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Abstract
Background: Frequent hospitalizations and dependency on technology and providers place individuals with
chronic kidney disease (CKD) at high risk for multiple safety events. Threats to their safety may be physical,
emotional, or psychological. This study sought to explore patient safety from the perspectives and experiences of
patients with CKD in acute care settings, and to describe willingness to report incidents utilizing an existing safety
reporting system.
Methods: This study was conducted using a qualitative interpretive descriptive approach. Face to face interviews
were conducted with 30 participants at their bedside during their current hospital admission. The majority of the
participants were 50 years or older, of which 75% had a confirmed diagnosis of end stage renal disease with the
remainder at stages 3 or 4 of CKD. Eighty percent of the participants were either on hemo- or peritoneal dialysis.
Results: Participants expected to receive safe care, to be taken care of, and to be cared for. Safety threats included:
sharing a room with patients who were on precautions; lack of cleanliness; and roommates perceived to be threatening.
The concepts of being taken care of and being cared for constituted the safety threats identified within the interpersonal
environment. Participants felt taken care of when their physical needs are met and cared for when their psychological and
emotional needs are met. There was a general lack of awareness of the presence of a safety reporting system that was to
be accessible to patients and families by telephone. There was also an overall unwillingness to report perceived safety
incidents, although participants did distinguish between speaking up and reporting.
Conclusions: A key finding was the unwillingness to report incidents using the safety reporting system. Fear of
reprisals was the most significant reporting impediment expressed. Actively inviting patients to speak up may be more
effective when combined with a psychologically safe environment in order to encourage the involvement of patients
in patient safety. System-wide organizational changes may be necessary to mitigate emotional and physical harm for
this client population.
Keywords: Chronic kidney disease, Safety, Qualitative research, Safety incident reporting, Patient involvement

Background
Patients place significant trust in the health care system,
expecting that they will be safe-guarded from harm while
they are being cared for in the hospital. When negative experiences or trauma resulting from safety incidents occur,
this trust may be jeopardized. Patient safety is the absence of
preventable harm during a patient’s health care encounter
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[1] and includes being treated equitably and with dignity [2].
Threats to safety may be physical, emotional, or psychological. [3] Emotional harm [4] may be the result of being
treated with a lack of dignity or respect, being subjected to
poor communication, being in an environment that deters
an individual from speaking up or asking for help, or from
the design of the health care system.
Safety is a critically important aspect of health care for
persons living with chronic kidney disease (CKD). Frequent hospitalizations and dependency on technology
and providers to stay alive place these individuals at high
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risk for multiple safety events [5–9]. Better understanding of the safety-related experiences of this patient population can contribute to improvements in quality of care.
CKD affects 10–15% of the adult population worldwide and is associated with poor quality of life, increased
risk for cardiovascular disease, and reduced life expectancy [10]. CKD is associated with age-related kidney
function decline accelerated by diabetes, obesity, cardiovascular disease, and hypertension [11, 12]. Severity of
CKD is classified into stages according to the rate of
glomerular filtration as well as the presence of albumin
in the urine [13]. The progression from CKD to endstage-renal-disease (ESRD) occurs when individuals are
on long term renal replacement therapy such as dialysis,
or require a renal transplant. A recent report from the
Canadian Institute for Health Information (CIHI) [14]
noted that there were 20,690 patients on dialysis in
Canada in 2014, representing a 30% increase over the
previous ten years. Within Indigenous populations, the rate
of progression to ESRD is three times higher than that of
the general population living with renal disease [15].
Many patients with CKD are capable of self-managing
their health condition, with appropriate medical and personal
support systems and a high level of health literacy. Nonetheless, due to the complexity of the disease, self-management
can be a challenge for some people [16, 17]. Individuals living
with CKD often have serious comorbidities, may require the
need for invasive treatments such as dialysis and an increased
likelihood of frequent hospitalizations [5]. Safety incidents associated with hospitalization, such as nosocomial infections,
missed laboratory results, and medication errors, may predispose these patients to further kidney damage and increased
lengths of stay [6–9, 18, 19].
Although patients with CKD are frequently admitted
to hospital, relatively little is known about the ways in
which they participate in safety initiatives. This study
sought to explore patient safety from the perspectives
and experiences of patients with CKD in acute care settings, and to describe willingness to report incidents
utilizing an existing safety reporting system.

Methods
A qualitative interpretive descriptive approach [20–22]
informed an understanding of patients with CKD and
their experiences with patient safety while they are hospitalized. Interpretive description acknowledges that
people’s realities are socially constructed, subjective and
shaped by their life experiences. Participants’ responses
were gathered through face to face interviews at their
bedside during their current hospital admission.
Participants and setting

Purposive sampling was used to recruit participants who
are typical of the population intended for this study [23].
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Intentionally recruiting inpatients with CKD who may
have had multiple encounters with the hospital system
enabled meaningful contribution toward the goal of this
study [24]. A list of eligible patients was obtained by attending weekly multidisciplinary inpatient nephrology
rounds. Eligible participants were then personally recruited by the researcher to the study.
Eligibility criteria included patients: over 18 years of
age at CKD stages 3, 4 or 5 (end stage renal disease
[ESRD]) who are currently on dialysis or conservative
treatment; admitted to hospital with peripheral vascular
disease, sepsis; infections of extremities; or infections of
peritoneal or hemodialysis catheters; able to provide informed consent; and participate in face to face interviews. Non-English speaking patients were eligible if an
interpreter was available. Patients with CKD whose
current length of stay was less than 24 h, admitted into
the observation or intensive care unit, or whose current
hospitalization was a result of renal transplant surgery
were ineligible to participate.
The study was conducted at an urban, tertiary care center located in a core neighborhood, on one surgical and
three medical units. While patients requiring isolation typically are assigned single rooms, demand often exceeds
supply, necessitating the use of either two-, or four-bed
rooms. Subsequently, patients with CKD may be in a
room with individuals who are on isolation precautions.
At the time of the study, a telephone safety response system was in place, accessible to staff, patients and families.
Posters displaying the principles of the provincial safety
alert initiative (stop-alert; assess-fix-eliminate; escalate and
report) and the phone number to call were to be located
in patient care areas and visible to patients and families.
Patients and families were able to report situations that
were of safety concern to them by calling from an
in-house phone or from an external line. While not explicitly stated in the organizational policy, all patient reported safety incidents required follow-up.
Data collection

