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Abstract: Chronic Kidney Disease (CKD) is an important public health issue that requires early and
close medical monitoring to start Renal Replacement Therapy (RRT) in the best conditions. However,
in France, about 1/3 of patients start dialysis in emergency, despite the existence of CKD management
guidelines. Using both quantitative and qualitative methods, we wanted to analyze the pre-dialysis
care trajectory of patients with CKD and document the causes of Emergency dialysis Start (ES). To this
aim, we designed a convergent mixed-method study. The quantitative component will analyze
individual healthcare consumption and clinical data to identify the risk factors of ES by comparing the
trajectories of patients who started dialysis in emergency in 2015 in France with those of patients who
started in a planned manner and with the national recommendations. The qualitative component
will explore the patients’ trajectories and identify barriers to a planned start using semi-structured
interviews with patients who started dialysis in emergency and with their general practitioners and
nephrologists. Using the strengths of a mixed methodology, this study will bring robust and valuable
findings to improve the care of CKD patients.

Keywords: chronic kidney disease; care trajectory; mixed methods; emergency start dialysis; big data

1. Introduction

Worldwide, Chronic Kidney Disease (CKD) and particularly, End-Stage Renal Disease (ESRD),
its last stage of progression, represent a major public health issue. The number of people receiving
Renal Replacement Therapy (RRT) was over 2.6 million in 2010 [1] and has been rising during the last
decade. Recent projections suggest the same trend for the coming years [2,3].

In order to delay the progression of CKD and ensure that the patient starts RRT in the best
conditions, the coordinated work of the General Practitioners (GP) and nephrologists is key [4,5].
This work includes the screening and diagnosis of CKD, the monitoring of the disease(s), the referral
to a nephrologist, as well as the patient therapeutic education and preparation for RRT.

Clinical practice guidelines on the care of non-dialyzed patients with CKD have been developed
and published [6], including in France [7]. However, according to the French Renal Epidemiology
and Information Network (REIN) registry, each year, around 30% of incident patients with ESRD still
start dialysis in emergency in France [8]. This proportion did not decrease since the publication of
the CKD care guidelines in 2012. Emergency dialysis Start (ES) in REIN is defined as a first dialysis
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session initiated during the 24 hours following a nephrologist’s evaluation due to a life-threatening
risk for the patient [9]. This definition does not exclude acute decompensation, despite an early and
regular follow-up.

Such a start has negative consequences for the patients and their care trajectory. Indeed, ES
is associated with higher morbidity and mortality risks [10–15] and with lower quality of life [16].
However, some evidence suggests that a longer pre-dialysis care is not associated with a lower
mortality [17]. A lower chance of access to the renal transplantation waiting list also has been reported
for patients who start dialysis in emergency [12]. Moreover, it has been reported that ES patients are
more comorbid than patients who start dialysis in a planned manner (PS) [15,18]. Not surprisingly,
late referral to a nephrologist has been associated with ES [19,20].

However, little is known about the care trajectories leading to late referral and ES.
Our overarching objective is to document the causes of ES by studying the pre-dialysis care

trajectory of these patients using a mixed method design. This article describes the study design and
methodology to show the value and strengths as well as the challenges of such approach that could be
widely used for public health research, particularly for the study of chronic diseases.

2. Materials and Methods

2.1. The Mixed Method Design and Its Rationale

Qualitative and quantitative methods can be combined in many different ways [21]. For the aim of
this research (i.e., to identify the causes of ES by studying the pre-dialysis care trajectories), a convergent
design was chosen in which quantitative and qualitative data are collected and analyzed separately
before merging the results and discussing the extent to which they create a better understanding of the
issue [21].

Such a convergent design was selected with the aim of bringing together the strengths of both
quantitative and qualitative approaches for the study of the care trajectories of patients with a chronic
disease, which we consider as our central research object. The driving principle is to collect data that
are different in nature but complementary in order to better understand the underlying problem [22]:
in our case, the pre-dialysis care trajectory leading to an emergency dialysis start. The quantitative
study brings trends and generalizations using a large sample, while the qualitative study adds depth
and details using a smaller sample [23].

This convergent design appears to be particularly suitable for research on the care trajectories of a
chronic disease and on the inadequate use of or access to healthcare services. Figure 1 illustrates how
the same object of research (i.e., the pre-dialysis care trajectory) is seen differently, depending on the
nature of the study component.

