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How do I manage 
the uncooperative 

patient with 
dementia?

How do I manage 
the disruptive, 

abusive patient?

What should (or can) I do 
when a near-by dialysis centre
starts to solicit patients from 

my centre?

How should I respond to a 
request by the dialysis 

provider to use up ex-stock or 
lower surface area dialysers?

How do I handle a nephrologist who 
does not review patients according to 

the facility schedule ?

Ethical dilemmas of a Medical Director



What we’ll cover today

• Principles of Medical Ethics
• Overview of ethical issues in dialysis therapy
• Practical tips and resources (using case scenarios)
• (Reading list enclosed)



Doctor-patient relationship

Mental capacity

Professional knowledge -
provide all information 
required by patient to make 
an informed decision

Shared decision making

Medical Ethics
1. Beneficence
2. Non-maleficence
3. Social (distributive) justice
4. Autonomy

Treatment is beneficial and in the patient’s best interest

Treatment does not harm the patient

Treatment is available to all without discrimination

Allowing patient to make his own informed decision

Limits to Extent of Patient Autonomy
1. When its exercise causes harm to someone else or may harm the patient 
2. When its exercise violates the physician’s / healthcare team’s medical conscience 



Doctor-patient relationship

Fiduciary Relationship 

Definition of Fiduciary Relationship 
• Derived from the Latin word “fidere” - to trust 
• Legal relationship between a professional and client where the fiduciaries hold 

something in trust for one another. They must act in the best interests of their 
clients (patients), subordinating self-interest. 

• Higher standard than business people who protect their own self-interest – “let 
the buyer beware” 

Physicians have a fiduciary duty to their patients because the balance of 
knowledge and information favours the physician; patients are reliant on 
their physician and may be vulnerable.  
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Jha V et al. Lancet. 2017 May 6;389(10081):1851-1856

Financing of dialysis – Financial interests and service delivery
• Pay-for-performance system, cherry-picking
• Nephrologists with financial interests in dialysis centres
• Cutting cost, compromised patient care
• Prioritizing investment in dialysis at the expense of other areas   

(prevention and management of CKD)

Clinical care and decision making
• Dilemmas for dialysis – When is dialysis in the best interests of the patient?
• Clinical decision making – Physicians have a responsibility to provide sufficient information, be 

aware of their own potential biases and personal financial interests, be trained in 
communication and facilitating end-of-life decisions

• Care when renal replacement therapy is not appropriate or available – palliative care 
programmes

Distributing dialysis resources
• Distributive justice requires the development of a framework to guide allocation of limited 

resources – eg funding access, dialysis access
• Procedural justice requires that decisions about access policies be made by legitimate 

authorities who are accountable to those affected by the decisions  

International Society of Nephrology Ethical Dialysis Task Force



Jha V et al. Lancet. 2017 May 6;389(10081):1851-1856

Panel 2: Practical recommendations regarding dialysis 
for health authorities 

Panel 1: Ethical principles and goals for health 
authorities and dialysis care providers Panel 3: Practical recommendations for health 

professionals involved in dialysis care



Case 1: Dialysis Patient Solicitation 

• Some patients transferred to DEF Centre for convenience of location
• Some left despite living closer to ABC Centre

 When patients of Dr A were cared for by Dr B while in hospital (where Dr A had no 
visiting rights), they were told that DEF Centre offered better care than ABC Centre

 Some patients reported being called at home by Dr B or her clinical staff with the 
same message

Ethical considerations
Dr B failed to meet
1) professional ethical standard for informed consent in the physician-patient relationship
2) the stringent duty of physicians to give priority to the patient, even if it is to their 

financial detriment, and
3) the minimal ethics of the marketplace, because comments that DEF Centre is better is 

not supported by evidence and in fact, are materially misleading. 

Is Dr B right in doing what she did?

DT Ozar et al. Clin J Am Soc Nephrol 8: 840–844, 2013 

Dr A & B were physicians in ABC Dialysis Centre. 
Dr B left to open her own dialysis centre – DEF Dialysis Centre.   



• It is unethical to approach another nephrologist’s patient with the intent to solicit a 
change in physician, or practice or dialysis facility.  

• If it is your own patient, you may recommend transfer from one unit to another if you 
believe it is in the patient’s best interest.

• You, and your staff, must always be transparent and noncoercive, and disclose any 
financial interest or conflict of interest. 

