'.) Check for updates

Scandinavian Journal of Caring Sciences WI LEY

| ORIGINAL ARTICLE EEIEEED

How Nurses Communicate About Amputation and Death in
Specialised Outpatient Wound Clinics—A Qualitative Study

Emma Sandberg Nautrup' | Kristoffer Marsaa? | Heidi Bergenholtz® | Ulla Riis Madsen*

University of Southern Denmark, Odense, Denmark | 2Steno Diabetes Centre Copenhagen, Herlev, Graested, Denmark | 3Zealand University Hospital,
Research Support Unit & REHPA, the Danish Knowledge Centre for Rehabilitation and Palliative Care, Odense University Hospital and Department

of Clinical Research, University of Southern Denmark, Odense, Denmark | “Vascular Surgery Department, Zealand University Hospital, Roskilde;
Orthopaedic Department, Holbaek Hospital & REHPA, the Danish Knowledge Centre for Rehabilitation and Palliative Care, Odense University Hospital &
Department of Clinical Research, University of Southern Denmark, Odense, Denmark

Correspondence: Ulla Riis Madsen (riismadsen@sdu.dk)
Received: 2 July 2025 | Revised: 21 January 2026 | Accepted: 23 January 2026

Keywords: advanced care planning | communication | palliative wound care | wound care

ABSTRACT

Aims: To explore how nurses communicate with patients at risk of amputation due to chronic leg wounds, with a specific focus

on discussions regarding amputation and death and to explore the perceived barriers that nurses face when engaging in conver-

sations about prognosis, treatment options and end-of-life care.

Methods: An exploratory qualitative design was employed, utilising non-participant observations and focus group interviews

conducted in specialist wound clinics across four hospitals in Denmark. The observations included 85 consultations involving

84 patients with chronic leg wounds, and four focus group interviews were conducted with 13 registered nurses. Data analysis

followed a qualitative content analysis procedure and is reported according to the COREQ guidelines.

Findings: The study revealed that the primary goal of nurses is to achieve wound healing, which often overshadows the need

for discussions about amputation and death. Five key themes emerged: ‘Professional responsibility shaped by emotional involve-

ment’; ‘Meeting patients with honesty rather than compassion’; ‘Avoiding conversations about amputation and death’; ‘Timing

dilemmas in conversations about amputation and death’; and ‘Biomedical confidence and psychosocial uncertainty’. Nurses

expressed a desire for deeper conversations but felt constrained by institutional practices and personal beliefs.

Conclusions: This study highlights the critical need for a systematic approach to communication about amputation and end-

of-life care in chronic wound management. By identifying barriers and emphasising the importance of holistic, patient-centred

care, the findings contribute to the ongoing discourse on improving palliative care practices for patients with chronic wounds.

The insights gained can inform training and guidelines to enhance nurses' competencies and foster more open discussions about

difficult topics, ultimately improving patient outcomes and quality of life.

Recommendations for Clinical Practice:

« Several barriers hinder nurses from discussing amputation and death with patients, including perceived incompetence, time
constraints, lack of systematic approaches, unclear roles among healthcare professionals, and personal beliefs.

« The strong emphasis on achieving wound healing can overshadow the need for compassionate discussions about potential
amputation, the broader implications of living with chronic wounds, and the risk of dying.

« Nurses often prioritise the practical tasks around wound healing over holistic patient care, which can lead to neglecting im-
portant conversations about prognosis and end-of-life care.
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1 | Background

Living with a chronic leg wound affects all aspects of quality
of life, and everyday life is determined by the problems the
wound causes [1, 2]. Patients pendulate between hope and de-
spair [2]. Hope for the wound to heal—hopelessness and de-
spair when the process is delayed and the threat of amputation
moves closer. Moreover, leg wounds that do not heal are often
symptoms of advanced ischaemic disease, which increases the
risk of not only amputation but also early death [3], and mor-
tality rates in this population are higher than those of most
cancer diagnoses [4]. Although several of the foundational
studies describing these problems were published more than
two decades ago, subsequent advances in wound care have
not eliminated the profound impact of chronic wounds on pa-
tients' daily lives [5].