Thirty participants were interviewed at their hospital
bedside, ensuring as much privacy as possible, between
October, 2017 and February, 2018. Data were collected
using an open-ended interview guide (Additional file 1),
comprised of six items, that was adapted from previous
studies examining patient and family perspectives on
safety engagement [25, 26]. In interviews averaging one
hour in length, participants discussed their experiences
and/or their concerns with safety. Family members who
were present were invited to add to the interview if they
chose to. In order to frame their thinking around patient
safety, participants were initially requested to recall any
personal, family or friends’ experiences with potential or
actual harm during hospital admissions. All interview
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responses were audio recorded with permission and
transcribed verbatim.
Additional strategies were employed to ensure rigour.
Interviews were conducted by a single researcher using
the same interview guide consistently. Initial coding was
performed by two researchers. As well, NVivo® software
assisted with data analysis. An audit trail was maintained
throughout the study, including the recording of field
notes after each interview.
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Table 1 Participant Characteristics (N = 30)
Characteristic

n (%)

Sex
Male

16 (53.3)

Female

14 (46.7)

Age
≤ 50 years

8 (26.7))

≥ 51 years

22 (73.3)

Self-declared Ethnicity

Ethical considerations

Ethics approval was obtained from the University Behavioural Ethics Board (17–300). An explanation of the study
purpose and informed consent was obtained prior to the
start of each interview. Participants were apprised of the
option of discontinuing at any time during the study.

Non-Indigenous Canadian

16 (53.3)

Indigenous Canadian

14 (46.7)

Education Level
< Gr. 9

6 (20)

> Gr. 10

24 (80)

Length of CKD

Data analysis

Transcribed data were initially read and coded independently by the researchers (DG and LN) for a preliminary analysis. Data were subsequently entered into QSR
NVivo® Version 11 for further coding and thematic analysis. Iterative coding was followed by systematically
working through data segments to identify patterns.
Data collection and analysis occurred concurrently, enabling a more comprehensive understanding of the phenomena or issues. Analysis of participant responses after
each interview informed subsequent interviews. Questions were revised to further explore emerging themes.
Immersion in the data by repeatedly reading and reflecting on transcripts and audio recordings assisted in the
interpretation of participant experiences of safety in the
hospital. Data were examined iteratively for possible interpretations and in relation to the research questions.
Through this process, an understanding of what constitutes as safe care for participants in this study emerged.

Results
Participant characteristics are described in Table 1. The
majority of participants (73.3%) were 50 years or older,
with the majority having an education level of grade 10
and higher. Approximately half of the participants
self-declared as Indigenous Canadians. The majority
were either retired or currently not working and lived
with comorbidities of hypertension, diabetes, or peripheral
vascular disease. Almost 75% of the patients in this study
had a confirmed diagnosis of ESRD, while the remainder
were at CKD stages 3b or 4. The majority of participants
(60%) had been hospitalized in an acute care environment
more than five times within the last five years.
Despite the frequent encounters with hospital care,
many of the participants were not able to recall significant experiences of harm with previous hospitalizations.
Some participants described safety incidents that had

≤ 5 years

19 (63.3)

≥ 6 years

11 (36.7)

Stage of CKD
3

3 (10)

4

5 (16.7)

5 (ESRD)

22 (73.3)

Type of Dialysis
Hemodialysis

17 (56.7)

Peritoneal

6 (20.0)

Not currently on dialysis

7 (23.3)

Comorbidities
Present (diabetes, hypertension, PVD)

25 (83.3)

Absent

5 (16.7)

Number of hospitalizations in past 5 years
< 5 times

12 (40.0)

5–10 times

6 (20.0)

> 10 times

12 (40.0)

Admitting Diagnosis
Infection of lower extremities

9 (30.0)

Infection to dialysis catheters

3 (10.0)

Other (HF, pancreatitis, back pain, abd pain,
gastroparesis, pancreatitis, post-op fracture)

18 (60.0)

Length of Stay
≤ 15 days

21 (70.0)

≥ 16 days

9 (30.0)

been experienced by family members or acquaintances.
Others indicated they had only heard of incidents
through the news media. The most common past
potential harm personally experienced by a few of the
participants involved medications. Participants described
instances where they would have been administered
medications prescribed for other patients, were it not for
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their knowledge regarding their medication regimen and
their willingness to ask questions of the nursing staff.
Concerns about safety risks and observations of care
were similar regardless of whether participants were at
earlier stages of CKD or in ESRD. Several participants
who were on dialysis voluntarily compared the physical
and interpersonal care environments between the hospital
and dialysis units. A greater number of safety concerns
were voiced about the inpatient hospital experiences. Situations or interactions raised by participants were mostly
non-technical and related to service delivery. Conversely,
technical aspects of safety were identified only after
prompting, suggesting that they are currently embedded
into routine patient care. These include practices such as:
medication administration (identification checks of patients); access of intravenous lines, hemodialysis vascular
catheters or arteriovenous fistulas (antiseptic cleansing of
ports prior to access); as well as handwashing before and
after patient care. Participant responses are discussed
under the main themes of: receiving safe care; expecting
to be taken care of; expecting to be cared for; and reporting safety concerns.

Receiving safe care

Participants expressed being concerned for their personal safety from elements in the physical environment,
including: being in a room with patients who were isolated for an infection; lack of cleanliness; roommates
perceived to be threatening; and other patients and visitors. Comments from participants are located in Table 2.

