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Identifying Patient Safety Risks in Non-Acute Care Settings

Abstract
Patient safety has been relatively unexplored in rehabilitation 
and complex continuing care (CCC) settings. From the perspec-
tives of staff members, this qualitative study aimed to explore 
patient safety phenomena that exist within rehabilitation/CCC 
and to identify the characteristics of the current workplace culture 
that act as enablers of or barriers to patient safety. Sixty-six staff 
members in a large, multisite, academic rehabilitation/CCC 
health centre volunteered to participate in one of six interpro-
fessional focus groups, designed to model patient care teams 
that exist within the clinical programs; one focus group was also 
conducted with support services staff. Thematic analysis revealed 
that rehabilitation/CCC settings present with distinct patient 
safety issues due to the unique and increasingly complex popula-
tions that are served, and the place of rehabilitation/CCC along 
the continuum of care. Enablers and barriers identified related to 
teamwork, culture, resources and organizational and individual 
responsibility. Results of this study have helped form the founda-
tion for future patient safety initiatives within our settings, with 
clear emphasis on enhancing an open and just culture in which to 
discuss safety issues through development of improved leader-
ship–staff relations, teamwork and communication and clearer 
processes and structures for accountability. The approach to 
addressing these issues must fit within our rehabilitation models 
of care.

Introduction and Background
While patient safety concerns have existed for decades, the 
sentinel report issued by the Institute of Medicine in 1999 
entitled To Err Is Human: Building a Safer Health System (Kohn 
et al. 1999) catalyzed much of the current momentum in the 
area of patient safety. Much of the literature to date has focused 
on detecting, reporting and managing adverse events within 
acute care settings, as these are sites of a variety of risky medical 
procedures and extensive drug treatment with a high poten-
tial for errors and accidents. The literature has highlighted the 
issue of underreporting adverse events in acute care settings 
(Cullen et al. 1995) and the need for improved measurement 
and reporting (Baker and Norton 2001; Wong and Beglaryan 
2004). However, for different settings such as rehabilitation and 
complex continuing care (CCC), reporting safety events may be 
compounded by the lack of knowledge of unique patient safety 
phenomena that exist within these settings, where there are 
differences in clinical issues, patient populations, team compo-
sition, reduced availability of physicians, higher involvement 
of non-nurse practitioners (e.g. rehabilitation therapists) and 
greater participation of patients and family members within a 
client-centred model of care.

The rehabilitation patient safety literature has focused more 
on particular processes and outcomes, for example, falls preven-
tion (Simpson et al. 2003; Theodos 2003) and the use of physical 
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restraints and bedrails (Gallinagh et al. 2001). Equipment used 
in the rehabilitation setting (e.g., wheelchairs, bathing equip-
ment and other modalities) has also been examined (Kirby and 
Lugar 2000; Malassigne et al. 2002; Travis et al. 2001). Specific 
rehabilitation populations have been studied (e.g., acquired 
brain injury), along with issues unique to these populations 
(e.g., physical aggression, establishing risk and harm) (Willis and 
LaVigna 2003). Discharge planning and home assessment have 
also figured prominently in the literature (Durgin 2000; Gitlin et 
al. 2002). However, these studies focus on one specific aspect of 
patient safety, and do not consider the broader context or environ-
ment in which safety occurs within these different settings.

As one of Canada’s largest rehabilitation and CCC facili-
ties, the Toronto Rehabilitation Institute (Toronto Rehab) has 
responded to the need to enhance patient safety specifically 
through a rehabilitation lens. Currently, we know from the 
approximately 1,100 incidents reported electronically every year 
in our hospital that the majority of incidents fall into one of 
three categories: patient falls, medication errors and incidents 
involving aggressive patients. To help us consider these patient 
safety issues and to explore others within our settings, we have 
proposed a new framework, the Toronto Rehab Patient Safety 
SAFE Framework (Velji and Aimone 2004), that broadens our 
notions of patient safety beyond adverse events to creating best 
outcomes for patient care. This framework consists of four pillars 
that contribute to the overarching beam of a safety culture, one 
that is open and safe to allow for honest discussions of patient 
safety issues and concerns. The four pillars required to support 
such a culture include: a systems approach; apply lessons learned; 
find solutions that minimize human error; and evaluate and 
monitor systems and processes appropriately (see Figure 1).

Purpose of the Study
Using the SAFE Framework as a theoretical basis, the purpose of 
this qualitative study was to explore patient safety issues within 
rehabilitation and CCC, and the environment in which patient 
safety occurs. Specifically, this study had the following research 
questions:

From the perspective of staff members:
1. What are the phenomena of patient safety within rehabilita-

tion and complex continuing care?
2. What are the characteristics of the current workplace culture 

that act as enablers of or barriers to patient safety?

