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The Festering Crisis of Inadequate Nephrology Social Work Staffing:

What are the Options for Improvement?

William A. Wolfe, MSW

Women'’s Institute for Family Health of Philadelphia, Philadelphia, PA

Staffing has long been identified as a structural measure of quality in healthcare. In spite of this, it has not been accorded
prominence in the CMS End-Stage Renal Disease (ESRD) program. Among the major consequences has been the absence
of research on dialysis clinic staffing which could serve as a basis for developing evidence-based standards. In lieu of such
standards, there has been a widespread arbitrariness in decision making about staffing, which has contributed to adverse
patient outcomes and distress among the different disciplines trying to provide care. Largely ignored in these evolving
developments has been the festering crisis in nephrology social work staffing, its ramifications for patients’ psychosocial
concerns not being addressed, and concomitant potential for the exacerbation of medical issues. This study provides a
broad overview of these issues with social work staffing, and also suggests some pragmatic alternatives that could help

mitigate the problem.

INTRODUCTION

Of all the subspecialties in medical care research, it has
been demonstrated that social work intervention with
end-stage renal disease (ESRD) patients has perhaps the
greatest potential for impacting outcomes and costs. For
example, depression is a widely prevalent problem among
this patient population (Abdel-Kader, Unruh, & Weisbord,
2009; Battistella, 2012), and has been found to be associated
with an increased risk for hospitalization and premature
death (Lopes et al., 2004). Studies have established that
therapeutic interventions by nephrology social workers
can reduce the severity of depression (Johnstone, 2007),
thus potentially mitigating complications and the associ-
ated costs. A second major problem common in ESRD
patients is the struggle to limit fluid intake, as measured
by excessive weight gains between treatments (Pace, 2007).
Nonadherence to fluid restrictions can cause serious medi-
cal complications, including congestive heart failure (CHF)
(Shotan, Dacca, Shocat, Kazatsker, Blondheim, & Meisel,
2005), exacerbation of hypertension (Rahman, Fu, Sehgal,
& Smith, 2000), acute pulmonary edema (Abuelo, 1998),
and earlier death (Kalantar-Zadeh et al., 2009). Research
has similarly demonstrated that when nephrology social
workers have adequate time for interventions they can
help patients to better adhere to their fluid restrictions
(Johnstone & Halshaw, 2003), thus lessening the chances
of these complications. Missed and shortened treatments
are a third common problem (Gordon, Leon, & Sehgal,
2003; Obialo et al., 2008) that studies have shown to result
in increased morbidity and mortality risks (Obialo, Hunt,
Bashir, & Zager, 2012; Saran et al., 2003). Again, investiga-
tions have demonstrated that when social workers have
adequate time for therapeutic involvement, they can help
decrease missed and shortened treatments (Cabness, Miller,
& Martina, 2007), thus lessening the associated medical
risks. Noteworthy has been Johnstone’s leadership in intro-
ducing tools social workers can use to ease patients’ initial
adjustment to treatment (Renal Business Today, 2013).

Finally, psycho-educational intervention by social work-
ers has been shown to enhance medication adherence and
improve chronic conditions such as blood pressure control
(Beder, Mason, Johnstone, Callahan, & LeSage, 2003).

In spite of this demonstrated ability of social workers to pos-
itively influence patient outcomes through interventions,
there remains a host of psychosocial problems impacting
this patient population (Bakir & Dunea, 2001; Fink &
Henrich, 2001; Foster, 2008; Hegde, Vels, Seidman, Khan,
& Moore, 2000; Kimmel & Peterson, 2008; Santos &
Arcanjo, 2013; Watnick, Kirin, Mahnensmith,
& Concato, 2003; Wellington, 2000) which are inadequately
addressed. Notwithstanding unknowns about the full extent
to which these problems might be contributing indirectly
to an exacerbation of morbidity and mortality risks, there
is overwhelming evidence that social workers lack suffi-
cient time for mandated involvement with patients (Bogatz,
Colasanto, & Sweeney, 2005; Callahan, Witten, & Johnstone,
1997; Merighi & Collins, 2011; Merighi & Ehlebracht,
2002; Merighi & Ehlebracht, 2004; King, 2003). This has
constituted a “hidden crisis” which, by definition, has been
largely ignored in the literature. The purpose of this study
is to provide an encapsulated overview of inadequate staff-
ing. Within the sequence that follows, there is first a review
of evidence supporting a crisis in nephrology social work
staffing. Next, because the problems related to staffing with
social workers are not an isolated phenomena, a brief foray
is made into the broader context of staffing as a longstand-
ing neglected issue in the Medicare ESRD program. Finally,
options for facilitating improvements in nephrology social
work staffing are discussed.