Sharing a room with patients on isolation

Participants were worried that they would be at risk for
contracting another infection when sharing a room with a
patient on isolation, due to their perception of an already
compromised immune system. They observed that good
infection control practices were not consistently followed.
Subsequently, some participants felt that they had to be
vigilant and monitor for any breaches in practice. The effectiveness of curtains as an infection control barrier was
also criticized by several of the participants.
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Lack of cleanliness

Some participants were worried that the lack of cleanliness would be a detriment to their compromised health
status, placing them at risk for contracting hospital acquired infections They described taking on the responsibility to maintain the cleanliness of their own space, due
to their concern.
Roommates perceived to be threatening

Being in a room with a patient they perceived to be a
threat caused participants to be worried for their personal safety. Some participants were also concerned
about threats to the safety of the other patients and staff
from patients or visitors who were exhibiting threatening and disturbing behaviors.
Other patients and people

Some participants spoke of the distress they felt listening
to other patients yell, cry out, or moan loudly. A few of
the participants were apprehensive when unfamiliar
people came and sat in their rooms and indicated the relief they felt when nursing staff were readily available to
intervene. Some participants expressed annoyance, or
feeling unsettled, with people who were merely wandering around the hospital, occasionally bothering patients.
Expecting to be taken care of

Patients expect their basic physical, psychological, and
emotional needs to be met through interactions with
care providers. By having these needs addressed, patients
feel they are taken care of and are cared for. The concept of being taken care of differs from that of being
cared for. Care of the patient addresses physical needs,
such as being clean, having adequate pain control, and
coordination of care amongst multiple providers. Physical safety is maintained when these needs are met,
whereas psychological and emotional safety is addressed
when patients feel cared for and perceive they are valued
as a person rather than just a patient.
Being hospitalized meant that participants were dependent
on care providers for having their basic physical needs met.
The level of dependency varied with participants’ health status. Communication amongst multiple providers involved in

Table 2 Receiving safe care
Subthemes

Participant comments

Sharing a room with patients
on isolation

“Sometimes they put people in gowns and [they] have these things that shouldn’t be transmitted to other people. They
put them in with people that don’t have that and they, they say that’s a good enough divide.” (P21)

Roommates perceived to
be threatening

“Yeah, like the people they put me in a room here, the last time I was in the hospital they put me in a room with a guy that
wasn’t all there and it scared me … finally I made myself get up … and went to sleep in those chairs over there.” (P5)

Lack of cleanliness

“It’s not very clean in here for being a hospital … how can you get good, safe health when the insides of the rooms
look like hell.” (P6)

Other patients and visitors

“… Like after dark I won’t go outside out here. Unless I have somebody with me or whatever. Cause there’s too much
riffraff...” (P18, family member)
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their care, communication between providers and participants, and delays in care were some of the concerns
expressed. Observations from participant related to being
taken care of are in Table 3.
Communication amongst providers

Depending on the reason for admission, patients with
CKD may be under the care of two or more physicians
during the length of their hospital stay. Participants
brought up concerns about the lack of communication
within the physician group, between physicians and
nurses, as well as within the nursing group itself.
Communication between providers and participants

Some participants expressed frustration with the irregular amount of updated information provided to them.
One participant, whose encounters with the health care
system dated back to childhood, observed that “communication throughout the system is hard on patients”
(P21). While some participants were able to clarify information with physicians, others spoke of being discouraged from asking questions. Some believed their level of
knowledge was inferior to physicians and therefore did
not feel they were in a position to ask questions.
Delays in care

Many participants expressed frustration with the delayed
response to their calls for assistance. However, they were
generally forgiving of these delays and attributed them to
workload and staffing issues. Some spoke of being “fed
up” while waiting for care providers to return as promised.
Others voiced their indignation with the lengthy wait for
assistance with basic care, such as toileting or bathing.
Expecting to be cared for

Patients’ perceptions of whether they are cared for, or cared
about, are impacted by the nature and quality of
patient-provider relationships and interactions. Psychological
and emotional support is characterized by expressions of empathy, compassion, dignity and respect. While several participants talked about positive interactions with care providers,
there were also narratives of grievous experiences that threatened participants’ emotional safety. Trust in their providers
was also brought up by some participants as contributing to
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their feeling of safety. Table 4 contains participant comments
about being cared for.
Interactions with health care providers

Both negative and positive experiences with the care and
overall interactions with health care providers were described. Most participants viewed their care to be generally positive but there were others who felt that the
demeanor and attitudes of the care providers could be
improved. There were participants who experienced
their concerns or questions being dismissed, or perceived they were not being listened to. Participants
talked faster and in a louder, higher tone of voice when
recounting exchanges perceived to be dismissive or disrespectful. They described verbal and non-verbal exchanges as well as observations of body language that
caused them to feel angry or frustrated. A feeling of resignation was expressed by one of the participants: “I’m
just like everyone who goes with the flow. There’s nothing
you can do about it” (P20). For some individuals, care
was perceived to be impersonal, in part because the staff
seemed to be constantly in a rush. Conversely, some participants talked about the positive relationships developed with care providers over the course of their health
care encounters and the psychological and emotional
support experienced.
Trust

While some participants stated that they had no expectations of care while in the hospital, several indicated
that they simply expected to be “looked after” and
trusted providers to do so. Participants commented on
the tendency to rely on nursing staff more than other
provider groups. They felt that the majority of their interactions occur mostly with the nursing staff. Therefore,
that group was perceived to have a better grasp of the
patient’s condition and needs. Despite the trust
expressed, some participants believed it was important
for family members to be present, to advocate for the
patient’s care and safety.
Reporting safety concerns

Subthemes included: participants’ willingness to speak
up; responses received from care providers; awareness

Table 3 Expecting to be taken care of
Subthemes

Participant comments

Communication amongst providers

“Your nurses change every day. Your doctors change every week. … and just communication needs to be better
for patient safety for sure.” (P21 family member)

Communication between providers
and participants

“I don’t feel safe because what is, something is going on, they are not talking to me if nothing is going on but I
would like to know either way and I’ve asked.” (P9)

Delays in care

“I usually have to ask to get rolled over or something.” (P22)
“Well sometimes they take too long to come, that’s a big, big thing. I’ll be sitting in pain … and I was always
wanting to use the washroom and … I have to force myself to get up and do it for myself …” (P5)
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Table 4 Expecting to be cared for
Subthemes

Participant comments

Interactions with health care
providers.