There is a growing awareness that not only patients with cancer
but all patients with life-threatening diseases can have palliative
care needs [6]. The goal of palliative care is to relieve the patient’s
suffering, whether physical, psychological, social, or existential
[7]. To achieve this goal, a multidisciplinary, holistic approach
is crucial. It is recommended that palliative needs be system-
atically identified and assessed with validated instruments and
that patients be offered systematic conversations about future
treatment and care [8].

In wound care, the role of palliative care has primarily fo-
cused on managing wounds in critically ill patients within
specialist palliative care settings [9, 10]. However, patients
with chronic wounds have extensive needs, e.g., pain, dress-
ing, odour, and not least the psychological and social conse-
quences of long-term wound treatment [1, 2], and these needs
are not systematically identified and met by their healthcare
providers [11]. Consequently, patients are left to address the
problems themselves, not least their thoughts about both the
risk of amputation and death [12]. Furthermore, there is a pro-
nounced tendency among healthcare professionals to focus on
the treatment of the wound to maintain the foot or leg at any
cost, more so than a holistic approach to the person who has
the wound [12, 13]. Based on existing guidelines, implement-
ing a palliative approach in chronic wound care would include
systematic conversations about the prognosis for wound heal-
ing, treatment options like amputation, and end-of-life care
for the patient to make decisions for their life. This approach
is not routinely offered to patients attending specialist wound
clinics today, and little is known about how nurses commu-
nicate with patients about either amputation or death [12] or
potential barriers and facilitators to implementing such coun-
selling in daily wound care practice [14].

11 | Aim

To explore how nurses communicate about amputation and
death with patients at risk of amputation due to chronic leg
wounds. A second aim is to explore nurses' perceived barriers to
engaging in conversations about prognosis, treatment options,
and end-of-life care.

2 | Methods
2.1 | Design

An explorative qualitative design was adopted, using participant
observations [15] and focus group interviews as methods. The
study is reported according to the Consolidated criteria for re-
porting qualitative research (COREQ) [16].

2.2 | Setting and Participants

The study was conducted in specialist wound clinics at four hos-
pitals in Denmark. All registered nurses employed at the par-
ticipating specialist wound clinics during the study period were
eligible for inclusion and were invited to participate by their
daily managers, constituting a convenience sample. No addi-
tional inclusion or exclusion criteria were applied, and all nurses
working in the clinics during the observation days consented to
participate. The clinics have approximately 10-20 patients daily,
referred with wounds of all causes for specialist treatment. The
analytical focus of the study was on nurses and their role in clin-
ical practice. However, because nursing work was carried out
within multidisciplinary teams, observations necessarily in-
cluded interactions with other professionals, such as surgeons
and podiatrists. These interactions were considered in relation
to nursing practice and interprofessional collaboration, rather
than as separate objects of analysis. All health professionals who
participated provided informed consent prior to data collection.

All participating nurses and surgeons were familiar with the
researcher prior to the study through various professional and
clinical contexts. The researcher had no managerial or supervi-
sory role in relation to the participants. This pre-existing profes-
sional familiarity was considered to facilitate trust and openness
during both observations and focus group interviews, while
reflexivity regarding potential pre-understandings was contin-
uously addressed throughout data collection and analysis [17].

3 | Data Collection

The observations of consultations between surgeons, nurses, pa-
tients, and relatives were performed from July to August 2019.
Data were collected through non-participant observations (last
author) [15] of existing practices during wound consultations. All
nurses present in the clinics during the observation days partici-
pated in the observations (n=12), together with surgeons (n=7),
constituting a consecutive sample of available consultations. The
observations included all consecutive consultations involving
patients with chronic leg or foot wounds scheduled on one of the
three days the observer was present at each clinic. Patients were
eligible for inclusion if they attended a consultation during the
observation days and had a chronic wound on the leg or foot.
Patients were informed about the study before the consultation by
the nurse and were given the opportunity to decline participation.
No patients declined. The observations included 85 consultations,
with 84 patients having chronic wounds on the leg or feet (lasting
two months to 12years). Among these 84 patients, 15 had a minor
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or major amputation at some point. Each consultation lasted from
5 to 75min, with a mean duration of 45min.

