If lifestyle factors were 

addressed, it was usually just a list of factors to consider, with little information as to how 

to identify and address these factors.  The assumption by the authors of these articles and 

best practice guidelines may be that health care providers already have an understanding 

of these factors, or at least a common perspective.  Health care providers seem to take the 

same approach, just listing potential lifestyle factors in their chart notes, without 

necessarily addressing them. 

“In many of the journal articles that I have read they have rhymed off a 

bunch of them, and normally there are commas in between them. Any 

time I write about them [in the client’s chart] I simply rhyme them off 

with commas in-between them too…..” (Participant #1) 

The last concept in the “health care provider expectations” category is health care 

providers who focus on local wound care are perceived to lack knowledge.  Expert 

clinicians who receive referrals from these clinicians see the lack of knowledge in the 

questions that are asked, generally focusing on the dressing and local wound care.  The 

expert clinician however, sees factors impeding wound healing well beyond just the local 

wound care and dressing. 

“It is not just changing from silver to Inodine…which is what tends to 

be seen as wound care. If we just change the product we will get 

wounds to heal. No, no, no, no, no. It’s over and over again, even in the 

notes we get from key nurses in the clinic. All they want to do is to 

change the outer dressing or the contact layer in the dressing, because 

they think that that is going to make the difference.” (Participant #5) 
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The perceived lack of health care provider knowledge creates problems because these 

other, less knowledgeable, clinicians may give contrary advice to that provided by the 

expert clinician.  This conflicting advice results in confusion for the client and potentially 

additional expense incurred by the client.  Ultimately this results in sub-optimal care, and 

less likelihood that the wound will close in a timely manner.  

“Unfortunately, just before I saw him, the vascular surgeon told him it 

was all healed up. Because of the callous covering it, she couldn’t see 

the hole. She told him it was all healed up. He now needs to buy good 

shoes and orthotics, and you just wait because [Participant #1] is 

coming over and she will tell you where to get good shoes and 

orthotics. I asked the doctor if it was okay if I debrided, usually they 

are not going to say no, but I have to ask. She says, yes that would be 

great….you are going to find an ulcer aren’t you? Yes, I think so. If she 

was thinking that, why did you tell the poor man he was healed? I think 

that lead to….because I ended up being a really bad person, 

because…and this has happened many times, this is just one example of 

this…the nurse through homecare says it is healed, and I am the one 

who debrides it and finds that there is still an ulcer underneath. I am 

not making the opening, I am simply uncovering the opening that is 

already there. That is hard for patients to comprehend, and even 

sometimes for the nurses to comprehend.”  (Participant #1) 

Experienced health care providers are also frustrated that inexperienced clinicians believe 

they can take a weekend course and become an expert on wound prevention and 

management. This may reflect the idea that much of the education available focuses on 

local wound care, or that experienced health care providers believe that the way to learn 

about lifestyle factors is through experience.  It may also reflect the idea that experts in 

wound prevention and management may not feel that their expertise is valued.  “So, what 

happens in the community……the nurses in the community a lot of them….and this is 

sad to say…..a lot of them will take a weekend course, and then decide they are a wound 

care expert” (Participant #7).  Another participant commented “there are a couple of 
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doctors who we will never see change, but with the majority of the doctors they do 

recognize the extra education and extra experience and they do respond.” (Participant #8)  

5.6.2 Core Concept: The Swamp 

The second core concept is “The Swamp” represented by Figure 10.  This is where 

clinical practice actually occurs, with complicated clients, with often limited resources 

and in a complex system.  Individual clients are surrounded by a constellation of issues 

(e.g. financial constraints, lack of social support etc.) and make choices (e.g. standing to 

bake with their grandchildren) that are not necessarily in line with the best practices for 

local wound care.  The specific constellation of factors is different for each individual 

client but does result in the wound not healing at the expected trajectory, or not 

progressing to healing at all. 

 

Figure 10: Core Concept: "The Swamp" 

There are three major categories in this concept; “Characteristics of the Swamp”, 

“Tensions Between the Medical Model and the Swamp” and “Co-occupation.”   The 

arrows moving between these three categories represent the idea that not all of the 

subcategories described in this section are exclusive to one of the three categories. It is 

less important to definitively categorize these ideas, but rather to understand their 

contribution to the context of care provision.  The arrows also represent the idea that each 

area of the swamp influences the others. 



94 

 

5.6.2.1 Characteristics of “The Swamp” 

The Swamp is where wound prevention and management actually occurs and extends 

beyond looking at the wound and local wound care, to the client as a whole and the 

context in which they live, work and receive treatment.  The characteristics of the swamp 

are not discussed in any particular order.  The importance and influence of each 

characteristic varies with each individual client and may vary with time. The 

characteristics of the swamp include the following ideas: ‘lifestyle influences wound 

healing”, “client’s vocation”, “lifestyle factors are hard to deal with”, “other social 

determinates of health”, “lack of family or social support”, “psychosocial issues”, 

“financial barriers”, “practicality of treatment”, “patient characteristics”, and “lack of 

patient knowledge and insight”. 

5.6.2.1.1 Characteristic of the Swamp: Lifestyle Choices 

The lifestyle choices that clients make influence wound healing and can have either a 

positive or negative influence.  Health Care Providers, while unable to reach a common 

definition of “lifestyle factor” discussed the fact that the client has an ability to make 

choices about their lifestyle, and potentially choose options that would result in faster 

wound healing.  From the client’s perspective the benefit of wound healing may be 

outweighed by the perceived benefit of the lifestyle choice that they are making. 

“I was going to stay that, the other thing that I don’t know where it 

would fall under is something we used to call “non-compliance” but 

we don’t call it that anymore…we tend to lean towards “non-

adherence”. I have a patient who has chronic pressure ulcers. Part of 

the reason we cannot get it even close to heal is that he will not 

offload….because to offload for him would be to stay in bed. And he 

insists that he gets up every day and sits in his wheelchair.” 

(Participant #8) 

5.6.2.1.2 Characteristic of the Swamp: Client’s Vocation 
The client’s vocation has an impact on whether the wound will heal, because some jobs 

make it impossible to follow treatment advice.  Consider the warehouse worker who has 
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a diabetic foot ulcer.  He may have been told to stay off his feet as much as possible, yet 

for his job, he needs to be on his feet all day in the warehouse.  He may not have access 

to modified duties, nor have the option to take time off.  An additional pressure for the 

client is they may need to work to have enough money to purchase the necessities of life, 

in addition to any non-funded treatment or equipment needed for wound healing.  

Depending on how old the client is, they may not want to take time off as that could 

impact not just their current income, but also their retirement income. “His job is standing 

for 8-10 hours a day so he has an issue where he can’t take breaks, to rest his foot.  He is 

one year away from his retirement so he doesn’t want to stop working.” (Participant #10) 

Another participant put it this way: 

“The other ones that have that issue are the diabetic foot ulcers who 

work…and for them to offload – and they work in a situation where 

they cannot wear an offloading boot or shoe to work because they work 

in a factory and they have to wear safety shoes. And their companies 

are not set up for them to be off for a month, because that’s what it 

would be to heal it. And you know the guys sit there and say that they 

can’t stay home any longer, I have to go to work.” (Participant #8) 

5.6.2.1.3 Characteristic of the Swamp: Lifestyle Factors are hard 
to deal with 

There is a perception that lifestyle factors are hard to deal with.  This could be related to 

how complex the lifestyle factors are, but in addition, the issues may be outside the scope 

of influence of the health care provider.  Consider finances for example.  If the client 

doesn’t have money to pay to access services, there may not be anything that health care 

provider can do for that individual client to provide them with the resources to access the 

needed care.  Lifestyle factors can also be emotionally charged for the client.  Clients 

may feel that they are being asked to give up something important to them to foster 

wound healing. “I’ve spoken to them at length many times about it [sitting in a lift chair] 

and they’ve come back with, his emotional status and independence is more important to 

them than getting the wounds healed” (Participant #8) 
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Another health care provider described the impact on the client with this client story: 

“She literally said, while crying to me, that she would prefer to die 

than to wear the shoes that I recommended to her. And that I have to 

figure out a way for her to wear dress shoes. Kind of one of those 

threats. And her pure raw emotion that came out, I actually said to her, 

“Oh my gosh, I wish I had a video camera on her at the moment 

because I think you are the kind of person that would be willing to 

share that with the world and for people to see what the effect is of 

diabetic foot ulcers on people.” (Participant #1) 

5.6.2.1.4 Characteristics of the Swamp: Other Social 
Determinates of Health 

Other social determinates of health such as access to clean water, literacy and education 

level have an impact on wound management.  Although important to health, the health 

care provider has little influence to address some of the most basic needs for that 

individual.  Participants indicated that these other social determinates of health were a 

barrier to addressing lifestyle factors, especially related to lack of basics like access to 

clean water. 

Participant #3: We see people who are living on reserve, who don’t 

have access to even the everyday stuff. I think that puts them at risk 

inherently because how do you focus on a wound when you have all of 

these other things going on.  

Researcher: Okay, just for clarity, when you say they don’t have the 

basic stuff, what do you mean by that?  

Participant #3 Ah, water.  

Researcher: Really basic  

Participant #3: Yes 
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5.6.2.1.5 Characteristics of the Swamp: Lack of Family or Social 
Support 

Lack of Family or Social support is the next characteristic of the swamp.  The client’s 

support system is a critical component of the successful treatment of chronic wounds.  

Support networks do not just include family members and friends, but often include 

others such as neighbors. There is an expectation among some of the participants that 

family members or other people in the client’s social network will help to support and 

provide care for the client. “One may rely on family, another may rely on friends and 

others it might be acquaintances like a neighbour, who is acting as a good Samaritan. But 

without a social network, it is very difficult for people with chronic wounds to get 

better.” (Participant #6) 

The type of support the client needs varies by individual.  Transportation to and from 

medical appointments so the client can access the care they need is only one component.  

There may also be a need for assistance with meal preparation or other activities. Clients 

are left to organize this support on their own. 

“she only comes to see us when she can get a ride.  She gets a ride with 

her sister and part of that is she doesn’t have her own transportation, 

doesn’t have her own car.  And I don’t know what the family dynamics 

are like, because sometimes she comes fairly regular, we treat her and 

then sometimes she doesn’t come in for a few weeks or so and calls and 

says I can’t come in.” (Participant #8) 

There is even an expectation that members of the client’s family or social network will 

become informal caregivers and assist or provide dressing changes for clients.  This adds 

to the burden of care for the informal caregiver, but also impacts the relationship between 

the client and the informal caregiver.  The health care profession may move away from 

best practice (such as turning the client every 2 hours at night when they are at risk of a 

pressure injury) to a treatment protocol that is more reasonable for the informal caregiver.  

“They are living with a spouse, the spouse has to sleep…you can’t ask a spouse to get up 
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in the middle of the night every night to turn them…they are the partner, right?” 

(Participant #8) 

Informal caregivers do not usually have formal health care provider education, and 

although they receive training on how to do a specific procedure (e.g. dressing change), 

factors such as fear of hurting their loved one may impact the quality of how that 

procedure is done. 

“Husband and wife teams, I think it works sometimes. We are finding 

more and more, if the wife is doing dressings she starts to feel guilty 

that she might be hurting her husband. We have to do a lot of 

reinforcement for education for the family. I find in some cases it works 

well, in other cases it doesn’t, and [homecare] is a better route to 

assist us” (Participant #10) 

Some clients prefer not to have professional help within the home.  In these cases, when 

planning treatment, health care providers may move away from best practice based on the 

physical abilities of the care provider. For example, one of the standard treatments for a 

venous leg ulcer is high compression, assuming that the arterial system is not 

compromised. (Registered Nurses’ Association of Ontario, 2007)  High compression 

bandages are difficult to apply and require skill, training and practice to apply correctly.  

If the caregiver has physical limitations, this treatment may not be possible, and thereby 

impact the healing of the client’s wound.  Treatment is adapted or changed to a type of 

compression that the caregiver can apply, even if this is not the best option for wound 

healing for the client. “She doesn’t like anything to wrap, she wants one straight thing 

because when she has to remove it because it is hard for her husband who is also diabetic. 

They live alone and won’t have any help in their home.” (Participant #13) 

If the client is part of a family or social network, there may be others in that network who 

require care or assistance.  It may be the client with the chronic wound who provides care 

or assistance to another member of that network. Caregiving responsibilities may require 

modifications to the client’s treatment plan.  Given that chronic wounds can be present 
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for an extended period of time, it is unrealistic to expect the client to give up all of their 

caregiving responsibilities.  

“he’s the caregiver for his wife and that’s how he injured his foot in the 

first place because he’s trying to do everything for her.  She is now in 

hospital and so the family have agreed to step up and they have been 

very supportive and the grandson is now living in the home.  So, this is 

turned out to be a plus.  He has the support and now he has someone to 

help him with the care when his wife comes home” (Participant #10) 

5.6.2.1.6 Characteristics of the Swamp: Psychosocial issues 

Mental health and other psychosocial issues also add to the complexity of the treatment 

plan.  Depression was identified as a barrier to addressing lifestyle factors by several of 

the participants.  Depression is a common complication of chronic disease (Registered 

Nurses’ Association of Ontario, 2010, p. 28).  Depression has the potential to negatively 

impact the management of chronic wounds in several ways.  The client may experience 

increased disability, they may exercise less and may be resistant to following treatment 

plans (Registered Nurses’ Association of Ontario, 2010, p. 28).  One participant 

expressed it this way: “Sometimes people who may be depressed really don’t want to 

fight, they don’t really want to follow advice. They almost behave in a self-destructive 

manor. So, trying to inspire and give them hope or excite them about getting better is a 

challenge.” (Participant #9) 

Health care providers need to routinely screen for depression in their clients with chronic 

wounds, and then ensure the depression is addressed.  The role of the health care provider 

may shift to becoming an advocate with other health care providers to recognize and 

address the depression. Until the depression is addressed, it is unlikely that the health care 

provider will be able to influence the client to modify their lifestyle.   

“The other aspect is the mental illness. I am finding more and more I 

am recognizing it with periods of depression through the winter months 

especially. Where the client is not getting out and they don’t feel like 

they can talk to their doctor about it. So, it becomes….you end up 
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becoming an advocate for them to try and work with their family 

doctors to see what they will be willing to do.” (Participant #10) 

5.6.2.1.7 Characteristics of the Swamp: Financial Barriers 

Finances were often cited as a barrier to care, as well as a barrier to addressing lifestyle 

factors.  Some wound prevention and management treatments that are part of best 

practices, such as access to Chiropody services in Ontario, are not covered by the 

Provincial health care system.  This means that if the client doesn’t have insurance, or the 

resources to purchase these services, they may miss out receiving best practice care such 

as offloading, professional nail care and regular debridement.  Even when a service is 

covered, the equipment and dressings that the client needs may not be covered such as 

custom orthotics, and therapeutic support surfaces.   

“So, one of the lifestyle factors we have discussed before is someone 

with a diabetic foot ulcer needing to offload their foot. A huge problem 

is there is no funding from the government for that and patients can’t 

afford it. Or we need someone to be in compression therapy and they 

can’t afford the compression stockings, then we have a problem. Or 

someone has a bariatric issue and they can’t get into or there is a wait 

list for our bariatric clinic, then to see the dietician you need to pay for 

that….and I am not a dietician, so it becomes a problem (Participant 

#7) 

Where clients cannot afford to purchase the required devices, the health care provider 

may try and repair their current device or recommend a less expensive option that may 

also not be effective.  In this case financial barriers are preventing the client from 

accessing best practice wound prevention and management, because they cannot afford to 

purchase a device.  The effectiveness of the less expensive option may not have been 

explored, so the care may be sub-optimal. 