“So you begin to see which nurses you feel comfortable with … because they treat you with a little bit of dignity and a
little bit of empathy, compassion.” (P26)
“They’re all very communicative. And they answer your questions. You know they always take the time.” (P18 family
member)

Trust

“No, I leave it up to the professionals to do what they do, what they think is right.” (P13)
“Well, I’m laying here and I trust my nurses when I come in. They tell me what they’re going to give me.” (P16)

(or lack) of the safety reporting line; and their willingness to report safety concerns using the telephone line.
Table 5 provides insights from participants on the
reporting of safety concerns.
Speaking up

Several participants indicated that they would speak up
about concerns experienced in their day-to-day interactions regardless of the response anticipated. One participant reported his willingness to speak up was strongly
encouraged by a family member who was a health care
provider. Another participant, who had had experiences
with safety incidents with previous hospitalizations,
commented “Well I definitely ask what kind of, what am
I given.” (P2). Situations in which participants had
spoken up primarily involved medications. Some participants brought up occasions when they were provoked
into responding with anger or frustration. Several participants believed that while it is important to advocate for
oneself, it was not always possible due to the health status at the time, “Patients are typically too sick and too
scared.” (P17).

equipment. For some participants, speaking up was important for self-protection, “… I said okay, you know I’m
just … looking out for myself” (P2). Responses ranged
from expressions of appreciation for reminders, providers welcoming of participants’ questions, to body language or facial expressions that conveyed annoyance.
Despite the negative reception to their input, some participants were adamant about the importance in
self-advocating for their care and safety.
Awareness of the safety line

Very few of the participants were aware of the existence
of the safety telephone line that was available to patients
or families for reporting concerns. A recommendation
was made by a family member to have the information
posted, increasing the visibility to patients and families.
Participants did not have alternative strategies for
reporting safety concerns and indicated they did not
know who they would report to. Some participants
expressed that they would voice their concerns to the
nursing staff or the head nurse first, and then further up
the chain of communication as necessary.

Responses from care providers

Using the safety line

Mixed responses were experienced by participants who
participated in their own care by speaking up, asking
questions or reminding staff about personal protective

The majority of participants who learned about the
availability of the safety line during the interview indicated they would likely not use it, mostly due to fear of

Table 5 Reporting Safety Concerns
Subthemes

Participant comments

Speaking up

“… it depends on the health of the patient. When you’re weak and out of it, not even thinking straight, it’s pretty
hard for you to do it” (P2)

Reactions to questions asked

“Don’t always get the answers and don’t always get the response in terms of like it’s just like they don’t want to tell
you. Some are genuinely responsive, others like I say don’t bother us, you’ve been taking this for the last, you know,
the same thing.” (P2)

Awareness of safety line

“This is the first I’ve ever heard of it … I mean I’ve never heard of it all these years I’ve been in the hospital.” (P12)

Using the Safety Line
Lack of trust regarding response
to reporting

“If it’s not written down on paper, nobody will know anything about it … Because you would never know if
anything was done. You’d know, you reported but you would never know if anything was done about it.” (P10)

Fear of reprisal

“I just don’t really like causing a lot of problems because the next thing you know, these are the same people that
have to give me needles and they are poking me …” (P22)
“Make me feel like I got a little more security, but if they ever found out that I did that …. Oh, they would treat me
like dirt, I bet you.” (P14)

Added stress with reporting

“I don’t need extra stress kind of thing. … Where do I report it to in the first place … Sometimes causing waves is
probably more stressful in my life than not causing waves either.” (P18, family member)

New et al. BMC Health Services Research

(2019) 19:199

reprisals from staff. The fact that the clinical staff are the
ones who will continue to provide care to them prevented some participants from reporting. Some participants talked about the level of educational knowledge
and experience providers have in comparison to their
own. In one participant’s words: “I cannot know what the
doctor is doing, if it’s right or not. I just have to take it”
(P17). Another reason offered was the lack of energy for
anything beyond looking after themselves while sick in
the hospital or in the case of a family member, providing
support for their spouse. Some participants did not want
to cause trouble for the staff, particularly the ones perceived to be kind and caring. There was also an overall
lack of trust that concerns reported would be responded
to in a meaningful way.

Discussion
Findings from this study have demonstrated that in spite
of the availability of a safety line and the recognition that
their safety in hospital was jeopardized, participants were
reluctant to report safety concerns. Consistent with
other studies [27–32], the lack of awareness of the safety
reporting line, fear of repercussions, poor health, and dependence on providers for current and future care limited the willingness of participants to report concerns.
Concerns within the interpersonal and physical environments were recounted by participants in this study.
Within the interpersonal environment, participants described situations and interactions related to perceptions
of being taken care of and being cared for.
Despite the institutional policy of having a reporting
system accessible to patients and families, signs displaying the access information were not visible in any of the
patient care areas. The contribution to patient safety
when patients are able to give voice to their concerns
[32, 33] and their willingness to do so when actively encouraged [30, 34] is well supported. Awareness of access
information for reporting concerns may be one way of
encouraging patients to engage in safety reporting. The
absence of this visual cue for reporting concerns was a
barrier to engaging participants in patient safety. Putting
the onus on patients to seek the mechanism of reporting
means the opportunities to improve patient care may be
lost. However, while the lack of awareness created a barrier, a more concerning obstacle was the perception of
power differential between care providers and patients.
A belief in the superior knowledge of the care providers compared to their own limited knowledge resulted in participants feeling they were not in a position
to question, or contribute to, decisions made by providers.
The notion of power imbalance has been found by other
studies involving the inpatient population [35, 36]. Imbalance of power was not experienced by all participants as
some did verbalize the willingness to report concerns,