EVIDENCE OF A CRISIS IN NEPHROLOGY
SOCIAL WORK STAFFING

The architects of the ESRD program had the wisdom
and foresight to recognize that patients would have many
psychosocial needs adjusting to the disease and its treat-
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ment, thus the mandated requirement for social workers
(Department of Health, Education, & Welfare (HEW),
1976). With similar foresight, in 1983 the National Kidney
Foundation Council of Nephrology Social Workers (NKF-
CNSW) set forth recommended guidelines for staffing
which called for one full-time social worker for every
75 patients (NKF-CNSW, 1987). Unfortunately, this
recommendation has had little influence in limiting the
actual patient workloads for which these professionals have
had responsibility.

Tracing the crisis in staffing, evidence reveals it has been an
evolving phenomenon over the 40 years of the ESRD pro-
gram. Among the earliest observations was an Institute of
Medicine study, Kidney Failure and the Federal Government
(Rettig & Levinsky, 1991), which noted that the staffing of
social workers decreased during the 1980s, rendering these
professionals to those who perform “minimal routine func-
tions rather than essential counseling considered optimal
for patient care” Overlapping with these observations made
during the 1980s, the NKF-CNSW Executive Committee
conducted a two-part survey, between June 1983 and June
1988, which was prompted by concerns regarding the
quality of social work services provided in dialysis facili-
ties (NKF-CNSW Executive Committee, 1989). Among
the major findings of the survey was that many patients
did not have access to a social worker. This inaccessibil-
ity was found to be due to social workers’ reduced hours,
and having to travel between multiple clinics (which could
sometimes be 50 miles apart). Evidence also surfaced dur-
ing this period that excessive caseloads were contribut-
ing to the limited time social workers had available for
patients. Davenport, Itschaki and Siegal (1993) reported,
for example, that the mean caseload was 120 to 152 patients,
with a high of 400 per single worker. In a second survey by
the NKF-CNSW in 1994, conducted in conjunction with
the American Association of Kidney Patients (AAKP),
40 percent of patients reported that they did not have
access to a social worker when they needed one (Siegal,
Witten, & Lundin, 1994). In 1997, Callahan, Witten, and
Johnstone summarized key facts known about the evolv-
ing crisis in staffing to that date, which included: major
increases in patient caseloads over the preceding ten years,
and an emerging widespread practice among dialysis pro-
viders of imposing nonclinical tasks on social workers,
which was undermining their ability to provide mandated
clinical services. Reinforcing this evidence, Merighi and
Ehlebracht (2002) reported on a survey, conducted by the
Northern California CNSW Chapter, which found that
social workers were spending, on average, a combined 13
hours weekly on clerical and insurance-related tasks, and
only 10 hours counseling patients. Also in 2002, the New
York Metropolitan CNSW Chapter published the results
of its survey, which looked at the discrepancy between the
roles of social workers and tasks expected of them (Russo,
2002). The survey revealed that instead of engaging in
the patient-oriented tasks that their professional educa-
tion prepared them to perform, a large number of social

workers were doing “menial tasks” (e.g., arranging trans-
portation, acting as a “bill collector” with patients), which
were mainly imposed as cost-saving measures. Echoing the
inaccessibility problems identified in earlier surveys of the
1980s and 90s, the National Kidney Foundation conducted
a study in 2003 finding that 17 percent of patients “almost
never” saw their social worker (King, 2003). Continuing
with the evidence on the distractive burden of nonclini-
cal tasks, Merighi and Ehlebracht (2004) reported on a
national survey of dialysis social workers discovering that
full-time workers spend approximately 17% of their time
each week on insurance-related tasks, 15% on clerical tasks,
15% on patient charting, and only 15% counseling patients.
Replicating the ever-growing evidence in this area, Bogatz,
Colasanto, and Sweeney (2005) published the results of
a survey, conducted by the Connecticut CNSW Chapter,
which dramatically highlighted the struggles social workers
were having. Among the findings were that 52.1 percent of
social workers did not have time for psychosocial evalua-
tions of patients; 73 percent indicated there was insufficient
time for counseling; and 72.2 percent said there was not
enough time for patient education. It is pertinent to note
that a 2005 report found an association between these
nonclinical tasks and emotional exhaustion among social
workers (Merighi & Ehlebracht, 2005). The most recent evi-
dence of the continuing crisis in staffing was a 2011 analysis
examining the challenges confronting social workers since
the implementation of the newest Centers for Medicare and
Medicaid (CMS) Conditions for Coverage (C{Cs) for ESRD
facilities in 2008 (Merighi & Collins, 2011). Reinforcing the
evidence accumulated over the years, investigators conclud-
ed that unrealistic patient workloads and nonclinical tasks,
combined with the additional documentation require-
ments of the 2008 CfCs, were severely stifling social work-
ers ability to meet their CMS-mandated responsibilities
with patients.