“And then because he has no money and he still needed his removable 

cast walker, I tried to repair his removable cast walker as best I could 

with tape and suggested to him he might get some contact cement to 
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glue certain parts together because the parts that were coming undone 

as long as you fixed what I was recommending, they’re not going to do 

him any harm and it is still offloading him.” (Participant #1) 

Where clients are unable to pay for needed services, the treatment plan may be modified 

to reduce the number of required visits.  Reducing the number of visits may address the 

financial concern but may have a negative impact on wound healing.  Visits are usually 

set based on the progression of the wound, stretching out the time between visits may 

mean that there is a period of time where the local wound care is not optimal.  For 

example, the need for a different dressing protocol may not be recognized in a timely 

manner or debridement may not occur as often as needed. 

“We try and minimize how many times they come to see me because 

one of the barriers is it is a private clinic so they do pay for services. 

So, we try and use resources around them to do the dressings when 

they don’t need more offloading or surgical debridement.” (Participant 

#9) 

Even clients with health insurance may struggle with finances for treatment or purchasing 

devices due to caps on funding amounts.  It is not unusual for insurance companies to pay 

for one device in the client’s lifetime such as a wheelchair or therapeutic mattress or base 

their funding on the wording the health care provider uses.  For example, an insurance 

company may pay for a therapeutic support surface, but not a bed mattress, or an orthotic 

but not an insole.  To some degree this means that even though a client may have 

insurance, they are dependent on the clinician to understand the nuances of policies from 

various insurance companies or other funding agencies.  Clients may also struggle to find 

insurance because the nature of work is changing such that there are fewer full time jobs. 

“One of the things that comes up now like never before is people have 

a good job, they are working well, and they have a drug plan…but 

there is a lifetime limit. That limit of $150,00, if I put somebody on 

biologicals, and they are 30 or 40 years old, I could use up their entire 

drug plan in 3 or 4 years. Then they have to get from 44 to 65, without 
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any coverage whatsoever, even though they are working and have a 

good job.” (Participant #6) 

Lastly, funding is not just needed to access care or pay for needed devices and other 

treatments, clients may also need to purchase other non-medical services to support 

wound healing.  For example, the client may need to pay for transportation to and from 

medical appointments.  They may need help with meal preparation to help facilitate 

nutritious meals or reduce the need to stand.  Clients also may need housekeeping 

services to reduce the chance of infection, or again limit the need to stand if offloading 

the foot or elevating the legs is part of the ideal treatment plan. 

“Money, money, money. As I’ve said there’s no money to pay 

somebody to do the activities of daily living that need to be done. How 

do you not cook? How do you not clean your house and how do you not 

do these things? That’s the problem.” (Participant #1) 

5.6.2.1.8 Characteristics of the Swamp: Practicality of Treatment 

To be successfully implemented, treatment plans need to be practical for the client and 

their caregivers.  One barrier may be the client’s physical ability to follow through on the 

treatment.  For example, limited hand function or strength may limit the client’s ability to 

lace up shoes or apply compression bandages.  The health care professional needs to 

adapt the treatment to be physically possible for the client, yet still accomplish the 

treatment goals.  For example, there may be a different type of compression that the 

client could don independently but may provide less pressure.  Although some 

compression is better than no compression, wound healing may still be delayed for these 

clients with venous leg ulcers.  

“And when I did give her the advice about getting laced shoes, she 

reminded me that she has neuropathy in her fingers and can’t do laces. 

This is where we need to keep patient centred concerns in mind too, 

and you can’t always get what you want. Of course, you have to 

consider that. How is she going to do up her laces?” (Participant #1) 
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Some recommendations that could be made for a client e.g. use a wheelchair instead of 

walking to offload a diabetic foot, require a large change in the client’s activities of daily 

living and their lifestyle.  This type of change is not sustainable in the long term for the 

client.  Even if the client is compliant with the treatment plan in the short term and the 

wound heals, the wound will reoccur when the client returns to their normal routine.  The 

better approach may be to foster sustainable changes to the client’s lifestyle that help to 

heal the wound.   

“I can heal a wound on a wheelchair, on crutches, on air cast boots, on 

total contact casts, but that is not what I want, because it is not a long-

term solution, and it is not practical, and it is not patient centred. 

Nobody wants to wear an air-cast boot for life, nobody wants to wear a 

crow [walker] for life. It is not a life. Getting them into normal “ish” 

kind of shoe, getting them back to work full time, and getting them to do 

fun things. That is what heals wounds permanently.” (Participant #9) 

5.6.2.1.9 Characteristics of the Swamp: Lack of Client 
Knowledge or Insight 

The last idea describing the swamp is the lack of client knowledge or insight, even when 

education has been provided. Education is often provided to the client as part of the 

treatment process, however the treatment advice is general, rather than specific to that 

client’s daily activities.  Clients listen to the advice while considering their experience 

from the past.  Most acute wounds heal with very little intervention. When clients are told 

they have a wound, they may not appreciate the difference between a chronic wound and 

an acute wound they would have gotten at some point in their life.  Since they may not 

understand the implications of having a chronic wound, they may not take the 

recommendations seriously because they think the wound would heal on its own. The 

wound not healing may the trigger that makes the client listen to the health care 

provider’s advice. 

 “If we could get them….sometimes patients don’t take wounds 

seriously enough. When I explain lifestyle changes to them, I try to 
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liken it to…say offloading for instance…..if you broke your leg, and a 

doctor said to you “no weight bearing for 6 weeks”, 95% of the 

patients will do that if the doctor said, don’t weight bear or it won’t 

heal. They sit in the clinic with me and I say you cannot weight bear, or 

this will not heal or the wound trajectory, the size of it and so on…but 

then they go out and walk on their feet. I say, in a trip to the bathroom 

you lose an entire day of healing when you walk to the bathroom in the 

middle of the night without your offloading. Those three, four, five 

steps…you have lost your entire day of healing. I try and explain it to 

them, and I still think they don’t consider it serious enough. Often with 

a wound, they think it will just get better like it did…you know in your 

20’s when you get a sore, you know if you don’t do very much with it, 

before you know it there is a scab, and then you turn around again and 

pull of the scab and you are healed. People can’t adjust to the fact that 

they get older, that things happen that they are diabetic, or become less 

mobile…” (participant #8) 

5.6.2.1.10 Characteristics of the Swamp: Client Characteristics 

Clients with chronic wounds often tend to have many other co-morbidities such as 

diabetes, high blood pressure, coronary artery disease, hypothyroidism etc.  Self-

management is promoted as a strategy to promote health, and best practice guidelines 

have been published supporting this approach.  (Registered Nurses’ Association of 

Ontario, 2010)  For clients with multiple co-morbidities, self-management is more 

difficult and complicated.  For example, one strategy to prevent neuropathic foot ulcers is 

for clients with neuropathy to visually check their feet.  Some of the co-morbidities a 

client has, limits their ability to follow through e.g. poor vision related to diabetes, 

obesity etc.  Although there may be a number of health care providers involved, each 

addressing one of the co-morbidities, there may not be anyone monitoring the client who 

can identify other health issues.   

“But when they get old like that, like she was 90, there is no odour in 

many cases, because their skin is so dry.  But the whole living room 
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was covered in this white sheen on the floors, and it was skin.  So, I 

walk into these situations and I go “Oh my God.”  And no one has 

clicked in; no family member, nothing.” (Participant #10) 

In addition to multiple diagnoses, they may have pain that limits function, or experience 

odour from the wound.  As these clients are complex, they can fall through the cracks in 

the health care system and may have less social support. 

“Because wounds often smell, they are unpleasant, they often interfere 

with function, these people are often the modern social lepers. I mean 

nobody wants to sit at the dinner table with somebody who smells like 

pseudomonas. I think sometimes, sometimes they need to take their 

meals by themselves, they have to put up with pain. Everybody can live 

with pain that might be a 3 or a 4 out of 10, but once it is a 5, 6 or 7 or 

higher, those individuals can’t really function and hold a job down and 

be able to be useful and productive in society.” (Participant #6) 

5.6.2.2 Category: Tension between the Swamp and the Medical 
Model 

The characteristics of “the swamp” create a tension between addressing the lifestyle 

factors with the client and practicing within the medical model of health care.  One of the 

participants in the focus group recommended that the term “medical model” be replaced 

with “health care system” as the system is the context for care.  The term “medical 

model” was retained for clarity because, in Canada, our health care system is built on a 

medical model of care, focusing more on diagnosis and treatment.   

This category is comprised of three subcategories:  

• constraints of the system (e.g. difficulty accessing or coordinating care, policies, 

lack of time, etc.),  

• trying to neatly package lifestyle factors (e.g. experience needed to identify 

lifestyle factors, paternalism, identification of lifestyle factors needs to be more 

systematic etc.) 
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• dealing with the swamp in the medical model. (e.g. client choice, lifestyle is 

related to adherence, health care provider – client relationship) 

5.6.2.2.1 Sub category: Constraints of the System 

This category describes the medical model system constraints that make dealing with 

lifestyle factors difficult.  There are a number of related ideas in this sub-category. Each 

of the ideas that comprise this sub category; access or coordination of care, client need 

vs. social responsibility, clients fall through the cracks, lack of time, policies and 

responsibility for the patient are discussed in the subsequent sections. 

5.6.2.2.1.1 Constraints of the System: Client Needs vs Social 
Responsibility 

In Canada, health care services are funded through a combination of public and private 

funding.  The public system generally pays for family physician visits, hospital stays, 

surgery, and diagnostic tests.  Clients or private insurance often pay privately for visits to 

chiropody, occupational therapy, medication and physiotherapy.  There is a limited 

budget in the health care system to pay for all of the various services required by the 

population.  Effectively this means that there is a finite set of resources, and that the 

public health care system may not be able to provide all the care required for an 

individual client.  From a wound prevention and management perspective, funding for 

health services varies by province, but in each province, there are services and equipment 

that the client is required to purchase privately.  Participants described the challenge of 

using health care resources to meet the needs of the client population, rather than using 

all of the resources focusing on a single patient.   

“Healthcare is more a privilege than a right…..but I think doing and 

getting all, you can from the system, without looking that there is a 

social responsibility, there has to be some health care left for 

everybody. I think it is an important concept that not everybody gets.” 

[Participant #6] 
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5.6.2.2.1.2 Constraints of the System: Policies 

Policies guide how wound care is provided and can vary by discipline and location. There 

were four main types of policies identified by participants as constraints of the system; 

scope of practice, government policies, agency policies and reimbursement policies.  All 

of these policies interact creating a unique context of practice for each health provider in 

each setting. 

 The first type of policy identified by participants is the scope of practice of specific 

disciplines.  Each discipline has a specific scope of practice for their profession(College 

of Chiropodists of Ontario, n.d.; s.f. College of Nurses of Ontario, 2018). For example, 

chiropodists in Ontario are limited to addressing issues of the ankle or below.  Regardless 

of the specific details of each discipline’s scope of practice in a given Province, the health 

care provider may be limited in the services they provide for a client based on the scope 

of practice statement.   

Wound prevention and management is multifaceted.  Nutrition for example impacts 

whether or not a wound will heal, so it is important to investigate, but recommending 

nutritional interventions may be outside the health care professional’s scope of practice.  

This then may lead to an unmet need for the client or a referral to yet another health care 

provider. 

 “Every profession has their….scope of practice, defined scope of 

practice. So as a podiatrist, or chiropodist your scope of practice 

includes foot and ankle, and what I am allowed to do to the ankle….it’s 

like shades of grey. By ankle, do they literally mean I can treat the 

ankle, or below the ankle. So, if my scope of practice is just the foot, 

what business do I have asking people what they are eating? Or some 

of the other factors that are not really part of my job.” [Participant #1] 

Beyond scope of practice policies, governmental policies can influence practice.  In 

Ontario, as an example, the public hospital act sets out specific policies regarding access 

to treatment, and the roles of some health care providers.  These policies can be different 

than those in the community for the same health care professional.  As an example, a 
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chiropodist can take extra training in medication prescription, and be authorized to 

prescribe medication within a limited scope.  This same chiropodist practicing with the 

same client population in a hospital setting is not allowed to prescribe medication and 

must work with a physician who will prescribe the medication.  This can become a source 

of frustration for the health care provider, especially if the physician they work with in 

hospital does not have an expertise in wound prevention and management and is reluctant 

to prescribe the medication that the chiropodist would normally prescribe in the 

community.  Ultimately this could result in a reduced quality of care for the client. 

 “the public hospital’s act. It is archaic. If I am not mistaken, it’s from 

1944. Even if the Ministry of Health and the RHPA says I can prescribe 

medications, because the public hospital act doesn’t, at some point I 

had written a prescription for somebody in the hospital, and then one 

my colleagues said “you can’t do that”. Sometimes you need to be 

aware of where you are working. If you are in a hospital, you have to 

adhere to hospital policies and procedures as well, and it might be 

different from what you might do if you were in your office for 

example.” [Participant #1] 

Each individual agency sets policies to help manage their own budgets.  Policies may 

guide what dressings or equipment are available, how long equipment may be loaned, or 

how often a type of treatment may be provided.  It is unclear whether these policies are 

based on best practice, but they are not individualized to a specific patient.  For example, 

for the first week, a client with a venous leg ulcer may need compression bandaging 

every day until the swelling is more under control.  Unfortunately, some community 

agencies set a maximum number of visits per week and will not provide additional visits. 

If the agency policies do not allow for the best practice treatment of the individual, 

wound healing may not occur at the expected rate.  Ultimately this may mean the client 

requires community services for much longer, and in the end may cost the health care 

system more money. 

“There are certain wounds in the early onset need Monday Wednesday 

Friday and they need compression application and well as well as they 
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got a dressing underneath but the community won't do three times a 

week [compression bandage brand name] because they say it is too 

expensive. They will only do it twice a week.” [Participant #4] 

Reimbursement policies may also limit the type of care provided.  For example, 

physicians may be funded for the tasks they perform.  Addressing lifestyle factors may 

not be a task listed in the funding structure, even though they may impact wound healing.  

Additionally, there may not be funding for case conferences and working as a team of 

professionals, even though a team approach may be in the best interests of the client.  

Once again, the policy may prevent the client from getting best practice care. 

“Yes, I think very much the social history is not factored into the fee 

schedules of making care cost effective. It becomes a difficult piece to 

become the prime mover of the interaction or the clinical visit, and 

even though it may be the most important one, it is still focused on the 

wound”. [Participant #6] 

5.6.2.2.1.3 Constraints of the System: Lack of Time 

Reimbursement policies as described in the previous section may effectively limit the 

amount of time the health care provider has to address the needs of clients with chronic 

wounds. Participants often cited lack of time as a barrier to addressing lifestyle factors.  It 

was of particular interest to note that health care providers cited their frustration with the 

lack of time, regardless of the length of time the provider had with the client.  Health care 

providers feel that they can’t adequately address lifestyle factors on top of the treatments 

they are already required to provide. 

 “There is only so much time with each appointment so that is another 

frustration. That even though I have a longer appointment than most of 

my colleagues. Even then, it is not enough to go through all of the 

factors, all of the time. You do run out of time because somebody else is 

waiting for you. I have time constraints. I am sure everybody does.”  

[Participant #1] 
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When health care providers are stretched for time, it is difficult for them to complete all 

of the tasks and activities involved with wound prevention and management.  The health 

care professional may start to prioritize the list of tasks they need to complete.  Typically, 

the task of local wound care – debridement, dressing changes, cleaning the wound etc., 

get priority over building the relationship and identifying and addressing lifestyle factors.  

Addressing the lifestyle factors becomes the “add on” or “nice to have” rather than 

recognizing that addressing lifestyle factors is important for wound prevention and 

healing. Addressing lifestyle factors, may never get addressed, simply because they are 

not the priority for that health care provider. 