Page 7 of 11

recognizing that doing so may have implications on their
care and treatment. Nonetheless, they felt it was important to advocate for themselves. Past exposure to safety
events, encouragement from family members, having a
higher level of education, and a previous professional occupation were all contributing factors for individuals who
expressed the need to speak up.
Participants differentiated between “speaking up” and
formally reporting safety concerns. For some participants, speaking up meant asking questions and for
others, it meant asserting their right to be treated with
respect, to be given information regarding care plans, or
to have their basic care needs met. Whereas most participants were able to “speak up” at the point of care, formal reporting of safety concerns using a reporting
system was intimidating due to perceived possible negative consequences. In order for patients to voice their
opinions or concerns without fear of consequences, a
psychologically safe environment is required. [36–38]
Participants indicated that such an environment was absent and talked about feeling vulnerable, helpless, and
incapable of advocating for themselves. The inability to
speak up and fear of reporting may further reinforce participants’ feelings of powerlessness and increase their dependency on care providers. A psychologically unsafe
environment is counterintuitive to the concept of
patient-centered care and may negatively impact the
health outcomes of patients [36].
Similar to other studies [39, 40], narratives from participants in this study were largely related to service
quality and interactions with care providers. Provider actions and behaviours resulted in participant perceptions
of being taken care of and being cared for. Unlike the
majority of the research on patient experiences of care
[41–45], a distinction is made between these two concepts in this study. While the concepts are discussed
separately, there is considerable overlap between the
two. Participants in this study shared positive and negative experiences with respect to being taken care of and
being cared for.
Being taken care of includes expectations of basic
needs being met, their care plan communicated with
them and information-sharing by providers to occur.
The majority of the participants were satisfied with their
care. For the instances when needs were perceived to be
unmet, or perceived harmful actions occurred, participants did not want to jeopardize their relationship with
providers by speaking up and contributing to their workload and stress. Issues with communication that led to
participants feeling uninformed and receiving fragmented care resulted in perceptions of increased dependency
on care providers. A study by Davidson et al. described
the value participants placed on the concepts of care
with information (being kept informed) and involvement
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(involved in the plan of care) [45]. As other studies have
found [27–29], whether participants chose to take on an
active or passive role depended on intrapersonal factors
such as: frequency of healthcare encounters; length of
time an individual has been interacting with the health care
system; educational level; and the encouragement received
from family. The passive acceptance of being taken care of
and the need to maintain relationships may indicate that
the socially constructed traditional and passive role of the
patient is firmly entrenched for some individuals.
Patients feel they are cared for through positive relationships and the interactions with providers during the
hospital stay. When perceived that they are valued as a
person as opposed to a mere patient, they determined
their psychological and emotional well-being to be sufficiently supported. [41, 42, 44] Care received that was
perceived to be person-centered resulted in participant
reports of being treated as an individual. Conversely,
emotional distress was caused by care perceived to be
impersonal and rushed. Perceptions of being cared for
and having their dignity maintained as being dependent
on patient-provider interactions and provider behaviors
are confirmed by previous studies [46–48]. McCabe [46]
found that nurse-patient relationships that are superficial, task-focused, and non-patient centered, were a barrier against patients feeling safe, or cared for.
Several participants indicated that they felt safe because they “trust” care providers to look after them.
Those who had personal experiences of questionable or
unsafe care stressed the importance of being vigilant
about their own safety rather than relying on care providers. Mollon [49] also found that patients developed
feelings of distrust and felt unsafe when expectations of
their care were not met. It was important for participants to have family present, acting as their advocate.
Relatives functioned as a buffer system against potential
safety incidents, shouldered the burden of needing to be
vigilant, and provided support for emotional well-being.
The necessity of family members to ensure patients’
safety and meeting emotional needs has been found in
other studies [46, 50, 51].
Within the physical environment, participants identified threats to their physical health as well as personal
safety. Participant responses were similar regardless of
whether they were in earlier stages of CKD or at ESRD.
In order to compare whether patient perceptions varied
by stage of kidney disease, additional research adequately
powered to distinguish variations between the stages will
be needed. Previous studies have found CKD to be a risk
factor for a greater number of patient safety incidents
[5–7, 52–54] with effects deemed to be more significant
given the underlying pathophysiology of the disease.
Specific to this study was the willingness of some participants to advocate for their safety by being vigilant
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about, and occasionally requesting, providers to change
their personal protective equipment (PPE) prior to providing care to them. This finding is in contrast to research conducted by Davis and colleagues [27, 55] where
participants are more willing to ask general questions
about the management of their care than challenging
questions such as handwashing, at the risk of offending
their care providers. Similar to other studies [38], participants spoke of their vulnerable state and the physical
inability to protect themselves from other patients and
visitors within their physical environment at the hospital.
While the risk to personal safety from other patients has
also been found in another study [33], identifying a
safety threat from visitors is another finding unique
within this study.
Practice implications