Studying the association between ES and quantitatively measured factors, such as the frequency
of consultations with GPs and nephrologists, the prevalence of comorbidities and other clinical factors,
is essential. However, the care trajectory cannot be defined only by these factors. The ways patients
view and manage their disease(s), the actions taken (or not taken) and the underlying motivations,
but also to a larger extent, their life experiences, are as essential in the definition of the care trajectory and
must be investigated in a complementary manner. Moreover, the care trajectory is heavily influenced
by the individual practices of the involved health professionals, and in our case, by the coordinated
work of GPs and nephrologists [24]. One example might be difficulties to obtain a consultation with (or
be referred to) a nephrologist in a reasonable interval of time. This emphasizes the need for studying
the pre-dialysis care trajectory through two different lenses.
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Figure 1. The pre-dialysis care trajectory studied using the components of the mixed method: (A) The
quantitative component, and (B) The qualitative component. SNDS, French national administrative
healthcare database; REIN, Epidemiology and Information Network; GP, general practitioner.

2.2. The Quantitative Study

In the quantitative component of this research, the pre-dialysis care trajectory is studied as a
succession of healthcare consumption events in a large number of patients across time (Figure 1A).

2.2.1. Hypotheses

We hypothesize that the pre-dialysis care trajectory of ES patients is different from the national
guidelines for CKD care management (Table 1) and from the pre-dialysis care trajectory of PS patients.
Specifically, we hypothesize that ES patients do not receive the minimal CKD follow-up recommended
by the national guidelines. Moreover, we postulate that the frequency of consultations with GPs and
nephrologists and of laboratory monitoring is lower for ES patients than for PS patients during the
2 years before dialysis start. Consequently, patients are less prepared for dialysis.
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Table 1. Summary of the French Chronic Kidney Disease (CKD) care management guidelines [7].

Follow-Up Items Stage 1, 2, and 3A
(eGFR * ≥ 45)

Stage 3B
(eGFR Between 30 and 44)

Stage 4
(eGFR Between 15 and 29)

Stage 5 (Before RRT)
(eGFR < 15)

Medical follow-up
& consultation

frequency

GP once per year

GP at least once every
6 months

Nephrologist at least once
per year

GP at least once every
3 months

Nephrologist at least once
every 6 months

GP at least once per month
Nephrologist at least once

every 3 months

RRT preparation, 1 year before its foreseeable start

Blood count - Once every 6–12 months Once every 1–3 months Once every 1–3 months

Serum creatinine Once per year Once every 6 months Once every 3–6 months Once every 1–3 months

Albuminuria Once per year Once every 6 months Once every 3 to 6 months Nephrologist’s appreciation

* eGFR: estimated Glomerular Filtration Rate, expressed in mL/min/1.73 m2; RRT: renal replacement therapy; GP:
general practitioner.

2.2.2. Objectives

The objectives of this quantitative component are: (1) to compare the pre-dialysis care trajectory of
ES patients with the trajectory recommended by the national guidelines; (2) to compare the pre-dialysis
care trajectory between ES and PS patients; (3) to identify factors associated with ES; and (4) to identify
groups of patients with similar pre-dialysis care trajectories (i.e., types of trajectories).

2.2.3. Study Population

The quantitative study included all adult patients who started dialysis in France in 2015 (incident
patients), extracted from the REIN registry. This registry records all patients with ESRD treated by
dialysis or renal transplant in France (mainland and overseas) [25]. Each year, nearly 10,000 patients
with CKD begin dialysis and are registered in the REIN registry. Patients with unknown dialysis start
status (ES or PS) were excluded.

2.2.4. Data Collection

The REIN registry includes the following patient data: age, sex, residence postcode, clinical
characteristics at RTT initiation (primary renal disease, serum albumin, and hemoglobin), comorbidities
(diabetes, cardiovascular diseases, cancer, chronic respiratory disease, mobility) and modalities of
ESRD management (vascular access, hemodialysis or peritoneal dialysis). However, it does not contain
information on the pre-dialysis care trajectory. Therefore, the REIN registry was linked to the French
national healthcare database (SNDS). This administrative database covers almost 99% of the population
and collects data on ambulatory care (consultations, laboratory tests, drug prescriptions) and hospital
stays (duration, diagnostic codes, procedures) [26].

The linkage of these two database types (clinical and administrative data with healthcare
utilization) will give a valuable tool for public health research, especially for the study of chronic and
multifactorial diseases, such as CKD. Indeed, it will increase the quantity of information available at the
individual level, enabling a more comprehensive understanding of the risk factors and outcomes [27–31].
An iterative and deterministic approach will be used to link the 2015 incident patients included in
the REIN registry with the SNDS database, using the following indirect identifiers: patient’s sex, age,
residence postcode, RRT center identification number, month and year of dialysis start, month and
year of death.

In the framework of our quantitative component, this linkage will allow us to retrieve and piece
back together the pre-dialysis care trajectory of each patient, along with their demographic and clinical
characteristics. The French national guidelines recommend starting the patient’s preparation for
RRT (arteriovenous fistula, catheter for peritoneal dialysis procedures and other hospitalizations
related to preparatory care for dialysis) at least 1 year before its foreseeable occurrence (Table 1).
Therefore, the study period covered the 2 years before dialysis start.
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This trajectory, seen through the healthcare consumption lens, included the follow-up items
recommended by the national clinical guidelines: consultations with GP and nephrologist,
and laboratory tests (e.g., creatinine, potassium, calcium measurement) (Table 1). The quantitative
component does not investigate what happens beyond the healthcare consumption (Figure 2).
This quantitative study was approved by the French Data Protection Authority (Commission Nationale
Informatique et Liberté; n 917021).