While there appears to be overwhelming evidence of a crisis
related to social workers’ inability to provide timely inter-
ventions, not known are its implications for exacerbating
patient suffering, undermining the achievement of optimal
outcomes and increasing costs. For example, while it has
been demonstrated that social work interventions can help
mitigate symptoms of depression (Johnstone, 2007), the
medical and financial ramifications of these professionals
not being able to provide sufficient therapeutic interven-
tions are yet to be determined through research. The depths
of the unaddressed needs in this area are suggested in sta-
tistics showing that only 16 percent of patients initiating
dialysis are receiving help with their depression (Watnick,
Kirwin, Mahnensmith, & Concato, 2003). Given that social
workers can also help enhance adherence to fluid restric-
tions (Johnstone & Halshaw, 2003), not known are the con-
sequences of not being able to provide more interventions
to prevent increasing hospitalizations due to exacerbations
of hypertension and congestive heart failure (CHF). These
consequences could be quite significant given data showing
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that 70 to 80 percent of patients are not able to adhere to
their fluid restrictions (White, 2004).

THE BROADER SCOPE OF STAFFING AS A
NEGLECTED ISSUE IN THE ESRD PROGRAM

Itis important to emphasize that the problems and unknowns
related to nephrology social worker staffing are not isolated
phenomena, but appear to be symptomatic of much broader
problems in the ERSD program related to the subject of
staffing (Wolfe, 2011). Most of the broader problems can
probably trace their origins to the combination of a lack of
priority given to staffing by CMS, and ambiguities in the
regulations set forth in the CfCs for ESRD facilities on the
subject. Both the initial CfCs issued in 1976 (HEW, 1976)
and the newest regulations in 2008 (CMS, 2008) describe
proper dialysis staffing occurring when:

An adequate number of qualified personnel are
present whenever patients are undergoing dialy-
sis, so that the patient/staff ratio is appropriate
to the level of dialysis care given and meets the
needs of patients.

The fundamental problem with this regulatory statement
would seem to be the vague phrase “adequate number
of qualified personnel;” which has remained undefined
throughout the 40 years of the ESRD program. Given this
area’s total absence of regulation in most states (Wolfe,
2011), dialysis providers have had virtually unchallenged
discretion in defining adequacy. The arbitrariness of deci-
sion making that has taken place over the years probably
accounts for widely-fluctuating staffing ratios. For example,
some nephrology social workers have 110 patients, and oth-
ers have as many as 425 (Merighi, Browne, & Bruder, 2010).
Within the Donabedian (1966) classic “structure, process,
and outcome” model of measuring quality in healthcare,
such wildly divergent staffing patterns would inescapably
affect patient outcomes.

Evidence of the broader scope of problems and questions
related to staffing can probably be best illustrated by looking
briefly at the challenges other disciplines have also faced.
Beginning with nephrologists, most of the controversy
related to their staffing in clinics has focused on unknowns
about the needed frequency of their contacts with patients
during dialysis treatments, and whether it has any measur-
able impact on outcomes. Relative to the frequency question,
CMS changed its reimbursement policy in 2004 to incen-
tivize more visits, with the assumption that more frequent
contacts would improve outcomes (DHHS, 2003). Research
on whether this has had the desired effects has been mixed,
and at times contradictory. For example, a group of investi-
gators (Mentari, DeOreo, O’Connor, Love, & Sehgal, 2005)
were the first to examine the changes in nephrologist visits
since the changes in reimbursement policy and found an
abrupt increase in per-patient monthly visits (from 1.52 to
3.14). Despite this dramatic increase in visits, they were not
found to have any clinically important impact on quality
indicators. In a second study (Plantinga et al., 2005), more