Renal Physicians Association: Forum of ESRD Networks: Position on ESRD Patient Solicitation, 2011

Position on ESRD Patient Solicitation – Renal Physicians Association 



Renal Physicians Association: Forum of ESRD Networks: Position on ESRD Patient Solicitation, 2011

Position on ESRD Patient Solicitation (RPA) – Governing bodies

• Comply with state’s medical practice acts
• Non-compliance should be reported to appropriate state licensing board



Case 2: A Demented Dialysis Patient  

Mrs A is 70 years old and has diabetic nephropathy and has been on hemodialysis for 12 months.
She is widowed and has dementia and stays with her only son and his family. Prior to the
initiation of dialysis, her son was informed of the poor prognosis but he insisted on keeping her
“alive at all costs”.

During the first 6 months on dialysis, Mrs A was accompanied to the dialysis centre by her maid
and she was quiet and cooperative during dialysis. Unfortunately, she later required several
admissions to hospital for various problems including sepsis from lower limb infection,
hypoglycemia and pneumonia. Over the last 2 months, she has become increasingly
uncooperative and agitated during dialysis. She has attempted, unsuccessfully, to remove the
dialysis needles on two occasions. She occasionally screams and shouts during dialysis and this
results in early termination of the dialysis session.

The son was informed of his mother’s distress on dialysis and the need for the constant presence
of a caregiver during her dialysis sessions. The nephrologist in charge of Mrs A has had many
discussions with the son over the last 2 months and has recommended he consider withdrawal of
dialysis.

On the day in question, the patient became agitated during dialysis and the “V” needle became
dislodged resulting in a large haematoma. She was sent to hospital for further management.
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Case 2: Shared decision making – Real Life 

DEMENTIA
UNCOOPERATIVE

• DISRUPTIVE
• DEMANDING
• (DISTRAUGHT)

• PATIENT SAFETY
• PERSONAL SAFETY

• PATIENT SAFETY
• STAFF SAFETY
• POTENTIAL UNHAPPINESS FROM 

OTHER PATIENTS / CAREGIVERS
• STANDARD PROTOCOLS TO DEAL WITH 

SPECIAL SITUATIONS

• CODE OF PRACTICE
• LEGISLATIVE LAWS AND ACTS



OUTPATIENT 
DIALYSIS
CENTRES



Establishing a Shared Decision- Making Relationship
1. Develop a physician-patient relationship for shared decision-

making
Informing Patients

2. Fully inform AKI, stage 4 and 5 CKD, and ESRD patients about 
their diagnosis prognosis and all treatment options

3. Give all patients with AKI, stage 5 CKD, or ERSD an estimate of 
prognosis specific to  their overall condition
Facilitating Advance Care Planning

4. Institute advance care planning
Making a Decision to Not Initiate of to Discontinue Dialysis

5. If appropriate, forgo (withhold initiating or withdraw ongoing) 
dialysis for patients with AKI, CKD or ESRD in certain, well-defined 
situations

6. Consider forgoing dialysis for AKI, CKD, or ESRD patients who 
have a very poor prognosis or for whom dialysis cannot be 
provided safely
Resolving Conflicts about What Dialysis Decisions to Make

7. Consider s time-limited trial of dialysis for patients requiring 
dialysis, but who have an uncertain prognosis, or for whom a 
consensus cannot be reached about providing dialysis

8. Establish a systematic due process approach for conflict 
resolution if there is disagreement about what decision should be 
made with regards to dialysis
Providing Effective Palliative Care

9. To improve patient-centred outcomes, offer palliative care 
services and interventions to all AKI, CKD, and ESRD patients who 
suffer from burdens of their disease

10. Use a systematic approach to communicate diagnosis, prognosis, 
treatment options, and goals of care



Recommendation No. 5*
If appropriate, forgo (withhold initiation or withdraw ongoing) dialysis for patients 
with AKI, CKD, or ESRD in certain, well-defined situations.

• Patients with decision-making capacity, who being fully informed and making 
voluntary choices, refuse dialysis or request that dialysis be discontinued.

• Patients who no longer possess decision-making capacity who have previously 
indicated refusal of dialysis in an oral or written advance directive.

• Patients who no longer possess decision-making capacity and whose properly 
appointed legal agents/surrogates refuse dialysis or request that it be 
discontinued.

• Patients with irreversible, profound neurological impairment such that          
they lack signs of thought, sensation, purposeful behavior, and awareness of 
self and environment.

*Medical management incorporating palliative care is an integral part of the decision to forgo dialysis in AKI, 
CKD, or ESRD, and attention to patient comfort and quality of life while dying should be addressed directly or 
managed by palliative care consultation and referral to a hospice program (see Recommendation No. 9 on 
palliative care services).