Study Design
Guided by the research questions above, a qualitative method-
ology was employed using focus groups as the method for data 
collection. A key feature of these focus groups was to model not 
only the interprofessional teams that exist within our settings, but 
also to model an open and safe environment in which to discuss 
safety issues. A total of seven focus groups were conducted; one 

focus group was done in each of the six programs of Toronto 
Rehab and one was conducted with support services staff who 
have direct patient contact. A semistructured interview guide 
with open-ended questions was used to allow for consistency of 
core questions, but probes differed depending on the opinions 
expressed by group members.

A constant comparative approach to data analysis was 
conducted, as outlined by Strauss and Corbin (1998). Interview 
transcripts were coded line by line, allowing for the identifica-
tion of emerging categories and trends. Similarities and differ-
ences were constantly compared across groups to derive themes. 
These themes and concepts were examined by the investigative 
team, to determine their meaning and how they may or may not 
be related to each other and the questions under study (Creswell 
1998; Strauss and Corbin 1998). As a method of triangulation, 
two focus group transcripts were coded by the investigative team 
to ensure consistency in meanings and derivation of the themes. 
The research coordinator coded all of the interview transcripts 
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Figure 1. Toronto Rehab Patient Safety SAFE Framework
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The 4 pillars of the SAFE Framework include:
Systems Approach Evaluating sentinel events and preventing their 
recurrence – appropriate use of tools such as root cause analysis 
and failure mode effect analysis; creates a practice environment that 
produces safe outcomes.
Apply Learning Have clear formal mechanisms for transferring lessons 
learned from one area to another or one committee to another, and with 
other healthcare organizations.
Finding Solutions Improved systems to counteract human error (simpli-
fying, reducing handoffs, limiting options, scheduling, decision aids and 
verification steps), electronic triggers (flag for wrong dose), standard-
izing processes of care (assessment of pain, skin care protocols).
Evaluation/Monitoring Method for measuring trends in incidents, 
establishing tolerance limits, sustaining improvement – adding “near 
misses” to data capture, implementing a standardized follow-up 
process to prevent recurrence of incidents.
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and completed the thematic analysis in 
consultation with the investigative team.

Study Findings
Description of Participant Group
Sixty-six staff members participated in 
one of seven scheduled focus groups. 
Participants included managers, leaders 
and educators, service coordinators, physi-
cians, registered nurses and registered 
practical nurses, physical and occupational 
therapists and assistants, speech language 
pathologists, social workers, pharmacists 
and pharmacy technicians, chaplains, 
psychologists, kinesiologists and cardio-
vascular technologists. Support services 
staff included representatives from house-
keeping, maintenance, portering services, 
occupational health and safety, infection 
control and administrative services. Almost one-third of partici-
pants have been in the organization for 1 to 5 years, and almost 
another third had over 16 years of experience within Toronto 
Rehab. Over 60% of the participants had a minimum of a 
bachelor’s degree; over 80% of the participants worked full time 
and were female staff members, which mirrors the workforce 
within our organization.

Thematic Analysis
A number of interrelated themes emerged from the focus groups, 
which will be presented in line with the research questions 
posed. As highlighted in the quote below, this group of partici-
pants perceived and experienced patient safety broadly in our 
settings, articulating patient safety beyond notions of adverse 
events and medical errors:

“ It [patient safety] is multi-level. It is physical, it is spiritual, 
it is emotional – safety is multi-layered. … I sort of see it as a 
sense of comfort, trust, and a sense of ease, a sense of community, 
something to do with regularity of communication and famili-
arity. It is more than just the absence of critical incidents … 
we all work for the best possible outcomes for our patients. … 
It makes me think about dignity and how to protect the client 
as much as possible while still not compromising their feelings 
of autonomy.”

Patient Safety Phenomena in Rehabilitation and 
CCC
In research question one, we wanted to explore the phenomena 
of patient safety within rehabilitation and CCC settings. Two 
main themes emerged from the focus groups: first, that our 

patient population is unique and is rapidly changing; and 
second, that unique challenges and phenomena related to 
patient safety exist due to where rehabilitation and CCC are 
situated in the continuum of care (see Figure 2).

Participants consistently talked about their patient popula-
tions as unique – distinct from acute care, but also distinct from 
program to program. While some commonalities existed, such as 
vulnerable and/or frail populations, staff also discussed dealing 
with patients with cognitive impairments, or those with aggres-
sive or violent behaviour who may pose a threat to themselves, 
to staff, or to other patients and their families. The issue of 
individual risk vs. the autonomy of patients figured promi-
nently in the discussions, particularly as it pertained to informed 
decision-making, discharge planning and dealing with a third-
party decision-maker. Patients may make informed choices and 
may engage in behaviours we consider “risky.” For those patients 
for whom the institution is their home, compounding factors 
include consideration of the safety of other patients and staff 
sharing similar space.

