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Each discipline in the nephrology community has a specific 
code of ethics with clearly defined principles, values, and 
standards of practice. Reconciling these often similar values 
and principles with differences in professional language 
(jargon) and perspectives is a challenge experienced by all 
members of the interdisciplinary team. Social workers are 
trained in resolving ethical dilemmas using models such 
as those created by Loewenberg, Dolgoff, and Harrington 
(2000), Reamer (2006), and Congress (1996). These mod-
els are effective but may not be familiar or accessible for 
the interdisciplinary team. The “So Far No Objections” or 
SFNO Model developed by DuBois (2008) offers an oppor-
tunity to explore social work values and medical principles 
in resolving ethical differences. 

Case One illustrates how end of life issues were addressed 
without the use of a model to help the interdisciplinary 
team members explore appearances of conflicting values 
and principles. 

CASE ONE: INTRODUCTION TO THE PROBLEM
Michael was a 35-year-old male with diabetes, hyperten-
sion, and multiple cardiac issues on in-center dialysis for 3 
years. Michael was diagnosed with mild mental retardation 
(I.Q. approximately 60) and was residing in a skilled care 
facility. Michael participated in recreational activities in 
the skilled care facility. He had limited family interaction, 
because his parents died many years before and his siblings 
were only peripherally involved in his care. Michael had 
the same state guardian for five years. Michael continued 
to present to dialysis with uncontrolled blood pressure and 
slept through most of his treatments. Dialysis staff had lim-
ited interaction with Michael due to the sleeping; however, 
their interaction with Michael was mostly positive as he 
seemed eager to please and answered almost all questions 
from staff with attempts to mollify. 

The dialysis center staff was invited to participate in a care 
conference at the skilled care facility to discuss Michael’s 
status and treatment options; the nephrology social worker 
attended on behalf of the interdisciplinary team. During the 
meeting, Michael’s guardian, a Qualified Mental Retardation 
Professional (QMRP), the Director of Nursing, and a 

primary care doctor indicated they would like to change 
Michael’s resuscitation status in the skilled care facility to 
a do not resuscitate (DNR) order and requested Michael’s 
status be changed in the dialysis center as well. The phrase, 
DNR is used here, as opposed to the phrase allow natural 
death (AND), because this is the language used in state 
documentation for physician orders. When later presented 
with the request, Michael’s nephrologist as a concurring 
doctor refused to sign the Office of Guardianship and 
Advocacy Consent Request, consenting to the change in 
resuscitation status. In other words, Michael would main-
tain a full resuscitation status at the dialysis center and the 
guardian would need to find another doctor to sign for a 
change in resuscitation status at the skilled care facility. 
The nephrologist wanted to discuss the DNR decision with 
Michael to ensure he was comfortable with the decision. She 
stated Michael was in “too good of health” to have a change 
in resuscitation status. The nephrologist asked Michael dur-
ing her next rounds at the dialysis center if he wanted “CPR” 
(cardiopulmonary resuscitation). The patient replied, “Yes,” 
and the nephrologist refused to designate Michael a DNR 
for the dialysis facility or complete the consent request as a 
concurring doctor.

An uneasy agreement was reached between the two facilities 
to have separate orders and to revisit Michael’s resuscitation 
status should he be admitted to a hospital. Approximately 
three months later, Michael “coded” at the skilled care facil-
ity, resuscitation was not performed, and he died at the 
skilled care facility.

The compromise reached between the stakeholders left 
both treatment teams uncomfortable and made further 
communication between them difficult. The skilled nursing 
facility felt the dialysis center staff were not cooperative in 
coordinating Michael’s care; the dialysis team felt the skilled 
nursing facility staff was simply “waiting for Michael to 
die”; and the social worker was left to mediate between the 
two. The management of this case was based on stakeholder 
value and a desire for a quick resolution, rather than on a 
framework or model that would have facilitated an evalu-
ation of norms, facts, and consideration of other options. 
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What follows is a brief discussion of four principles of medi-
cal ethics defined by Beuachamp and Childress (1994) and 
the relationship of these to the principles included in the 
National Association of Social Workers (NASW) Code of 
Ethics (2008). A description of a model for resolving ethical 
conflicts is described and a case example using the model 
is presented.