Making a Decision to Not Initiate or to Discontinue Dialysis 

Share decision-making in the appropriate initiation of and withdrawal from dialysis. Clinical Practice Guidelines (2nd Ed). 
Renal Physicians Association, 2010.



Making a Decision to Not Initiate or to Discontinue Dialysis 

Share decision-making in the appropriate initiation of and withdrawal from dialysis. Clinical Practice Guidelines (2nd Ed). 
Renal Physicians Association, 2010.

Recommendation No. 6
Consider forgoing dialysis for AKI, CKD, or ESRD patients who have a very poor 
prognosis or for whom dialysis cannot be provided safely.

• Those whose medical condition precludes the technical process of dialysis 
because the patient is unable to cooperate (e.g., advanced dementia patient who 
pulls out dialysis needles) or because the patient’s condition is too unstable (e.g., 
profound hypotension).

• Those who have a terminal illness from non-renal causes (acknowledging that 
some in this condition may perceive benefit from and choose to undergo 
dialysis).

• Those with stage 5 CKD older than age 75 years who meet two or more of the 
following statistically significant very poor prognosis criteria  
(see Recommendations No. 2 and 3): 1) clinicians’ response of “No, I would not 
be surprised” to the surprise question; 2) high comorbidity score; 3) significantly 
impaired functional status (e.g., Karnofsky Performance Status score less than 
40); and 4) severe chronic malnutrition (i.e., serum albumin less than 2.5 g/dL
using the bromcresol green method.



Shared Decision-making
Patient: Personal history, values, preferences and goals
Provider: Diagnostic, prognostic, and management, expertise, values 
and goals

Do the patient and provider agree on the course of care?

Involve consultants
(medical, ethical, religious, ethnic, or administrative)

Do the patient and provider agree on the course of care?

Involve ethics committee
Do the patient and provider agree on the course of care?

Attempt to transfer care within institution
Is this a possible solution to the problem?

Attempt to transfer care to another institution
Is this a possible solution to the problem?

Possible Remaining Options
Request local ESRD network to assist with arrangements for dialysis
Involve a mediator or extramural ethics committee
Inform the patient/legal agent that dialysis will be withheld or 

stopped unless a court injunction to the contrary is obtained
Provide treatment contrary to provider’s professional values to 

truly respect the diversity of the values in our society

Pursue agreed 
upon care

Pursue care agreed 
to by the new 

attending physician 

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Systematic Approach to Resolving Conflict between Patient and Kidney Care Team

Share decision-making in the appropriate 
initiation of and withdrawal from dialysis. 
Clinical Practice Guidelines (2nd Ed). Renal 
Physicians Association, 2010.



Policies and guidelines governing access to dialysis



A Demented Dialysis Patient  

1. Refuse to accept the patient back into the dialysis centre when she is 
discharged as she poses a safety risk to herself and others (patients/staff)

2. Accept the patient back into the dialysis centre BUT with a formal 
understanding with her son/family that she will be involuntarily 
discharged from the clinic if a similar incident occurs

3. Accept the patient back into the dialysis centre with a time-limited trial 
that the son/family will consider withdrawal of dialysis if the patient ‘s 
condition continues to deteriorate 

4. Arrange for the patient to be transferred to a high dependency facility 
under the same dialysis provider 

What would you do as a Medical Director?



A Demented Dialysis Patient - Outcome

When admitted to hospital, the patient’s AV fistula was found to have failed because of
a large haematoma. The son and family were counselled on the patient’s prognosis and
given the options of placement of a temporary catheter for dialysis or withdrawal of
dialysis. The son and family decided on withdrawal of dialysis and the patient was
discharged with home hospice care. She passed away 5 days after her discharge.

Could we have done better?



