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Perceptions of hospital safety for inpatients 
with chronic kidney disease: A cross-
sectional quantitative study
By Lucia New, Donna Goodridge, Joanne Kappel, Joshua Lawson, Roy Dobson, erika Penz, Gary Groot, and John 
Gjevre

ABSTRACT

Background: Due to pathophysiological, medical, and psycho-
logical factors, risks for physical and emotional harm while hos-
pitalized are higher for individuals living with chronic kidney 
disease. Patient feedback regarding aspects of their physical and 
interpersonal care environments may provide insights into care 
quality and patient safety. 

Methods: Using the Patient Measure of Safety questionnaire, 
a quantitative exploratory study was undertaken to assess 
patients’ perception of safety. Thirty participants were asked to 
assess organizational and local factors within their care environ-
ments known to contribute to safety incidents. 

Results: Positive associations were noted between individual 
domains of safety, as well as respect and dignity, and overall 
score.  No statistically significant differences were observed 
between participant characteristics and overall safety rating. 

Conclusions: Patient safety is influenced by perceived levels 
of safety on aspects within the physical and interpersonal care 
environments. Obtaining patient feedback is important for 
patient safety initiatives and continuous improvement.

Key words: chronic kidney disease, safety, quantitative 
study, hospital safety, respect, dignity, patient feedback

Compared to patients without underlying health condi-
tions, the risk for incurring harm while hospitalized is 

higher for individuals with chronic illnesses such as chronic 
kidney disease (CKD) and end-stage renal disease (ESRD) 
(Canadian Patient Safety Institute, 2018). According to 
the National Kidney Foundation, CKD is defined as kid-
ney damage or glomerular filtration rate (GFR) <60 mL/
min/1.73 m2 for three months or longer (Kidney Disease 
Improving Global Outcomes [KDIGO], 2013). Individuals 
are deemed to be at ESRD when the level of GFR is <15 
mL/min/1.73 m2 or the kidneys have lost all functioning 
and renal replacement therapy is required (KDIGO, 2013). 
Patients with CKD and ESRD have frequent encounters 
with the healthcare system including an increase in hospi-
talizations (Go et al., 2004; Årestedt et al., 2019). Impaired 
kidney functioning combined with medical and pharmaco-
logical management of comorbidities predispose individuals 
to higher rates of safety incidents (Wagner & Fink, 2017; 
Offurum et al., 2016; Harel et al., 2012). Adverse events 
experienced by patients with CKD may be attributable to 
under-recognition or under-appreciation of the extent 
of compromised kidney function (Bohlouli et al., 2016; 
Wagner et al., 2015). Patients receiving peritoneal or hemo-
dialysis may be at risk for adverse events including: perito-
nitis or bacteremia associated with peritoneal catheters or 
vascular access devices; vascular access-related events, such 
as needle infiltration; falls; and line clotting associated with 
dialysis equipment malfunction (Kliger, 2015; Wagner & 
Fink, 2017). Adverse events in these patient populations 
may result in more significant complications due to reduced 
kidney functioning and associated pathophysiological dis-
eases (Chapin et al., 2010; Seliger et al., 2008; Fink et al., 
2009; Ginsberg et al., 2014), affecting lengths of stay and 
hospital readmissions (Bohlouli et al., 2016; Bohlouli et al., 
2017; Chapin et al., 2010; Wagner & Fink, 2017). 

For patients living with CKD, perceptions of safe care 
include the need for presence and vigilance of nursing staff, 
trust relationships with care providers, and the ability to 
control their own situation (Lovink et al., 2015). Similarly, 
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patients with ESRD express the importance of having infor-
mation shared with them, being respected for their knowl-
edge and knowing their plan of care (Årestedt et al., 2019). 
Distrust develops and patients begin to feel unsafe when 
these needs are unmet (Mollon, 2014). Recognition of emo-
tional harm resulting from questionable interpersonal care 
has been gaining momentum in recent years (Sokol-Hessner 
et al., 2015; New et al., 2019). Since people with CKD and 
ESRD may be hospitalized more frequently, obtaining feed-
back regarding their care experiences may provide insights 
into hospital safety and quality of care.  