Figure 2. Diagram of the convergent mixed method design.

2.2.5. Analysis

After the description of the baseline characteristics (i.e., at dialysis initiation), the items of care
specified by the national guidelines, retrieved for all patients, were compared with their recommended
frequencies (e.g., what percentage of patients saw the nephrologist at least once every 3 months during
the year before dialysis start?) (Table 1). The key components of the pre-dialysis care trajectory were
defined: number and frequency of consultations with GPs and nephrologists, frequency of laboratory
tests (regular, irregular or absent), frequency of hospital stays, and presence of dialysis preparation
procedures. These variables were then compared between groups (ES vs. PS) using the Chi-square
and t-tests. The factors associated with ES were assessed using logistic regression models that were
adjusted for several characteristics (age, sex, comorbidities, primary renal disease, and pre-dialysis
healthcare consumption). Finally, groups of patients who share similar care trajectories, based on
the identified healthcare consumption variables, were determined using Multiple Correspondence
Analysis and Hierarchical Cluster Analysis methods.

2.3. The Qualitative Study

In the qualitative component of this research, the pre-dialysis care trajectory is defined as the
combination of the views, actions and experiences of a restricted number of patients, the views
and practices of their main health professionals involved in the care management of CKD (GPs and
nephrologists), as well as the product of the interactions of all these actors (Figure 1B).
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2.3.1. Hypotheses

Here, we hypothesize that the causes of ES are multifactorial and linked to the patients, the health
professionals, and the healthcare organization. Specifically, we hypothesize that due to CKD silent and
progressive nature and due to the perceived burdensome nature of dialysis as a treatment, ES patients
might show reluctance and try to delay dialysis start. We also hypothesize that GPs and nephrologists
might not know exactly the precise role in CKD management of each other, thus impairing the
collaborative work required for a planned start. Finally, we postulate that the national CKD care
management guidelines are insufficiently known and implemented by GPs and nephrologists.

2.3.2. Objectives

The objectives of the qualitative component are: (1) to identify to what extent GPs and nephrologists
know and implement the national CKD care management guidelines; (2) to describe the GPs and
nephrologists’ practice regarding CKD management; (3) to reconstruct the patients’ trajectories through
their views and experience and to identify the barriers to a planned dialysis start; (4) to identify types
of pre-dialysis care trajectories of ES patients.

2.3.3. Underlying Theory

The sociological meaning of being ill and its implications have changed during the last century,
mainly due to the epidemiological transition from acute infectious diseases to non-communicable
chronic diseases. Now, diseases are no longer just a parenthesis in the patient’s life and the recovery,
or healing, as an ending point, became a necessary daily management of the disease [32]. Corbin and
Strauss developed the pioneer concept of “illness trajectory”, offering a sociological framework to
study the trajectory of patients with chronic diseases. In this concept, the trajectory is “not only the
physiological development of the disease but also the work involved in its management, the impact
of illness, and the changes in the lives of the ill and their families that in turn affect the management
of the illness itself” [33]. This trajectory is shaped by the illness nature, the patient’s response to it,
and the actions undertaken by the patient and health professionals to manage the illness. For analytical
purposes, several phases shape the trajectory with turning points, critical junctures between them:
pre-diagnosis, diagnosis, acute, comeback, stable, unstable and downward. Not all of these phases are
present in one trajectory, whereas some might be observed several times in another. The concept of
“illness trajectory” is at the core of this qualitative study, in the construction of the interview guides and
in the choice to focus on the critical junctures of the patient trajectory and the GPs and nephrologists’
practices. The analytical tool of trajectory phasing was also used to describe types of trajectories of
patients starting dialysis in emergency.

2.3.4. Study Population

A previous spatial analysis in the Bretagne region of France found that the western and eastern
parts of this region have higher and lower risk of ES, respectively [34]. These geographical areas will
be our investigation field. All adult patients with ESRD who will start dialysis in emergency and
live in and around these areas in 2019 will be recruited. Patients will be identified using the REIN
registry inclusion data. On the basis of the available REIN data, we expect to include about 40 patients
(20 for each area). However, recruitment will be stopped upon reaching data saturation (i.e., when no
new information will arise from the interviews) [35]. Beforehand, the study will be presented to the
medical teams of the dialysis centers where the included patients are treated. The medical teams/staff

will then seek the patients’ consent, using an information notice, and will schedule an appointment.
Patients will be interviewed in-person during a dialysis session. The interviewer will ask again for their
consent before starting the interview. During the interview, patients will be asked to give the name
of their GP(s) and nephrologist(s) who will be interviewed in the second part of this study. To favor
consistency, the same interviewer will conduct all interviews. This qualitative study is compliant
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with the methodological frameworks defined by the French Data Protection Authority and has been
registered by the French National Institute of Health Data (n 0609030619).

