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A Trauma-Informed Care Model: Addressing Adverse Childhood 
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In the healthcare field, there has been increased recognition of the long-term consequences that adverse childhood experiences 
(ACEs) have on the health and well-being of people. It is imperative that a trauma-informed care (TIC) approach is utilized in 
the treatment of patients with end-stage kidney disease (ESKD) because of high rates of non-adherence and health risk behav-
iors. The purpose of this article is to explore current nephrology practices and TIC approaches utilized in the healthcare field. 
A TIC approach, through a health-belief model lens specific to the ESKD population, can be introduced by providers to better 
assess and treat patients. Implications for practice include standardization of TIC in social work practice, better outcomes for 
patients, and ongoing research considerations. 
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INTRODUCTION
Adverse childhood experiences (ACEs) are a public health 
crisis in the United States. ACEs are defined as are exposures 
to physical, sexual, or emotional abuse; neglect; violence; 
parental incarceration; substance use/misuse; and suicide 
(Felitti et al., 1998). Studies have shown that people exposed 
to ACEs are more likely to engage in health-risk behaviors 
(Campbell et al., 2018; Chanlongbutra, Singh, & Mueller, 
2018; Felitti et al., 1998). Due to these health-risk behav-
iors, there is a strong correlation between ACEs and chronic 
health conditions, which includes, but are not limited to, 
diabetes, high blood pressure, and cardiovascular disease 
(Chanlongbutra, Singh, & Mueller, 2018; Felitti et al., 1998). 
Diabetes and high blood pressure are also the two leading 
causes of end-stage kidney disease (ESKD), which are related 
to poor health management and health-risk behaviors that 
often continue after diagnosis (Baines & Jindal, 2000; Clark 
et al., 2014, Leggat et al., 1998).

Similar to the challenges associated with ACEs, chronic health 
conditions, and health-risk behaviors, people with an ESKD 
diagnosis often struggle with adherence issues to treatment 
recommendations, such as attending dialysis treatments, 
medication management, and diet and fluid restrictions 
(Chironda & Bhengu, 2016). While there is almost no 
research on ESKD as related to ACEs, there is evidence that 
trauma-informed care (TIC) models are effective in the 
care of patients with chronic health conditions (Evans & 
Coccoma, 2014). The implementation of a TIC model for 
patients with ESKD is essential, as they are at higher risk 
of death due to health-risk behaviors and adherence issues 
(Baines & Jindal, 2000; Clark et al., 2014). 

The purpose of this conceptual article is to explore current 
social work nephrology practices and the possible adaptation 
of TIC approaches when treating patients with ESKD. A

TIC model can be introduced through the lens of a health- 
belief model lens by social workers to better assess and treat 
patients with ESKD. 

The health-belief model identifies a person’s beliefs and 
perceptions about their health. These perceptions and beliefs 
predict their responses and behaviors related to their disease 
(Hayden, 2019; Stevenson, 2014). A person’s perceptions and 
beliefs are influenced by their culture, heritage, education, 
experiences, race, or attitude (Hayden, 2019). Employing 
the health-belief model helps guide the structure of a TIC 
model for patients with ESKD, as they have unique needs and 
challenges that are often tied to their perceptions and beliefs 
related to their disease. Further, the health-belief model 
aims to assist social workers in understanding that trauma 
may be affecting a person’s health choices. The health-belief 
model promotes the knowledge that health may be improved 
by identifying a person’s beliefs about themselves and their 
health conditions, and the relationship of these beliefs with 
exposure to ACEs. 

In this article, an argument is made for the assessment of 
patients with ESKD for ACEs, and for the implementation of 
a trauma-informed care model through the lens of a health- 
belief model, both being critical to their health and well-
being. This development of an ESKD-specific TIC model 
includes initial and annual assessments for ACEs, as well 
as the use of TIC interventions. In understanding health-
related behaviors of patients with ESKD, this model shifts 
focus from the person’s internal characteristics and issues 
toward considering the effects of adverse experiences during 
early childhood and development. This allows social workers 
to better understand, treat, and care for patients with ESKD 
who may have histories of trauma. Additionally, this can 
produce better health outcomes through increased adherence 
behaviors for patients with ESKD than with current social 
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work practices and interventions. Moreover, further research 
needs to be conducted, specifically in the field of social work, 
on TIC for patients with ESKD. The additional research may 
produce more evidence for the need for TIC models and 
inform practice and policies. 

CONCEPTUAL FRAMEWORK 
Health-Belief Model
The health-belief model is essential to recognizing the 
connection between health-risk behaviors and ACEs, and 
to implementing a trauma-informed care model for patients 
with ESKD. The health-belief model functions on the 
principle that a person’s beliefs and perceptions about their 
health will determine their actions and decisions related to 
their health (Chou & Shih, 2018; Hayden, 2019; Rosenstock, 
1974; Stevenson, 2014). There are three concepts that will 
be used in this framework; they are perceived seriousness, 
perceived benefits, and perceived barriers (Chou & Shih, 2018; 
Hayden, 2019). These concepts are influenced by a person’s 
beliefs, values, culture, race, and experiences, including 
exposure to ACEs (Hayden, 2019). 