This project was part of a mixed methods study exploring 
perceptions of safety for patients with CKD and ESRD while 
they are in the hospital. Qualitative data were obtained 
through face-to-face interviews, and have been published 
elsewhere (New et al., 2019). For quantitative data, the 
Patient Measure of Safety (PMOS) questionnaire (Giles et 
al., 2013) was utilized to determine patients’ perceptions 
of safety within hospital settings, based on their evaluation 
of factors contributing to safety incidents. The PMOS ques-
tionnaire was developed through interviews with more than 
30 patients from one teaching hospital in northern England. 
The Yorkshire Contributory Factors Framework (Lawton et 
al., 2012) was used to guide data analysis and the theming 
process. Face validity of the questionnaire was confirmed 
through a research advisory group composed of patients 
and staff (Giles et al., 2013). Eight domains of safety were 
initially identified through factor analysis, with confirma-
tion of reliability and validity through a study involving 
297 patients (McEachan et al., 2014). The questionnaire 
has been adapted for primary care settings (Hernan et al., 
2016) and a long-term care facility in Australia (Taylor et 
al., 2016). Based on feedback from patients, the PMOS has 
undergone several iterations since its initial development, 
and is currently utilized by hospitals in the United Kingdom 
(UK), as part of a safety and service improvement strategy 
(Sheard et al., 2014; O’Hara et al., 2016). 

Besides medical management, the physical and interper-
sonal care environments also play a role in patient safety. 
The extent to which patients are able to provide feedback 
on factors within their care environments that affect their 
safety has received limited research to date. The objective of 
this quantitative study was to examine safety perceptions 
of patients with CKD and ESRD through their assessment 
of organizational and local factors that have been known to 
contribute to safety incidents. 

mETHODS

Research Design
This research was part of a cross-sectional study using 

a mixed methods research design. Qualitative data were 
obtained using a semi-structured interview guide. Analysis 
and results have been reported elsewhere (New et al., 
2019). Quantitative data were collected from 30 partici-
pants at one acute care hospital in an urban centre, using 
the Patient Measurement of Organizational Safety (PMOS) 
questionnaire. Data were collected between October 2017 
and March 2018.

Instrument
The PMOS questionnaire was ideal for this study, as it 

was designed to solicit feedback, specifically from the per-
spective of patients, regarding factors or components asso-
ciated with hospital care, that have been known to contrib-
ute to patient safety. The version of the PMOS utilized in 
this study comprised of 43 items, included one question 
specific to the concept of respect and dignity: “I was always 
treated with dignity and respect.” Remaining questions 
were categorized into domains of safety: communication 
and teamwork (nine items); organization and care plan 
(five items); access to resources (four items); ward layout 
(11 items); information flow (three items); staff roles/
responsibilities (four items); staff training (two items); 
and equipment design and function (four items). Positively 
and negatively worded items on the PMOS were scored 
on a five-point Likert scale from strongly disagree (1) to 
strongly agree (5). The statement “After a shift change staff 
knew important information about my care” is an exam-
ple of a positively worded item. An example of a negatively 
worded item is: “A doctor changed my plan of care and other 
staff didn’t know about it.” If participants answered agree/
strongly agree with positively worded items or disagree/
strongly disagree with negatively worded items, a score of 1 
was assigned. Agreement with positively worded items and 
disagreement with negatively worded items indicate that 
participants did not perceive their safety to be impacted by 
elements of care addressed by each item. Conversely, ratings 
of disagree/strongly disagree with positively worded items 
or agree/strongly agree with negatively worded items were 
assigned a score of 0. The overall PMOS score was calculated 
by summing up item scores, for a possible maximum total 
safety score of 43. Higher scores represent higher levels of 
overall perceived safety.

Unlike the overall score, totals for the domains were 
calculated by adding up the raw scores from the individual 
items in each domain. The maximum possible score for each 
domain is the number of items per domain multiplied by 
five, the highest value for each item: communication and 
teamwork (45), organization and care plan (25), access to 
resources (20), ward layout (55), information flow (15), 
staff roles/responsibilities (20), staff training (10), and 
equipment design and function (20). Similarly, higher 
scores represent higher levels of safety perceived in each 
domain. 