2.3.5. Data Collection

To reconstruct the trajectories of ES patients and how their illness was managed by themselves
and their GPs and nephrologists, three interview guides (one for each actor) will be used (available in
Supplementary Materials). For patients, the interview will start with few basic socio-demographic
questions. The interview guide was developed to focus on and around the critical junctures that shape
the trajectories and to address (1) the first signs (How did you learn that you were suffering from
CKD...); (2) the medical follow-up (What do you remember of your visits to the GP/nephrologist . . . );
(3) the adjustment to the disease and CKD strategic management (Before dialysis, how did your life
change with CKD . . . ); and (4) the process of transition to dialysis (How did your first dialysis go?
What did you know about it before? . . . ). For the health professionals, the interview will explore (1)
the everyday practice regarding CKD (As a GP, what do you think your role is towards patients with
CKD? What does CKD co-management mean to you? . . . ); (2) their knowledge and implementation of
the CKD care management guidelines (What do you think about these guidelines . . . ); and (3) the
process of transition from CKD to ESRD (How is discussed the need to start dialysis with a patient?
Have you ever had patients who started dialysis in emergency, and if so what happened?...).

The interview guides were discussed with GPs and nephrologists and tested with patients and
health professionals in real conditions. Appropriate adjustments were made (mainly rephrasing) and
additional tests were performed to ensure that the data collected on the trajectory were precise enough
for analysis. The interviews will be audio-recorded (after consent) and transcribed.

2.3.6. Analysis

First, a thematic analysis will be carried out to analyze the interview transcripts [36]. In this
method, the researcher first becomes immersed in the data by reading the full transcripts and writing
down notes to grasp the overall sense of the interviews and the information they bring. Transcripts
are then read again, word by words, and data are associated with as many categories as necessary
to describe all aspects of the content. This process of category generation is called “open coding”.
Similar categories are progressively merged to produce a final list of categories. Coding and category
generation will be performed by two different researchers to increase coherence and validity.

The results of the thematic analysis will provide a preliminary understanding of the pre-dialysis
care trajectories of ES patients. The second step will consist in identifying what makes patient
trajectories similar or different from each other, and in retrieving the “illness trajectory” phases in
order to describe types of trajectory leading to an emergency dialysis start. Concomitantly, a typology
of the GPs and nephrologists’ practices will be performed to understand their attitudes towards the
CKD care management guidelines and to what extent and how their practices shape the patients’
trajectories. Finally, the causes of an emergency dialysis start and the barriers to a planned start will
be summarized.

2.4. Integration of Quantitative and Qualitative Results

The quantitative and qualitative analyses will produce many informative and interesting results
on their own. However, the main attraction of mixed methods and particularly of the convergent
design is the possibility to fulfil the research equation 1 + 1 = 3 [37], where the knowledge gained is
more than the sum of the individual quantitative and qualitative components. Figure 2 recapitulates
the study flow.

To facilitate the emergence of this added value, we considered the pre-dialysis care trajectory as
the same research object in both components that have definite and distinct objectives embedded in
a complementarity oriented framework. After the completion of both quantitative and qualitative
analyses, a series of questions can be asked and discussed. Do the overall results from both components
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converge or diverge concerning the reasons of ES? How can the risk factors of ES computed from the
entire population be understood by the detailed speech of some patients and health professionals?
To what extent and how do the types of pre-dialysis care trajectory from both components complete
each other?

3. Discussion

This article presents a strategy to retrospectively study the care trajectories of patients with a chronic
disease by harnessing the strength of both quantitative and qualitative research and using multiple
data sources. Specifically, the aim of the mixed method described here is to gain a comprehensive
understanding of the causes of emergency dialysis start of patients with CKD, an important public
health issue. To our knowledge, this is the first study that will investigate the pre-dialysis care trajectory
of patients with CKD using this methodology. The core of this methodology (i.e., studying specific
variables of the trajectory in a large number of patients combined with the collection of depth and
details regarding the trajectory, as a whole, of a few individuals) can be applied to other chronic
diseases. For example, the trajectories of patients with chronic obstructive pulmonary disease could be
retrospectively studied with our approach to identify facilitators of its early management for slowing
down its progression and improving the overall care quality.

This design applied to the particular issue of dialysis start has strengths but also limitations that
can be expected.