“Well this is still a task, looking at social determinates of health, and 

looking at psychosocial, but it is kind of considered an add on, an 

extra. I hate to say the word, but an “expendable” piece. It is a piece, if 

you are time limited, if the treatment clinics in the community, the 

wound clinics, have to see a patient every 6 minutes or some ridiculous 

thing, it just doesn’t happen. Or if it [looking at lifestyle factors] does 

happen, you get lousy wound care.” [Participant #6] 

Where there is a recognition that lifestyle factors are important, and are made a priority, 

health care providers are left to find a creative way to make time to address these issues.  

For example, where there is a clinic where multiple clients will be seen in a day, a longer 

time may be spent with some clients to address lifestyle factors, while a shorter time is 

spent with another client, even though all the appointments are scheduled for a fixed 

amount of time.  Essentially this means that the funding for the group of clients is being 

used to enable the health care provider to spend the time with another client addressing 

lifestyle factors.  This is not a transparent practice, and as a result, funding agencies do 

not realize their gap in funding to address lifestyle factors, nor the importance of 

addressing them.  In other words, the client sees the benefit of addressing lifestyle factors 

but the funders do not realize that addressing lifestyle factors played an important role in 

the healing of that client’s wound. 

 “I do[have time] in my clinic because of the way we have it set up. The 

way we have the clinic set up is I have a half hour per patient. So that 
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actually provides me with a lot of time, so what normally happens is I 

have two patient rooms going at one time. I go in with one patient and 

get them set up and ready to go, then we bring the physician in and 

figure out what we are going to do….but while we are waiting for him, 

I normally have a good 10 minutes to spend with the patient and really 

talk with them. And if need be…..sometimes we will schedule them in to 

see me, and not the physician. So, the way we have it set up we are 

pretty lucky. Part of it is, our clinic doesn’t really make any money. We 

are not funded by a hospital, we are a stand-alone clinic. We run 

through the doctor’s Medicare billings. We both do this because it is 

something we firmly believe in, and we make it up by the other derm 

patients that he sees at the same time.” [participant #7] 

5.6.2.2.1.4 Constraints of the System: Difficult to access or 
coordinate service 

Difficulty with access or coordination of care was a common idea expressed by 

participants regardless of their setting, discipline or Province.  Often there are long waits 

for the client to see a wound specialist, then if that specialist needs to involve other 

disciplines, there can be a long wait for those health care professionals as well.  The 

impact to the client is they wait a long time without optimal care.  The longer they wait 

for optimal care, the more difficult the wound becomes to heal. (Sibbald, Goodman, et 

al., 2011) 

“No [laughs] there are never enough resources. I think for example, if 

I wanted to refer them on there are lengthy waiting lists. There are 

lengthy waiting lists for people to come and see me.” (Participant #3) 

There is also a sense that there is a frustration or helplessness among health care 

providers associated with the lack of access or coordination of services.  The expert 

clinician may know what best practice is, and can practice that within their scope, but if 

they can’t coordinate the other aspects of best practice care, their efforts may not result in 

a good outcome for the client. One again, the lack of timely access to various specialists, 
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results in the client having the wound for a longer period of time.  The longer a client has 

had a wound, the more difficult it is to heal that wound. (Sibbald, Goodman, et al., 2011) 

“I am challenged against the other disciplines, who sometimes, they 

too feel a helplessness, and there is maybe a lack of coordination of a 

formal team of people who could help potentially salvage this foot. The 

resources and the way it should work, we just don’t have it, and there is 

a sense of futileness, and helplessness and why bother” [Participant 

#4] 

5.6.2.2.1.5  Constraints of the System: Responsibility for the 
Patient 

Health care providers working in wound prevention and management often act as 

consultants and work in collaboration with other health care providers and teams.  

Referring health care providers have different expectations of the consultant.  In the 

consultation role, it may, or may not be clear whether or not the consultant is responsible 

for the local wound care.  In some cases, the referring health care provider wants to 

receive an opinion only, but in other cases wants the consultant to assume responsibility 

for the treatment of the wound until it heals.  Even less clear is who is accountable for 

issues, such as lifestyle that may have a more global impact on health.  The consultant 

and referring health care provider may not have the time nor opportunity to discuss the 

expectations regarding roles and responsibilities for the clients that they share. 

“What’s the role of the family doctor vs. the interprofessional team. 

The holistic thing. Some family doctors are glad if you intervene, other 

family doctors feel that you are stepping on their territory. So, a little 

bit is you have to know the referring physicians. Some family doctors 

will send a consult for a diagnosis. Others will send for diagnosis and 

treatment. Somebody else may say “wound. Please assess” and you 

have no idea what they are expecting” [Participant #6] 

To make matters more confusing, different health care providers take on different degrees 

of responsibility.  For example, one family physician may be very involved in wound 
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prevention and management and work with the client on a smoking cessation program.  

Another family physician, with the same type of client, may leave it to the consultant to 

address smoking.  The individual health care providers involved are left to negotiate who 

is responsible for what aspects of care.  This has the potential to leave important lifestyle 

factors unaddressed, because each health care professional believes another team member 

is addressing the issue with the client. “I think wound patients are often shall we say, 

because they don’t belong to any one discipline or any one specialty, they kind of get 

pushed aside and they often get lost within the cracks or within the seams of the health 

care system” [Participant #6] 

5.6.2.2.1.6 Constraints of the System: Clients fall through the 
cracks 

In addition to clients “falling through the cracks” as a result of lack of clarity regarding 

which health care provider is responsible for certain aspects of treatment, clients also fall 

through the cracks when basic care or monitoring are not available to an individual client.  

If a client becomes isolated, they may not book an appointment with a family physician 

for example.  If there isn’t a family member monitoring the client, health issues may go 

undetected until there are serious consequences for the client.  The health care provider 

that sees the client at that point, may be in a situation where they need to go outside their 

funded role, and address the basic needs of a client.  Health care providers who see these 

clients in need and take the time to address those needs may burn out over time, 

especially if they cannot help the client access basic services such as bathing assistance. 

 “I saw a lady just this past week that actually put me into tears 

because a family friend paid for me to go out to see her.  I went to her 

door and she was confused and she invited me in which was really not 

safe, but she did invite me in and I said, “You know, I’m here to help 

you with your feet.”  And she said, “Well, my six toes hurt.  She sat 

down and when she took her nylons off it was white silvery flakes all 

over her legs.  It was because she hadn’t washed in over 6 

months.  And the debris was between her toes right down to the ends of 

the toes.  And the fifth toes were curled right around to the toe webbing 
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underneath.  And it took an hour [to clean her feet and get rid of the 

dead skin] and it was painful, but afterwards she could walk on her 

toes without pain.  And I only reduced them 50%.  I had to send a nice 

letter to the family doctor who actually does home visits and he never 

looked at her feet” [Participant #10] 

5.6.2.2.2 Sub Category: Trying to Neatly Package Lifestyle 
Factors 

When health care providers recognize that lifestyle factors are impacting wound 

prevention and management, they try to look for ways to neatly package the lifestyle 

factor.  Five ideas make up this sub-category, each of which will be described in the 

following subsections: “Paternalism”, “lifestyle factors are hard to define”, “experience is 

needed to identify lifestyle factors”, “identification of lifestyle factors needs to be more 

systematic’, and treatment focuses on education. The subcategories in this section are; 

“Difficult to define”, “Experience is Needed to Identify and Address Lifestyle”, “Focus 

on Education” and “Addressing Lifestyle Needs to be More Systematic”. 

5.6.2.2.2.1 Trying to Neatly Package Lifestyle Factors: 
Paternalism 

 
There was a perspective identified where participants missed the “good old days” when 

the participant gave a treatment recommendation and the patient was expected to follow 

that recommendation.  This approach was easier because the health care provider could 

provide standard general advice such as “stay off your feet” and expected the client to 

interpret that advice and implement it in their life.  Considering lifestyle factors, and then 

trying to provide recommendations within that context was more complicated, because 

the health care provider now needed to help the client adapt the advice to their individual 

circumstance.  

“There are still patients who do what you say. If I say “oh, your heals 

are kind of dry, you should moisturize them so they don’t crack”. My 

goodness they moisturize like….they become the new, best ever 

moisturizers on the face of the earth, because they actually do 
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everything that you ask them to…and …you know…it…it’s easier when 

it becomes my duty and I am expected to do it, and that is how it is. As 

opposed to, this kind of more taking the patient, patient centred 

concerns, and taking their concerns into consideration and not having 

this crazy old dictatorship. Where you are supposed to work with 

somebody to adapt to their lifestyle, some kind of management plan 

that you can agree upon together that works. I actually find that more 

difficult, because that’s when my compassion…all of that comes more 

into play than in the old days, where I just could regard it as just my 

job [to just tell them what to do].” [Participant #1] 

5.6.2.2.2.2 Trying to Neatly Package Lifestyle Factors: Difficult to 
Define 

Participants in this study had difficulty defining lifestyle factors.  Many would regularly 

talk about a client factors such as their vocation, nutrition, smoking habits etc. as risk 

factors, then within the same interview, these same factors would be listed as lifestyle 

factors.  When best practice guidelines indicate that it is important to address lifestyle 

factors, there is an implicit assumption that health care providers know what i.e. meant by 

the term “lifestyle factor”.  Clearly this assumption is not grounded.  It is important to 

recognize that identification of lifestyle factors cannot occur, unless the health care 

provider has a concept of what they are. 

“you have to look at Diabetes as a risk factor for foot ulcer, but the fact 

that you have had an option to try and keep your diabetes in better 

control, by making certain food choices is…it is hard to separate the 

two. But still in my mind if I had to really, had to sort it out, it would be 

things that have to do with health vs things to do with 

choices.”[Participant #1] 

Participants recognized that lifestyle factors and risk factors are related.  Lifestyle factors 

could have a positive or negative impact on the client’s health or wound healing.  For 

example, the client’s diet or food choices was identified as a lifestyle factor; eating 
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healthy food has a positive impact on wound healing, but poor nutrition has a negative 

impact on wound healing.  It was only when the lifestyle choices a client made were 

detrimental to wound healing, did participants identify those lifestyle factors as risk 

factors. At the same time, participants did indicate that it was important to differentiate 

between lifestyle factors and risk factors, because lifestyle factors involve client choice, 

and therefore may be more modifiable. 

“I guess in my mind, risk factors is more of a broader term. Lifestyle 

factors would fit into there, so that risk factors could be lifestyle 

choices, whereas some of the other things that you can’t change 

wouldn’t fall under lifestyle factors.” (Participant #3) 

5.6.2.2.2.3 Trying to Neatly Package Lifestyle Factors: Experience 
is Needed to Identify and Address Lifestyle 

Participants believe that the ability to identify and address lifestyle factors comes with 

experience.  This experience could come from other areas of practice, such as working in 

an ICU, or from time practicing in the area of wound prevention and management.  

Listening to the client’s story, hearing their experience of living with a chronic wound 

and the impact that wound has on their life, or the difficulties adhering to treatment 

sensitizes the health care professional to possible lifestyle factors.  As they hear a client’s 

story, they can reflect back to the clients they have seen in the past and look for lifestyle 

factors they have seen in the past, that might be impacting the current client. Seeing the 

way each client lives with their wound contributes to the knowledge that health care 

provider has about lifestyle factors. 

“just experience, just seeing it. It is one thing to read it in a list, but it 

is another thing….the home environment is unique, in that you actually 

see how people live. So, you actually see things that you hear about in 

other places that affect people. You actually see people coping with it 

in their home.” (Participant #8) 
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5.6.2.2.2.4 Trying to Neatly Package Lifestyle Factors Addressing 
Lifestyle Needs to be More Systematic 

Participants believed that the identification of lifestyle factors needs to be more 

systematic so that these issues are at least consistently addressed.  It was common not to 

have a formal assessment to identify lifestyle factors.  Participants identified lifestyle 

factors through questions from the participant’s regular intake process or assessment and 

discussion. The lifestyle factors come up in conversation and discussion, but formal 

lifestyle questions are not necessarily embedded in the assessment.  This leads to 

inconsistences between client interactions, where some lifestyle factors are identified and 

addressed with some clients, but not others.  The identification of lifestyle factors is 

dependent on the client discussing their life with the health care professional, without 

them necessarily having an understanding of what factors might be important. 

“When I am doing my assessment, when I am taking the bandage off, I 

am talking with them and building that relationship. Just in 

conversation things will come up about lifestyle, their values. You will 

want to know as much as you can, so you can clue in to what might be 

helpful for this particular patient….or what is holding them back. When 

you bring up, “have you ever worn compression before”, that can open 

up a whole floodgate of emotions and criticism about compression 

hosiery and how nurses put the compression bandages in the past 

…..etc…so it just…yup. Developing that relationship, asking a few 

open-ended questions can glean you a whole lot of information” 

(Participant #5) 

Participants also identified lifestyle factors from observing the client initially and over 

time. Observation of the client may reveal issues with hygiene, nutrition, social support, 

adherence to use of offloading devices etc.  Relying on observation makes the assumption 

that the client’s presentation in clinic is the same as the way they live their life day to 

day.  Unfortunately, just because a client is wearing their air cast for an appointment, 

doesn’t necessarily mean they are always wearing their air cast.  The health care provider 

may make assumptions about the client and their lifestyle from observation and miss 



118 

 

asking about lifestyle factors that may actually be impacting the client and wound 

healing. 

“I think it is a little about assessing the person as they go into the 

room. Are they disheveled? What do their shoes look like? What type of 

clothing have they come in? Do they have a list of their medications? 

What are their questions? What is their social interaction?” 

[Participant #6] 

A patient completed questionnaire was suggested by several participants as a way to 

screen for lifestyle factors.  A similar questionnaire was used by two participants.  This 

questionnaire covered many different issues that might impact wound healing.  

Embedded in this form were questions that might identify possible lifestyle issues.  The 

answers to the questions, prompted the health care provider to follow up with more 

specific questions.  This approach relies on the client understanding the question and 

providing information that prompts the health care provider to probe more into lifestyle 

factors.   

“We have a questionnaire we do with every patient that is admitted into 

our clinic that they fill out with their basic demographics. Do they live 

alone, how many children do they have, if they have children, do they 

smoke, do they drink do they …..take drugs like marijuana, or that kind 

of thing, what’s their height, what’s their weight…all that is in the 

questionnaire. Then I sit down with them about the diagnosis, then we 

talk about what factors in their life are absolutely impacting their 

wound. Then we talk about what they think is realistic for them to work 

on.” [Participant #7] 

Participating in this study, and completing the reflective journal identified a potential gap 

in practice for some participants.  The reflective journal prompted health care providers 

to identify the lifestyle factors impacting wound prevention and management for the 

clients that they saw.  This process caused some participants to identify issues that had 

previously been unaddressed, even though some of the clients were long term clients.  
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This may suggest that providing health care providers with some kind of prompt about 

lifestyle may support their wound prevention and management practice by assisting them 

to at least identify potential lifestyle factors that they may be able to address. 

 “Well I just realized how little I was asking my patients.  Some of these 

I’ve had for up to 10-12 years.  And I know a bit about their families 

but then I started thinking about lifestyle and I said “You know what, I 

kind of take it for granted when I see the pack of cigarettes, you know, 

can I change them?”  I don’t always think I can.  Maybe I need to 

address those factors more and see if we can’t improve further in those 

areas.” [participant #10] 

There was also concern that addressing lifestyle factors at the initial visit, or all at once 

may be overwhelming for clients.  Participants felt that addressing them over time, could 

make it difficult for them to keep track of what factors have been addressed with each 

client.  From the perspective of keeping track of what lifestyle factors have been 

identified or discussed a checklist of lifestyle factors may be a helpful tool.  The danger 

of a checklist, is it becoming just a task to complete rather than a way of stimulating 

discussion. 