Establishing a Shared Decision- Making Relationship
1. Develop a physician-patient relationship for shared decision-making

Informing Patients
2. Fully inform AKI, stage 4 and 5 CKD, and ESRD patients about their diagnosis prognosis and all 

treatment options
3. Give all patients with AKI, stage 5 CKD, or ERSD an estimate of prognosis specific to  their overall 

condition
Facilitating Advance Care Planning

4. Institute advance care planning
Making a Decision to Not Initiate of to Discontinue Dialysis

5. If appropriate, forgo (withhold initiating or withdraw ongoing) dialysis for patients with AKI, CKD 
or ESRD in certain, well-defined situations

6. Consider forgoing dialysis for AKI, CKD, or ESRD patients who have a very poor prognosis or for 
whom dialysis cannot be provided safely
Resolving Conflicts about What Dialysis Decisions to Make

7. Consider a time-limited trial of dialysis for patients requiring dialysis, but who have an uncertain 
prognosis, or for whom a consensus cannot be reached about providing dialysis

8. Establish a systematic due process approach for conflict resolution if there is disagreement about 
what decision should be made with regards to dialysis
Providing Effective Palliative Care

9. To improve patient-centred outcomes, offer palliative care services and interventions to all AKI, 
CKD, and ESRD patients who suffer from burdens of their disease

10.Use a systematic approach to communicate diagnosis, prognosis, treatment options, and goals of 
care

Share decision-making in the appropriate initiation of and withdrawal from dialysis. Clinical Practice Guidelines (2nd Ed). 
Renal Physicians Association, 2010.



1. Time to Improve Informed Consent for Dialysis: An International Perspective

2. The Evolving Ethics of Dialysis in the United States: A Principlist Bioethics Approach

3. The Ethics of Chronic Dialysis for the Older Patient: Time to Re-evaluate the Norms

4. Should an Elderly Patient with Stage V CKD and Dementia Be Started on Dialysis?

5. The Demented Patient Who Declines to Be Dialyzed and the Unhappy Armed Police 
Officer Son: What Should Be Done?

6. Ethics and Health Policy of Dialyzing a Patient in a Persistent Vegetative State

7. Dying on Dialysis: The Case for a Dignified Withdrawal

8. Beyond the Futility Argument: The Fair Process Approach and Time-Limited Trials for 
Managing Dialysis Conflict

9. Considerations in Starting a Patient with Advanced Frailty on Dialysis: Complex Biology 
Meets Challenging Ethics

10. The Ethics of End-of-Life Care for Patients with ESRD

11. Advance Care Planning in CKD/ESRD: An Evolving Process

12. Ethical Principles and Processes Guiding Dialysis Decision-Making

CJASN Ethics Series



Case 3 - The Disruptive Patient

Mr LFK is 65 years old with presumed chronic glomerulonephritis and gout. He started on hemodialysis 
5 years ago. He is a widower with 3 children and he stays with his youngest daughter and her family. 
He has a history of mild non-adherence to medications and has had occasional “run-ins” with the 
medical social worker (MSW) on the issue of medical subsidies. 
In the dialysis centre, he was a “model” patient – punctual for dialysis, friendly and chatty. He greeted 
everyone that entered the centre and called the dialysis nurses his “darlings”. 

On the day in question, he accused the clerk of cheating him and became verbally abusive in the dialysis 
centre. He was asked to leave the dialysis centre by the Nurse Manager and to report to his referring 
hospital for further dialysis. He refused to leave and continued to be verbally abusive. His daughter was 
called and asked to come in to bring him to hospital. She refused to come down, hoping that he would 
receive his dialysis. The patient was informed that the police would be called in if he continued to refuse 
to leave the centre. The patient then called his daughter who came to pick him up.

About 1 year ago, he started to default payments for dialysis and accumulated a bad debt of about 
$7000. The Patient Care Team (PCT) from the dialysis centre helped work out an installment plan with 
the daughter and patient. The MSW of his referring hospital was also informed of the problem but the 
patient refused to make an appointment to see her. After discussion with the daughter and the PCT, 
they agreed to repaying the bad debt through installments while paying on a per dialysis session for 
subsequent dialysis.

Mr LFK began to criticize and find fault with the dialysis procedure and nurses frequently saying “I don’t 
see why I need to pay so much for such lousy dialysis”. He had a disagreement with another male 
patient resulting in the transfer of the patient to another shift. He started to use vulgar language on the 
nurses and the clerk and received multiple verbal warnings of termination of dialysis from the PCT. 



ESRD Network Coordinating Center: Decreasing Dialysis Patient–Provider Conflict, 2013. 
Available at: http://www.esrdncc.org/index/decreasing-dpc





The Disruptive Patient

It is important to maintain objectivity and to recognize that the difficult behavior or 
situation is not a characteristic of the patient, but of a specific set of circumstances that 
may cause these behaviors.

Stratification of Risks
1. Risk to patient (Low)

Behaviors, physical acts, nonphysical acts or omissions by a patient that result in 
placing his/her own health, safety or well-being at risk (frequently referred to as 
non-adherence to medical advice).