Staff also discussed dealing with an increasingly complex 
patient population. Patients are admitted sooner to rehabilita-
tion from acute care, and often with increasing complexity and 
comorbidities. Staff expressed concern as to the appropriateness 
of some patients admitted, who may not be ready to truly engage 
in the rehabilitation process. They also expressed concern as to 
their own skill level and experience in dealing with these “new” 
populations, and how staff development and ongoing learning 
was managed within their programs.

The second major theme to emerge was the view of rehabili-
tation and CCC’s unique and ongoing place in the continuum 
of care. Many staff felt that this is where the “real work begins,” 
as we are pushing patients to their limit physically, mentally and 
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Figure 2. Exploration of patient safety in rehabilitation and complex 
continuing care settings
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emotionally, throughout the rehabilitation process. Due to the 
permanency of many of our patients’ disabilities, rehabilitation 
“never really ends” when they are discharged from the institu-
tion, as the patient may require ongoing care and rehabilitation 
in the community.

When looking at rehabilitation and CCC’s place in the 
continuum of care, numerous transitions in care occur – from 
acute care to rehabilitation to another facility or to home, all 
of which require effective communication, timely discussions 
about discharge, and ensuring that the appropriate supports 
are in place to allow seamless transitions to occur. There are 
also numerous internal transitions – from shift to shift, from 
caregiver to caregiver – again all requiring appropriate and 
timely communications. The internal struggle that many 
staff deal with related to discharge planning and transitions is 
highlighted in this quote:

“ I mean I don’t think any of us around the table have a vested 
interest in keeping patients here longer. We all recognize that 
living in an institution isn’t a great thing. … But if we could 
be confident that we had really good services in the community, 
there would be appropriate places for people to live and receive 
care – then that wouldn’t be a problem.”

Enablers of and Barriers to Patient Safety
The second research question examined the enablers of and 
barriers to a culture of patient safety. Four main themes emerged 
that were consistent across all of the focus groups, some which 
were discussed as enablers or, alternatively, as barriers to patient 
safety culture depending on the unit, program or site across 
the organization. The emerging themes are interrelated and 
included teamwork, culture, resources and organizational and 
individual responsibility for safety (see Figure 3).

Teamwork was a consistent message that emerged in all of 
the focus groups, that is, the development of teamwork, which 
ultimately was built on relationships of trust and respect for 
peers and colleagues, and the development of communication 
patterns in an open and honest manner. Staff pointed to strong 
leadership that would foster team collegiality and cohesive-
ness, and to set the tone for how communication and respect 
are developed and how both clinical and nonclinical staff are 
included as part of the team.

Organizational culture, deemed in the literature to be one 
of the most important elements for patient safety, emerged as 
another key theme. Staff participants again discussed the need 
for strong leadership, both to model the appropriate behav-
iours regarding safety and to set the tone for patient safety as a 
priority. Frontline workers desired a culture that fostered mecha-

nisms to provide feedback, suggestions or 
ideas. Staff participants articulated a safety 
culture as one of learning rather than one 
of reprisal. The issue of hierarchy was 
raised by one staff member as a barrier to 
patient safety and communication:

“There is still a big hierarchy in this facility 
and there is still a lot of not feeling safe about 
being honest and advocating for your patients 
because people have had consequences as a 
result of advocating for their patients, so it 
makes you think twice about what you are 
going to say and how you are going to say it. 
… I think that is a safety issue because if I’m 
afraid to say what I think needs to be said, 
then I can’t do my job properly and that sort 
of strangles me. … We have to feel supported, 
like it’s not risky to tell the truth.”

Appropriate staff and equipment 
resources were also deemed essential for 
patient safety culture. Staff resources 
included manageable staff–patient ratios, 
appropriate discipline and skill mix and 
the required experience or professional 
development opportunities to ensure staff 
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Figure 3. Enablers of and barriers to patient safety
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were well prepared to deal with changing patient populations. 
Participants pointed out that equipment and supplies need to be 
readily available, functional and well maintained. The physical 
environment needs to be conducive to safety and security – one 
that does not exacerbate patients’ symptoms or anxiety and 
that provides adequate space for team members to do their 
jobs appropriately (e.g., gym space for therapy, private space 
for counselling).

Lastly, focus group participants drew attention to both the 
organizational responsibility and their individual responsibility 
for patient safety. They felt that appropriate and accountable 
systems and structures are required to support a safe environ-
ment. Organizational and program change need to be managed 
in a structured, coherent, inclusive manner. Staff also felt that 
they had a right to safety at work, and that if their work environ-
ment was safe, patient safety would emerge naturally. At the 
same time, they all recognized that they had individual respon-
sibility and accountability. One participant felt that all staff 
needed to take on a “this is my house” mentality, and not “pass 
the buck” to others to assure responsibility.