To date, patient safety strategies have focused primarily
on physical harms, caused by technical safety infractions.
Regardless of whether incidents are technical or
non-technical related, all safety events can cause emotional harm of varying degree. Mitigation of emotional
harm is equally essential. It is even more important that
patients are intentionally invited to play a role in maintaining their safety, recognizing for some, this may be
difficult or unwanted. Increasing the visibility of the
safety reporting system is the first step in encouraging
patient and family involvement. Another strategy may be
to improve the ease of reporting such as through a mobile handheld application [56]. Furthermore, responding
to patient concerns in a timely fashion may reinforce the
value of reporting. Fears of retaliation may be addressed
by the establishment of a psychologically safe environment. The involvement of patients in patient safety may
be more effective when patients are invited to speak up
in and feel safe to do so in the presence of such an environment. It may be worthwhile to ask for patient feedback on a real-time basis, through face to face interviews
as patients’ perceptions of patient safety may differ from
those of care providers. For the participants in this
study, the concept of safety related to non-technical aspects of safety such as: interactions with providers; quality of care; and being treated as a person, versus the
technical aspects which are the focus of healthcare organizations regarding patient safety strategies. Nonetheless,
system-wide safety improvement strategies need to be
designed and implemented to protect the safety of this
vulnerable population.
One strategy may be to establish safety leaders, such
as patient safety officers, as part of multidisciplinary
teams providing care. The overall goal is to drive, and
support, safety transformation processes by engaging
care providers at the frontline, clinical leaders, and administrative leaders. A key responsibility of the safety
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officer is to bring patient and family input into operation
of healthcare organizations [57]. Another solution may
be to redesign health care delivery systems for coordination and integration of care, such as accountable care
units, which have proven to result in better quality of care
for patients [58, 59]. Regardless of whether improvement
strategies involve the presence of patient safety leaders,
system redesign or even the establishment of WalkRounds™ [60], patient safety outcome must be evaluated.
Limitations

Findings from this study represent a select sample of
participants from one tertiary hospital. As such, results
may not be applicable to other tertiary centers or other
patient populations as part of the wider patient safety
component of quality improvement strategy. Purposive
sampling was used to recruit participants. Therefore,
voices are missing from patients with CKD who may be
at a higher risk for safety events, such as individuals
whose first language is not English. Although the perspectives of the participants in this study were similar,
patients with ESRD may have a different perspective on
safety risks than ones at earlier stages of CKD, due to
possibly more healthcare encounters and risks accompanying dialysis treatments. Exploring potential differences in experiences and perspectives between the two
subsets of this particular patient population would contribute to the evidence base. Additionally, expanding the
research to include patients with other chronic illnesses
and from multiple sites may provide a more informative
picture of factors that promote or hinder patient engagement with safety. Subsequent information may be more
useful to the practice setting, specifically with safety promotion and harm prevention strategies.

Conclusion
A key finding in this study was the unwillingness of participants to report incidents using the safety reporting
system currently in place. One of the major barriers is
the lack of awareness of the reporting system. Participants also expressed a lack of knowledge regarding
whom to report to. However, it may be the fear of retaliation that poses a more significant impediment to
reporting of safety incidents. In order to improve care
from patient feedback, these barriers will need to be addressed. The establishment of a psychologically safe environment is an essential first step in this process.
Overall, system-wide changes at an organizational level,
with engagement of front-line care providers, clinical
and administrative leaders, as well as patients and families are needed.
Participants were able to identify safety threats from
the physical and interpersonal care environments that
have the potential to cause physical and emotional harm.
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Strategies to address patient safety must include physical
as well as emotional safety. Patients with CKD may
already possess the knowledge to self-manage their condition and may welcome the opportunity to be involved
in their safety in the hospital setting. Preparing them for
taking on an active role must begin while they are in a
healthy state, versus while they are in a vulnerable state
during their hospital stay, so that they are able to gradually incorporate them into everyday behaviour and action. At the same time, the culture must change so that
what patients are being asked to take on is positively received by health care providers [32, 33].
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Abbreviations
CIHI: Canadian Institute of Health Information; CKD: Chronic kidney disease;
ESRD: End stage renal disease
Acknowledgements
The author would like to express deep appreciation for the contributions of
all participants for making this research possible. Thank you also to these
funding organizations: CPSI and SCPOR.
Funding
Canadian Patient Safety Institute (CPSI) funded the research project. LN
received graduate student financial assistance through the Saskatchewan
Centre for Patient-Oriented Research (SCPOR). Neither of the funding organizations had any role in the design of the study; collection, analysis, and interpretation of data; nor in the writing of the manuscript.
Availability of data and materials
Interview transcripts will not be shared due to potential for identification of
participants.
Authors’ contributions
LN conducted the research and initially drafted the paper. DG supported
analysis and interpretation of data. All authors (LN, DG, JK, GG, and RD)
contributed to the conceptualization and design of the study. JK assisted
with recruitment of study participants. All authors (LN, DG, JK, GG, and RD) critically
reviewed the manuscript. LN, DG, JK, and GG were responsible for revisions. All
authors (LN, DG, JK, GG, and RD) read and approved the final manuscript.
Ethics approval and consent to participate
Ethics approval was obtained from the University of Saskatchewan
Behavioural Ethics Board (17–300).
Written and informed consent was obtained from all participants prior to
being interviewed.
Consent for publication
N/A
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
College of Medicine Health Sciences Program, University of Saskatchewan,
Saskatoon, SK, Canada. 2Department of Medicine, College of Medicine,

New et al. BMC Health Services Research

(2019) 19:199

University of Saskatchewan, Room 543 Ellis Hall, 108 Hospital Drive,
Saskatoon, SK S7N 0W8, Canada. 3Department of Medicine, University of
Saskatchewan, Saskatoon, Saskatchewan, Canada. 4College of Pharmacy and
Nutrition, University of Saskatchewan, Saskatoon, SK, Canada.
Received: 9 December 2018 Accepted: 15 March 2019