“I actually just use the same intake form that I do for the rest of my 

patients. I rely purely on my memory to ask these things. Quite 

honestly, when I am taking a new patient in for the first time, I am 

afraid that they could be overwhelmed with the number of questions 

that we are already asking them. So honestly if I had a form, I probably 

think it would be a good idea to use it at a subsequent visit because you 

are already asking them so much” (Participant #1) 

5.6.2.2.2.5 Trying to Neatly Package Lifestyle Factors: Treatment 
Focuses on Education 

Addressing lifestyle factors usually involved providing education for the client. The 

education provided may be via a pamphlet or discussion but is often general education 

and advice.  This education is repeated, even when it has been provided in the past.  The 
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education is not tailored to the client’s individual situation or adapted to the client’s 

context.  Since it is not specific to the client’s context, it may be difficult for the client to 

implement in their life.  For example, the health care provider may educate the client as 

to the importance of staying off their feet in order to offload a neuropathic foot wound, 

but the advice may not include specifics like try doing meal preparation sitting at the 

table, rather than standing etc.   

“I try and spend a few minutes actually educating them on why they 

should be wearing compression rather than just beating them up for 

not wearing the compression or trying to convince them to wear it. 

Once I do the education piece about the arterial vs the venous system, 

and it is not a long spiel, because I don’t have a lot of time, and I do it 

in my way, I find there is a bit more buy in” (participant #5) 

Participants commented that clients do not always take their advice seriously.  It is 

unclear as to why this seems to occur.  It may be that the client lacks sensation and 

doesn’t understand the seriousness of the wound.  It may be that the advice was not 

specific to the client, so they didn’t understand the importance of the advice.  Regardless 

of the underlying cause, if clients do not take the advice seriously and following it, and 

the wound may not close. 

 “I’ve have the odd patient tell they didn’t think I was serious when I 

told them they had to offload.  So maybe I don’t yell enough.  We try to 

let them know how very serious it is about the offloading.   And they 

always say, “We know, we know, we know” and they always agree with 

you.  And even the men with the spouses, I’ll lay it all out with the 

spouse there for the reinforcement cause the spouse will go home and 

say “That’s not what [she] said” really try to lay it on the line with 

them.  And I’ve done that with this man as well” (Participant #8) 
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5.6.2.2.3 Sub Category: Dealing with the Swamp in the Medical 
Model 

When participants recognized lifestyle factors that may impact the prevention and 

management of wounds, health care providers tried to address them within the constraints 

of the medical model. Health care providers relate lifestyle factors to adherence, in that 

the client’s lifestyle influences whether or not the client will adhere to treatment. 

Participants used the concept of client choice in an effort to distinguish lifestyle factors 

from risk factors; lifestyle factors were things where the client had some degree of 

choice, but risk factors were more outside the client’s control.  The locus of control was 

not always agreed upon between the client and the health care provider.  In some cases, 

the client wanted the health care provider to “fix” the wound, without acknowledging that 

they, the client, had control over some aspects of wound prevention and management. 

Ultimately it was the relationship between the health care provider and the client that was 

used to help to foster lifestyle changes to promote wound healing. 

5.6.2.2.3.1 Dealing with the Swamp in the Medical Model: Lifestyle 
is related to adherence 

Participants linked the idea of lifestyle factors to the client’s ability to adhere to 

treatment.  Lifestyle factors could either promote adherence to treatment, or act as a 

barrier to adherence.  Lifestyle factors were usually identified as a detriment to wound 

healing.  In some cases, health care providers saw clients giving priority to other aspects 

of their life over wound prevention and management.  

“So, I look at it, not that he doesn’t want to heal but the importance for 

him to be up in the wheelchair and be a little more independent is more 

important to him than healing. I have a number of patients where that 

is…the lifestyle changes they have to make to assist them, is not 

something they are prepared to do.” (Participant #8] 
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5.6.2.2.3.2 Dealing with the Swamp in the Medical Model: Client 
Choice 

Health care providers used the concept of choice to differentiate between lifestyle factors 

and risk factors.  They believed that clients had some degree of control, or choice, over 

lifestyle factors.  

“I will say “oh [patient name] what happened to the stockings”, and 

they’ll reply, well it was the summer and it got really hot and one day, I 

just didn’t wear them anymore. I would say to them “[patient name], 

well you’ve got to go back”. So sometimes it is the patient’s choices 

that are the impediment.” [ participant 4] 

Participants felt it was their role to educate the client as to how to prevent and manage the 

wound, but then ultimately the responsibility for whether or not the wound healed was up 

to the client.  In some cases, if the wound didn’t heal or progress as expected, the health 

care provider did not feel they were responsible for the health outcome because the client 

chose not to follow their advice.  This enabled the health care provider to distance 

themselves from the outcome when the wound didn’t heal. 

“I can go in and tell people, but when I leave, people are individuals 

and have patient rights. All I can do is the education, chart that you did 

the education and then it is still up to the patient. So, our policy, would 

be, we follow College of Nurses so we do education, but beyond that I 

don’t know. We are not ultimately responsible if patients choose not to 

follow what we ask them to do” (Participant #8) 

5.6.2.2.3.3 Dealing with the Swamp in the Medical Model: Locus 
of Control 

Participants in this study reported disagreeing with their clients as to where the locus of 

control lies for wound prevention and management.  Health care providers reported 

having clients who thought that the health care provider was responsible for healing the 

wound, and if the wound didn’t heal, they would blame the health care provider. 
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 “he is looking at me…you need to heal this. What else can you offer 

me, because this hyperbaric chamber stuff is not working. So what else 

are you going to do next? What else are YOU going to do?” 

[Participant #1] 

Participants believed that the client was ultimately responsible for their health, and that 

the locus of control for healing rested with the client.  Since the locus of control rested 

with the client, if the wound didn’t progress as expected it was the responsibility of the 

client. 

“so many things are influencing the way they are living right now, that 

they are the only ones, I believe, that can change their lifestyle. I can 

make suggestions as to how something can help a particular wound, 

but definitely that patient, or client needs to be accountable for their 

own health” [Participant #2] 

Perceived locus of control and perceived responsibility for wound outcomes were related.  

If the healthcare provider was believed to be in control they were then perceived to be 

responsible for wound outcomes, however participants in this study did not explicitly 

comment that they discussed locus of control with the client.  One approach health care 

providers took to negotiate the locus of control was setting joint goals with the client. 

 “Some patients tell me right off the bat that they are not quitting 

smoking. To which we say, okay we are not here to make you quit 

smoking, our job is to make sure you understand the risks, and then 

let’s work together to see what else we can work on together”. [ 

Participant #7] 

Another approach was fostering client empowerment.  Empowerment included jointly 

setting goals, but also equipping them with the information they needed to make 

decisions.  Participants felt that by empowering the client, the client would make 

decisions that were more in line with the treatment recommendations resulting in greater 
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adherence to the plan of care.  Better adherence would ultimately lead to improved 

wound outcomes. 

 “I think this whole aspect of patient empowerment needs to be 

facilitated. We need to put more responsibility on the patient than there 

is now. If they take more responsibility, my sense is they are more likely 

to be adherent to treatment. Being more likely to be adherent to 

treatment, is going to improve the outcomes and it is also going to give 

a greater personal responsibility for health” [participant #6] 

5.6.2.2.3.4 Dealing with the Swamp in the Medical Model:  Health 
Care Provider – Client Relationship 

The participants identified establishing rapport as critical to both identifying lifestyle 

factors and addressing them. Discussing the client’s daily routine, and the activities in 

which they engage gives the health care provider an understanding of that client’s life, 

but also builds the relationship with the client. 

“I think the very first thing is to take the time to ask people about their 

everyday life. I think you get a lot of information, and it helps to build 

trust with the client and show that you are interested in their life. It will 

help you set common goals with them. That is another piece, making 

sure you are taking the time to sit down and develop some goals 

together” [Participant #3] 

Establishing rapport with the client helped the health care provider negotiate the 

treatment plan.  Rather than just getting the client to agree to the treatment and not follow 

through, the health care provider looks for options to give the client that helps move the 

client closer to best practice.  This plan may not have been the textbook ideal but was 

aimed at moving the client towards best practice.   

“the patient is more…works with you better if you work with them on 

that kind of issue. So, you may convince them to wear the compression 

bandage at your visit, but then they will take It off. So, then you are not 
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getting anywhere, which can delay the healing outcome anyway. So, 

you might as well work with them, have them wear their hosiery, and 

go for a walk and look after a number of factors in their lifestyle that 

would help the healing. So, which is better? Which heals faster? Which 

delays healing? I am not sure, I don’t have stats on that” [Participant 

#5] 

There are barriers in the health care system that make building a therapeutic rapport 

difficult. Health care professionals feel they do not have the time to build the relationship 

because they are pressured to complete their assigned task.  Consistency of health care 

provider is also a barrier.  In community clinics as well as in the home, the health care 

provider the client sees may be different at each visit.  This lack of consistency makes 

building rapport much more difficult.  

“So, I guess that is why I do believe in the relationship, you are going 

to get me on a side bar now but, my frustration in the community is you 

are sent hither and yawn, and you don’t develop that relationship. It 

was harder to develop a relationship and to know the whole patient 

situation, family situation, to help them move forward with some of 

these chronic wounds….and you only had 10 minutes to do the care 

and move on. You can’t do collaborative work at all that way” 

[Participant #5] 

The skill the health care provider has negotiating interpersonal relationships and dealing 

with sensitive issues can also impact the quality of the rapport and whether or not the 

health care provider can influence the lifestyle choices the client makes.  Some health 

care providers may be overbearing and giving orders that may not engage the client to 

make changes in their lives.  Other health care providers may be hesitant to address 

issues, so the client may not be aware of the changes they could make to improve wound 

healing. 

“I think it depends on the nurse’s relationship with the person. Whether 

or not they feel comfortable talking to them and disclosing things. 



126 

 

Versus the nurse that comes in that is the sergeant major. Not all 

nurses are equal. I think you have to look at who has the social atlas 

that can interact with people in a meaningful way, to look at social 

determinants of health or look at issues within a person’s life. 

Sometimes things are soft signs rather than hard clinical signs. They 

also require that the patient reveal personal details which they may or 

may not be able to display depending on the situation.” [Participant 

#6] 

Sometimes participants were reluctant to address lifestyle factors because it may impact 

their relationship with the client. Even though they had the ability to build a therapeutic 

rapport with the client, they felt addressing lifestyle factors could endanger this rapport.  

In some cases, the participant was afraid that the client would not come back for their 

next appointment if they address lifestyle factors.  This would mean that the client was 

not accessing the service they provided (e.g. debridement) because the health care 

provider attempted to address a lifestyle factor. 

 “Sometimes, not that I am afraid to open the can of worms, but 

sometimes I feel it would be more destructive to the relationship rather 

than constructive. I may not be able to change them from smoking, but I 

could say – you can help yourself by not smoking. Whereas to 

somebody else I could, who I felt was on the change wagon already, 

say do you want to give me the cigarettes that are in your pocket? That 

I think is a much more threatening statement, but maybe it is 

appropriate for some people and not for everybody.” [Participant #6] 

5.6.2.3 Category: Co-Occupation 

The last category was co-occupation. Recall that in the introduction to this research, I 

discussed the idea that wound prevention and management was an occupation. When 

identifying and addressing lifestyle factors together with the client, health care providers 

are engaged with the client in this occupation.  Together they are determining the best 

ways to integrate wound prevention and management into the context of the client’s life.  
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Working together in this way is an example of co-occupation.  Co-occupations occur 

“when people perform an occupation in a mutually responsive, inter- connected manner 

that requires aspects of shared physicality, shared emotionality, and shared 

intentionality.” (Pickens & Pizur-Banekow, 2009, p. 151)  The first aspect of the 

definition of co-occupation is shared physicality.  When the health care provider interacts 

with the client, they are interacting in the same physical space, and are engaged in the 

physical activity of local wound care potentially involving dressing changes, applying 

compression etc.   

The second aspect of co-occupation is shared emotionality.  Health care providers who 

engage clients in the occupation of wound prevention and management experience, 

alongside the client, the joy of seeing a wound close, as well as the frustration of seeing 

the wound not progressing as expected.  Other emotions are also experienced by the 

provider such as helplessness and vulnerability.(van Rijswijk, 2001, p. 22). 

The last aspect of co-occupation is a shared intentionality.  When health care providers 

set goals together with the client, there is a shared intentionality.  In wound prevention 

and management, the goals may relate to healing or closing the wound, but they could 

relate to other aspects of care such as reducing odour so the client feels able to participate 

in social activities. 

“Usually most patients really want to please their care providers I 

believe. Especially if the care provider bonds with them, and they 

believe that the care provider is there in their corner, kind of thing. We 

are all in the same side of the battle. We all are trying to do the best for 

them. We all want them to keep walking and staying independent, living 

as normal a life as possible, having fun. So once the client understands 

that, they will be more open.” [participant #9] 

The co-occupation shared by the client and health care provider was working together for 

optimal outcomes.  The optimal outcome for the client may not be wound healing, but 

rather the ability to participate in other life occupations without making the wound worse. 
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Several participants directly commented on the interconnected relationship and shared 

intentionality. 

For that patient the best thing might be an air cast but they don’t want 

to go anywhere near that, but they might do a med-shoe. That’s the best 

you can do, but still work with them on something else. So, it is a give 

and take, almost like a relationship…it is a give and take. It may not be 

exactly what you want or what the book says, but overall there is 

cooperation. [Participant #5] 

 The co-occupation category is made up of two sub-categories; “Health Care Provider 

Experience” and “Perceived Client Experience” as well as the idea of conditional 

reasoning. 

5.6.2.3.1 Sub Category: Health Care Provider Experience 

Participants in this study expressed that when first entering the field of wound prevention 

and management they didn’t want to move outside of the best practices for fear of 

making things worse.  Through working with the client, health care providers come to 

realize that they need to adapt the treatment to the client’s experience.  Health care 

providers experience other feelings working with clients to prevention and manage 

chronic wounds.  These feelings include guilt at not being able to make the wound better 

or frustration at the system, or at the client for not following the recommendations.  

Frustration had the potential to make health care providers judgmental of the client’s 

lifestyle.  Ultimately though, engaging with the client in the co-occupation of wound 

prevention and management with an intention of achieving the best outcomes, the health 

care provider was able to influence the client’s lifestyle choices. 

5.6.2.3.1.1 Health Care Provider Experience: Fear of Making the 
Wound Worse 

Participants described their fear of making the wound worse, which made them afraid of 

being creative with their recommendations to better meet the client’s lifestyle.  As they 

started to realize that the client may give priority to other occupations over wound 
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prevention and management, health care providers came to realize that the client would 

not follow the best practice recommendations made by the clinician.  Experience working 

with clients lead health care providers to look for ways to adapt the principles of the best 

practice (e.g. offloading) so that the client was moving towards the ideal treatment, rather 

than being expected to implement the “ideal” treatment. 

Participant #3: I think at the beginning when I started out in wound 

care, even though I was a physical therapist, I was thinking “oh my 

God, these people have these wounds, I don’t want to make them worse 

Researcher: Do you have any insight as to how you overcame your 

fear?  

Participant #3: I think it was probably a patient who taught me. A 

patient who was a younger man who ended up having half of his foot 

amputated actually. He was just adamant that he needed to do the thing 

that he loved which was being on the trap line. Obviously, that is not 

the best thing for your foot. But he actually had some mental health 

issues, and not being able to do that was actually worse for him. Worse 

for his overall health than not doing it. We worked together to find 

ways that he was able to do it to some extent. So, I just…so I think it 

was a patient who helped me get over it more than anything. 