Reconciliation of Principles
The first principle articulated by Beauchamp and Childress 
(1994) is the principle of “beneficence.” “Beneficence” 
requires the practitioner to consider potential benefits and 
harms of an action, and positive steps to help others and do 
good in general. The value of service and the NASW stated 
ethical principle that “social workers’ primary goal is to help 
people in need and to address social problems” speaks to 
the proactive expectation of social workers (NASW, 2008).

 “Non-maleficence,” the second principle, is generally 
understood to refer to the obligation to avoid the causation 
of harm. Medical intervention often includes some pain on 
the part of the patient; therefore, the medical professional 
should provide the least invasive intervention first and the 
most aggressive intervention to prevent and treat pain. The 
NASW encourages social workers to provide competent 
service with integrity. The focus on ethics in social work 
training and some state licensure mandate for continuing 
education ethics training further demonstrate the expecta-
tion to be aware of and minimize potential harm in social 
work interventions (Beauchamp & Childress, 1994; NASW, 
2008).

The third principle of “respect for autonomy” refers to 
the right of the individual to make choices, be informed, 
consent to treatment, and accept responsibility for the 
choices made. This principle is often cited in the context of 
discussing surrogate decision making, versus decision mak-
ing capacity of patients. In order to understand autonomy, 
the NASW Code of Ethics includes values emphasizing the 
importance of human relationships, and the impact of those 
relationships on clients and their decisions. Social work-
ers are also expected to respect the dignity and worth of a 
person, which includes the client’s right and ability to make 
decisions (Beauchamp & Childress, 2001; NASW, 2008).

Finally, the principle of “justice” generally describes the 
responsibility to distribute risks and benefits fairly. The 
principle of justice is often referred to when discussing 
access to treatment by privately-insured versus publicly-
funded patients, or distribution of solid organs for trans-
plant. The ethical values of social justice, dignity, and worth 
of the person often challenge social workers to consider the 
impact of their intervention on those within the patients’ 
immediate system and in the larger system (Beauchamp & 
Childress, 1994; NASW, 2008).

Identifying Ethical Disagreements
Ethical disagreements arise when there is uncertainty 
between stakeholders, facts or norms. These uncertainties 
and dilemmas are sometimes called “volitional,” “cognitive” 
and “social” differences. The “volitional” or “stakeholder” 
dilemma refers to challenges faced when stakeholders have 
different and competing interests (DuBois, 2008). Dialysis 
patients with a high spenddown would benefit from state-
funded transportation to and from dialysis, but states must 
manage their limited resources. In this case, there is an 
ethical disagreement between dialysis patients and the State 
because their goals are divergent—that is, patients would 
like to benefit from subsidized transportation, but the State 
must exercise fiscal responsibility and prioritize allocations 
based on the greatest needs of all stakeholders. 

“Cognitive” disagreements refer to uncertainty about the 
next step (DuBois, 2008). Often stakeholders with cogni-
tive disagreements do not share the same understanding of 
relevant facts, probability of benefits, or magnitude of harm. 
For instance, a patient or family may refuse home dialysis 
options given reports from friends that home options are 
less favorable than in-center dialysis. 

Social disagreements occur when stakeholders are con-
fronted with different ethical norms and values (DuBois, 
2008). Staff may not understand the cultural tendency of a 
particular group to pursue all treatment options when the 
staff believes quality of life is so poor, the patient should 
withdraw from dialysis (Dubois, 2008). 

Possible Framework for Resolution
There are multiple frameworks available to interdisciplin-
ary teams to aid in addressing ethical conflicts. The “So 
Far No Objections” or SFNO model uses a root cause 
analysis approach to explore the dilemma or conflict, and 
then reviews options for resolving the issue. The root cause 
analysis process is often used in clinics for the Quality 
Assurance Performance Improvement (QAPI) process and 
can be easily adapted to dialysis clinic culture. The SFNO 
model asks the following questions:

1.	 Stakeholders: Who has a stake in the decision being 
made? That is, who will be significantly affected by 
the decision made?

2.	 Facts: What factual issues might generate disagree-
ment? What facts are relevant to a solution?

3.	 Norms: What ethical principles, norms, and values 
are at stake? Which do you think are relevant, and 
which might appear to conflict or generate disagree-
ment?

4.	 Options: What actions or policies deserve serious 
consideration? If the ethical ideal is not possible, 
what compromise solutions are most attractive? 
(Dubois, 2008) 

National Kidney Foundation Journal of Nephrology Social Work



10 National Kidney Foundation Journal of Nephrology Social Work, Volume 37, Winter 2013

National Kidney Foundation Journal of Nephrology Social Work

Once an option has been selected by a team, there are five 
criteria for evaluating whether a recommended solution to 
an ethics case is justified. The five criteria and questions to 
consider include:

1.	 Necessity: Is it necessary to infringe on the values or 
norms under consideration in order to achieve the 
intended goal?