References
1. World Health Organization. Patient Safety [internet]. Geneva: World Health
Organization; 2018. [cited 2018 Aug 30]. Available from: http://www.who.
int/patientsafety/en/
2. Pronovost PJ, Bo-Linn GW. Preventing patient harms through systems of
care. JAMA. 2012;308(8):769-70.
3. Edmondson AC, Lei Z. (2014). Psychological safety: the history, renaissance,
and future of an interpersonal construct. Organ Psychol Organ Behav. 2014;
1(1):23–43.
4. Sokol-Hessner L, Folcarelli PH, Sands KEF. Emotional harm from
disrespect: the neglected preventable harm. BMJ Qual Saf. 2015;
24(9):550–3.
5. Seliger SL, Zhan M, Walker LD, Fink JC. Chronic kidney disease adversely
influences patient safety. J Am Soc Nephrol. 2008;19(12):2414–9.
6. Fink JC, Brown J, Seliger SL, Walker L, Zhan M. CKD as an underrecognized
threat to patient safety. Am J Kidney Dis. 2009;53(4):681–8.
7. Chapin E, Zhan M, Seliger SL, Walker LD, Fink JC. Adverse safety events in
chronic kidney disease: the frequency of “multiple hits”. Clin J Am Soc
Nephrol. 2010;5(1):95–101.
8. Bohlouli B, Tonelli M, Jackson T, Hemmelgam B, Klarenbach S. Risk of
hospital-acquired complications in patients with chronic kidney disease. Clin
J Am Soc Nephrol. 2016;11(6):956–63.
9. Ronksley PE, Hemmelgarn BR, Manns BJ, Wick J, James MT, Ravani P, Quinn
RR, Scott-Douglas N, Lewanczuk R, Tonelli M. Potentially preventable
hospitalization among patients with CKD and high inpatient use. Clin J Am
Soc Nephrol. 2016;11(11):2022–31.
10. Levin A, Tonelli M, Bonventre J, Coresh J, Donner J, Fogo AB, et al. Global
kidney health 2017 and beyond: a roadmap for closing gaps in care,
research, and policy. Lancet. 2017;390(10105):1888–917.
11. Levey AS, Andreoli SP, DuBose T, Provenzano R, Collins AJ. Chronic kidney
disease: common, harmful, and treatable--world kidney day 2007. Clin J Am
Soc Nephrol. 2007 Mar;2(2):401–5.
12. Hill NR, Fatoba ST, Oke JL, Hirst JA, O’Callaghan CA, Lasserson DS, Hobbs FR.
Global prevalence of chronic kidney disease–a systematic review and metaanalysis. PLoS One. 2016;11(7):e0158765.
13. International Society of Nephrology. Belgium: KDIGO; 2013. Clinical Practice
Guideline for the Evaluation and Management of Chronic Kidney Disease.
[cited 2018 Aug 30]. Available from: http://kdigo.org/guidelines/ckdevaluation-and-management/
14. Canadian Institute for Health Information. High risk and high cost: Focus on
opportunities to reduce hospitalizations of dialysis patients in Canada.
Ottawa, ON, 2016. [cited 2018 Sept 30]. Available from: https://secure.cihi.ca/
free_products/report-corr-high-risk-high-cost-en-web.pdf
15. Canadian Institute of Health Information (CIHI). End-stage renal disease
among Aboriginal peoples in Canada: Treatment and outcomes. Ottawa,
ON., 2013 [cited 2018 Sept 30]. Available from: https://secure.cihi.ca/free_
products/EndStageRenalDiseaseAiB-ENweb.pdf
16. Costantini L, Beanlands H, McCay E, Cattran D, Hladunewich M, Francis D.
The self-management experience of people with mild to moderate chronic
kidney disease. Nephrol Nurs J. 2008;35(2):147.
17. Fraser SD, Roderick PJ, Casey M, Taal MW, Yuen HM, Nutbeam D.
Prevalence and associations of limited health literacy in chronic
kidney disease: a systematic review. Nephrol Dial Transplantat. 2012;
28(1):129–37.
18. Kliger AS. Maintaining safety in the dialysis facility. Clin J Am Soc Nephrol
2014 Nov. 6(10):688–95.
19. Bohlouli B, Jackson TJ, Tonelli M, Hemmelgarn B, Klarenbach S. Adverse
outcomes associated with preventable complications in hospitalized
patients with CKD. Clin J Am Soc Nephrol. 2017;12(5):799–806.
20. Thorne S. Interpretive description. Routledge; 2016 .
21. Thorne S, Kirkham SR, O'Flynn-Magee K. The analytic challenge in
interpretive description. Int J Qual Methods. 2004;3(1):1–1.