The four focus group interviews (one in each hospital) per-
formed May-August 2020 involved 13 registered nurses in
total, all of whom had participated in the observations, except
one nurse who had been absent during the observation period.
They had a mean experience in specialised wound clinics of
15years (from three to 26years). The participant characteris-
tics are presented in Table 1. The interviews were conducted
in a meeting room at the hospital, outside the wound clinic,
after working hours. The participants were reimbursed for the
time used.

The observations focused on how consultations were struc-
tured, which topics were addressed, how and by whom topics
were initiated, and how communication unfolded between
nurses, surgeons, patients and relatives, with the aim of de-
scribing current practice related to communication about
prognosis, amputation risk, and life-threatening aspects of the
condition. The observations were guided by an open-ended
observational focus rather than a fixed checklist, allowing at-
tention to both anticipated and unanticipated aspects of clini-
cal communication.

Observations were documented in handwritten field notes
on the spot and then elaborated and rewritten electronically
immediately after. A semi-structured interview guide (see
additional file A) was developed on the basis of the observed
practice, literature on needs among patients with chronic
wounds [18, 19], and literature about barriers to advanced
care planning in other settings [14, 20]. The interview guide
included five themes. Firstly, four themes on how the nurses
think about and communicate with patients on the expected
course of treatment; the fact that their condition is/can be

TABLE1 | Interview participants characteristics.

Wound care

Hospital Participant experience/years Gender
A 1 10 Female
2 10 Female
3 4 Female
B 1 26 Female
2 7 Male
C 1 25 Female
2 15 Female
3 14 Female
4 20 Female
D 1 11 Female
2 3 Female
3 25 Female
4 20 Female

life-threatening; the risk of amputation; and how to prepare
for an amputation. Secondly, a final theme about having diffi-
cult conversations and the nurses' perceived competencies, op-
portunities, and limitations. The interviews were performed
from April to June 2020 and were recorded and transcribed
verbatim by two research assistants. Transcripts were not re-
turned to participants for comments, and data were managed
without use of additional software.

4 | Analysis

A qualitative content analysis procedure [21] was used to
analyse data, to explore how nurses communicate about am-
putation and death with patients at risk of amputation due to
chronic leg wounds; and to explore the nurses' perceived bar-
riers to engaging in conversations about prognosis, treatment
options, and end-of-life care with patients at risk of amputa-
tion due to chronic leg wounds. Firstly, the last author read
the observational field notes several times to obtain a sense
of the whole. Secondly, clinical communication practices in
wound consultations were examined across the four clinics
to describe current practice, labelled with codes, sorted, and
gathered in one overall description. Thirdly, this description
informed the interview guide and provided a contextual de-
scription of current practice, rather than constituting a sepa-
rate analysis.

The transcribed interviews were thereafter, together with the
above-mentioned description of the context, analysed as a
whole, not referring to specific hospitals or individuals. The
process of analysis had three steps: first, the text was read sev-
eral times to obtain a sense of the whole by the first and last
authors. The text was then sorted into content areas, which
constituted the units of analysis. Hereafter, condensed mean-
ing units were extracted and labelled with codes. The whole
context was considered when condensing and labelling mean-
ing units with codes, including findings from the observations.
The various codes were compared on the basis of differences
and similarities, and a process of reflection and discussion re-
sulted in agreement about how to sort the codes in subcatego-
ries, which constituted the manifest content. These tentative
categories were discussed by all authors and revised. Finally,
the underlying meaning, that is, the latent content, of the cate-
gories was formulated into one main category and five themes
(Figure 1). Examples of codes, subcategories, and themes are
given in Table 2.

4.1 | Ethical Approval and Consent to Participate

Principles for research given in the Helsinki Declaration and the
Northern Nurses' Federation were followed [22]. In accordance
with Danish law, formal ethical approval of the study was not
needed. The Danish Data Protection Agency of Region Zealand,
Denmark, approved the data storage (REG-084-2020). The par-
ticipants provided written and oral consent for participation
after being informed of the aim of the study, data storage, ano-
nymized handling procedures and the possibility of withdraw-
ing consent at any time before publication.
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FIGURE1 | Main category, themes and sub categories.