2.	 Effectiveness: Will the action be effective in achiev-
ing the desired goal? 

3.	 Proportionality: Is the desired goal important 
enough to justify overriding another principle or 
value?  

4.	 Least Infringement: Is the policy or action designed 
to minimize the infringement of the principle or 
value that conflicts with it?

5.	 Transparency: Has the decision been made using 
proper processes? (Dubois, 2008)

The next case example uses the “So Far No Objections” or 
SFNO approach to case analysis. 

CASE TWO: A SNFO-BASED RESOLUTION
Steven was a 38-year-old male diagnosed with end stage 
renal disease (ESRD), diabetes, and hypertension. Steven 
was also diagnosed with mild mental retardation and meta-
bolic encephalopathy. An uncle, who lived several states 
away, had guardianship of Steven since his parents’ death 
ten years before. Steven was on dialysis for approximately 
three months and continued to present with uncontrolled 
blood pressure and diabetes. Steven continued to work full 
time and participated in group home activities. The group 
home doctor and staff were concerned about Steven’s high 
blood pressure and the potential for stroke or heart attack. 
In the last care planning meeting at the group home, the 
home’s Qualified Mental Retardation Professional (QMRP), 
director of nursing (DON), and primary care doctor rec-
ommended that Steven’s resuscitation status be changed 
to DNR. Based on group home reports of an increase in 
fatigue, decreased activity, change in mood, and family 
reports of malaise for Steven, the guardian agreed to change 
the resuscitation status to DNR. The guardian contacted the 
dialysis center and requested Steven be designated DNR at 
the dialysis center as well. 

Based on the dialysis interdisciplinary team experience with 
Michael and citing a value of respect of dignity and worth 
of the person (NASW, 2008), the social worker’s recom-
mendation was to honor the guardians request for a change 
in resuscitation status, citing the principle of respect for 
autonomy as the primary justification. The nephrologist 
at the dialysis center stated her concern that this change 
was inappropriate at the time as Steven was in “too good of 
health.” The SFNO model was used by the social worker and 
reviewed with the interdisciplinary team and guardian to 
discuss options for Stephen’s resuscitation status.

Stakeholders
The primary stakeholder in this case was Steven as the 
decision and discussion affected his body and health and 
any ambiguity regarding resuscitation status would affect 
his medical care. Conflict between group home staff and 
dialysis center staff may also fragment Steven’s care. The 
staff in the group home was invested both personally and 
professionally in Steven. The uncertainty of resuscitation 
status for Steven may increase anxiety during treatments for 
the dialysis center staff working with Steven. They also were 
working to preserve Steven’s life and may have experienced 
some ambivalence about not continuing that action through 
CPR. The statement referring to Steven being in “too good 
of health” suggested the nephrologist, who had been his 
nephrologist for ten years, had hope for Steven and per-
ceived a change in resuscitation status as “giving up” on him. 
Steven’s uncle was given the task of making decisions for 
another human being and was cognizant of the responsibil-
ity associated with that task. A contentious battle regarding 
resuscitation status may lead to resentment or guilt on the 
part of the guardian.

The decision made by the nephrologist, group home team, 
dialysis center team, and guardian would affect how resus-
citation status was evaluated in the future for other dialysis 
patients and group home residents. Advocacy groups could 
closely monitor this and other cases to ensure appropriate 
change in resuscitation status for persons with disabilities. 
The residents of the state and other taxpayers might have 
concerns about the cost of ongoing care should Steven expe-
rience further physical challenges from resuscitation. 

Facts
Facts that may have influenced decision making or recom-
mendations in this situation included understanding the 
process for changing resuscitation status for a ward of the 
state, dialysis center’s policy for changing resuscitation 
status, the patient’s likelihood for cardiac arrest, and under-
standing Steven’s current health and prognosis.

From a dialysis perspective, Steven was stable and thriv-
ing; he was alert and interacted positively with staff. Steven 
regularly achieved good clinical outcomes, tolerated dialysis 
without cramping or significant changes in blood pressure, 
and historically tolerated medical procedures well. Steven 
was new to dialysis and the expectation by the nephrologist 
was the concern of the group home staff and guardian 
would resolve itself. The perspective of the group home staff 
differed, as they believed Steven was more tired and less 
active. They were concerned that Steven’s quality of life was 
negatively impacted by the strict diet and fluid restrictions. 
Steven was still able to work and participate in activities at 
the group home, but did not have as much enthusiasm as he 
exhibited before starting dialysis.