The main strengths of this approach include the use of individual data (clinical and healthcare
consumption) at the national level for the entire population of interest, and the search for in-depth and
crossed viewpoints of both patients and the main health professionals involved in CKD care. With the
quantitative component, higher proportions of patients starting dialysis in emergency with particular
characteristics and trajectories can be highlighted and risks factors can be identified. However, causality
cannot be strictly established. Similarly, the qualitative analysis of extensive information from a limited
number of patients and health professionals can add weight and robustness to the conclusions and the
newly generated hypotheses, although it cannot establish causality. Another limit, inherent to this
qualitative approach, is that data will not be collected for patients who do not agree to be interviewed or
for whom language is a barrier. However, if applicable, their number and REIN registry characteristics
will be described and discussed. Additionally, the retrospective nature of this research might introduce
some bias. Particularly, reconstructing the patients’ trajectory is dependent on the patients’ views and
how and what they choose to share. For example, patients might be prone to self-serving bias during
the interview [38].

Integrating the two sets of results can be considered the main methodological challenge. It should
be noted that data produced by registries and healthcare databases require a delay of consolidation
(i.e., data on incident patients in 2015 were available only from 2018). Interviewing patients who started
dialysis a few years before could introduce a major recall bias because some patients might not be able
to recall precisely what happened at that time. In addition, and unfortunately, many dialyzed patients
will not be alive any longer by the time their clinical/administrative data become available. For these
reasons, the study population cannot be the same for the two components (i.e., patients who started
dialysis in 2015 for the quantitative study, and incident patients in 2019 for the qualitative study).
However, we do not think that the causes of emergency dialysis start or the patients’ characteristics
will change during this short interval of time, and affect the integration process of the quantitative
and qualitative results [15]. Nevertheless, it is possible that the integration process might reveal
contradictions between result sets that could become the interest of additional investigations and
provide new insights into the topic and generate new research questions.

Although the French national guidelines recommend initiating RRT preparation at least one year
before its foreseeable start, we will assess two years of healthcare utilization data for our quantitative
component, for a broader description of the trajectory. However, this study period should be considered
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along with the fact that the start of RRT of some CKD patients is rather unpredictable and their RRT
preparation might have started several years before the actual dialysis start.

Results from this mixed method study will be published in scientific journals and presented at
national and international conferences on nephrology and public health. Moreover, the identified
barriers to a planned dialysis start and to the effective implementation of the existing clinical guidelines
will be shared with the competent national health authorities to support the diffusion of co-management
practices between GPs and nephrologists and the provision of high quality of care to non-dialyzed
patients with CKD.

4. Conclusions

This article describes an original mixed methodology to study the care trajectory of patients with
ESRD and to identify the causes of an emergency start dialysis with robust and complementary findings.
The described core methodology can be used and adapted to the study of other chronic diseases.

Supplementary Materials: The following are available online at http://www.mdpi.com/1660-4601/16/24/5010/s1.
Interview guide 1: Patient, Interview guide 2: General Practitioner, Interview Guide 3: Nephrologist.

Author Contributions: Conceptualization, M.R., Sahar Bayat and C.V.; Funding acquisition, S.B. and C.V.;
Methodology, M.R., S.B., A.C. and L.L.; Project administration, S.B. and C.V.; Supervision, S.B. and C.V.;
Visualization, M.R.; Writing—original draft, M.R.; Writing—review & editing, M.R., S.B., A.C., L.L. and C.V.

Funding: This research was funded by a PhD grant from University of Rennes 1, France. The funding source had
no role in the study.

Acknowledgments: The authors thank Elisabetta Andermarcher for English revision.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to
publish the results.

References

1. Liyanage, T.; Ninomiya, T.; Jha, V.; Neal, B.; Patrice, H.M.; Okpechi, I.; Zhao, M.; Lv, J.; Garg, A.X.; Knight, J.;
et al. Worldwide access to treatment for end-stage kidney disease: A systematic review. Lancet 2015,
385, 1975–1982. [CrossRef]

2. Vigneau, C.; Kolko, A.; Stengel, B.; Jacquelinet, C.; Landais, P.; Rieu, P.; Bayat, S.; Couchoud, C. Ten-years
trends in renal replacement therapy for end-stage renal disease in mainland France: Lessons from the French
Renal Epidemiology and Information Network (REIN) registry. Néphrol. Thér. 2017, 13, 228–235. [CrossRef]
[PubMed]

3. McCullough, K.P.; Morgenstern, H.; Saran, R.; Herman, W.H.; Robinson, B.M. Projecting ESRD Incidence and
Prevalence in the United States through 2030. J. Am. Soc. Nephrol. 2019, 30, 127–135. [CrossRef] [PubMed]

4. Smart, N.A.; Dieberg, G.; Ladhani, M.; Titus, T. Early referral to specialist nephrology services for preventing
the progression to end-stage kidney disease. Cochrane Database Syst. Rev. 2014. [CrossRef]