5 | Findings
5.1 | Healing the Wound Is the Ideal Goal

The analysis resulted in one overarching main category,
‘Healing the Wound is the Ideal Goal’, describing a dominant
biomedical orientation that shaped nurses' communication
with patients at risk of amputation. Within this main cate-
gory, five themes were identified: ‘Professional responsibility
shaped by emotional involvement’; ‘Meeting patients with
honesty rather than compassion’; ‘Avoiding conversations
about amputation and death’; ‘Timing dilemmas in conver-
sations about amputation and death’; and ‘Biomedical confi-
dence and psychosocial uncertainty’. Together, these themes
illustrate how a strong focus on wound healing structured
nurses’ professional values, emotional responses, and organ-
isational practices, influencing if, when, and how conversa-
tions about amputation and death were addressed in daily
wound care practice (Figure 1).

5.1.1 | Professional Responsibility Shaped by Emotional
Involvement

This theme describes how nurses' communication with patients
was shaped by a strong sense of professional responsibility in-
tertwined with emotional involvement. Observations showed
that nurses often developed close, long-term relationships with
patients through repeated consultations, fostering commitment
and a sense of responsibility for the patient's wound healing
trajectory. Healing the wound was closely linked to nurses'
professional identity and sense of achievement, whereas lack of
healing often generated frustration.

During consultations, nurses were observed to focus primarily
on wound treatment, including dressings, compression therapy
and lifestyle-related factors such as smoking cessation. Patients
who adhered to recommendations were implicitly perceived as
cooperative, while patients who did not follow advice were some-
times met with a more reserved or directive communication
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Theme
Meeting patients with honesty
rather than compassion

subcategory
Being honest in
different ways

Don't promise them that the
wound will heal and they
must be aware of that

Codes
‘We must be honest with the patient

Condensation
We frequently discuss the

importance of being honest
with patients, informing them
that we cannot guarantee the

healing of their wound, and
they must be cognizant of this.
If, during the initial visit, we
observe certain conditions—

such as indications that

further vascular intervention

I make a point of emphasising collaboration, as
some tend to shift all responsibility onto us. It is
important to convey that this is a partnership; I
cannot manage this alone by merely attending
B: I believe we often discuss the importance of

every fourth or sixth week. Participation is also

status and the art of what is possible is vital, and
required from their end.

Example: content analysis
D: I also believe this assessment of our current

TABLE 2
Text

being honest with the patient, conveying that we
cannot guarantee the healing of their wound,

might not be possible and the
presence of a deep wound—

and they must be aware of this—even during the
first appointment, where there may already be

where does that leave us?

indications that further surgical intervention is

not possible, and we are confronted with a deep

wound.

style. Frustration related to non-adherence was occasionally ar-
ticulated by staff, as illustrated by a surgeon's remark during an
observed consultation:

It is difficult to understand that giving up smoking
and alcohol is too big a sacrifice, compared to sitting
there without legs.

In the focus group interviews, nurses described how long treat-
ment courses and emotional investment made wound healing
professionally meaningful. Successful healing was associated
with professional satisfaction, while prolonged non-healing
challenged nurses’ motivation and sense of efficacy:

However, it is also hard because it is much more fun to
see the wounds heal, is not it?
(D4).

Non-adherence was often explained by nurses as reflecting pa-
tients' different priorities in life, which sometimes conflicted
with the nurses' goal of achieving wound healing. Some nurses
expressed difficulty accepting that patients might prioritise
quality of life or personal habits over medical recommendations,
even when aware of the risks involved.

Nurses' beliefs about amputation and death further influenced
their communication. These outcomes were commonly perceived
as worst-case scenarios and were often understood through nurses'
own imagined reactions if placed in a similar situation. This per-
sonal identification contributed to emotional discomfort and reluc-
tance to initiate conversations about amputation or death:

I ‘You know very well what you thought when you were 40
and whatyou expected from life and what you should do.’
(A1)

In some cases, this led nurses to avoid such topics and instead
focus on helping patients endure their current situation and
maintain hope. One nurse described prioritising the patient's
ability to cope over addressing life-threatening aspects of the
condition:

‘Then, it is about getting him to a place where he can
endure the wounds he has or get amputated so he does
not have those wounds anymore.’

(A3)

Overall, this theme illustrates how nurses’ professional respon-
sibility was closely intertwined with emotional involvement,
shaping communication in ways that prioritised hope of wound
healing, while making conversations about amputation and
death emotionally challenging.