frequent patient-physician contacts were found to be associ-
ated with achievement of performance targets for albumin,
calcium-phosphate, and dialysis dose. Paradoxically, this
same investigation discovered that patients receiving the
highest frequency of visits were significantly less likely to be
on a transplant waiting list. In a recently published report
(Slinin et al.,, 2012), greater nephrologist-patient contacts
were found to be associated with a small, but statisti-
cally significant reduction in the risk of first hospitalization.
However, no consistent association was found between
frequency of visits and patient risk of death. Along these
same lines, a just-published 2014 study has suggested that
one additional monthly clinic visit by nephrologists with
patients just discharged from the hospital could significantly
reduce readmissions (Erickson, Winkelmayer, Cherton, &
Bhattacharya, 2014). Reflecting the continuing state of con-
fusion about an evidence basis for nephrologist staffing, the
latest investigation (Erickson, Tan, Winkelmayer, Chertow,
& Bhattacharya, 2013) found that the frequency of visits
depends more on geography and facility location, rather
than the optimal management of patients. Finally, the press-
ing need for more research in this area was given additional
impetus by the finding of a correlation between nephrologist
caseload and patient survival, with higher caseloads being
associated with poorer survival (Harley et al., 2013).

Turning to nephrology nurses, several examples can be
found where the arbitrariness in decision making regarding
staffing has had ramifications for both patients and nurses.
Starting with patients, research has found that inadequate
nurse staffing increases their risk for exposure to hepatitis
C virus infections (Saxena & Panhortra, 2004), which has
been linked to nurses” inability to consistently adhere to
hand hygiene standards (Arenas et al., 2005; Shimokura,
Weber, Miller, Wurtzel, & Alter, 2006). As to the ramifica-
tions for nurses themselves, there is overwhelming evidence
linking the lack of adequate staffing to occupational burn-
out (Ashker, Penprase, & Salman, 2012; Flynn, Thomas-
Hawkins, & Clark, 2009) and turnover rates as high as
150 percent (Gardner, Thomas-Hawkins, Fogg, & Latham,
2007). A recent analysis has even suggested that negative
word-of-mouth communications from nurses who have
disappointing work experiences in clinics might be dissuad-
ing others from considering the field of nephrology nursing,
thus uniquely contributing to the shortage of these special-
ists (Wolfe, in press).

Focusing finally on renal dietitians, arbitrariness in deci-
sion making about staffing has been found to be associated
with their inability to implement all 21 Adult Nutrition
Guidelines (Burrowes, Russell, & Rocco, 2005; Vergil & Wolf,
2009), which are part of the NKF Kidney Disease Outcomes
Quality Initiative (KDOQI) Clinical Practice Guidelines for
Nutrition (National Kidney Foundation, 2000). Similarly,
the reduced time renal dietitians have available for patients,
also from inadequate staffing, has been found to be associ-
ated with their inability to provide intensive nutritional
counseling (Wolfe, 2012).
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OPTIONS FOR FACILITATING IMPROVEMENTS IN
NEPHROLOGY SOCIAL WORK STAFFING

Surveys of nephrology social workers have revealed an
increasing exasperation with unrealistic work demands
and acknowledgement that many of the needs of patients
are simply not being met. These service delivery difficul-
ties are epitomized in the following observation from a
respondent in an investigation by Bogatz, Colesanto, and
Sweeney (2005):

With such large caseloads it is impossible to
meet the very complex needs of our primar-
ily inner-city population. The combination of a
more complex caseload and greater number of
patients to cover make it impossible to adhere
to the Federal guidelines as written. I believe our
patients are being denied access to quality social
work services.

Despite compelling testimonies like this from several
reports, pragmatic directions for collective action by social
workers which could begin a process to mitigate the crisis
in staffing have not been forthcoming. The directions for
such action suggested here are dictated by what is viewed
as the three major contributing factors in the development
and perpetuation of the crisis: the lack of priority given
to staffing as a quality of care issue at the Federal level;
investor-owned large dialysis organizations (LDOs) and
labor cost containment; and insufficient political initia-
tives by nephrology social workers to influence policies
and regulations.