Reliability of the PMOS in a hospital setting has been 
established through Cronbach’s α (0.66 – 0.89) for individ-
ual test items within the domains (McEachan et al., 2014). 
Test-retest reliability, conducted within a two-week time 
frame, indicated acceptable internal validity on the positive 
PMOS index (r = 0.75) (McEachan et al., 2014). 

Ethical Considerations
Ethics approval was obtained from the University of 

Saskatchewan Behavioural Ethics Board (17-300) and 
Saskatoon Health Region Research Ethics Board (16-309). 
An explanation of the purpose of the study was provided, 
and written informed consent was obtained prior to data 
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collection. Participants were informed of the option to 
stop or withdraw from the study at any time and that all 
data would be de-identified. Study participants were also 
reassured that their care would not be influenced by their 
answers.

Setting and Participants 
Patients living with CKD and ESRD were recruited from 

one acute care hospital located within an inner-city neigh-
bourhood in Saskatchewan. To ensure that participants 
represented the patient population in this study, purpo-
sive sampling was used. On a weekly basis, the researcher 
attended nephrology hand-over rounds to obtain names of 
patients with CKD or ESRD who might be approached for 
participation in the study. Recruitment occurred over a six-
month period from October 2017 to March 2018. Inclusion 
criteria included: inpatients over 18 years, CKD stages 3, 
4, ESRD-non-dialysis, and ESRD receiving dialysis; hospital 
admissions unrelated to post renal transplant or dialysis 
treatment; able to provide consent and complete question-
naire with or without assistance of researcher; and primary 
language being other than English if interpreter service was 
available. Patients who were deemed to be medically unsta-
ble or who had been hospitalized for less than 24 hours 
were excluded. Participants were from either a medical or 
surgical inpatient unit, with bed capacity between 35 to 45 
per unit. Patient accommodations on every unit comprised 
a mixture of single and multi-bed rooms.

Data Collection
The PMOS questionnaire was completed at the partic-

ipants’ bedside during their hospital stay. All participants 
spoke and understood English. Participants were given the 
choice of having the researcher read the questions out loud 
and record their responses, or completing the question-
naire independently. The majority of the questionnaires 
were filled out with the assistance of the researcher. Time 
of completion for each questionnaire ranged between 10 to 
15 minutes.

Data Analysis
Data analysis was performed using SPSS (version 25). 

Percentile values were used to separate participants into 
groups with low, moderate, or high perceived levels of safety 
to enable a more comprehensive analysis. Comparisons 
between participant characteristics and the overall PMOS 
score were analyzed using chi-squared and Mann-Whitney 
tests. Correlation between individual domains, the question 
item related to dignity and respect, and the overall PMOS 
score were calculated using Spearman’s rho. Statistical sig-
nificance level was set at p < .05.

RESULTS

Participant Characteristics
Thirty individuals living with CKD and ESRD partici-

pated in this study. Fifty-three percent were males. Slightly 
more than half were 65 years old or younger. Approximately 
two-thirds of the respondents had an education level 
between grades 10 to 12. The majority of the participants 

had ESRD and had two or more comorbid conditions. Three-
quarters of participants were on hemo or peritoneal dial-
ysis. Detailed demographic and clinical characteristics are 
available in Table 1.