5.1.2 | Meeting Patients With Honesty Rather
Than Compassion

This theme describes how nurses prioritised honesty and factual
information in their communication with patients, based on a
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belief that this would promote adherence to treatment. Nurses
emphasised the consequences of non-adherence, particularly re-
lated to lifestyle factors such as smoking, diet, insulin use and
mobility, and framed patient contribution as essential for wound
healing and limb preservation:

‘Ifitis to heal, you need to contribute, because otherwise
it will worsen, and you run the risk of not having a leg
towalk on.”

(A2)

However, both observations and interviews showed that this
approach was not always effective. Across observed clinical
encounters and interview accounts, nurses demonstrated lim-
ited curiosity about patients’ own priorities or life situations
and communication was primarily focused on biomedical
facts rather than emotional or existential concerns. Patients’
capacity to receive information varied and younger, well-
educated patients were perceived as more receptive, while
others appeared overwhelmed or disengaged. Repeated non-
adherence often led to frustration and discouragement among
nurses:

I Either they do not hear it at all and are actually
ignoring it. (A3)

Overall, this approach was viewed as a professional obligation,
but the limited inclusion of patients’ perspectives sometimes
constrained meaningful dialogue.

5.1.3 | Avoiding Conversations About Amputation
and Death

This theme describes how conversations about amputation and
death were largely avoided in everyday wound care practice, de-
spite staff often anticipating poor outcomes. Observations showed
that many patients were severely ill with multiple comorbidities,
yet discussions about prognosis, amputation or mortality were
rare. Communication during consultations primarily focused on
wound treatment, and sensitive topics were often bypassed, some-
times replaced by small talk. One nurse described the difficulty of
addressing such issues while concentrating on the wound, refer-
ring to ‘talking with the head down in the wound’ (A2).

In the focus group interviews, nurses explained that conversations
about amputation and death were uncommon due to lack of skills
and fear of diminishing patients' hope. Some questioned whether
such discussions belonged in the outpatient wound clinic at all:

The deeper conversations do not happen, but it is
neither a job for the outpatient clinic; they have to
manage that at home. (D2)

When death was discussed, it was often linked to persuading pa-
tients to accept amputation rather than to exploring existential
concerns. At the same time, nurses described that some patients
themselves raised the issue of amputation, often driven by pain
or exhaustion from prolonged treatment:

I ‘Can't you just take that toe, because now I simply
cannot stand it anymore.’
(D1)

A few nurses viewed conversations about death as potentially
supportive, allowing patients to express fears they might other-
wise keep to themselves (B1).

Overall, this theme highlights a gap between patients’ likely
concerns and the limited space given to explicit discussions
about amputation and death in routine wound care.

5.1.4 | Timing Dilemmas in Conversations About
Amputation and Death

This theme describes nurses' uncertainty about when conver-
sations about amputation and death should take place. Nurses
expressed divergent views on timing, but many felt that such
discussions often occurred too late in the disease trajectory.
Some described a tendency to avoid direct conversations about
seriousness and prognosis, while others perceived surgeons as
being overly confrontational when addressing amputation. One
nurse reflected:

‘We often say too little rather than saying it too early; we
tend to dance around the maypole instead of discussing
how serious it can quickly become.’

(&)

Views on discussions about death also varied. Some nurses pre-
ferred to wait for patients to initiate such conversations, while
others supported gentle, explorative dialogue. Fear of remov-
ing hope remained a recurring concern, now explicitly linked
to questions of timing rather than whether such conversations
should take place at all.

I T think you take away hope from those people if you
give them a time horizon.’
(A3)

Nurses described that they sometimes encouraged patients to
consider amputation as a way to relieve pain or as an alterna-
tive when prolonged wound care no longer seemed beneficial.
Early conversations were viewed as potentially increasing pa-
tient readiness, acknowledging that patients often need time to
understand the seriousness of their condition. However, nurses
also noted that acute or subacute situations were poor contexts
for preparing patients for amputation.

Once a decision about amputation had been made, the focus
often shifted to practical and organisational tasks, sometimes at
the expense of addressing patients’ emotional needs:

I ‘Then our mill runs... there is so much purely system-
wise you have to do.’
(C1)

If nurses felt that amputation had occurred later than appropri-
ate, they attempted to comfort patients by reassuring them that
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all options had been explored, aiming to reduce feelings of regret
or self-blame.