5. Samal, L.; Wright, A.; Waikar, S.S.; Linder, J.A. Nephrology co-management versus primary care solo
management for early chronic kidney disease: A retrospective cross-sectional analysis. BMC Nephrol. 2015,
16, 162. [CrossRef]

6. Weckmann, G.F.C.; Stracke, S.; Haase, A.; Spallek, J.; Ludwig, F.; Angelow, A.; Emmelkamp, J.M.; Mahner, M.;
Chenot, J.-F. Diagnosis and management of non-dialysis chronic kidney disease in ambulatory care:
A systematic review of clinical practice guidelines. BMC Nephrol. 2018, 19, 258. [CrossRef]

7. Haute Autorité de Santé Guide du Parcours de Soins-Maladie Rénale Chronique de L’adulte.
2012. Available online: https://www.has-sante.fr/jcms/c_1241973/guide-parcours-de-soins-maladie-renale-
chronique (accessed on 2 September 2019).

8. Agence de la Biomédecine REIN Registry Annual Report 2017. Available online: https://www.agence-
biomedecine.fr/IMG/pdf/rapportrein2017.pdf (accessed on 5 September 2019).

9. Glaudet, F.; Roche, S.; Caillet, A.; Bernède, G.; Lassalle, M.; Couchoud, C. Guide de Remplissage de
DIADEM-Informations sur la Dialyse du Registre REIN. 2013. Available online: https://www.agence-
biomedecine.fr/IMG/pdf/guide_rein_2013.pdf (accessed on 5 September 2019).

http://www.mdpi.com/1660-4601/16/24/5010/s1
http://dx.doi.org/10.1016/S0140-6736(14)61601-9
http://dx.doi.org/10.1016/j.nephro.2016.07.453
http://www.ncbi.nlm.nih.gov/pubmed/28161264
http://dx.doi.org/10.1681/ASN.2018050531
http://www.ncbi.nlm.nih.gov/pubmed/30559143
http://dx.doi.org/10.1002/14651858.CD007333.pub2
http://dx.doi.org/10.1186/s12882-015-0154-x
http://dx.doi.org/10.1186/s12882-018-1048-5
https://www.has-sante.fr/jcms/c_1241973/guide-parcours-de-soins-maladie-renale-chronique
https://www.has-sante.fr/jcms/c_1241973/guide-parcours-de-soins-maladie-renale-chronique
https://www.agence-biomedecine.fr/IMG/pdf/rapportrein2017.pdf
https://www.agence-biomedecine.fr/IMG/pdf/rapportrein2017.pdf
https://www.agence-biomedecine.fr/IMG/pdf/guide_rein_2013.pdf
https://www.agence-biomedecine.fr/IMG/pdf/guide_rein_2013.pdf


Int. J. Environ. Res. Public Health 2019, 16, 5010 10 of 11

10. Couchoud, C.; Moranne, O.; Frimat, L.; Labeeuw, M.; Allot, V.; Stengel, B. Associations between comorbidities,
treatment choice and outcome in the elderly with end-stage renal disease. Nephrol. Dial. Transpl. Off. Publ.
Eur. Dial. Transpl. Assoc.-Eur. Ren. Assoc. 2007, 22, 3246–3254. [CrossRef]

11. Mendelssohn, D.C.; Malmberg, C.; Hamandi, B. An integrated review of “unplanned” dialysis initiation:
Reframing the terminology to “suboptimal” initiation. BMC Nephrol. 2009, 10. [CrossRef]

12. Chantrel, F.; Lassalle, M.; Couchoud, C.; Frimat, L. Démarrage d’un traitement par dialyse chronique en
urgence. Quels patients? Quelles conséquences? BEH Bull. Epidémiol. Hebd. 2010, 9-10, 81–86.

13. Chen, Y.-M.; Wang, Y.-C.; Hwang, S.-J.; Lin, S.-H.; Wu, K.-D. Patterns of Dialysis Initiation Affect Outcomes
of Incident Hemodialysis Patients. Nephron 2015, 132, 33–42. [CrossRef]

14. Panocchia, N.; Tazza, L.; Di Stasio, E.; Liberatori, M.; Vulpio, C.; Giungi, S.; Lucani, G.; Antocicco, M.;
Bossola, M. Mortality in hospitalized chronic kidney disease patients starting unplanned urgent haemodialysis:
Age-related mortality in unplanned HD. Nephrology 2016, 21, 62–67. [CrossRef] [PubMed]

15. Michel, A.; Pladys, A.; Bayat, S.; Couchoud, C.; Hannedouche, T.; Vigneau, C. Deleterious effects of dialysis
emergency start, insights from the French REIN registry. BMC Nephrol. 2018, 19, 233. [CrossRef] [PubMed]