5.6.2.3.1.2 Health Care Provider Experience: Health Care 
Provider Feelings 

Participants were emotionally invested in their clients.  These feelings varied between 

participants. Although health care providers felt confident in providing general 

recommendations such as asking the client to stay off their feet, or wear offloading 

devices, they felt guilty making this advice more specific to the client.  They also felt 

guilty giving feedback to clients on situations where the feedback was directed to times 

when the client was not implementing the advice given previously.  This was especially 

true if they felt the advice/feedback could have a negative impact on the client’s quality 

of life. 
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 “when I have to turn on the “well that’s not okay because”….. it’s not 

okay for the patient not to give them a little bit of a hard time about 

this, but I feel, I also feel guilt. I feel guilt inside to have to say, “stop 

baking for your grandkids”, “please stop taking care of your poor sick 

wife who you don’t have any other caregivers for her”. Of course, it is 

not appropriate advice, but I am just….sometimes I feel bad for them. I 

feel empathy for the situation that they are in. I don’t want to give them 

advice to stop smoking or to change their diet or to….or to…you 

know… try to find chair exercises instead of their favorite, swimming. I 

think I feel really bad for them, that I am asking them to change their 

lifestyle in a way that I know they are not going to like hearing it. Even 

though I think it is my job. I know I have to, it’s just the frequency with 

which I am going to do it, it’s just affected by my personality type. And 

I can’t be the only one”. [participant #1] 

Similarly, health care professionals share in the joy when a wound improves or heals.  

Participants expressed feelings of joy and happiness when wounds improved.  This 

particular feeling for the health care provider extends into interactions with other clients.  

They remember the success with past clients and this motivates them to help the next 

client progress towards healing.  The experience the health care provider has had with a 

wound progressing or healing, enables them to give hope to new clients. 

“What’s amazing to me is I have had a number of times where there 

have been some really exciting limb salvage stories. I now, when I see 

this wound, in some ways I want to come along side that patient, in 

such a way that I say, “gosh, this is such an opportunity, we are going 

to save this foot” [participant #4] 

Participants also expressed feelings of frustration and upset, often in relationship to 

clients not getting the care they needed in a timely manner.  The health care provider is 

left facing that unmet need  and having to decide whether or not they can help.  The 

health care provider may not have the resources nor ability to meet the need but leaving 
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the person with basic unmet needs could create an ethical tension for the health care 

provider.  Recall the quote from section 1.5.2.1.10 where the participant was describing 

the home visit for the client with the sore feet.  She spent two hours washing the client’s 

feet because it looked like they hadn’t been washed in 6 months, and that was the actual 

source of the client’s foot pain, not that she needed her nails trimmed.   I asked her about 

how she is compensated for home visits.  She responded; 

Participant #10: Yes, I charge $15.00 to travel so that covers my gas. 

But not your time.   And this didn’t cover my time.    

Researcher: No clearly.    

Participant #10 But in some cases, you do things because it’s right.    

Researcher: Yep.  I hear that.    

Participant #10 So, you just, it’s a gift.    

Researcher: You’re a good person.    

Participant #10: Yeah, it upset me all weekend. 

5.6.2.3.1.3 Health Care Provider Experience: HCP Judgmental of 
Lifestyle 

Participants described needing to overcome a judgmental attitude of other health care 

providers.  At times, they needed to convince other health care providers to stop judging 

the client and assist the client to identify small lifestyle changes they could make.  The 

need to co-ordinate care between a number of care providers with different experience 

and expertise has already been discusses as an issue earlier in this chapter.  Adding the 

dimension of health care providers being judgement of lifestyle makes it even more 

difficult to engage them in the care of clients with chronic wounds.   

“The biggest advice that I really try to reinforce with the nurses or 

residents who rotate through our clinic is the whole concept that you 

can’t be judgmental, and you have to realize if you don’t appear 

supportive they are going to go through that door and not do anything 
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you are recommending. So, you really need to…..everyone has a life 

story….everybody has things going on in their lives that none of us 

know anything about. So, to try and be supportive, and not be 

judgmental…..work with what you’ve got…is what I always try to tell 

them” [participant #7] 

5.6.2.3.1.4 Health Care Provider Experience: HCP can Influence 
Lifestyle 

Participants identified that they can work with the client to influence their lifestyle. Over 

time, and with a good rapport, the health care provider engages the client in a discussion 

of their life and follows up on any progress.  Small successes, such as reducing smoking 

by 1 cigarette per day are celebrated, because clients can build on these successes to 

make further change.  Following up with the client on a regular basis can help the health 

care provider determine when that client is ready to make another change towards best 

practice.  “You can help the patient make the changes they need to make as well as on the 

medical side changes that can be done to help. To change the status of that wound from 

chronic [to acute] perhaps.” [Participant #5]  

5.6.2.3.2 Sub Category: Perceived Client Experience 

Although clients with chronic wounds were not interviewed as part of this study, 

participants commented on their perceptions of the client experience. Two general ideas 

made up this sub-category; “client resistance” and “their wound goes with them”. 

5.6.2.3.2.1 Perceived Client Experience: Client Resistance 

Participants commented that resistance to change was a barrier to wound healing. The 

perception was that a client has developed a particular way of doing an activity and 

would be unlikely to change.  The focus was on getting the client to change, rather than 

understanding why the client completes an activity in a specific way.  A deeper 

understanding may have resulted in less resistance. 

“He was using a knife to cut his toenails and we really encouraged him 

and asked the daughter about taking the knife away so he just would 
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not be able to access it and she said he would just go out and buy 

another one. So that was probably not the strategy that would work.” 

[participant #6] 

When health care providers talk about client resistance, they may actually be mislabeling 

the behaviour they see.  Client resistance could actually be an expression of autonomy 

and independence. As an example, a client refusing the offer of assistance with a 

particular task may come from a place where the client wants to demonstrate their ability 

to be self-sufficient.  An alternative approach may be to engage the client and find ways 

they can participate in their care. 

“His wife is the caregiver and she is wonderful.  The only problem that 

comes in is that he won’t let her do it all the time. He wants to do it 

himself and that’s how he got the injury because he used gorilla glue to 

put his toe prop back together.” [participant #10] 

Participants reported that resistance could be overtly expressed by the client.  When 

resistance was overtly expressed, the health care provider had the opportunity to address 

the issue, re-educate the client and assess the client’s willingness to change. 

“He asked me if he still had time to go downstairs for a cigarette, 

because I was still with another patient, and I said NO! [laughs], and 

he said “why?” and I said “because it is bad for you, and it is bad for 

your circulation”. He laughed and still went downstairs for his 

cigarette. So, while that wasn’t exactly advice, when he came back I did 

say, I wasn’t joking right. It is bad for you and it does decrease your 

circulation” [Participant #1] 

Examples of a more passive resistance were also provided by participants.  Although 

health care providers identified that the client had not followed up on the recommended 

course of action, such as purchasing a device, the health care provider did not identify 

exploring the reason, beyond the initial excuse.  The passive resistance might have been 

an opportunity to discuss the treatment plan with the client and potentially modify the 
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recommendations to make it easier for the client to follow through.  For example, 

modifying the recommendations could be suggesting a less expensive device. 

“One of the common ones, and more than once last week was a lack of 

adequate footwear. “yes, I need to get around to going and getting 

them”, “yes, I know it is important, I just haven’t had time” or “I’ve 

had so many other things I’ve had to do” or ‘work has been really 

busy” or “I have had some family commitments”. So, we see that 

footwear was ordered previously but the patient still hasn’t got it.” 

[participant #6] 

Participants also wondered if client resistance was related to the client not taking the 

wound seriously, especially if the client lacked sensation in that area of their body.  Pain 

is one of the ways the body signals a physical injury, without pain, the client may not 

recognize the severity of the wound. Health care providers try an equate chronic wounds 

with other, more familiar conditions to help them understand how important it is to 

follow the treatment recommendations.  

“He thought I was kidding.  I lectured him for 20 minutes.  He thought 

I was kidding but anyway.  And I think that’s part of the attitude, 

especially with the diabetics; they don’t take is serious.   They don’t 

think that it will have the potential to seriously affect their lives.” 

[Participant #8] 

5.6.2.3.2.2 Perceived Client Experience: Their Wound Goes with 
Them 

Health care providers engaged in the co-occupation of wound prevention and 

management recognize that the wound goes with the client, through all of their activities 

of daily living.  If the client were going to choose to follow the treatment 

recommendations, they would need to modify or give up other occupations.  The client 

can never take a “vacation” from the occupation of wound prevention and management, 

because wounds can deteriorate quickly. 
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“She went to the [exhibit name] at the [museum name] and did a lot of 

walking, cuz she went with some other people, and said it was 

beautiful, walking this and walking that. And I asked her “don’t you 

think you did too much walking which is why your toe…[laughs]…blew 

up again”, because I can see from how it looked that it had actually 

sealed over, so it was possibly healed…” [participant #1] 

There was also a recognition that the wound may have an impact on the client’s family 

and family relationships as well as other people in their clients’ lives.  In other words, the 

client’s occupation of wound prevention and management has the potential to impact the 

occupations of the client’s family and support network.  Tension can also arise in a 

relationship when the client is not able to follow through on roles as they have in the past, 

or when they need more assistance than they have in the past. 

“He wants to go on vacation really, really bad. The trouble is, he 

insists that he has to swim in the water. There is no way he is going on 

vacation if he can’t swim in the water. I tried to be comforting. I tried 

to say that when I go on vacation, I like to read and sit in my shady 

spot under an umbrella or a gazebo. Just enjoy being there, just enjoy 

being with people who are enjoying being there. His wife really wants 

to go, really bad. She is being kind of….she is being….she is not being 

very supportive in a way. She is thinking more of herself. Then on the 

other hand she wants to go alone….which I understand…but it is not 

nice for him knowing that she would be going alone. On the other 

hand, he is holding her back to some extent. He doesn’t really want her 

to go without him. He really wants to be able to go. He is very 

frustrated….and very emotional about it. He is very…..I just hope at 

this point he is okay. He just keeps extending his arms in the air, and 

putting his hands on his face and shaking his head. It’s like he just 

doesn’t know what to do. “what do I need to do to heal this”” 

[Participant #1] 
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The need for a client to consider leaving a job or changing their job has been discussed 

earlier in this chapter in relationship to the client’s job interfering with their ability to 

follow the treatment plan.  This occurs when there are recommendations where the client 

is expected to stay off their feet, but their job requires them to stand or walk such as 

being a warehouse worker or a mechanic.  The wound goes with the client to their work 

setting and may cause issues with their co-workers where odour has not been adequately 

addressed. The client’s goal in this situation may be to reduce odour as the priority over 

wound prevention and management.  

“but he can't be sent home from work because he smells so bad that 

they can't work around him, so that when you do things that are 

probably not evidence based but evidence aware and you have to be 

that support network and almost let him decide when he needs the 

antibiotics because he is not feeling well. He can't function, others have 

noticed when they are around him that he smells, and you also have to 

address the pain factor and out of control infection often leads to 

severe pain. When the pain gets much worse, he really kind of heaps 

into the path. So that I know there are extenuating circumstances that 

we really need to look at and rethink the actions.” [Participant 6] 

Health care providers need to ask questions about the client’s life in a non-judgemental 

way so that the health care provider can identify the stresses on the wound, but also to 

help the client find the best way to integrate wound prevention and management activities 

into their daily life.  By discussing the client’s lifestyle and possible options for wound 

prevention and management activities, the client and health care provider can jointly 

form a treatment plan that is manageable for the client and preserves the client’s ability to 

participate in their chosen occupations.  

“It is part of my central thinking all the time. I want to make sure that 

patients can participate in their lives, I want to make sure that it is in a 

safe way. We may need to modify things a bit, but I think it is really 

important that people continue to be able to engage in their life….and 

be as healthy and active as they can”.  [Participant 3] 
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5.6.3 Clinical Reasoning 

Different styles of clinical reasoning occur throughout the substantive theory presented in 

this chapter, and vary between the high ground, and different sections of the swamp.  The 

three types of clinical reasoning, procedural, interactive and conditional will each be 

explored. This will be followed by a section contrasting clinical reasoning styles in the 

swamp. 

5.6.3.1 Clinical Reasoning Style: Procedural Reasoning 

Procedural reasoning is used when clinicians are thinking about the disease or disability, 

in this case chronic wound prevention and management and deciding on the procedure or 

treatment plan to address that disease or disability (Fleming, 1994, p. 121).   Procedural 

reasoning is most associated with the concepts in the high ground, and where clinicians 

are focused on the local wound care and concerned with applying the best practice local 

wound intervention to the wound.   Experienced health care providers see this type of 

focus in the consult requests, where the clinician requesting the consultation doesn’t 

appear to see beyond the local wound. 

It is not just changing from silver to Inodine…which is what tends to be 

seen as wound care. If we just change the product we will get wounds 

to heal. No, no, no, no, no. It’s over and over again, even in the notes 

we get from key nurses in the clinic. All they want to do is to change the 

outer dressing or the contact layer in the dressing, because they think 

that that is going to make the difference. (Participant #5) 

Procedural reasoning is used to determine the best local wound care for an individual 

client.  Experienced health care providers find this type of reasoning simpler as it avoids 

the complexities of the client’s circumstance. “Sometimes it is just easier and quicker to 

pop in and do the dressing change and pop out, and not think about anything else” 

(Participant 12) 
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5.6.3.2 Clinical Reasoning: Interactive Reasoning 

Interactive reasoning occurs when the health care provider wants to better understand the 

client, and choose a treatment directed to that client as an individual (Fleming, 1994, pp. 

121–122).  This type of reasoning was also used to better understand the impact of a 

disease or disability on the specific client.  While there was a recognition of the client, 

and their individual situation, the focus was still on promoting wound healing, over other 

aspects of the client’s life.   

I have a patient who has chronic pressure ulcers. Part of the reason we 

cannot get it even close to heal is that he will not offload….because to 

offload for him would be to stay in bed. And he insists that he gets up 

every day and sits in his wheelchair. Even though he has a Roho 

cushion and he shifts a little bit every day, he is never going to heal 

(Participant #8) 

5.6.3.3 Clinical Reasoning: Conditional Reasoning 

Conditional reasoning is a combination of procedural reasoning and individual reasoning.  

Using conditional reasoning, health care providers “think about the whole condition: this 

includes the person, the illness, the meanings the illness has for the person, the family, 

and the social and physical contexts in which the person lives” (Fleming, 1994, p. 133). 

Participants in this study demonstrated this type of clinical reasoning when they drew on 

their previous experiences and considered how to adapt best practices to the realities of 

the client’s situation, while still enabling them to engage in their chosen occupations. 

“he is going to go and pick mushrooms in his back yard. He may have 

a nasty wound on his foot and he is wearing these nasty horrible little 

boots. So, I have to think about that in terms of how we are going to get 

the wound to heal when he is still going to pick mushrooms.” 

[Participant 4] 
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5.6.3.4 Contrasting Clinical Reasoning Styles in the Swamp 

Clinicians move between different styles of clinical reasoning dynamically, but the types 

of clinical reasoning employed, influenced the clinician’s approach to lifestyle. Consider 

the occupation of baking.  Two of the participants had clients with diabetic foot ulcers.  

Each of the clients was spending more time on their feet than was ideal, because they 

wanted to spend time in the kitchen baking.  Each of the two research participants viewed 

this activity in different ways and had different approaches to treatment.   

“I feel guilt inside to have to say, “stop baking for your grandkids”, 

“please stop taking care of your poor sick wife who you don’t have any 

other caregivers for her”.  Of course, it is not appropriate advice, but I 

am just….sometimes I feel bad for them.  I feel empathy for the 

situation that they are in.  I don’t want to give them advice to stop 

smoking or to change their diet or to….or to…you know… try to find 

chair exercises instead of their favorite, swimming.  I think I feel really 

bad for them, that I am asking them to change their lifestyle in a way 

that I know they are not going to like hearing it. Even though I think it 

is my job”. (Participant #1) 

This is an example of interactive reasoning, where the health care provider understands 

the impact their advice has on the client but does not adapt their advice to enable the 

client to still pursue their occupation.  Participant #3 takes a different approach. 