THE LACK OF PRIORITY GIVEN TO STAFFING
AS A QUALITY OF CARE ISSUE AT THE
FEDERAL LEVEL

Because it pays the bills through reimbursement for ser-
vices, CMS has dictated the rules, through the CfC, for
the ESRD program since its creation in 1973. While this
has been described as one of the most highly regulated
programs administered by the Federal government (Rettig
& Levinsky, 1991), there has been a perplexing absence of
more specific rules about staffing in dialysis clinics. One
major ramification of this has been that other entities (e.g.,
the ESRD Network Organizations, dialysis providers, and
investigators) have tended not to view staffing as a quality
of care issue. Instead, there has been a preoccupation with
such indicators as adequacy of dialysis, anemia manage-
ment, and the type of access patients are using. A secondary
consequence has been the paucity of research on staffing,
which could serve as a basis for developing evidence-based
standards.

Given this lack of attention, one pragmatic step that could
ultimately help to mitigate the crisis in social work staff-
ing (and in other nephrology disciplines) is investigations
which can begin to better inform policymakers about the
clinical and financial ramifications of inadequate staffing.
Because time is a critical variable with any professional in
being able to carry out tasks (Dolecek et al., 1995), research

is needed on the variety of responsibilities performed by
social workers. For example, given the high prevalence of
depression among this patient population (Abdel-Kader et
al., 2009), what are the time requirements for social work-
ers to provide needed psychotherapeutic interventions?
If an association is found between decreased depression
symptoms and a lower risk of hospitalization, it will add an
additional impetus for evidence-based staffing, in areas jus-
tified through cost savings. A second area where it is ben-
eficial to have a better understanding of the time needed for
social work interventions is with the ever-growing elderly
ESRD population (Rosner, Abdel-Rahman, & Williams,
2010). It is known that these patients typically require more
professional involvement because of their physical depen-
dencies and comorbidities, including cognitive impairment
(Sehgal, Grey, DeOreo, & Whitehouse, 1997). Among the
areas where a better understanding of the specific social
worker time requirements would be helpful is provid-
ing and facilitating various types of social support. It is
known that ESRD patients often experience loss of support
because of their disease (Browne, 2006). Having adequate
time for such interventions is important because research
demonstrates an association between enhanced support,
improved quality of life, fewer hospitalizations (Plantinga
et al.,, 2010), and better patient survival (Thong, Kaptein,
Kredict, Boeschoten, & Dekker, 2007). A third and final
area where studies are clearly needed is the requisite time
for social workers to carry out required functions in clinics
serving the urban poor. It is known that patients in these
facilities have a higher social acuity, in terms of the mul-
tiple social and economic challenges they face daily (Bakir
& Dunea, 2001; Fink & Henrich, 2001; Hegde, Vels, Seidman,
Khan, & Moore, 2000; Kimmel, Fwu, & Eggers, 2013; Patzer
et al., 2012). Illustrative of this, socio-demographic factors
have been found to contribute to depression in African-
American ESRD patients (Fischer et al., 2010). Reflecting
the need for more adequate social work staffing, a recent
investigation (Tapolyia et al., 2010) discovered that a “strik-
ing” 859 percent of African-American patients in the
Southern region of the United States shortened at least one
treatment, and 29 percent missed at least one session per
month. Perhaps not surprisingly, these minority patients
have a significantly higher risk of mortality than their white
counterparts at ages 18 to 30 (27.6% vs. 14.2%), 31 to 40
(37.4% vs. 26.8%), and 41 to 50 (44.8% vs. 38.0%) (Kucirka
et al., 2011). While the NKF-CNSW-recommended ratio of
one social worker for every 75 patients might be appropriate
for most facilities (1987), research may determine that given
the elevated social acuity of urban units, a 1:50 ratio may be

required for these professionals to carry out their mandated
responsibilities.