Table 1. Participant characteristics (n = 30)

Characteristics n (%)

Sex

Male 16 (53.3)

Female 14 (46.7)

Age

≤ 65 years 17 (56.7)

≥ 66 years 13 (43.3)

Self-declared Ethnicity

Non-Caucasian Canadian 16 (53.3)

Caucasian Canadian 14 (46.7)

Education Level

< Grade 9 7 (23.3)

Grades 10–12 20 (66.7)

Post-secondary 3 (10.0)

Length of CKD

≤ 5 years 19 (63.3)

≥ 6 years 11 (36.7)

Stage of CKD

3 3 (10.0)

4 4 (13.3)

5 (ESRD) 23 (76.7)

Type of Dialysis

Hemodialysis 17 (56.7)

Peritoneal 6 (20.0)

Currently not 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 extremities 9 (30.0)

Infection to dialysis catheters 3 (10.0)

Other (i.e., cardiac, pneumonia, infection 
(other), amputation)

18 (60.0)

Length of Stay

≤ 15 days 21 (70.0)

≥ 16 days 9 (30.0)
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Comparisons Between Participant Characteristics 
and Overall PMOS Scores 

Chi square analysis was conducted for a comparison of 
characteristics between participants with low, moderate, 
and high overall PMOS scores. Results are presented in 
Table 2. No statistically significant differences were found 
between participant characteristics and overall perceptions 
of safety. Results from chi-squared test were confirmed by 
the Mann-Whitney test.

Comparisons between Individual Domains and 
Overall PMOS Scores 

Descriptive statistics for individual domains of safety 
are presented in Table 3. Descriptive statistics of the over-
all PMOS score are as follows: mean (23); SD (8.74); median 
(25); 25th percentile (15.5); and 75th percentile (29.25). 
Findings from the Spearman’s correlation test indicate sta-
tistically significant positive associations between individ-
ual domains of safety, as well as the item on respect and 

Table 2. Participant characteristics by category of overall PMOS scores

Characteristics Low PMOS Score 
(< 15.5) n = 7

Mod PMOS Score 
(15.5-29.24) n = 16 

High PMOS score 
(≥ 29.25) n = 7

p value*†

Sex n (%)

Male 3 (18.8) 7 (43.8) 6 (37.5) .15

Female 4 (28.6) 9 (64.3) 1 (7.1)

Age n (%)

≤ 65 5 (29.4) 10 (58.8) 2 (11.8) .21

≥ 66 2 (15.4) 6 (46.2) 5 (38.5)

Ethnicity n (%)

Caucasian Canadians 4 (25.0) 9 (56.3) 3 (18.8) .82

Non-Caucasian Canadians 3 (21.4) 7 (50.0) 4 (28.6)

Education n (%)

≤ Grade 9 1 (14.3) 4 (57.1) 2 (28.6) .80

≥ Grade 10 6 (26.1) 12 (52.2) 5 (21.7)

Previous employment n (%)

Manual labour 6 (22.2) 14 (51.9) 7 (25.9) .60

Licensed/professional 1 (33.3) 2 (66.7) 0 (0.0)

Length of time living with CKD n (%)

≤ 5 years 4 (22.2) 10 (55.6) 4 (22.2) .96

≥ 6 years 3 (25.0) 6 (50.0) 3 (25.0)

Stage of CKD n (%)

≤ 3 3 (37.5) 5 (62.5) 0 (0.0) .16

≥ 4 4 (18.2) 11 (50.0) 7 (31.8)

Current dialysis treatment n (%)

On dialysis 6 (26.1) 10 (43.5) 7 (30.4) .12

Not on dialysis 1 (14.3) 6 (85.7) 0 (0.0)

Comorbidities n (%)

Present 5 (18.5) 16 (59.3) 6 (22.2) .10

Absent 2 (66.7) 0 (0.0) 1 (33.3)

Hospitalizations within last 5 years n (%)

≤ 5 4 (33.3) 5 (41.7) 3 (25.0) .50

> 5 3 (16.7) 11 (61.1) 4 (22.2)

Current length of stay n (%)

≤ 15 days 6 (28.6) 10 (47.6) 5 (23.8) .53

> 16 days 1 (11.1) 6 (66.7) 2 (22.2)

*chi-squared; Significance level (p < .05); † Assumptions of cell size not met
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dignity and the overall PMOS score. Moderate associations 
were noted between respect and dignity, staff training, staff 
roles, and overall score. Strong associations were noted 
between communication and teamwork, organization and 
care planning, access to resources, ward layout, informa-
tion flow, equipment design and functioning and the overall 
PMOS score.