“Sure, the first one would be calf muscle pump exercises to help blood 

flow and gait training to ensure…because this particular patient is on 

her feet a lot, and she likes to be on her feet a lot. She finds that that is 

important to her because her husband has dementia and it is good for 

her to keep busy. So, it is really focusing on doing calf muscle pump 

exercises while she is standing doing her baking. Making sure she is 

focusing on walking properly so she is engaging her calf muscle pump, 

to try and help with the edema a little bit. She wears compression as 



140 

 

well, which is great, but it is just to give her a little bit extra.” 

[participant 3] 

This is an example of conditional reasoning where the clinician is putting the client’s 

lifestyle choice, baking, ahead of the traditional advice of staying off her feet.  The 

clinician could see multiple different possibilities for the client.  By applying the 

principles of fostering circulation, and improving gait, the health care provider is able to 

provide recommendations that foster wound healing, that fit with the client’s lifestyle 

choices, and consider the individual as a whole. 

Both of the clients had the same type of wounds, and the same chosen leisure 

occupations, yet the health care providers took different approaches. Using interactive 

reasoning Participant #1 is able to understand the impact of their treatment 

recommendations and feels guilty for telling the client that they can’t participate in a 

leisure occupation because they need to stay off their feet.  Participant #3, engaged in the 

co-occupation of wound prevention and healing with their client looked for treatment 

alternatives that would enable the client to continue to engage in their leisure occupation, 

while still implementing wound prevention and management strategies that promote 

wound healing. 

5.7 Theory Application to Clinical Practice 
On the surface, conceptualization of clinical practice as a high ground of best practice 

guidelines and research overlooking a swamp (Schon, 1987, p. 3) seems simplistic, but it 

does provide a mechanism to frame the discourse around identifying and addressing 

lifestyle factors within the wound prevention and management community.  As discussed 

in the literature review, although there is an acknowledgement within the wound 

prevention and management literature that lifestyle factors are important, there isn’t a 

common definition of “lifestyle factors” nor guidance for the clinician as to how to 

identify and address these factors.  The concept of the high ground and swamp may 

enable the wound care community to explore the swamp in an effort to help clinicians 

identify the issues.  The concept of a high ground and swamp may help clinicians to look 
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for, and identify the factors beyond the wound, including lifestyle factors that are 

influencing that client. 

Using the concepts of high ground and swamp, clinicians can also enter into the discourse 

regarding lifestyle factors though looking what characteristics of the swamp are 

influencing their client’s situation.  Creating a dialogue about lifestyle factors is the first 

step to create change in the practice of wound prevention and management. 

5.8 Summary 
This chapter presented the results of this constructivist grounded theory study.  The two 

major categories “the high ground” and “the swamp” were described along with the 

subcategories.  The relationship between the categories and overall theory were explored, 

including the types of clinical reasoning and how they relate to “the high ground” and 

“the swamp”.  
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Chapter 6  

6 Discussion 
This constructionist grounded theory study has advanced the knowledge of how health 

care providers identify and address lifestyle factors with community dwelling adults 

living with chronic wounds. At the same time, it has confirmed the existence of a gap 

between the identified importance of addressing lifestyle factors within the prevention 

and treatment of chronic wounds, and the understanding of health care professionals of 

how to identify and address lifestyle factors.  Participants were from different disciplines, 

different regions across Canada, and worked in different settings including community, 

clinics and hospital-based programs.  Bringing these diverse experiences together and 

analyzing them fostered the development of broad concepts that related to how health 

care providers identify and address lifestyle factors.  Examining the concepts and their 

relationship to each other led to the development of a substantive theory of how health 

care providers identify and address lifestyle factors. 

To set the context for the rest of the discussion, this chapter begins by addressing the 

question of what health care providers identify as lifestyle factors.  Not surprisingly, there 

wasn’t agreement on what constitutes a lifestyle factor, but there was agreement that 

lifestyle factors are important.  The second section focuses on how health care providers 

identify and address lifestyle factors.  Despite the acknowledgement that lifestyle factors 

are important, there wasn’t a consistent way of approaching them.  Lifestyle factors were 

identified as part of the standard assessment, through observation or discussion.  

Participants did believe that a more systematic way of approaching lifestyle factors would 

be helpful.  The third section is focused on how occupational science could provide a 

framework for moving the understanding of lifestyle factors forward within the wound 

prevention and management community. The concepts of transactionalism and co-

occupation in particular may help to move the discourse forward and are discussed in this 

section.  Next the limitations of this study are explored, followed by opportunities for 

future research. 
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6.1 What do Experienced Health Care Providers Identify as 
Lifestyle Factors? 

A common perspective on lifestyle factors, what they are, and how to define the concept 

of lifestyle factors was not found in the scoping review nor the data provided by 

participants.  Participants in the interviews would start the interview, confidently 

discussing lifestyle factors, but as they talked their descriptions became muddy and they 

struggled to define the term “lifestyle factor”.  Others would identify something as a 

lifestyle factor, and then a few minutes later identify the same thing as a risk factor.  

Some participants framed lifestyle factors as something that was modifiable or something 

over which the client had some choice. Moments later they would identify a lifestyle 

factor over which the client didn’t have control. This inconsistency was captured in the 

substantive theory by the idea “lifestyle factors are hard to define” and is part of the 

category of “tension between the medical model and the swamp”.  The idea that lifestyle 

factors are hard to define was part of the category of “tension between the medical model 

and the swamp” because the medical model is more concrete, task based, and “find it, fix 

it”.  Addressing lifestyle factors does not fit well in the medical model because they are 

less concrete, messy and vary dramatically related to the client’s situation.   

The challenge may be that health care providers do not have a language to adequately 

describe lifestyle factors. Not having a language regarding lifestyle factors, health care 

providers may only be able to describe specific examples in specific situations, such as 

the client is spending too much time standing, whether for their job or a leisure activity. 

This reduces the complex context of the client’s life, to a simple, more superficial, binary 

question of “is the client standing too much”.  The lack of a commonly understood 

language also underscores the difficulty of defining the essence of what lifestyle actually 

encompasses. 

The constraints of the medical model were a barrier to address lifestyle factors as 

explored in the idea of “constraints of the system” within the “tension between the 

medical model and the swamp” portion of the substantive theory.  The medical model in 

Canada tends to be reductionist, where health care providers look for the problem, and 

then apply a solution.  As one participant described it, “we are a find it, fix it kind of 
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doctor or team vs. looking at wellness and a holistic type of approach” (Participant #6).  

The complexities of the client context do not fit well with this “find it, fix it” approach, 

because there isn’t a simple answer that is within the scope of practice of the health care 

provider. For example, if the client doesn’t have the financial resources to purchase 

services or devices required for optimal wound prevention and management, there may 

be little that the health care provider can do within their role to address this issue, even 

though they recognize the issue.   Reducing lifestyle factors to simple statements such as 

“the client is standing too much” fits better within the medical model.  It seems this 

medical model does not encourage the health care provider to explore the complexities of 

the client’s context beyond the simple problem and applying the simple solution. 

As discussed in the case study “Robert” in chapter 2, the literature review, simplifying 

the lifestyle issue to a statement such as “the client is standing too much” is a more 

individualistic, medical model approach, and can lead to simple treatment 

recommendations, such recommending the client stand less. Reducing the complex 

context of the client’s life to simple behaviours or questions, makes it difficult to discuss 

the complexities with other health care providers, nor explore complex lifestyle issues. 

The lack of a language to describe and discuss lifestyle factors may also contribute to the 

lack of discourse about lifestyle factors in the wound prevention and management 

literature. 

Despite the difficulty of defining the term, health care providers did agree that lifestyle 

factors were important.  This was also reflected in the literature where lifestyle factors are 

identified as important to address. (s.f. Botros et al., 2010; Cathy Burrows et al., 2007; 

National Pressure Ulcer Advisory Panel & European Pressure Ulcer Advisory Panel, 

2009a)  The health care providers felt that lifestyle factors were important because they 

influenced adherence.  Lifestyle factors were often described as factors that limited the 

client’s adherence to treatment.  The relationship between lifestyle factors and adherence 

is captured in the substantive theory by the idea “lifestyle factors are related to 

adherence” and is part of the category “dealing with the swamp in a medical model”.  

The relationship between “lifestyle factors” and adherence has not been specifically 
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discussed in the wound prevention and management literature, despite health care 

providers framing lifestyle factors in this way.  

6.2 How Do Health Care Providers Identify and 
Address Lifestyle Factors? 

Regardless of why there is a lack of discourse in the wound prevention and management 

literature regarding lifestyle factors, there isn’t guidance for health care providers as to 

how to identify and address lifestyle factors.  Given the lack of guidance, it wasn’t 

surprising that different health care providers described different approaches to 

identifying lifestyle factors with their clients.  Three different approaches were described; 

having the client complete a questionnaire, observation of the client, and through 

discussion either during the initial assessment or during an appointment.  Having the 

client complete a questionnaire once again reduces lifestyle factors to simple statements 

and may not adequately explore the complex context of the client’s life.  It is up to the 

health care provider to review the questionnaire and engage the client in discussion to 

gain a more in-depth perspective.  The same is true for identifying lifestyle factors based 

on observation of the client at an appointment either in their home or clinic setting, in that 

the health care provider needs to engage the client through discussion to gain a more in-

depth understanding. All lifestyle factors may not be things that could be observed in this 

way, so some lifestyle factors could be missed.  The last approach was discussion either 

as part of the initial assessment or during an appointment.  The skill of the health care 

provider in engaging the client in a discussion and probing appropriately is of paramount 

importance in the identification of lifestyle factors.   

When a lifestyle factor was identified that was an activity that conflicted with the wound 

management plan, health care providers took one of two approaches.  They either told the 

client to avoid the activity or they looked for ways to adapt the treatment to better 

accommodate the activity in question.  Health care providers who ask the client to avoid 

activities that are not in line with the wound management plan, commented that they 

would educate the client on why they should avoid the activity.  The impact of 

participating in that activity on wound healing was the focus of the education.  Health 

care providers who adapted treatments looked for ways to encourage the client to follow 
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best practices but added other approaches to treatment.  For example, for clients with 

diabetic foot wounds who were still going to stand for longer periods would be 

encouraged to elevate their feet when they could and do calf muscle pump exercises 

while standing to help with circulation.  The literature is silent on whether addressing 

lifestyle factors means asking clients to avoid certain activities or adapting treatment to 

fit within the client’s life.  There is also no research on the impact on wound healing or 

client quality of life with either approach. 

Where the lifestyle factor was a financial barrier, health care providers tried to 

recommend less expensive equipment, or tried to fix the client’s current equipment.  

When the financial barrier impacted how often the client could afford to pay for an 

appointment, appointments were spread further apart.  Once again these ways of 

addressing financial barriers have not been studied in terms of their impact on wound 

healing. 

Other lifestyle factors, like lack of access to clean water were not addressed.  This may be 

related to these factors being outside the traditional role of the health care provider our 

outside of their perceived control. 

6.2.1 Experience and Professional Artistry in the Swamp  

Regardless of the approach used, health care providers commented that experience is 

required to identify and address lifestyle factors. Experience may lead to professional 

artistry.  Schon (Schon, 1987, p. 22) uses the term “professional artistry to refer to the 

kinds of competence practitioners sometimes display in unique, uncertain and conflicted 

situations of practice”.  This professional artistry enables the professional to quickly take 

in various factors, and reflect while performing a task, adjusting the approach to the task 

based on all of the factors discovered. Lifestyle factors are complex and unique to each 

individual client.  Professional artistry that comes from experience, may be the skill that 

health care providers need to address lifestyle factors 

This artistry is difficult for health care providers to specifically describe and identify.  

The frustration of not being able to adequately describe this skill has been captured in the 
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literature. “Yet, they [professionals and educators] are disturbed because they have no 

satisfactory way of describing or accounting for the artful competence which 

practitioners sometimes reveal in what they do.” (Kinsella, 2009, pg 9)  The lack of an 

ability to describe the professional artistry of addressing lifestyle factors within the 

context of wound prevention and management echoes the idea described earlier in this 

chapter that health care providers may not have the language to adequately describe 

lifestyle factors.  

Both Kinsella (2010), and Flaming (2002) explore the difference between episteme 

(scientific knowledge), techne (practical knowledge) and phronesis (practical wisdom).  

Phronesis or practical wisdom may be a term that can be used when discussing how to 

identify and address lifestyle factors, as this term appears to have more of a foundation in 

knowledge than the term artistry.  Flaming (2002, pg 151) states “that many nurses 

realize at a pre-reflective level that non-techne-ical issues (e.g., respect, attitude) are 

important, but these issues are forced into a knowledge-based approach.”  Best practice 

guidelines in wound prevention and management also focus on quantitative research and 

the knowledge base in the area.  The entry point to discourse regarding lifestyle factors 

and the prevention and management of chronic wounds may be the phronesis or practical 

wisdom required to navigate the high ground and swamp as described in the substantive 

theory from this study. 

Experienced health care providers know that there is more to treating a client’s chronic 

wound, than simply providing good local wound care.  The “high ground” as described in 

this study may provide experienced health care providers a way of conceptualizing 

practice that is focused on the local wound care and may be missing consideration of the 

client’s context. Practical wisdom, or phronesis is required to take the information from 

the high ground and adapt it to the client’s situation in the swamp where practice occurs.  

If experienced health care providers strived to make this practical wisdom visible by 

describing their thought process, this might give novice health care providers insight as to 

how to identify and address lifestyle factors. 
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6.2.2 What Are the Barriers to Identifying and Addressing Lifestyle 
Factors? 

Health care providers could easily identify the barriers to addressing lifestyle factors.  

The barriers became the “characteristics of the swamp” and “constraints of the system” in 

the substantive theory.  The characteristics of the swamp included lack of client insight 

and judgement, other social determinates of health, psychosocial issues and client 

characteristics.   

The barriers labelled as ‘characteristics of the swamp” in the substantive theory, tended to 

be more concrete than lifestyle factors and were easier for health care providers to 

identify.  Consider client characteristics for example.  Client characteristics were 

described as things making the client complex, including the idea that clients had 

multiple diagnoses (e.g. diabetes, hypertension, etc.), may be elderly, and isolated related 

to odour from the wound.  Each of these characteristics has been discussed in the 

literature.  Each of these characteristics has a label that is recognized and has a shared 

meaning with other health care providers. If health care providers do not know or 

understand the meaning of these characteristics, they can find information in the 

literature.  

The other barriers that health care providers were readily able to identify were the 

“constraints of the system”.  These constraints of the system included lack of time, 

policies, difficult to access or coordinate service, responsibility for the patient etc.  Again, 

each of these concepts is concrete.  In addition, each of these constraints may impact the 

way the health care professional is able to practice, beyond the way they deal with 

lifestyle factors, making them top of mind for health care providers.  For example, the 

pressure of the lack of time may not just affect if lifestyle factors are addressed, but the 

health care professional may also feel pressured when trying to complete another task 

within their role such as a complex dressing change. 

In contrast to lifestyle factors, barriers may have been easier to identify than lifestyle 

factors because of the common language among health care professionals, the more 
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concrete nature of these concepts and the potential of these barriers to influence more 

areas of practice than just the way lifestyle factors are identified and addressed. 

6.2.3 What Resources do Health Care Providers Use? 

Wound prevention and management was reported by health care providers to be largely 

self-learned.  As described in the substantive theory, health care providers often fall into 

wound prevention and management by taking on a role that included wound prevention 

and management, and there was not necessarily a more experienced clinician to act as a 

mentor.  Health care providers sought out information on their own, often from best 

practice guidelines, policy statements, care pathways and the scope of practice documents 

from their individual disciplines.  Participants also sought out workshops and education 

sessions, however they acknowledged that these sessions usually focused on local wound 

care, and lifestyle factors were only mentioned in a general way as something else that 

needed to be addressed. 