Steven’s uncle and the group home staff evaluated a change 
in resuscitation status by considering the potential quality 
of life post-resuscitation, including ventilator dependency 
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and decreased participation in activities meaningful to 
Steven. Steven’s uncle and group home staff discussed the 
resuscitation status with Steven, who agreed that he did not 
want CPR. According to his family, Steven’s parents stated 
prior to their death that they did not want Steven to ever be 
placed on a vent for an “extended period of time”; however, 
this was not documented in the form of an advance direc-
tive. Steven’s uncle did not know anyone on dialysis and the 
group home staff reported having only one other patient on 
dialysis who died within the first year.

Because Steven lived and was treated in Illinois, the dialy-
sis and group home staff reviewed the state require-
ments for changing resuscitation status. The State Office of 
Guardianship and Advocacy required the attending physi-
cian and a concurring physician to determine if the patient 
lacked decisional capacity. The physicians’ documentation 
of the last physical exam must include a description of the 
medical condition that supports the consent request, avail-
able treatments, and recommendations if these treatments 
should be continued. The physician has the option of con-
sulting an ethics committee; if consulted, a representative 
of the committee must include a consult note and signa-
ture (IGAC, 2006). The Illinois Health Care Surrogate Act 
(Illinois Guardianship & Advocacy Commission, 1998) also 
requires that a “qualifying condition” exists prior to chang-
ing the resuscitation status. A qualifying condition would 
include a terminal condition, permanent unconsciousness, 
or an incurable or irreversible condition. ESRD would be 
considered an incurable or irreversible condition under the 
Illinois Health Care Surrogate Act. 

The dialysis center policy required the social worker to 
review advance directives, including resuscitation status, 
with all patients or their surrogates at least once a year. 
The dialysis center accepted the Illinois Department of 
Public Health Uniform Do Not Resuscitate (DNR) Advance 
Directive (Illinois Department of Public Health, 2006) if 
it had been signed at another center and also accepted the 
Office of Guardianship and Advocacy Consent Request as 
documentation regarding resuscitation status. The dialy-
sis center did not have a policy regarding a nephrologist’s 
refusal to concur with a decision to allow natural death 
because physicians are not employees of the dialysis center. 
Only two of the 100 patients at the dialysis center had a 
DNR status.

While reviewing the facts, it became clear the dialysis 
interdisciplinary team and group home team had a differ-
ent understanding of the facts regarding Steven’s health; 
the nephrologist and interdisciplinary team felt Steven was 
thriving, while the group home felt Steven was dying. 

Norms
The nephrologist’s resistance to signing the consent form as 
a concurring physician was likely founded on a principle to 
do good (keeping Steven alive) while not causing unneces-
sary harm (preserving bodily integrity). Steven’s uncle also 
had a legal responsibility to protect Steven from prolonged, 

unnecessary suffering. However, when considering treat-
ment options, the guardian must remember the patient’s 
right to receive medical care in order to preserve health, 
minimize and relieve pain, or otherwise promote well-being 
(McKnight & Bellis, 1992). Therefore, the interdisciplinary 
team was presented with a need to balance the principles 
of beneficence and non-maleficence with autonomy. In 
this case, autonomy referred to the decisions the guardian  
made for Steven. This means the guardian would be 
accountable for considering Steven’s wishes, despite his 
impaired abilities. 

With the absence of a traditional protective network of 
friends and family, clear guidelines were needed to protect 
Steven while considering treatment options. Through the 
Illinois Health Care Surrogate Act, Steven’s uncle was given 
clear guidelines for considering treatment options. Three 
approaches to surrogate decision making were available: 
“substituted judgment,” “pure autonomy,” and “best inter-
est.” Case law generally focuses on formerly competent 
patients, or competent but disabled patients when recom-
mending the “substituted judgment” approach. Family 
members had reported to Steven’s uncle, the state guardian, 
that Steven’s parents had said they did not wish to have him 
dependent on a ventilator for breathing. However, this was 
never formally documented as an advance directive.