DISCUSSION

The PMOS questionnaire was found to be a feasible and 
acceptable instrument to obtain feedback from inpatients 
with CKD and ESRD on their perceptions of safety during 
hospitalizations. Patient feedback can help with safety 
and quality improvement through identification of possi-
ble gaps between patients’ perception of care received and 
providers’ perception of care provided. Findings from this 
study suggest a relationship between the overall perception 
of safety and all domains. When participants perceive the 
risk for harm in all domains of safety to be low, their overall 
sense of safety was high. Alternatively, when perceptions 
of risk for harm from individual domains were high, par-
ticipants rated their overall hospital safety experience to 
be low. Associations between perceptions of overall safety, 
individual domains of safety and participant characteristics 
were insignificant regardless of the lengths of stay, number 
of previous hospital visits, stage of their kidney disease, or 
the presence of comorbidities. 

Safety is closely aligned with the quality of care for 
many patients, and often the separation between the two 
concepts is indistinct (Pronovost et al., 2005; Rathert et 
al., 2011). When expectations of care are not met, con-
cern for safety may exceed feelings of dissatisfaction or 
frustration (Rathert et al., 2011). Regardless, whether 

responses indicate dissatisfaction with care or concern for 
safety, patient feedback is valuable for quality and safety 
improvement. Many participants in this study have had fre-
quent care experiences as inpatients and willingly provided 
feedback on the domains of safety specified in the PMOS 
questionnaire. 

Being an inpatient in acute care environments may 
mean the involvement of a team of healthcare profession-
als where continuity of care between providers is challeng-
ing. Communication between providers regarding patients’ 
plans of care is necessary for continuity and consistency 
of care, and prevention of errors. The importance of com-
munication and coordination of care is well researched 
(Irurita, 1999; Radwin, 2000; Williams, 2004; Tong et al., 
2009). Lack of care coordination and communication were 
worrisome for patients, as they felt that no one was taking 
responsibility for their care, which may potentially have a 
negative impact on their safety (Irurita, 1999). Less anxi-
ety was expressed about the occurrence of mistakes when 
care was coordinated, as patients felt that communication 
between providers must have taken place (Radwin, 2000). 
Regrettably, patients felt that it was not uncommon for 
errors to occur in acute care settings due to the lack of 
communication between specialists (Williams, 2004). 
Patients have also expressed the wish for the plan of care 
to be shared with them (Irurita, 1999), and for more infor-
mational, psychological and practical support (Tong et al., 
2009). The desire for providers to respect their experience 
and knowledge and partnering with them in deciding on the 
care plan have been articulated by some patients (Radwin, 
2000; Årestedt et al., 2019). Patients described feelings of 
disappointment when their knowledge and experience were 
underestimated or discounted by care providers (Roberti et 

Table 3. Descriptive statistics of PMOS domains, and respect and dignity, and their correlation with the overall PMOS score

Domains & item (total possible score) Mean SD Median (25th percentile, 
75th percentile)

Spearman’s 
rho (rs (28))

p value*

Communication & teamwork (45) 30.7 5.8 32 (26.5, 35) .85 p < .001

Organization & care planning (25) 17.1 2.99 17.5 (14.8, 19) .72 p < .001

Access to resources (20) 13 2.6 13 (11.8, 15) .67 p < .001

Ward layout (55) 32.9 7.3 33 (27.75, 37.3) .74 .001

Information flow (15) 9.2 2.3 9.5 (8, 11) .58 .001

Staff roles (20) 12.9 2.1 13 (11, 14) .48 .007

Staff training (10) 6.4 1.9 6 (4.75, 8) .47 .009

Equipment design & function (20) 12.1 2.8 12 (10, 14.3) .75 p < .001

Respect & dignity (5) 3.43 1.5 4 (2, 5) .4 .03

*Spearman’s rho
Significance level (p < .05)
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al., 2018). The significant association between communica-
tion and teamwork, organization of care and care planning 
and the overall perception of safety in this study is sup-
ported by findings in the literature.

