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WHAT IS IT LIKE TO 
PARTICIPATE IN SHARED 
HAEMODIALYSIS CARE?
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A qualitative study of patient and staff experience

Background

Shared-haemodialysis-care (SHC) can improve 

patient safety, satisfaction and may reduce costs [1-

3]. SHC aims to redefine the nursing role to 

emphasise patient empowerment. We do not 

understand why patients choose to participate or not

Objectives

To understand the personal experience, barriers and 

enablers to patients and staff participating in SHC.

Methods

We conducted semi-structured interviews with 

patients (who are participating or not) and Health 

Care Professionals (HCPs nurses and health care 

assistants) in two hospital sites.  Interview data were 

coded to psychological theory [4] to learn how best to 

implement SHC.
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Shared Care is misunderstood to mean home care by some 

patients.

“A unit’s opening up next door hopefully where we’ll be able to 

come and go more or less when we want, is that what it is? 

(patient)

“in the past…it was up to the nurses for how long they dialysed for, 

how much fluid they took off, what the machines were 

programmed at, you know some of the staff now find that they’re 

being challenged, ‘why should I do this?’ ‘Why should I do that?’ 

(HCP)

“Perhaps is where nursing sometimes gets itself 

wrong, you get to a senior position and you’re 

expected to sit in the office pushing pieces of 

paper about when in actual fact really, after 20 

years experience perhaps we should be out on the 

ward, we’re passing on that knowledge and 

experience” (HCP)

“I’m not doing my own needles, hell will freeze over first before I do 

that…when they started with this button holing… they said you can’t 

bump it because if needles gone in right, it won’t go anywhere, just 

right, so I thought I’ll give it a go, and I get on with it fine” (patient)

SHC has a number of benefits: e.g. 

regaining control; keeping sessions to 

time if able to deal with alarms; and 

understanding more about lifestyle (e.g. 

eating). (patients)  

“I don’t feel as useless because I know 

what’s going off and to a certain extent 

I’m responsible for what’s happening to 

me” (patient) 

I think there’s been twice in all them years (16 ) when I’ve been too 

unwell to put them in myself, I’d still rather do it myself, that’s my 

fistula (patient)

“everyone’s doing a bit of something” (patient)

I’m always putting my long lifespan of my fistula down to 

me needling myself, I’ve always thought that’s got to be 

why, cause not many people get 16 years out of a fistula 

(patient)

Results

Sixteen patients and seven HCPs were interviewed.  

Emerging findings indicate that there are a number of 

barriers to implementing shared haemodialysis 

care. Knowledge of shared care is limited in some 

patients. Some patients understand shared care to 

equal needling, even when they are undertaking other 

competencies.

HCPs may not see education as part of their role due 

to time constraints and the nature of the clinical 

setting (e.g. managing acute and stable patients). In 

parallel some patients don’t see shared care as their 

role, haemodialysis already impacts significantly on 

life without any additional responsibility. Some 

patients identified a fear of needles, whilst others 

have overcome this fear with the support of staff, 

button holing procedures, time and graduated 

practice.

“We still run a production line dialysis unit and we 

still open at X and we still shut at Y, and the 

pressures are in actually finding time to allow 

people to take their time” (HCP)

On an evening you can wait 2 hours to be put onto 

dialysis, who wants to be sat there for 6 hours? 

(patient)

“You can do as much or as little as you like…  

you just wanted to get your table ready… that’s 

fine, but you tend to find that, once you get 

used to doing that much you think ‘oh I’ll try a 

bit more’ and that is how it built up  for me 

“(patient)

Results continued

Preliminary data also indicate a number of enabling 

factors to implementing SHC. HCPs have generated 

a sense of optimism in the clinical setting. Reluctance 

expressed by nursing staff has been outweighed by 

optimism from Health Care Assistants. Patients have 

had the opportunity to explore their intentions, to set 

individual goals, and to meet and surpass these 

goals. Each patient varies in their involvement, and 

utilise more nursing care on some days.  Good 

practice has been reinforced and continues to be 

monitored.

Discussion

Coding unique stories to psychological theory has 

allowed us to better understand the barriers to 

implementing SHC (e.g. knowledge; emotion; roles 

and responsibilities) from a staff and patient 

perspective.  Identifying barriers and enablers will 

allow us as a team to tailor our other work packages 

to optimise the implementation of SHC for patients 

and staff . 

Further information
Contact Liz Glidewell (l.glidewell@leeds.ac.uk)  or  visit http://www.leeds.ac.uk/hsphr/people/l-glidewell.html

More information about shared haemodialysis care is available at - http://www.yhscg.nhs.uk/Networks/sharing-haemodialysis-care.htm

References
1.National Institute for Clinical Excellence: Guidance on home compared with hospital haemodialysis for patients with end-
stage renal failure. Technology Appraisal 2002, 48.

2.Coulter A: Implementing shared decision making in the UK A report for the Health Foundation Produced as a scoping paper 
for the Health Foundation in 2009. London: The Health Foundation; 2009.

3.Mactier R et al. Renal Association Working Party on Home Haemodialysis. 2009.

4.Michie S et al. Making psychological theory useful for implementing evidence based practice: a consensus approach. Qual 
Saf Health Care 2005, 14(1):26-33.