2. Risk to facility (Intermediate)
Behaviors, actions, or inactions by patients and/or family, friends or visitors 
perceived to put the safe and efficient operations of the facility at risk (for 
example frequent “no-show” for treatment or non-payment, frequently referred 
to as non-adherence to facility policy and procedures).

3. Risk to others (High)
Behaviors, actions or inactions by patients and/or family, friends or visitors that 
are perceived to place the health, safety or well-being of others at risk 
(commonly referred to improper behaviors that impinge on the rights of others).

May result in involuntary discharge (IVD) or involuntary transfer (IVT) of patient

ESRD Network Coordinating Center: Decreasing Dialysis Patient–Provider Conflict, 2013. 
Available at: http://www.esrdncc.org/index/decreasing-dpc



Decreasing Patient-Provider 
Conflict Pathway

Determine Type of 
Conflict(s) Occurring

Assess type of risk

1. Nonadherence
2. Verbal/written abuse
3. Verbal/written threat
4. Physical threat
5. Physical harm
6. Property damage/theft
7. Lack of payment

Team meeting to discuss 
causes of behavior, severity of 
risk and intervention options

Notify ESRD Network office of 
incident and team 

recommendations, receive 
guidance

Act on determined 
intervention

Team member 
to counsel staff 

or patient on 
behavior. 
Ongoing 

monitoring

Ongoing assessment
Follow-up necessary

Team meeting to review 
facility policies/procedures, 
notify administration and 

discuss intervention options

Team or individual meeting 
with patient or staff to 

explain policy and 
intervention

Team meeting to discuss 
risk to others and 

intervention options

Act on determined 
intervention

Conflict Incident 
Occurs

Ongoing assessment
Follow-up necessary

Ongoing assessment
Follow-up necessary

Notify security, 
appropriate 

authorities. Take 
immediate action

Risk to 
patient?

Risk to 
facility?

Risk to 
others?

Mild behavior or 
first incident?

Immediate 
safety risk?

Notify ESRD Network office of 
incident and team 

recommendations, receive 
guidance

Notify ESRD Network office of 
incident and team 

recommendations, receive 
guidance

Yes
No

Yes

No



The Disruptive Patient – How do we manage?

“Setting the tone” of the centre (Rules and Regulations)
• Patient-Provider Contract
• Patient Rights and Responsibilities
• Reviewed regularly (annually)

Spotting the problem early
• Staff training
• Protocols & Algorithms 
• Timely escalation to appropriate personnel 

(Team members)
• Meet with patient/family to understand 

situation

Settling the problem early
• Train ALL staff in conflict resolution skills 
• Team members meet to plan intervention 

and specific goals/end points
• Team member(s) meet with patient/family 

to work out a solution 

1. Nonadherence
2. Verbal/written abuse
3. Verbal/written threat
4. Physical threat
5. Physical harm
6. Property damage/theft
7. Lack of payment

Too little, too late

What could we have done to avoid it?

1. Formal agreements on 
intervention

2. Verbal warnings
3. Written warnings

TEAM MEMBERS
1. Medical Director/Nephrologist
2. Nursing staff
3. Patient Welfare Staff
4. Appropriate staff from referring 

hospital/institution
5. Ethics Committee

DOCUMENT
DOCUMENT
DOCUMENT



The Disruptive Patient – What actually happened

The patient went back to his referring hospital to be admitted for dialysis. His primary nephrologist was
informed of the situation. The patient was counselled and his problem referred to the medical social
service (whom he originally refused to see) to seek financial assistance for his dialysis fees. On
discharge, he was transferred to another dialysis centre under the same provider. His medical records
were transferred internally without bias. After a few months, the patient secured a place in a VWO
centre and he was transferred.

American Kidney Fund: Barriers to Treatment Adherence for Dialysis Patients – American Kidney Fund and Adherence Survey 2018. 
http:www.kidneyfund.org/assets/pdf/akf-adherence report.pdf



Case 4 - The Disruptive Physician 

The Skeleton 

in the 

Cupboard



The Disruptive Physician 

Edward R. Jones and Richard S. Goldman. Clin J Am Soc Nephrol 10: 1470–1475, 2015



Summary 

Principles of Medical Ethics
1. Beneficence
2. Non-maleficence
3. Social (distributive) justice
4. Autonomy

Overview of ethical issues in dialysis therapy
• Financing of dialysis
• Clinical care and decision making
• Distributing dialysis resources

(Reading list enclosed)

Practical tips and resources (using case scenarios)