INVESTOR-OWNED LARGE DIALYSIS
ORGANIZATIONS (LDOs) AND LABOR COST
CONTAINMENT

The absence of evidence-based staffing standards has given
large dialysis organizations (LDOs) virtual carte blanche
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in determining staffing levels, and constitutes the second
major factor contributing to the crisis in staffing. Labor
cost containment has been an ongoing major objective
of LDOs because staffing constitutes 50 to 70 percent
of the expense of doing business (Ford & Kaserman,
2000; Grieco & McDevitt, 2012). This began in the 1970s
with the widespread substitution of registered nurses with
unlicensed patient care technicians (PCTs) (Hoffart &
Nissenson, 1998; Meyer & Kassirer, 2002). The drive has
continued through what has been called “staffing efficien-
cies” with all the disciplines (Sullivan, 2009), including
nephrologists, nurses, dialysis technicians, dietitians, and
social workers. Operating with an economy of scale orien-
tation (Himmelfarb, Berns, Szczech, & Wesson, 2007), the
continuous increases in the number of patients for which
individual professionals have responsibility has helped to
incrementally improve profit margins. It has simultaneously
however, put extraordinary pressures on renal profession-
als. As Blades (2010) observed in Social Work in Healthcare
Settings: Practice in Context, “Social workers are often
squeezed in efforts to enhance profits” Given these eco-
nomic dynamics, there would appear to be a good chance
for further escalations of patient workloads because, as has
been noted, the investor community is not satisfied with
simply achieving a profitable plateau, but expect continual
improvements in financial results (Hall & Conover, 2006).

Capitalizing on this profit motive, there are several areas
where a business case can potentially be made for improved
social work staffing. First, patient rehabilitation has long
been an unfulfilled objective of the ESRD program (Kutner,
Bowles, Zhang, Huang, & Pastan, 2008). The business
case in this area comes from two interrelated facts. First,
research (Callahan, Moncrief, Wittman, & Maceda, 1998)
has demonstrated that the caseloads of social workers affect
their ability to rehabilitate patients. Secondly, LDOs would
appear to have a financial vested interest in more adequate
staffing of these professionals because, when they are suc-
cessful in supporting patients’ ability to work, employer-
group health insurances reimburse providers $180,000
annually (Just, de Charro, Tschosik, Noe, Bhattacharya, &
Riella, 2008), compared to the $66,000 received for non-
working patients.

Yet another area where LDOs would appear to have a vested
interest in more adequate social work staffing is with the
new pay-for-performance initiative by CMS called the
ESRD Quality Incentive Program (QIP) (DHHS, 2012).
This program imposes payment reductions on providers
failing to maintain quality from year to year. Based on
CMS estimates, the 2014 QIP could take close to $50 mil-
lion directly out of the ESRD program, due to the number
of facilities failing to meet their goals (Bhat & Bhat, 2012).
Broken down into individual facilities, this could add up to
$52,000 in financial penalties per clinic (Fishbane, Miller,
Danko, & Masani, 2012). Among the quality indicators for
which payment reductions will be made is a failure to main-
tain adequacy of dialysis, as measured in the urea reduction
ratio “greater than 65%.” Given the critical element of time

in dialysis adequacy (Daugirdas, 2012; Lacson & Brunelli,
2011) and the fact that missed and shortened treatments
greatly undermine its achievement (Sehgal et al., 1998), a
business case for more sufficient social work staffing can be
made because these professionals have demonstrated they
can help reduce missed and shortened treatments (Cabness,
Miller, & Martina, 2007), thus potentially helping to mini-
mize payment reductions.

INSUFFICIENT POLITICAL INITIATIVES BY
NEPHROLOGY SOCIAL WORKERS TO
INFLUENCE POLICIES AND REGULATIONS

Healthcare policy encompasses decisions that determine
rules and standards under which services for patients are
organized, produced, delivered and reimbursed (Greipp,
2002). Because healthcare professionals have a direct day-
to-day relationship with patients, political advocacy for
select policies can be a powerful tool for advancing the best
interests of patients (Priest, 2012). Demonstrating what
can be accomplished, through a combination of political
advocacy and marshalling evidence on the adverse effects of
inadequate staffing, California nurses have been successful
in getting the first comprehensive legislation passed in the
United States to establish minimum staffing levels (Mark,
Harless, Spetz, Reiter, & Pink, 2013).