Page 10 of 11

22. Thorne S, Kirkham SR, MacDonald-Emes J. Interpretive description: a
noncategorical qualitative alternative for developing nursing knowledge.
Res Nurs Health. 1997;20(2):169–77.
23. LoBiondo-Wood G, Haber J, Cameron C, Singh M. Nursing research in Canada:
methods, critical appraisal, and utilization. Elsevier Health Sciences. 2013.
24. Creswell JW, Clark VL. Designing and conducting mixed methods research.
Sage publications. 2011.
25. Lyndon A, Jacobson CH, Fagan KM, Wisner K, Franck LS. Parents’
perspectives on safety in neonatal intensive care: a mixed-methods study.
BMJ Qual Saf. 2014;23(11):902–9.
26. Rathert C, Brandt J, Williams ES. Putting the ‘patient’in patient safety: a
qualitative study of consumer experiences. Health Expect. 2012;15(3):327–36.
27. Davis RE, Jacklin R, Sevdalis N, Vincent CA. Patient involvement in patient
safety: what factors influence patient participation and engagement? Health
Expect. 2007;10(3):259–67.
28. Dubrovsky AS, Bishop A, Biron A, Cunningham-Allard G, DeCivita F, Fima A,
Korah N, Marchionni C, Proulx MC, Toman P, Tsirgiotis S. “We should
talk”—moving knowledge into action by learning to engage patients,
families, and healthcare staff to communicate for patient safety. Health Care
Manag Forum. 2016;29(4):141–5.
29. Davis RE, Sevdalis N, Jacklin R, Vincent CA. (2012). An examination of
opportunities for the active patient in improving patient safety. J Patient
Saf. 2012;8(1):36–43.
30. Doherty C, Stavropoulou C. Patients' willingness and ability to participate
actively in the reduction of clinical errors: a systematic literature review. Soc
Sci Med. 2012;75(2):257–63.
31. Frey B, Ersch J, Bernet V, Baenziger O, Enderli L, Doell C. Involvement of
parents in critical incidents in a neonatal–paediatric intensive care unit. BMJ
Qual Saf. 2009;18(6):446–9.
32. Bell SK, Roche SD, Mueller A, Dente E, O’Reilly K, Lee BS, Sands K, Talmor D,
Brown SM. Speaking up about care concerns in the ICU: patient and family
experiences, attitudes and perceived barriers. BMJ Qual Saf. 2018;27(11):928–36.
33. Entwistle VA, McCaughan D, Watt IS, Birks Y, Hall J, Peat M, et al. Speaking
up about safety concerns: multi-setting qualitative study of patients' views
and experiences. Qual Saf Health Care. 2010;19(6):e33.
34. Vincent CA, Coulter A. Patient safety: what about the patient? BMJ Qual &
Saf. 2002;11(1):76–80.
35. Ringdal M, Chaboyer W, Ulin K, Bucknall T, Oxelmark L. Patient preferences for
participation in patient care and safety activities in hospitals. BMC Nurs. 2017;16(1):69.
36. Derickson R, Fishman J, Osatuke K, Teclaw R, Ramsel D. Psychological safety
and error reporting within veterans health administration hospitals. J Pat
Saf. 2015;11(1):60–6.
37. Tucker AL, Edmondson AC. Why hospitals don't learn from failures:
organizational and psychological dynamics that inhibit system change. Calif
Manag Rev. 2003;45(2):55–72.
38. Frankel A, Haraden C, Federico F, Lenoci-Edwards J. A framework for safe,
reliable, and effective care. In: White paper. Cambridge, MA: Institute for
Healthcare Improvement and Safe & Reliable Healthcare; 2017.
39. Rathert C, May DR, Williams ES. Beyond service quality: the mediating role
of patient safety perceptions in the patient experience-satisfaction
relationship. Health Care Manag Rev. 2011;36(4):359–68.
40. Attree M. Patients’ and relatives’ experiences and perspectives of ‘good’and
‘not so good’quality care. J Adv Nurs. 2001;33(4):456–66.
41. Paulson DS. Taking care of patients and caring for patients are not the
same. AORN J. 2004;79(2):359–66.
42. Karlsson M, Post I, Bergbom I. Being cared for and not being cared for-a
hermeneutical interpretation of an autobiography. Int J Human Care. 2010;
14(1):58–65.
43. Edvardsson D, Sandman PO, Rasmussen B. Caring or uncaring–meanings of
being in an oncology environment. J Adv Nurs. 2006;55(2):188–97.
44. Henderson A, Van Eps MA, Pearson K, James C, Henderson P, Osborne Y.
‘Caring for’behaviours that indicate to patients that nurses ‘care about’
them. J Adv Nurs. 2007;60(2):146–53.
45. Davidson JE, Baggett M, Zamora-Flyr MM, Giambattista L, Lobbestael L,
Pfeiffer J, Madani C. Exploring the human emotion of feeling cared for
during hospitalization. Int J Care Sci. 2017;10(1).
46. McCabe C. Nurse–patient communication: an exploration of patients’
experiences. J Clin Nurs. 2004;13(1):41–9.
47. Williams AM, Kristjanson LJ. Emotional care experienced by hospitalised
patients: development and testing of a measurement instrument. J Clin
Nurs. 2009;18(7):1069–77.

New et al. BMC Health Services Research

(2019) 19:199

48. Baillie L. Patient dignity in an acute hospital setting: a case study. Int J Nurs
Stud. 2009;46(1):23–37.
49. Mollon D. Feeling safe during an inpatient hospitalization: a concept
analysis. J Adv Nurs. 2014;70(8):1727–37.
50. Pomey MP, Clavel N, Aho-Glele U, Ferré N, Fernandez-McAuley P. How
patients view their contribution as partners in the enhancement of patient
safety in clinical care. Patient Exper J. 2018;5(1):35–49.
51. Rainey H, Ehrich K, Mackintosh N, Sandall J. The role of patients and their
relatives in ‘speaking up’about their own safety–a qualitative study of acute
illness. Health Expect. 2015;18(3):392–405.
52. Harel Z, Wald R, Liu JJ, Bell CM. Lapses in safety in end-stage renal disease
patients admitted to surgical services. Hemodial Int. 2012;16(2):286–93.
53. Ginsberg JS, Zhan M, Diamantidis CJ, Woods C, Chen J, Fink JC. Patientreported and actionable safety events in CKD. J Am Soc Nephrol. 2014;25(7):
1564–73.
54. Weir MR, Fink JC. Safety of medical therapy in patients with chronic kidney
disease and end-stage renal disease. Curr Opin Nephrol Hypertens. 2014;
23(3):306–13.
55. Davis RE, Sevdalis N, Vincent CA. Patient involvement in patient safety: how
willing are patients to participate? BMJ Qual Saf. 2011;20(1):108–14.
56. Rubin DS, Pesyna C, Jakubczyk S, Liao C, Tung A. Introduction of a Mobile
adverse event reporting system is associated with participation in adverse
event reporting. American J Med Qual. 2018;34(1):30–5.
57. Denham CR. The new patient safety officer: a lifeline for patients, a life
jacket for CEOs. J Patient Saf. 2007;3(1):43–54.
58. Tinetti ME, Fried TR, Boyd CM. Designing health care for the most common
chronic condition—multimorbidity. JAMA. 2012;307(23):2493–4.
59. Stein J, Payne C, Methvin A, Bonsall JM, Chadwick L, Clark D, Castle BW,
Tong D, Dressler DD. Reorganizing a hospital ward as an accountable care
unit. J Hosp Med. 2015;10(1):36–40.
60. Frankel A, Gandhi TK, Bates DW. Improving patient safety across a large
integrated health care delivery system. Int J Qual Health Care. 2003;
15(suppl_1):i31–40.

Page 11 of 11