Healthcare teams following the care of inpatients may 
consist of numerous providers, and patients may not always 
be aware of providers’ identities or their roles. Patients with 
CKD and ESRD may be in hospital for reasons other than 
renal-specific causes and can often have multiple physicians 
involved in their care. Recalling the names and roles of the 
various providers can be challenging. Patients were able 
to remember the names of their nurses more often than 
that of physicians involved in their hospital care (O’Leary 
et al., 2010). In another study, only a small percentage of 
patients were able to identify the physicians in charge of 
their care (Arora et al., 2009). Introductions and presence of 
name tags for identification were perceived to be important 
and patients who knew which physicians and nurses were 
responsible for their care also perceived their overall safety 
to be high (Sofaer, 2005). Similarly, for participants in this 
study, a direct correlation was noted between ratings of 
staff roles and overall safety.

Survey responses in this study suggested that aspects of 
the physical environment significantly influenced partici-
pants’ overall perception of safety, a finding supported by 
other researchers (Williams, 2004; Entwistle et al., 2005; 
Sofaer et al., 2005). Inadequacies of hospital accommoda-
tions and lack of cleanliness of hospital space were concern-
ing for patients, particularly for those with comorbidities 
(Williams, 2004; Entwistle et al., 2005). Cleanliness of the 
hospital room and the bathroom was both an indicator 
of competence and commitment of the hospital staff, but 
more important, it meant that the potential for contract-
ing hospital-acquired infections (HAI) was reduced (Sofaer 
et al., 2005). Susceptibility for HAIs was concerning for 
patients with CKD and ESRD due to both a higher risk and 
a lower reserve and who may be in the hospital currently for 
antimicrobial treatment.

Participants in this study were asked to provide an 
assessment of equipment and supplies required for their 
care, staff knowledge, and their ability and skills to use 
the necessary equipment. Based on the significant associ-
ation between these domains and the overall safety rating, 
it would appear that the availability and functionality of 
equipment required for their care, as well as staff knowledge 
and ability to operate the equipment were a consideration 
for overall safety for study participants. These findings 
are supported by other safety research (Wysong & Driver, 
2009; Lovink et al., 2015; Shattell et al., 2005; Koutantji et 
al., 2005). Patients felt reassured by their nurses’ techni-
cal skills and confidence with using monitoring equipment 
(Wysong & Driver, 2009). At a hemodialysis unit, patients 
felt safe when staff displayed confidence in working with 
the machines, and were able to quickly resolve cycler alarms 
(Lovink et al., 2015). On the other hand, not all patients 
understood or appreciated care providers’ technical compe-
tence or skill levels. Some patients noted inconsistencies in 
care more than efficiencies of task performance in general 
(Shattell et al., 2005; Koutantji et al., 2005).

All the same, nurses’ technical competence and experien-
tial knowledge are valued by patients, enabling them to feel 
safe from harm when these qualities were evident, particu-
larly when combined with caring and compassion (Irurita, 
1999; Radwin, 2000). Equally important are qualities such 
as being available and their readiness to listen, provid-
ing patients with a sense of security and safety (McCabe, 
2004). On the other hand, caring and compassion without 
professional competence are also harmful to patients (Kvåle 
& Bondevik, 2010). To feel safe, both technical skills and 
interpersonal aspects of caring were important to patients 
(Attree, 2001). However, although patients were able to 
describe desired professional and compassionate qualities 
of nurses looking after them, they did not necessarily feel 
qualified to assess the competency of staff (Calman, 2006). 
Although previous research confirms findings from the cur-
rent study, it may also be that staff training and compe-
tence are noted only when these skills are absent, causing 
patients to feel unsafe. 

Although patients were not prepared to evaluate staff 
competence, some were willing to comment on their inter-
actions with staff. Being treated with respect and dignity 
has been found to contribute to feelings of safety, as noted 
in this study also. The importance of establishing a con-
nection with staff and being perceived as a person who 
matters contributed to patients feeling safe (Bridges et al., 
2010). Violations to dignity identified by Jacobson (2009) 
largely consisted of patient and provider interactions with 
patients reporting being treated with rudeness, indifference 
and condescension, and being ignored. Dignity violations 
and disrespectful treatment may lead to emotional harm, 
the impact of which may be as significant as physical harms 
(Sokol-Hessner et al., 2015), causing secondary harms such 
as feeling powerless (Brown et al., 2018). For participants in 
the current study, a moderate correlation between respect 
and dignity and overall safety was found.