6.2.4 What Approaches do Health Care Providers Use to Address 
Lifestyle Factors? 

As described earlier in this chapter, experienced health care providers identified two 

general approaches to addressing lifestyle factors: recommending a client avoid specific 

activities or modifying their recommendations to fit within the client’s activities or 

lifestyle. Recall the example from the Chapter 5, of the two clients, seen by two different 

health professional participants in this study who wanted to continue to participate in the 

leisure activity of cooking or baking.  One health care provider took the approach of 

recommending the client avoid that activity, the other looked-for ways to incorporate 

wound prevention and management approaches into the activity of baking and 

encouraged the client to implement these approaches when cooking or baking.   

The study participant who told the client to avoid baking, was aware of the impact the 

advice of “having the client stay off their feet” would have on the client’s life and 

reported feeling guilty always having to say “no you can’t/shouldn’t do that activity” and 

having a negative impact on the client’s quality of life.  In discussion of their reflective 

journal the health care provider reported that they had addressed the lifestyle factor 
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because they reinforced the recommendation with the client that they needed to stay off 

their feet and avoid baking while the wound was healing.  Based on their experience, this 

clinician may be focused on wound healing, and not know how to promote wound 

healing without limiting the time the client spends on their feet baking. 

The second health care provider also reported in their reflective journal that they had 

addressed the lifestyle factor because they had helped the client integrate wound 

prevention and management activities into their daily activities. They recommended other 

treatments such as doing calf muscle pump exercises while standing to help reduce the 

detrimental impact on the wound from standing.  Based on their experience, this health 

care provider recognized the importance of baking for their client, and drew on a 

repertoire of approaches to promote wound healing, rather than just relying on restricting 

activities. 

Even though both health care providers reported addressing the lifestyle factor identified 

(i.e. baking causing the client to spend too long on their feet), the experience for the 

client was very different depending on the health care professional providing treatment.  

As best practice guidelines and the literature do not provide guidance for the health care 

provider, it is unclear whether the recommendation should be to avoid participation in 

certain activities, to adapt the recommendations to enable the client to continue to 

participate in activities of their choice, or another approach entirely.  It may be that 

limiting or avoiding certain activities may be the best approach in some circumstances 

where the client is willing and able to follow that advice.  In other circumstances, where 

the client wants to participate in an activity, the best approach may be to adapt the 

recommendations so the client can continue with the activity.  

Experienced health care providers also recognize that ultimately whether the client 

follows recommendations for wound prevention and management is the client’s choice.  

This was captured in the substantive theory with the ideas of “client choice” and “locus 

of control” under the category of “dealing with the swamp in the medical model”.  Some 

clients believed that whether the wound healed depended on the treatment the health care 
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provider implemented such as the type of dressing and didn’t recognize or place much 

importance on their own ability to follow the health care provider’s advice. 

Health care providers, in contrast, saw that the locus of control rested with the client, and 

the client ultimately chose whether to follow their recommendations.  When discussing 

the concept of client choice, it was usually in relationship to whether a client was going 

to follow the advice to avoid a specific activity.  Once again this is a binary approach to 

lifestyle factors: did they reduce the amount of standing or not; did they reduce the 

amount they smoked, etc.  It would be interesting to examine whether clients would be 

more likely to follow advice aimed at adapting wound prevention and management 

activities to fit within their activities or lifestyle, rather than following advice to avoid 

certain activities. 

6.3 Using an Occupational Science Lens to Move the 
Lifestyle Factor Discourse Forward 

As discussed in this chapter, one of the reasons lifestyle factors may not be identified and 

addressed, nor appear in the literature may relate to the fact that health care providers do 

not have a language that adequately describes lifestyle factors.  Occupational science, the 

study of human occupation, could provide a language in which to frame lifestyle and 

discuss lifestyle factors in relationship to wound prevention and management.  As 

discussed in the introduction, occupational science is concerned with all aspects of 

human occupation. (Yerxa, 1990)  Occupation has been defined as “the everyday 

activities that people do as individuals, in families and with communities to occupy time 

and bring meaning and purpose to life. Occupations include things people need to, want 

to and are expected to do” (World Federation of Occupational Therapy, 2016).  

Occupation doesn’t occur in isolation, but rather it occurs within the client’s environment 

or context.   

Although occupational therapists work in the area of wound prevention and management, 

there were not any occupational therapists who participated in this study.  As a result, the 

approach an occupational therapist may take to address wound prevention and 

management is not included in the data.  As an occupational therapist, when I was 
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working as part of an interprofessional wound prevention and management team, I would 

often include a discussion relating the client’s life choices to the concepts of wound 

healing.  I would begin by engaging the client in a discussion of their activities of daily 

living and their other occupations.  Not just what they were able to do currently, but also 

what they would like to be able to do.  From an Occupational Science perspective, the 

client interview is not just about getting a laundry list of tasks and occupations in which 

the client engages, but to get a sense of the meaning of these occupations for the 

individual client. 

Once I had a sense of the client’s current and desired occupations including their meaning 

for the client, I would help the client view these with wound prevention and management 

in mind. Recall the discussion of healable wounds and maintenance wounds from the 

introductory chapter of this dissertation.  A healable wound is one where the client has 

the physical capacity to heal, the client was making choices consistent with wound 

healing and the system was able to provide optimum best practice care (Sibbald, 

Goodman, et al., 2011).  A maintenance wound is one where the client has the physical 

capacity to heal, but either the client was not making choices consistent with wound 

healing or the system was unable to provide optimum best practice care. (Sibbald, 

Goodman, et al., 2011).  Although maintenance wounds may progress toward closure, 

they do so at a slower rate than a healable wound.  If the client had the physical capacity 

to heal, I would discuss their occupational priorities and help them choose whether they 

wanted to have a healable wound or a maintenance wound.   

Together with the client we would explore each of their occupations that may be 

detrimental to wound healing, in relationship to the idea of choosing a maintenance 

wound or a healable wound. In other words, clients had the opportunity to make other 

occupations the priority over healing their wound.  In this way we made the discussion of 

their lifestyle choices tangible and something that was within their control.  Having this 

open, non-judgmental discussion helped bring the interprofessional team in line with the 

client’s goals, recognizing that wound healing was not always the priority for the client. 
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There are three specific concepts described by occupational scientists that may be 

particularly useful to promote discourse in the wound prevention and management 

community about lifestyle factors: transactionalism, co-occupation and transactionalism 

in relationship to  co-occupations. 

6.3.1 Transactionalism 

As described in the introduction, transactionalism is a theoretical perspective where the 

person cannot be separated from their environment nor their context when discussing 

their occupation (Aldrich, 2008). In addition, there is a constant coordination between the 

person and their environment or context (Cutchin & Dickie, 2012; Dickie, Cutchin, & 

Humphry, 2006). Each client with a chronic wound engages in various occupations all 

within the context of their lives.  They are actively coordinating the activities along with 

their context or environment.   The client and their environment are constantly changing, 

each being influenced by the other.  "Functional coordination as such is viewed as a 

'transaction' via the dynamic coordinated restructuring of relationships of the person and 

situations" (M. P. Cutchin & Dickie, 2012, p. 18) 

From a transactionalism perspective, the recommendation that treatment plans need to 

consider the client’s lifestyle would mean that the health care provider would need to 

consider their wound prevention and management recommendations from the perspective 

of the functional, constant coordination of this occupation alongside the client’s other 

occupations and within the client’s context.  In other words, considering the client's 

lifestyle is really considering the transactions or functional coordination that the client 

would need to do to follow the health care provider's recommendations. Transactionalism 

speaks to the complexity of integrating wound prevention and management activities into 

the client's life and lifestyle, because the underlying assumption is the requirement to 

constantly coordinate the wound prevention and management recommendations as the 

client moves through their life. 

As an example, consider the occupation of identifying and addressing lifestyle factors for 

wound prevention and management within the context of the client’s life when baking 

with their grandchildren.  The client valued this time with her grandchildren as a way to 
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connect with them and spend time with them.  Participating in this activity was a priority 

for the client.  The general advice this client was given was to stay off her feet as much as 

possible.  To engage in the activity of baking cookies, she would need to choose a recipe 

that would enable her to sit with the grandchildren to do the preparation, to avoid 

standing.  This may be difficult because part of the meaning for the client of baking 

cookies may be to bake the traditional family recipes, that have always been done in a 

particular, traditional way.  Next, she would need to get the ingredients and tools she 

needs collected.  Depending on the age of the grandchildren, she may be able to ask them 

to help with this task. Even if the grandchildren were able to help with the gathering of 

the ingredients and tools, asking for help may change the meaning of the occupation for 

the client.  For example, the client may want her grandchildren to see her as a strong, 

independent woman, and asking for help may not fit with this self-image.  Making the 

batter and rolling out the cookies may be able to be done while sitting at a table, but this 

depends on having access to a power outlet, if an electric mixer is required for the recipe, 

and whether or not the client has an appropriate table surface on which to work.  If her 

grandchildren normally help with this step, and they need hand over hand assistance, the 

client may not be able to provide this assistance from a seated position, and may choose 

to stand as a result.  

Clearly, simple advice such as “you need to stay off your feet more” does not address the 

client’s context, their other occupations nor the constant coordination with their 

environment nor context. To consider the client’s lifestyle when implementing a wound 

prevention and management plan, from a transactionalism perspective, the health care 

provider would need to work with the client to help them identify their other occupations 

and contexts where they do stand and walk.  The clinician would then need to help the 

client work through the options and decisions, similar to the example above, where they 

may be able to make choices that promote wound healing.  These interactions need to be 

specific to the individual client, because the meanings they have for each occupation, 

their context and their capacity to change the way the occupation is done is specific to 

that individual client.  To add to the complexity, the choices the client makes within each 

situation can also change depending on the circumstances at the time. 
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One of the ideas described in the substantive theory under the client’s experience was 

client resistance.  From a transactionalism perspective, client resistance, is no longer a 

binary "yes they are following the recommendations" or "no they are not following the 

recommendations” but is much more complex and can be investigated further.  Is the 

health care provider seeing the client as “resistant” because the client is happy with their 

current occupations and the functional coordination of those activities within their 

environment and context?  Is the health care provider seeing “resistance” because the 

client does not know how to functionally coordinate the wound prevention and 

management recommendations with their other occupations or within the context of their 

life? What specific occupations or contexts are challenging for the client to functionally 

coordinate with wound prevention and management activities?  Each of these lines of 

inquiry opens the opportunity to consider the client's lifestyle when considering the 

approach to wound prevention and management.  “Lifestyle issues” when viewed from a 

transactionalism perspective become fluid, and rich with detail.   

6.3.2 Co-occupation  

Whereas transactionalism may provide a language for identifying and addressing lifestyle 

factors, co-occupation may be a way to provide a language around how healthcare 

providers interact with the client to identify and address lifestyle factors.  Co-occupation 

occurs within the appointment where the client and health care provider are working 

together to integrate wound prevention and management into the client’s life. 

Recall from the results chapter that co-occupation occurs when “when people perform an 

occupation in a mutually responsive, inter-connected manner that requires aspects of 

shared physicality, shared emotionality, and shared intentionality” (Pickens & Pizur-

Banekow, 2009, p. 151).  The co-occupation of addressing the client’s lifestyle factors 

within the appointment with the health care provider, has all elements: the health care 

provider is in the same physical location as the client, is emotionally invested in the 

success of the client reaching their goal and intends to provide advice that the client can 

integrate into their life. It is important to recognize that the client’s goal may not 

necessarily to heal the wound, it may be related to reducing pain, odour control, 

participating in activities without the wound getting worse, etc. 
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Within the appointment with the health care provider, a discussion occurs about what the 

client needs to do to prevent and manage the wound.  An open discussion of how the best 

practice recommendations fit within the client’s lifestyle, provides an opportunity to 

uncover the challenges the client has implementing this advice in the context of their life. 

The health care provider gains an understanding of the transactions and assists the client 

to develop a repertoire of possible approaches.   

Co-occupation may foster a more equitable balance of power between the health care 

provider and the client, in contrast to a more paternalistic approach as was described in 

the substantive theory as “paternalism” under “trying to neatly package lifestyle factors”.  

The view in this part of the substantive theory was that it was easier when the health care 

provider was the authority and provided advice and was expected to follow it, rather than 

trying to deal with the complexities of the client’s life.  A co-occupational lens 

recognizes that all the individuals participating in the co-occupation contribute to that 

occupation.  In this sense, the health care provider may be an expert in wound prevention 

and management, but the client is an expert in their own life. Working together, bringing 

each expertise to the issue of wound prevention and management, would ensure that the 

recommendations are appropriate for the individual considering their lifestyle, and that 

the client has the repertoire of approaches to use in their life.   

6.3.3 Transactionalism in Relation to Co-occupation 

The health care professional, and the client are both is engaged in functionally 

coordinating their participation in identifying and addressing lifestyle factors in the 

wound care appointment. The client responds to the health care provider’s questions 

based on their experience adapting their lifestyle to follow the treatment 

recommendations.  Based on the client’s response, the health care provider may change 

their approach, or discuss other ways that the client can integrate the clinician’s 

recommendations into their lifestyle.  Both the clinician’s and client’s responses and 

approaches change based on the other’s responses. At the same time, participants are also 

coordinating how they interact with this specific client regarding lifestyle factors, with 

the context of their setting, their experience, etc. 
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The participants in this study identified lack of time as one of the barriers to addressing 

lifestyle factors.  Occupations are defined in part as activities that occupy time. The idea 

that health care providers are lacking time may relate to the other occupations that that 

health care provider needs to coordinate within their working day.  Consider as an 

example working with the client who wants to continue to bake cookies with her 

grandchildren.  As described earlier, working through the possible ways to adapt the 

wound prevention and management approach to that particular activity is multifaceted 

and complex.  Having this discussion with the client requires the health care provider to 

invest time in this discussion.  At the same time, they need to consider the total 

appointment time they have with the client, and whether or not they would be able to flex 

any other part of their day to accommodate a longer appointment with the client.  They 

need to consider how long the local wound care will take, as this was likely the original 

reason for the appointment and needs to be completed.  The health care provider needs to 

consider whether the discussion about lifestyle factors can effectively occur while the 

local wound care is happening, or if the local wound care can happen more quickly.   

If they can coordinate the time issues, then they may need to determine if they are 

competent in identifying and addressing each lifestyle factor, and whether or not this fits 

within their scope of practice.  They also may need to reflect on their previous experience 

to determine if they have a repertoire of approaches that may be helpful in this situation. 

The way the health care provider deals with each of these contextual issues 

(transactions); time, their perceived competency, their scope of practice etc., will 

dramatically influence how the health care provider will engage in the co-occupation of 

addressing lifestyle factors with a specific client on a specific day.  This in turn will 

influence how the client responds. 

6.4 Implications for Occupational Science 
Through this study, new ideas regarding co-occupation and transactionalism have been 

explored.  Co-occupation is an emerging concept in Occupational Science that requires 

more discourse and research.  Co-occupation has been studied in relationship to parents 

and children (Price & Miner Stephenson, 2009), between spouses (Nes, Jonsson, 
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Hirschler, Abma, & Deeg, 2012), between elderly patients with dementia and their 

families (Ono, Kanayama, Iwata, & Yabuwaki, 2014), staff and clients with 

developmental disabilities (Mahoney & Roberts, 2009) etc. Examining the clinical 

appointment from a co-occupation perspective may add to this body of research and have 

implications for how health care providers identify and address lifestyle factors. 

Transactionalism has been a useful lens to study the complex interactions an individual 

has with their various environments.  The idea of transactionalism as a component of co-

occupation has not yet been discussed in the literature, but it is reasonable to consider the 

relationship of these concepts.  This concept of transactionalism as a component of co-

occupation may provide a useful frame for discourse regarding the complexities of 

identifying and addressing lifestyle factors.  It may be possible to consider the 

transactions occurring for the health care professional and client, and add to the 

understanding of co-occupation in this context. In this way we may be able to engage in a 

discussion of how health care providers can develop skills to identify and address 

lifestyle factors. 