Overall, this theme highlights timing as a central dilemma,
shaped by concerns about hope, readiness, and professional
responsibility.

5.1.5 | Biomedical Confidence and Psychosocial
Uncertainty

This theme describes how nurses felt confident addressing bio-
medical aspects of wound care, while experiencing uncertainty
and lack of competence when engaging in conversations about
amputation, death and psychosocial concerns. In both the ob-
servations and focus group interviews, nurses emphasised their
expertise in wound treatment and practical care, but described
difficult conversations as challenging and insufficiently sup-
ported by training or organisational structures.

Nurses generally viewed surgeons as primarily responsible for
informing patients about prognosis, treatment options and de-
cisions regarding amputation. Nurses' role was described as
supportive and follow-up oriented, often dependent on whether
a surgeon had already introduced these topics. Some nurses de-
scribed prompting surgeons when they felt a conversation was
overdue:

I ‘Sometimes, I have had to tell the doctor that I think,
with this development, that we should have a talk now.’
(D1)

Trust and continuity were considered essential when addressing
sensitive issues and nurses emphasised that such conversations
should ideally be conducted by familiar staff. Experience was
described as the main source of competence in difficult conver-
sations, while formal training in communication and psychoso-
cial care was perceived as limited. Nurses expressed uncertainty
and self-doubt about their approach, and ‘soft matters’ were
often deprioritized in busy outpatient settings.

Time constraints and practical demands further limited oppor-
tunities for deeper conversations. Some nurses believed that
such discussions could take place during wound care, while oth-
ers found the outpatient context unsuitable:

I T think it is a bit difficult in an hour in an outpatient
clinic to have a truly big talk about it.
(D1)

The absence of systematic approaches or guidelines meant that
communication about amputation and death varied widely and
depended on individual nurses' experiences and assumptions:

I ‘It is not very structured... it is very random.’
(B1)

Overall, this theme highlights how strong biomedical compe-
tence, combined with limited psychosocial support and unclear

roles, reinforced a wound-focused approach and contributed to
inconsistent communication about amputation and death.

6 | Discussion

Our study identified several barriers that hinder nurses from dis-
cussing amputation and death with patients, including perceived
incompetence, time constraints, lack of systematic approaches,
unclear roles among healthcare professionals and personal beliefs.
These barriers are consistent with previous research on challenges
faced by nurses in advanced care planning conversations [14, 20].
Additionally, the biopsychosocial model [23], introduced in 1977
as an alternative to the strictly biomedical model, emphasises the
importance of considering biological, psychological, and social
factors in understanding illness. This perspective raises questions
about whether it is enough for healthcare providers to inform pa-
tients about medical issues or if they should also explore the deeper
human reasons behind potentially harmful behaviours.

The nurses' lack of a systematic approach in communicat-
ing about amputation and death leads to conversations being
influenced by their personal beliefs. Many perceive these
outcomes as the worst for patients, resulting in hesitance to
discuss them for fear of damaging patients’ hopes. Chochinov
describes this as the ‘golden rule,” where providers treat pa-
tients as they would want to be treated [24]. He suggests
adopting the ‘platinum rule,” which emphasises treating pa-
tients according to their own wishes and preferences, recog-
nising that one cannot assume without allowing patients to
express themselves. Research indicates that patients with
wounds may have different perceptions of their condition's se-
verity compared to healthcare professionals, impacting their
adherence to treatment [12, 25]. This highlights the need for
clinical decisions to be tailored to individual patients rather
than generalised assumptions on ‘patients like this’ [26].

When patients did not follow staff instructions, nurses felt frus-
trated, believing that patients were shirking responsibility for
their healing despite being informed that collaboration was
essential. This dynamic may arise from a culturally ingrained
problem-solving orientation among healthcare professionals,
leading them to assume that wound healing aligns with patients’
interests and plans treatment accordingly. Nielsen and Larsen
differentiate the role of healthcare from the roles of the problem
solver and companion, suggesting that when a patient’s prob-
lems become unsolvable, the focus should shift from action to
supporting patients’ and families' wishes and needs [27]. This
palliative approach could take away the responsibility of solving
patients’ problems and provide nurses with alternative options to
meet the needs of patients with compassion, potentially lower-
ing the nurses' frustrations and relieving the patients' suffering.