Implications for Practice
Knowledge gained from this study has highlighted the distinct 
populations and type of care delivered in rehabilitation and 
CCC that contribute to the patient safety phenomena experi-
enced within our hospital. The findings also reaffirmed that 
enablers of and barriers to a patient safety culture as described 
in other literature (Wong and Beglaryan 2004) are relevant to 
rehabilitation and CCC settings. The focus group method in 
this initial research project allowed us to operationalize a key 
feature of the SAFE Framework by providing an open, trans-
parent and safe environment in which interprofessional staff 
could discuss safety issues. Grounded in evidence from these 
internal stakeholders, we have embarked on a patient safety 
agenda that includes a number of initiatives:

1. Building an open and accountable culture of safety. The 
results of our study support other literature that points to a 
safety culture as a key element for patient safety. A number 
of concurrent initiatives have been developed to support 
and enhance an open, transparent and accountable culture 
within our organization.

 (a) Leadership development and engagement: As a first step 
to enable a safety culture, we are currently engaging and 
energizing all clinical leaders and managers within the 
organization through a series of workshops and discus-
sions about patient safety culture, what it means and 
how it may be operationalized. These discussions also 
include the development and implementation plans of a 
number of policies, procedures and process mechanisms 

to support patient safety initiatives, such as a disclosure 
policy and transforming incident reporting to be reflec-
tive learning experiences. Key to this process has been 
the engagement and focus of senior leaders to model 
supportive behaviours of openness and accountability. 
In step with this leadership engagement, we will launch 
Patient Safety Leadership Walkabouts where members of 
our senior management team will engage staff in open 
and meaningful discussions about patient safety concerns 
and ensure timely response to concerns raised.

 (b) Incident reporting and debriefing: Staff who participated 
in this study articulated broad notions of patient safety 
to move beyond adverse events and to encompass best 
patient outcomes. Our challenge is to have staff act on 
these views by reporting both near misses and incidents 
that reflect this broad notion of safety within our organi-
zation. We also know from our study that intrinsic to 
reporting safety incidents is the ability of staff to do so 
in a safe and trusting environment, and to know how 
processes are standardized to manage reported events. 
Our efforts to engage leaders and staff in a culture shift, 
along with discussions with external healthcare leaders, 
have helped to guide the development of clear and trans-
parent mechanisms ensuring that incident reports are 
consistently managed and debriefed as a learning oppor-
tunity rather than an exercise of blame.

 (c) Evaluation of safety culture: The qualitative description of 
the current organizational culture for safety gained in this 
study will be augmented by results of the recently admin-
istered “Hospital Survey on Patient Safety” (Westat et al. 
2004). Results of this survey will provide another baseline 
indicator of our safety culture and will be conducted on a 
regular basis (i.e., yearly) to assess any changes in culture 
and assist with the development of future patient safety 
initiatives.

2. Teamwork and communication. Clearly, staff have 
highlighted the necessity of strong teamwork and commu-
nication for patient safety. To build upon the findings of 
this study and other literature, we have been funded by the 
Canadian Patient Safety Institute to conduct a study aimed to 
enhance team communication for patient safety by adapting, 
implementing and evaluating the use of the SBAR (Situation-
Background-Assessment-Recommendation) (Leonard et al. 
2004) communication tool within one of our clinical teams. 
Positive learnings and outcomes from this new study will be 
transferred to other clinical areas within our organization.

3. Staff resources. Findings from this study have highlighted the 
need for consistent and experienced staff in order to develop 
strong teams that have clear communication channels. These 
results support the recently implemented “Nursing Staffing 
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for Quality of Care Project” as a strategy to reduce the use 
of agency staff and increase full-time nurse staffing ratios to 
build effective and stable teams for quality patient care.

Conclusion
We have learned that adverse events and factors that impact 
on quality of care and patient safety are unique in a rehabilita-
tion and CCC setting; however, the enablers of and barriers 
to safety, including teamwork and communication, organiza-
tional culture and resources, are similar to safety issues raised 
in other settings. We have applied this learning in our next 
steps to focus safety efforts on developing and implementing 
a formal leadership engagement plan to enhance a culture of 
openness, improvement and accountability, break down hierar-
chical communication barriers, improve incident reporting and 
debriefing mechanisms and examine resource issues related to 
patient care. Our patient safety agenda is a work-in-progress. 
Through the unique lens of rehabilitation and CCC, we look to 
build upon this foundation and continue to progress our work 
in this area. As articulated by our staff:

“ Number 1 priority is patient safety. I think everything that 
we do revolves around their safety and progressing them or 
however we interact with them. I think in the back of our 
mind even though we are not conscious of it, it is constantly 
the #1 priority.”
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