6.5 Limitations 
There are several limitations of this constructivist grounded theory study.  The first is this 

study looks at lifestyle factors from the perspective of the health care provider rather than 

the client. Clients with chronic wounds may view lifestyle factors differently than the 

health care professionals.  I did decide to focus on health care providers to uncover their 

tacit knowledge of lifestyle factors, as the chronic wound guidelines are geared towards 

health care providers to implement.  Studying their perceptions did advance the 

knowledge of how health care providers identify and address lifestyle factors. 

The second limitation is this study only considers the Canadian experience and did not 

include the perspective of health care providers from other countries.  Health care 

providers from other countries may be more developed in the way they identify and 

address lifestyle factors, which could inform the Canadian practice.  In addition, other 

countries may have different supports in their system that foster the opportunity for 

health care providers to identify and address lifestyle factors. 
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Lastly this study did not examine if health care providers of different disciplines had 

different perspectives on lifestyle factors.  It is possible that different disciplines have 

different perspectives, and approaches.  Not differentiating between different disciplines 

could also be a strength, because this diversity added to the depth and complexity of the 

findings.  Finding commonalities across disciplines make the common ideas stronger.  

Where different disciplines have the same perspective, it may suggest that these ideas are 

more ingrained across the interprofessional team. 

6.6 Future Research 
Underlying this study and scoping review is the finding that lifestyle factors are 

important to identify and address within the context of wound prevention and 

management, however guidance for clinicians as to how to identify and address these 

lifestyle factors is missing.  Clearly there are many opportunities for further research.  

The first is to investigate the client’s perspective of lifestyle factors.  The other avenue of 

investigation would be to determine from the client’s perspective what activities are 

impacted by wound prevention and management activities.   To add to the depth of this 

type of study it would be interesting to see if the client’s perception of the activities 

impacted by wound prevention and management recommendations are the same as those 

identified by their health care providers. 

Another area of enquiry could be to investigate whether addressing lifestyle factors by 

adapting them to fit within the client’s lifestyle improves the buy-in of the client to the 

treatment plan and makes it more likely for the client to implement the plan.  The impact 

of addressing lifestyle factors in this way could also be evaluated in terms of goal 

attainment.  It would be important in this type of study to recognize that wound healing is 

important, but not the only goal of interest. 

The last area of research would be to further investigate the idea of co-occupation 

between the health care provider and client.  How health care providers enter co-

occupation with clients, and the characteristics of this type of interaction. 
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Chapter 7 

7 Conclusion 
There continues to be a tension between the identified importance of addressing lifestyle 

factors in the prevention and management of chronic wounds, and the literature available 

to assist health care providers to identify and address lifestyle factors.  This grounded 

theory study explored the tacit knowledge of how experienced health care providers 

identify and address lifestyle factors.  While a common perspective on lifestyle factors 

was not found, the substantive theory constructed from this research does provide insight 

into how lifestyle factors are identified and addressed, as well as the barriers to 

identifying and addressing lifestyle factors. 

In 2000 the wound bed preparation paradigm (Sibbald et al., 2000) was published for the 

first time.  This paradigm promoted the idea that to heal a wound, three equally important 

factors needed to be addressed: treat the cause, optimize local wound care and address 

patient centered concerns.  Identifying and addressing lifestyle factors was part of 

addressing patient centered concerns.  Despite the equal importance of treating the cause, 

optimizing local wound care and addressing patient centered concerns, little has been 

published providing guidance to health care providers as to how to identify and address 

lifestyle factors. 

In this grounded theory study, there was not a common definition or list of lifestyle 

factors that was generated by the experienced health care providers who participated.  

The approach to identifying lifestyle factors was also inconsistent.  A substantive theory 

did emerge from the data.  The high ground is the entry point for health care providers, 

where the focus is on the local wound care, both in the care they provide as well as the 

education they seek.  These health care providers expect the clients’ wounds to heal with 

the application of the appropriate local wound care. 

As health care providers reflect on their practice, particularly reflecting on the care of 

clients whose wounds did not heal with the application of appropriate local wound care, 

they become aware of the swamp.  The swamp is the context in which practice actually 
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occurs.  Characteristics of the swamp such as financial resources, the client’s job, 

finances, lack of social support all influence whether or not the wound will progress 

towards healing.  There is a tension between the swamp and the medical model, because 

of some of the constraints of the medical model such as policies, lack of time, lack of 

clarity regarding responsibility for the client etc.  Health care providers may try to neatly 

package lifestyle factors to be able to address them within the medical model.  Other 

health care providers enter into the co-occupation of wound prevention and management 

with the client.  Working together the health care provider and client find unique ways of 

incorporating the occupation of wound prevention and management into the client’s daily 

life and their other chosen occupations. 

The remainder of this chapter focuses on the clinical implications of this study, the 

clinical implications and finally the suggested future directions. 

7.1 Clinical Implications 
Health care providers do not have a common understanding of the term “lifestyle factors” 

nor do they consistently identify and address them.  This results in a very different 

experience for the client.  In some cases, they are told to avoid their chosen 

occupation(s), in favor of wound prevention and management activities. In other cases, 

the health care provider works alongside the client to incorporate the wound prevention 

and management activities into their daily life.  Since there is a lack of discourse in the 

literature regarding identifying and addressing lifestyle factors, individual clinicians may 

not see that there are different ways of dealing with lifestyle factors other than by limiting 

activities that may be detrimental to wound prevention and management. 

Identifying and addressing lifestyle factors as described in “the swamp” is messy and 

complex.  The occupation of wound prevention and management needs to be integrated 

into the swamp, where each client comes with their own context and chosen occupations.  

The best way to integrate wound prevention and management into the client’s daily 

activities is different for each client, requiring creativity from the health care provider and 

excellent conditional reasoning skills.   
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This grounded theory study examining how healthcare providers identify and address 

lifestyle factors is important because through its publication there is an opportunity to 

stimulate discourse among health care providers working in wound prevention and 

management.  Publishing the substantive theory with the core concepts of “the high 

ground” and “the swamp” provides a framework for this discourse and an opportunity for 

health care providers to reflect on the clients they have seen.  In addition, hearing 

different ways that wound prevention and management can be integrated into the client’s 

life will also stimulate reflection. 

7.2 Future Directions 
The first step in fostering a change in practice is creating an awareness that lifestyle 

factors are not well understood, yet they are important.  They have an impact on the 

feasibility of wound prevention and management interventions,  the client’s quality of life 

and the client’s ability to participate in their chosen occupations. Publishing this study 

and the substantive theory is a beginning to create an awareness of lifestyle factors and 

the complexity involved in identifying and addressing them.  Beyond the publication of 

this study, we need to stimulate the discourse within the wound prevention and 

management community. It is through discourse and sharing stories of our clients, that 

health care providers will have the opportunity to identify different approaches. 

Health care providers need to be encouraged to publish case studies that discuss the 

client’s lifestyle factors, how they were identified and how they were addressed.  This 

allows other health care providers to learn from their experience, and perhaps share their 

own case studies.  This in turn will help to increase the body of literature around the topic 

of identifying and addressing lifestyle factors. 

Lastly, the substantive theory needs to be integrated into the wound prevention and 

management training to increase the awareness of novice health care providers to the 

issues in the swamp, but also to provide an opportunity for discussion amongst 

experienced health care providers.  Mentioning lifestyle factors as something to consider 

is not enough.  We need to start building the repertoire of possible ways to integrate 

wound prevention and management into the client’s activities of daily living by including 
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this information in the education provided. Discussing lifestyle factors and how to 

integrate wound prevention and management tasks into the client’s activities of daily 

living will help to increase the repertoire of options health care providers can discuss with 

their own clients.  Ultimately creating an awareness and discussing  how to identity and 

address lifestyle factors within the context of wound prevention and management can  

help to increase client satisfaction and their participation in the wound prevention and 

management treatment plan leading to better outcomes. 
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Appendix 5: Recruitment Ad Text 

The format requested by the Canadian Association of Wound Care, the Ontario Wound 

Interest Group and the Wound Care Specialist Facebook group may be different, however 

the content will be as follows: 

 

We are recruiting Health Care Providers with 3 or more years of experience in assessing 

and managing clients with chronic wounds to participate in a study looking at the lifestyle 

factors that influence the treatment and management of these patients.  As part of this 

study you would be asked to: 

• Participate in an initial interview in person or via video conference 
• Provide copies of documents that they use to identify and address the lifestyle 

factors that impact your clients 
• Complete a chart of lifestyle factors impacting your patients between the first and 

second interviews 
• Participate in a second interview (in person or videoconference) to review the 

chart and discuss the analysis of your first interview 
• Optional: participate in a focus group (video conference) to review the results and 

emerging theory 

 

To participate you need to: 

• Have at least 3 years of experience with clients living with chronic wounds in the 
community 

• See at least 5 chronic wound patients per week 
• Practice in Canada 

If you are interested, and for further information, please contact Linda Norton, 

lnorton9@uwo.ca 
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Appendix 6: Guide for the First Interview 

Preamble: Best practice guidelines stress the importance of considering lifestyle factors 

when treating clients with chronic wounds.  The intent of this interview is to understand 

your interpretation of the term “lifestyle factor” and how and when you integrate lifestyle 

factors into the treatment and management of clients with chronic wounds. 

Background: I’d like to begin this interview with a discussion of your practice setting. 

Describe your practice setting? 

Do you see clients in a clinic setting or in their home? 

How often do you see the client? 

Do you have primary responsibility for the treatment plan?  If not, please describe how 

you influence the treatment plan) 

Describe your client population?  

What is the age range of your client population? 

What type of chronic wounds do your clients have? 

What co-morbidities/other diagnoses do your clients have? 

On average, how long have your clients had their wound before you see them? 

How many clients with wounds do you see per week? 

Describe your clinical background 

What is your discipline (physician, registered nurse, occupational therapist, etc.)? 

What wound prevention education/courses have you completed? 

How many years of experience do you have working with people with chronic wounds? 
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How did you become interested in working with clients with chronic wounds?  

Definition of Lifestyle:  I’d like to understand your perspective on lifestyle factors, what 

you identify as a lifestyle factor, whether these are different from risk factors, and how 

you address lifestyle factors with your clients.  There are no right or wrong answers, I am 

just interested in your perspective 

How would you define the term “risk factor”? 

Can you give me an example? 

How would you define the term “lifestyle factor”? 

Can you give me an example? 

Do you think it is important to distinguish between “risk factors” and “lifestyle factors”  

Why or why not? 

If it is important to distinguish these terms, what do you see as the key difference 

between a “lifestyle factor” or “risk factor”? 

Can you give me some examples? 

Do you think there is overlap in the terms “lifestyle factor” and “risk factor”? 

Can you tell me more about that? 

Do you think it is important to differentiate between these “lifestyle factor” and “risk 

factor”? 

Why? Or why not? 

Can you tell me more about that? 

What do you think are they key lifestyle factors for your patient population? 

Why do you think these are the key factors? 
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What do you think is the extent to which lifestyle factors influence treatment and 

management of their chronic wounds? 

Can you tell me more about that? 

Identifying and addressing “lifestyle factors” in practice.  I’d like to understand how 

you identify the client’s lifestyle factors that are influencing the treatment and 

management of chronic wounds. 

How do you identify your client’s lifestyle factors? 

Is there an assessment form that you use? (obtain a copy if possible?) 

What questions do you ask your client? 

How else do you identify lifestyle factors? 

Can you tell me more about that? 

How do you address lifestyle factors with your clients? 

Is there a standard approach you use? 

How do you ensure the client is satisfied with the way the lifestyle factor has been 

addressed? 

Do you think addressing the lifestyle factors make a difference for your clients in terms 

of adherence, treatment outcomes, costs etc? 

Can you tell me more about that? 

Think back over the past week.  Please provide me with at least 3 examples of lifestyle 

factors that were identified and how you addressed them with the client. 

How did you come to recognize this lifestyle issue for the client? 

How did you decide the best way to address this lifestyle factor? 
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What advice would you give a novice clinician about identifying and addressing lifestyle 

factors for their clients? 

Barriers to addressing lifestyle factors.  I’d like to understand  

What barriers do you face that influence your ability to address lifestyle factors?  

Do you feel you have enough time to address lifestyle factors in your practice? 

Do you feel you have the needed knowledge to address lifestyle factors? 

Do you feel there are enough resources (funding, access to services etc) to address 

lifestyle factors? 

What policies may influence whether you are able to address lifestyle factors and how 

you address them? (ask for a copy) 

Can you provide examples? 

Learning about Lifestyle.  Now I’d like to understand how you have developed your 

perspectives on lifestyle factors.  This perspective may have come from school, clinical 

experience, other aspects of your life etc. 

How do you think you developed your perspective on lifestyle factors? 

Can you tell me more about that? 

Were there specific courses you took that helped you form your perspective on lifestyle 

factors? 

Were there any articles or other documents you read that helped you form your 

perspective on lifestyle factors? 

Was there a mentor or colleague who helped you form your perspective on lifestyle 

factors? 
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Documents, Policies and Guidelines:  I’m interested to learn more about the policies, 

documents and guidelines that influence your practice. 

What if any are the policies/practice documents that influence your ability to address 

lifestyle factors? (get a copy) 

Facility/ practice policies? 

Reimbursement policies? 

What best practice guidelines/recommendations do you follow related to chronic wound 

prevention and management? 

Registered Nurses Association? 

Canadian Association of Wound Care? 

Others? 

If you were to participate in the next revision of best practice guidelines, what would you 

like to see included about lifestyle factors? 

Instructions for the journaling portion of the study 

Over the next two weeks please keep this reflective journal (Appendix B). It is available 

in a paper format, or electronic, whatever is easiest for you.  The intent of this journal is 

to capture any other lifestyle factors that you identify in your patient population.  Please 

record a patent identifier (not their name) that you will remember that is not identifiable 

to others.  List the lifestyle factor, how you addressed it (if you did), and if you didn’t 

address it, the reason you didn’t address it. 

Also, you may find that thoughts about lifestyle factors occur to you after this interview. 

Please take a moment to record these thoughts as well, so that we can discuss them at our 

next interview, as well as reviewing the reflective journal. 
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I’ll send you an email next week, as a friendly reminder about these documents as well as 

a reminder of our next interview.  At our next interview we will review this reflective 

journal as well as the analysis of the first interview. 

Thank you so much for your help. 
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Appendix 7: Participant Reflective Journal 
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Appendix 8: Guide for the Second Interview 

Second Semi-Structured Interview Guide 

Reflective Journal Review:  The first thing I would like to do is go through the 

journal you have been keeping with you. 

1. What thoughts have come to your mind regarding lifestyle factors since our 

interview? 

• What notes did you take? 

• Can you tell me more about your thoughts? 

• What do you think is most important about these reflections? 

• Did you identify more lifestyle issues for your clients than you have in the 

past? 

2. Can you walk me through the list of clients you recorded? 

• Were these newly identified issues, or have they been long standing? 

• How did you arrive at the plan to address these factors? 

• How did you get the client’s agreement to the plan of care? 

• If the lifestyle factor was not addressed, why not?   

• Is there something you could do differently next time? 

Analysis:  Since our first interview, I have transcribed the interview and looked for 

themes.  I would like to get your thoughts on the themes that have been identified. 

1. Review each theme with the participant.   

• Does this theme accurately reflect your perspective?  

• Can you tell me more about that? 

• Is there another label you would use for this theme? 
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2. Do you think there are any themes that we have missed? 

• Can you tell me more? 

Thank you for your participation.  Would you be willing to be contacted again after I 

have collected more data to provide input into the consolidated themes and theories that 

emerge? 
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Appendix 9: Example of Sticky Note Diagram 
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