16. Park, J.I.; Kim, M.; Kim, H.; An, J.N.; Lee, J.; Yang, S.H.; Cho, J.-H.; Kim, Y.-L.; Park, K.-S.; Oh, Y.K.; et al.
Not Early Referral but Planned Dialysis Improves Quality of Life and Depression in Newly Diagnosed End
Stage Renal Disease Patients: A Prospective Cohort Study in Korea. PLoS ONE 2015, 10, e0117582. [CrossRef]
[PubMed]

17. Liu, P.; Quinn, R.R.; Oliver, M.J.; Ronksley, P.E.; Hemmelgarn, B.R.; Quan, H.; Hiremath, S.; Bello, A.K.;
Blake, P.G.; Garg, A.X.; et al. Association between Duration of Predialysis Care and Mortality after Dialysis
Start. Clin. J. Am. Soc. Nephrol. 2018, 13, 893–899. [CrossRef] [PubMed]

18. Brown, P.A.; Akbari, A.; Molnar, A.O.; Taran, S.; Bissonnette, J.; Sood, M.; Hiremath, S. Factors Associated with
Unplanned Dialysis Starts in Patients followed by Nephrologists: A Retropective Cohort Study. PLoS ONE
2015, 10, e0130080. [CrossRef]

19. Gøransson, L.G.; Bergrem, H. Consequences of late referral of patients with end-stage renal disease.
J. Intern. Med. 2001, 250, 154–159. [CrossRef]

20. Roderick, P.; Jones, C.; Drey, N.; Blakeley, S.; Webster, P.; Goddard, J.; Garland, S.; Bourton, L.; Mason, J.;
Tomson, C. Late referral for end-stage renal disease: A region-wide survey in the south west of England.
Nephrol. Dial. Transpl. Off. Publ. Eur. Dial. Transpl. Assoc.-Eur. Ren. Assoc. 2002, 17, 1252–1259. [CrossRef]

21. Creswell, J.W.; Plano Clark, V.L. Designing and Conducting Mixed Methods Research, 3rd ed.; Sage: Los Angeles,
CA, USA; London, UK; New Delhi, India; Singapore; Washington, DC, USA; Melbourne, Australia, 2018;
ISBN 978-1-4833-4437-9.

22. Morse, J.M. Approaches to qualitative-quantitative methodological triangulation. Nurs. Res. 1991, 40, 120–123.
[CrossRef]

23. Patton, M.Q. Qualitative Evaluation and Research Methods, 2nd ed.; Sage: Newbury Park, CA, USA, 1990;
ISBN 978-0-8039-3779-6.

24. Mallappallil, M.C.; Fishbane, S.; Wanchoo, R.; Lerma, E.; Roche-Recinos, A.; Salifu, M. Practice patterns
in transitioning patients from chronic kidney disease to dialysis: A survey of United States nephrologists.
BMC Nephrol. 2018, 19, 147. [CrossRef]

25. Couchoud, C.; Stengel, B.; Landais, P.; Aldigier, J.-C.; de Cornelissen, F.; Dabot, C.; Maheut, H.; Joyeux, V.;
Kessler, M.; Labeeuw, M.; et al. The renal epidemiology and information network (REIN): A new registry for
end-stage renal disease in France. Nephrol. Dial. Transplant. 2006, 21, 411–418. [CrossRef]

26. Tuppin, P.; Rudant, J.; Constantinou, P.; Gastaldi-Ménager, C.; Rachas, A.; de Roquefeuil, L.; Maura, G.;
Caillol, H.; Tajahmady, A.; Coste, J.; et al. Value of a national administrative database to guide public
decisions: From the système national d’information interrégimes de l’Assurance Maladie (SNIIRAM) to the
système national des données de santé (SNDS) in France. Rev. DÉpidémiol. Santé Publ. 2017, 65, S149–S167.
[CrossRef] [PubMed]

27. Lew, Q.-L.J.; Jafar, T.H.; Koh, H.W.L.; Jin, A.; Chow, K.Y.; Yuan, J.-M.; Koh, W.-P. Red Meat Intake and Risk of
ESRD. J. Am. Soc. Nephrol. JASN 2017, 28, 304–312. [CrossRef] [PubMed]

28. Bell, S.; Fletcher, E.H.; Brady, I.; Looker, H.C.; Levin, D.; Joss, N.; Traynor, J.P.; Metcalfe, W.; Conway, B.;
Livingstone, S.; et al. End-stage renal disease and survival in people with diabetes: A national database
linkage study. QJM Mon. J. Assoc. Physicians 2015, 108, 127–134. [CrossRef] [PubMed]