“Pure autonomy” typically applies exclusively to previously 
competent patients with the use of advance directives or 
statements. As the state had declared Steven incompetent, 
the pure autonomy approach would not apply even though 
Steven had stated to his uncle and the group home staff that 
he did not want CPR. Steven tacitly consents to dialysis 
treatments three times a week, because he allowed dialysis 
to be performed without objections or negative behaviors. 
Cea and Fisher (2003) reported adults with mild mental 
retardation were able to balance the risks and benefits 
of treatment, and partially or fully understand medical 
information provided to them. As Brock (1995) suggests, 
while Steven may not have procedurally consented to the 
change in resuscitation status, he may have been able to give 
informed consent and act with self-determination.

The “best interest” standard requires the surrogate when to 
consider making treatment decisions for the relief of suffer-
ing, preservation or restoration of functionality, quality and 
duration of life, satisfaction of present desires, opportuni-
ties for future satisfaction, and opportunity to regain self-
determination (Beauchamp & Childress, 2001; McKnight 
& Bellis, 1992). Steven’s uncle and the group home staff 
believed, given the risk of intubation, anoxic injury and fur-
ther pain associated with CPR, that allowing natural death 
would be acting in Steven’s best interest (Kidney End of Life 
Coalition, n.d.; Robert Wood Johnson Foundation, 2004).

Steven had previously been declared incompetent by the 
State of Illinois and assigned a guardian, his uncle, by the 
Office of Guardianship and Advocacy. It was required 
that the guardian must be consulted before any medical or 
financial decision was made for Steven. However, neither 
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the staff at the group home nor the dialysis staff regularly 
consulted the guardian for minor issues, such as confirm-
ing a headache and authorizing the use of an appropriate 
analgesic. 

Beauchamp and Childress (2001) offer a schema to under-
stand the competing standards of competence. The schema 
evaluates the person’s ability to: 

1.	 state a preference;

2.	 understand information; and 

3.	 appreciate one’s situation. 

Research by Cea and Fisher (2003) and staff observation 
of decisions made by Steven demonstrated that, with an 
IQ of 69, Steven was capable of stating a preference and 
understanding information provided to him. However, he 
was limited in appreciating situations and the consequences 
of his decisions.

The nephrologist has the obligation to respect autonomy, 
but must also honor the principles of beneficence and 
non-maleficence, and has the obligation to provide benefits 
balanced against risks to a patient’s health. These principles 
guided each decision the nephrologist made regarding 
Steven’s dialysis. Dialysis is an intrusive procedure that 
involves needles, changes in blood pressure, and cramp-
ing. However, these risks come with a potentially improved 
quality of life, and increased quantity of life. Steven was 
monitored consistently throughout dialysis procedures and 
any changes in blood pressure, heart rate or respiration were 
monitored and addressed by the staff at the center. CPR if it 
was needed during dialysis sessions could have potentially 
“restored and preserved” Steven’s life (McKnight & Bellis, 
1992). 

The beneficent act in this case may have been to also to 
question the best interest decision reached by the guardian 
and the group home treatment staff. It is reasonable to ques-
tion the rationale for changing Steven’s resuscitation status, 
given the low number of DNR designations at the dialysis 
center and Steven’s diagnosis of mental retardation. 

Goal and Options
Before contacting the group home and Steven’s uncle, the 
social worker needed to clarify the goal. The goal was not to 
advocate for autonomy, which was the social worker’s initial 
inclination; the goal was to facilitate an environment with 
the dialysis interdisciplinary team and group home staff 
that allowed Steven to thrive through his desired activities, 
minimizing physical intrusions, and maintaining his bodily 
integrity.

The social worker listed five options for meeting the above 
goal. These included: 

1.	 Transfer Steven to another doctor or to request a 
new guardian 

2.	 The nephrologist could cooperate in the change in 
resuscitation status despite her reservations

3.	 The guardian could withdraw the DNR request

4.	 The resuscitation status could be modified to allow 
for a DNR at the group home and a full resuscita-
tion status at the dialysis center (as illustrated previ-
ously in Michael’s case) 

The group home staff and dialysis center staff could arrange 
another consultation in which Steven, his guardian, the 
group home staff, and dialysis center staff would discuss 
resuscitation with the nephrologist present. 