This study highlights a gap in communication between nurses
and patients, primarily focusing on practical biomedical infor-
mation while neglecting psychosocial aspects. Nurses often
assumed patients would seek necessary information inde-
pendently, and observations revealed that nurses sometimes
disregarded patients' attempts to express their concerns, thereby
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deeming them unimportant. Additionally, prioritising practi-
cal tasks over addressing patients’ emotional needs increases
the likelihood of patients feeling ignored and disconnected.
Research indicates that patients desire timely information about
their conditions and treatment options to manage their care
effectively [5, 27]. Conversations about critical issues like am-
putation and death were often delayed until they became un-
avoidable, making it challenging to discuss patients' wishes and
needs adequately [28]. Additionally, patients who are informed
and involved in decision-making tend to receive less intensive
end-of-life treatment [29], which reflects good palliative care
practices. However, when healing the wound is the ideal goal,
the clinics can miss the opportunity to discuss broader goals of
care with severely ill patients.

This study highlights that while nurses understand the im-
portance of discussing amputation and death with at-risk
patients, they face several barriers that hinder these conver-
sations. To tackle these issues, Susan Michie et al. developed
the behaviour change wheel, which identifies targets for im-
plementation interventions and effective strategies [30]. The
barriers encountered by nurses relate to motivation, oppor-
tunity, and capability—components that are interconnected.
The nurses felt untrained and unprepared to facilitate difficult
discussions, indicating a need for training [31]. Additionally,
fostering a culture that values conversation, clarifying re-
sponsibilities and providing communication training are es-
sential for enhancing nurses' confidence in these discussions.
Environmental barriers like time constraints and a focus
on practical tasks further complicate the situation, suggest-
ing that formal guidelines could help prioritise these con-
versations. However, there is a risk of losing compassion in
standardised approaches to communication. The literature
presents two perspectives on advance care planning (ACP):
one advocates for ensuring patients fully understand their
conditions [32], while the other emphasises a more compas-
sionate, gradual approach to involve patients in their care [33].

7 | Strengths and Limitations

A strength of the study is the comprehensive data material col-
lected across four specialist wound clinics, combining observa-
tions and focus group interviews, which enabled an in-depth
exploration of communication practices. All data collection
was conducted by one researcher, which may be considered a
limitation, particularly in relation to focus group interviews.
However, having one researcher ensured consistency across
sites and methods, and potential bias was addressed through
researcher triangulation during the analysis, where interpre-
tations were discussed within the research group to enhance
credibility [34].

The observations were based on handwritten field notes rather
than audio- or video recordings, which may have limited the
level of detail. The presence of an observer in the consulta-
tion room may also have influenced participants’ behaviour.
However, the observer was well known to staff prior to the
study, which likely reduced reactivity, and observations were
conducted over several days at each clinic, allowing participants
to become accustomed to the observer's presence.

A limitation of this study is that the data are relatively old
and were collected from 2019 to 2020. However, the study re-
sults have been presented to the participants in the interven-
ing period, who recognised and acknowledged the continued
relevance.

8 | Conclusion

This study shows that nurses’ communication with patients at
risk of amputation is strongly shaped by a dominant focus on
achieving wound healing, which is deeply embedded in profes-
sional identity and daily practice. While nurses strive to provide
honest information to support adherence and preserve hope,
this focus often limits conversations about amputation, progno-
sis, and death. As a result, patients may be insufficiently pre-
pared for potential life-changing outcomes.

Several barriers to such conversations were identified, including
nurses' perceived lack of competence, unclear professional roles,
time constraints, and the absence of systematic approaches to
discussing prognosis and end-of-life issues. Together, these fac-
tors contribute to inconsistent and predominantly biomedical
communication practices.

For clinical practice, the findings highlight the need for
clearer role clarification, structured approaches to difficult
conversations, and targeted training in psychosocial and pal-
liative communication within wound care. Future research
should explore patients’ perspectives on these conversations
and evaluate interventions that support earlier, more holistic
communication about amputation risk and end-of-life con-
cerns in chronic wound care, as part of a palliative approach
to chronic wound care.
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