The National Kidney Foundation Council of Nephrology
Social Workers (NKF-CNSW) is the leading professional
organization for social workers in this field. Despite a his-
tory of advocating for clinical standards, and having offered
the highest number of public comments during the 2008
CfC changes, CNSW was informed that CMS would not
address the staffing issue (L. Peace, personal communica-
tion, April 12, 2013). This refusal would appear to be indica-
tive of the long-standing aversion to the subject of staffing
by CMS emphasized throughout this study. Given the con-
tinuing centrality of inadequate staffing in so many issues
confronting nephrology social workers (Bogatz et al., 2005;
Callahan et al.,, 1997; Merighi & Collins, 2011; Merighi &
Ehlebracht, 2002; Merighi & Ehlebracht, 2004; Merighi &
Ehlebracht, 2005; Siegal et al., 1994; Wolfe, 2011), perhaps it
is time for more assertive political advocacy for regulations.
Adding impetus to this need for action are the unrelenting
profit pressures on investor-owned LDOs (Hall & Conover,
2006), and the strong possibility that social workers will
be squeezed even further to enhance profit margins
(Blades, 2010).

NKF-CNSW would appear to be in a good position to
spearhead such an effort because of its 800 members and
42 local Chapters, strategically situated across the United
States. Utilizing their relationship skills as social workers,
Chapter members could gradually begin to reach out to
elected officials and policy makers, at both the state and
Federal levels of government. Initiatives in each state are
particularly important because it is at a level of government
which has the jurisdiction to regulate patient workloads, as
happened in the state of Texas. (State of Texas. Department
of State Health Services Regulatory Licensing Unit Facility

National Kidney Foundation Journal of Nephrology Social Work



Crisis of Inadequate Nephrology Social Work Staffing

15

Licensing Group, 2010). Such action by nephrology social
workers would be consistent with the National Association
of Social Workers’ (2008) Code of Ethics, which mandates
that these professionals should be aware of the impact of
politics on their practices, and advocate for policies which
advance the best interest of those served. In addition,
because joining forces through coalitions can multiply the
influence for change (Berkowitz & Wolff, 2000), the NKF-
CNSW can potentially team up with other professional
groups like the NKF Council on Renal Nutrition (CRN),
the NKF Council of Nephrology Nurses and Technicians
(CNNT), and American Nephrology Nurses Association
(ANNA), all of which also have major concerns about staff-
ing. Finally, because patients have been the real victims of
inadequate staffing in terms of suffering from its adverse
effects (e.g., unaddressed depression and increased infec-
tion risks), perhaps the American Association of Kidney
Patients (AAKP) would also be interested in joining a politi-
cal advocacy effort for improvements in this neglected, but
critical area of care.

DISCUSSION

There has been an historic tendency in the ESRD program
for recommendations to be made and evidenced-based
guidelines to be issued (e.g., the KDOQI Clinical Practice
Guidelines), with little or no consideration of how they
are actually going to be implemented. An Institute of
Medicine (1992) report observed the consequences of this,
stating, “While guidelines may be meticulously developed
and clearly presented they are without value if not suc-
cessfully applied” Illustrative of this, when the KDOQI
Clinical Practice Guidelines for Nutrition were issued
(NKE 2000), it was not remotely considered that renal
dietitians would not be able to fully implement the 21 Adult
Nutrition Guidelines component, due to inadequate staff-
ing (Burrowes et al., 2005; Vergil & Wolf, 2009). Similarly
with nephrology nurses, while the Centers for Disease
Control and Prevention (2001) has issued guidelines for
preventing infection among ESRD patients, research has
shown that nurses are not able to consistently adhere to
them, again because of inadequate staffing (Arenas et al.,
2005; Shimokura, Weber, Miller, Wurtzel, & Alter, 2006).
Finally, with regard to nephrology social workers, while
presentations and papers have continued to justifiably tout
how these professionals can intervene with depression and
other psychosocial problems, little consideration is typically
given to how often overwhelmed social workers in dialysis
clinics are going to find the time to actually implement
what is presented (Bogatz et al., 2005; Callahan et al., 1997;
King, 2003; Merighi & Collins, 2011; Merighi & Ehlebracht,
2002; Merighi & Ehlebracht, 2005; Wolfe, 2011). While
these broad tendencies have continued, there has been a
simultaneous festering of underlying staffing problems
with nephrology nurses (O’Brien, 2011; Flynn, Thomas-
Hawkins, & Clark, 2009), renal dietitians (Gutekunst, 2012),
and nephrology social workers (Merighi & Collins, 2011),
that has been largely ignored. This study endeavors to fur-

ther elevate the stafting issues of nephrology social workers
by highlighting their multiple ramifications, and raising
questions not previously considered. On the optimistic
side, pragmatic strategies are suggested, which could help
to mitigate the crisis in staffing,
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