In this study, participant characteristics were unrelated 
to domain and overall safety ratings. Findings from this 
study contrasted with other research, where differences 
based on various participant characteristics were found to 
be significant. Age was a significant factor in some study 
findings. Older men felt safer than younger ones, unlike 
the female population where younger women felt safer than 
older ones (Wolosin et al., 2006). Overall perceptions of 
medical safety were higher for patients with shorter lengths 
of stay (Burroughs et al., 2007). Difference in ratings for 
safety related to treatment options, device use, and medi-
cations were found to be significant, based on gender, age, 
employment, past experience of adverse events, and clinical 
settings (Sahlström et al., 2014). Moreover, patients who 
have multiple chronic conditions, are on multiple medica-
tions, or had previously experienced harm are more likely to 
be vigilant about safety aspects of care (Schwappach et al., 
2011; Weingart, 2005). The small sample size in this study 
may have contributed to the lack of association between 
participant characteristics and domains, as well as overall 
safety ratings. 
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Limitations 
The study setting, sample size, and the purposive method 

of sampling preclude the generalization of results to other 
centres or other patient populations. Future studies should 
include patients who may be at high risk of experienc-
ing harm, but lack the ability to articulate their concerns. 
Additionally, given that the survey was administered imme-
diately following an interview, as a part of a larger study, 
some participants may have been experiencing fatigue 
while answering questions. This may influence the inter-
pretation of responses and subsequently the usefulness of 
responses in informing safety strategies involving patients. 
Measurement bias may be a distinct possibility. The PMOS 
questionnaire was developed in the UK and the way ques-
tion items were phrased may be confusing to some indi-
viduals. Although the questionnaire has been validated in 
the UK and Australia, its appropriateness for the context of 
the current study will need to be validated. Future research 
involving this instrument should include a pilot test to 
determine item clarity. Despite these limitations, the PMOS 
specifically looks at safety from the patient’s perspective and 
can be useful for soliciting feedback from patients regarding 
factors known to contribute to safety perceptions in acute 
care hospital settings. Additional research involving a larger 
sample size, other patient populations and clinical contexts 
may be beneficial. Suggestions include testing the instru-
ment in outpatient and dialysis settings with CKD and ESRD 
patients. Comparing the perceptions of individuals with 
CKD and ESRD to patients with other chronic illnesses who 
are hospitalized may be educational as well. Undoubtedly, 
using the questionnaire may give patients a voice to express 
concerns regarding physical and psychological safety and, in 
doing so, assist in efforts to keep them safe. 

CONCLUSION

Utilizing the PMOS questionnaire, perceptions of over-
all safety are clearly influenced by participants’ perceived 
levels of safety regarding factors within the physical and 
interpersonal care environments. Confidence in care pro-
viders’ skills and abilities, and trusting that their care plans 
will be communicated amongst care providers contribute 
to perceptions of safe care. Cleanliness of the physical 
environment was important for patients with CKD and 
ESRD, who often have other comorbid health conditions, 
which may place them at higher risk for contracting HAIs. 
Equally important to feeling safe is the need to be treated 
with respect and dignity. Of note, although many aspects 
of hospitalization contribute to perceptions of safe care for 
patients, the concept of patient safety is often subsumed 
within the larger concept of quality of care. Associations 
between the PMOS domain scores and overall perception 
of safety may likely reflect perceptions of safety, as well as 
service quality. Nonetheless, obtaining patient feedback 
should continue as it can be an early warning of a deficient 
system, signalling for improvement in the care process. To 
enhance the usefulness of patient feedback, a suggested rec-
ommendation is to combine quantitative assessment tools 
with qualitative assessment where patients are encouraged 
to give voice to their experiences. 
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