http://dx.doi.org/10.1093/ndt/gfm400
http://dx.doi.org/10.1186/1471-2369-10-22
http://dx.doi.org/10.1159/000442168
http://dx.doi.org/10.1111/nep.12561
http://www.ncbi.nlm.nih.gov/pubmed/26173588
http://dx.doi.org/10.1186/s12882-018-1036-9
http://www.ncbi.nlm.nih.gov/pubmed/30223784
http://dx.doi.org/10.1371/journal.pone.0117582
http://www.ncbi.nlm.nih.gov/pubmed/25706954
http://dx.doi.org/10.2215/CJN.11951017
http://www.ncbi.nlm.nih.gov/pubmed/29507006
http://dx.doi.org/10.1371/journal.pone.0130080
http://dx.doi.org/10.1046/j.1365-2796.2001.00869.x
http://dx.doi.org/10.1093/ndt/17.7.1252
http://dx.doi.org/10.1097/00006199-199103000-00014
http://dx.doi.org/10.1186/s12882-018-0943-0
http://dx.doi.org/10.1093/ndt/gfi198
http://dx.doi.org/10.1016/j.respe.2017.05.004
http://www.ncbi.nlm.nih.gov/pubmed/28756037
http://dx.doi.org/10.1681/ASN.2016030248
http://www.ncbi.nlm.nih.gov/pubmed/27416946
http://dx.doi.org/10.1093/qjmed/hcu170
http://www.ncbi.nlm.nih.gov/pubmed/25140030


Int. J. Environ. Res. Public Health 2019, 16, 5010 11 of 11

29. Jafar, T.H.; Jin, A.; Koh, W.-P.; Yuan, J.-M.; Chow, K.Y. Physical activity and risk of end-stage kidney disease
in the Singapore Chinese Health Study. Nephrology 2015, 20, 61–67. [CrossRef]

30. Storey, B.C.; Staplin, N.; Harper, C.H.; Haynes, R.; Winearls, C.G.; Goldacre, R.; Emberson, J.R.; Goldacre, M.J.;
Baigent, C.; Landray, M.J.; et al. Declining comorbidity-adjusted mortality rates in English patients receiving
maintenance renal replacement therapy. Kidney Int. 2018, 93, 1165–1174. [CrossRef]

31. Kotwal, S.; Webster, A.; Cass, A.; Gallagher, M. Rural Versus Urban Health Service Utilization and Outcomes
for Renal Patients in New South Wales: Protocol for a Data Linkage Study. JMIR Res. Protoc. 2015, 4, e73.
[CrossRef]

32. Baszanger, I. Les maladies chroniques et leur ordre négocié. Rev. Fr. Sociol. 1986, 27, 3–27. [CrossRef]
33. Corbin, J.M.; Strauss, A.L. Unending Work and Care: Managing Chronic Illness at Home; A Joint Publication

in the Jossey-Bass health series and the Jossey-Bass social and behavioral science series; Jossey-Bass:
San Francisco, CA, USA, 1988; ISBN 978-1-55542-082-6.

34. Padilla, C.M.; Raffray, M.; Pladys, A.; Vigneau, C.; Bayat, S. Geographic Variations in the Risk of Emergency
First Dialysis for Patients with End Stage Renal Disease in the Bretagne Region, France. Int. J. Environ. Res.
Public Health 2018, 16, 18. [CrossRef]

35. Saunders, B.; Sim, J.; Kingstone, T.; Baker, S.; Waterfield, J.; Bartlam, B.; Burroughs, H.; Jinks, C. Saturation in
qualitative research: Exploring its conceptualization and operationalization. Qual. Quant. 2018, 52, 1893–1907.
[CrossRef]

36. Burnard, P. A method of analysing interview transcripts in qualitative research. Nurse Educ. Today 1991,
11, 461–466. [CrossRef]

37. Fetters, M.D.; Freshwater, D. The 1 + 1 = 3 Integration Challenge. J. Mixed Methods Res. 2015, 9, 115–117.
[CrossRef]

38. Shepperd, J.; Malone, W.; Sweeny, K. Exploring Causes of the Self-serving Bias. Soc. Pers. Psychol. Compass
2008, 2, 895–908. [CrossRef]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1111/nep.12355
http://dx.doi.org/10.1016/j.kint.2017.11.020
http://dx.doi.org/10.2196/resprot.3299
http://dx.doi.org/10.2307/3321642
http://dx.doi.org/10.3390/ijerph16010018
http://dx.doi.org/10.1007/s11135-017-0574-8
http://dx.doi.org/10.1016/0260-6917(91)90009-Y
http://dx.doi.org/10.1177/1558689815581222
http://dx.doi.org/10.1111/j.1751-9004.2008.00078.x
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	The Mixed Method Design and Its Rationale 
	The Quantitative Study 
	Hypotheses 
	Objectives 
	Study Population 
	Data Collection 
	Analysis 

	The Qualitative Study 
	Hypotheses 
	Objectives 
	Underlying Theory 
	Study Population 
	Data Collection 
	Analysis 

	Integration of Quantitative and Qualitative Results 

	Discussion 
	Conclusions 
	References