Given the basic disagreement of facts about Steven’s gen-
eral health, the social worker proposed a meeting with the 
nephrologist, group home staff, primary care physician and 
Steven’s uncle/guardian to discuss the matter. General edu-
cation was provided to the group home staff, Steven and his 
guardian regarding dialysis, dialysis treatment options and 
expectations regarding Steven’s quality of life. This provided 
insight into the behavioral changes that had been observed 
since Steven had started on dialysis. The group home 
team and guardian provided more information regarding 
the observed behavioral changes in Steven. Based on this, 
changes were made to Steven’s dialysis prescription, fluid 
management, and dietary guidelines to address the con-
cerns of the group home staff.  In return, the nephrologist, 
primary care physician, Steven, and his guardian agreed to 
reconsider a change in resuscitation status on an annual 
basis or if there was a dramatic change in Steven’s health. 

Justification

Effectiveness
The proposed action plan was effective in ensuring that all 
stakeholders involved in the case participated in treatment 
planning. The proposed action respected the shared auton-
omy of Steven and his uncle, while maintaining the uncle’s 
accountability as Steven’s surrogate. The proposed plan was 
effective in achieving the goal of creating an environment 
that allowed Steven to thrive and created an ongoing chan-
nel of communication among his treatment professionals. 

Proportionality
The proposed plan facilitated an opportunity for Steven’s 
uncle to communicate with the nephrologist regarding 
a change in Steven’s resuscitation status, and created an 
opportunity to coordinate treatment goals. The plan sup-
ported the guardian’s rights to autonomy while giving the 
state the burden of justifying the decision. This burden of 
proof is proportional to the need to protect the more vul-
nerable Steven. 

Least Infringement
Because the plan did not require the nephrologist to con-
sent to a change in resuscitation status the plan did not 
infringe on the nephrologist’s concerns regarding benefi-
cence and non-maleficence. The burden of justification 
for the guardian’s decisions infringed least on the state and 
Steven’s autonomy, when compared to outright refusal by 
the nephrologist to consent to the change in status. The goal 
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was also to maintain Steven’s bodily integrity. His surrogate, 
considering in Steven’s “best interest,” regarded perform-
ing CPR as violating Steven’s bodily integrity. Therefore, 
the DNR plan infringed least on the goal of maintaining  
bodily integrity.

Steven’s uncle arrived at the decision to change Steven’s 
resuscitation status following the group home staff express-
ing concern about a potential stroke or cardiac arrest due to 
Steven’s uncontrolled hypertension and given his perceived 
changes in mood and activity level. The nephrologist con-
tinued to believe that Steven was in “too good of health” to 
change his resuscitation status. The proposed plan respect-
ed the guardian’s autonomy in decision making as well as 
the team’s responsibility to the principles of beneficence and 
non-maleficence. Participation of the family, Steven’s age 
and comorbid conditions, and community setting were all 
factors that could change the outcome of this case.

CONCLUSION
The first case, Michael’s, was resolved and managed based 
on stakeholders’ values and a sense of urgency of team 
members. The interdisciplinary team and skilled nursing 
team were certain of a conflict, but unable to articulate the 
reason for the conflict beyond a difference in values. The 
resolution was tenuous and required further peacekeeping 
by the social worker between the dialysis team and skilled 
nursing facility team.

Using the SFNO framework, the resolution of Steven’s case 
allowed the stakeholders to explore the facts, values and 
norms influencing the initial request for change in resusci-
tation status and collaborate in resolving the conflict. Use 
of this model illustrated three distinct differences between 
the cases of with Michael and Steven: first, in Steven’s case, 
the social worker was able to help the stakeholders iden-
tify the disagreement of facts; second, Steven’s group home 
and dialysis center interdisciplinary team was able to work 
with a clear and positive goal; and finally, the cooperation 
between the two teams created an environment of collab-
orative treatment and continuity of care between facilities, 
Steven and his guardian.

Further study of ethics in the nephrology community could 
explore the question and bias regarding appropriate patients 
for whom to allow natural death. Ethical reviews at the 
institutional level regarding the use of advance directives 
and end-of-life planning for dialysis patients could also be 
explored. As evidenced by the two case studies, an evalu-
ation of the relationship between patient and provider, as 
well as communication and ethical conflicts would also be 
interesting avenues for exploration. 

Social workers are a resource for the interdisciplinary team 
in considering ethical conflicts in the dialysis clinic. It is 
important for the social worker to be aware of the values 
and principles of other professionals in the clinic, as well 
as tools to facilitate efficient exploration of differences. 
A framework that is familiar to the team, such as a root 
cause analysis (SFNO) of a conflict, can help them consider 

options and develop a plan to resolve issues when an ethics 
committee is not available. 
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