The concept of perceived seriousness assumes that a person 
will address their health condition if they perceive it as serious 
enough to warrant attention (Chou & Shih, 2018; Hayden, 
2019; Stevenson, 2014). Patients with ESKD who have 
experienced trauma may not fully recognize the seriousness 
of their condition and increased risk of death. Despite health 
discussions, some patients who have been exposed to trauma 
may struggle to recognize that nonadherence to treatment 
recommendations places them at serious risk (Chironda 
& Bhengu, 2016; Tuot et al., 2013). To best comprehend 
adherence barriers, it is important that providers understand 
a person’s perception of the seriousness of their illness 
and that ACEs may be associated with these maladaptive 
behaviors (Evans & Coccoma, 2014; Waite & Ryan, 2020). 

The concept of perceived benefits assumes that in order for a 
behavioral change to occur, a person would need to perceive 
the benefits of a new health behavior outweighing the cost of 
continuing the old behavior (Hayden, 2019). Patients with 
ESKD who have experienced ACEs may have difficulty seeing 
the benefits of changing risky behaviors to healthier ones. 
People who experience trauma may have an unconscious 
self-identity of being “damaged” and without self-value that 
may make it challenging for them to see the benefits of a 
behavioral change (Evans & Coccoma, 2014; Hornor et al., 
2019; Waite & Ryan, 2020). Through a trauma-informed and 
health-belief-driven model of care, social workers may assist 
patients in recognizing the perceived benefits of a behavioral 
change. This may be done by helping people develop an 
awareness of their initial reasoning behind the maladaptive 
behaviors (Waite & Ryan, 2020). This may assist people with 
recognizing the maladaptive behaviors, engaging in healthier 

coping strategies, and perceiving the benefits of changing 
one’s health-risk behaviors. 

The concept of perceived barriers assumes that if a person 
perceives an obstacle to a behavior change, they are less likely 
to change the behavior (Hayden, 2019; Stevenson, 2014). If 
the problem is viewed as too much to overcome, then the 
person is more likely to continue the maladaptive behavior 
(Hayden, 2019; Stevenson, 2014). People who have been 
exposed to ACEs may struggle with the ability to logically 
evaluate situations and will construct barriers to changing 
the health-risk behaviors. While motivation is essential, a 
person’s belief in their ability to change and perception of the 
value of the behavior change are equally important (Hayden, 
2019; Stevenson, 2014).

Uncovering the perceptions of patients with ESKD about 
their health and how they connect to ACES may help them 
address health-risk barriers and reduce adherence issues. 
ACEs may negatively affect a person’s perceptions and beliefs 
about their health, due to toxic stress. People who have 
experienced ACEs are more likely to experience avoidant 
behavior related to their health, due to maladaptive coping 
mechanisms (Evans & Coccoma, 2014; Hornor et al., 2019; 
Waite & Ryan, 2020). The health-belief model serves as a 
roadmap to recognizing the impact of trauma histories on 
patients with ESKD and the barriers these histories create. 
More importantly, the model can be used as a guide for social 
workers and providers to acknowledge that nonadherence 
to treatment recommendations is not an intentional act of 
defiance, but instead it may be a survival coping mechanism.

LITERATURE REVIEW
Adverse Childhood Experiences (ACEs)
In 2016, 34 million children were exposed to one or more 
ACEs (Bethell et al., 2017). ACEs refers to exposures to 
traumatic experiences in children between the ages of 0 to 
17 by a caregiver or parent (Felitti et al., 1998). These trau-
matic exposures are separated into four groups: (a) abuse 
(i.e., emotional, physical, or sexual); (b) neglect (i.e., physi-
cal and emotional); (c) household challenges (i.e., domestic 
violence; parental/caregiver incarceration; chemical misuse/
dependency, separation or divorce of caregivers, and paren-
tal/caregiver mental health challenges); and (d) community 
violence (Bethell et al., 2017; Centers for Disease Control & 
Prevention [CDC], 2019; Felitti et al., 1998; Waite & Ryan, 
2020). The ACEs score is a calculation of each of the above 
categories that a person may have experienced (CDC, 2019). 
Each exposure in a specific category accumulates a higher 
ACE score. 

A seminal study by Felitti et al. (1998) brought widespread 
attention to the connection between ACEs and long-term 
chronic health issues in adulthood. A strong correlation was 
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found between the development of chronic health condi-
tions, risky health behaviors, and the number of ACEs expe-
rienced by a person (Felitti et al., 1998). These studies found 
a “graded dose-response” between an increased number of 
ACEs and the leading causes of death in the U.S. (Bethell et 
al., 2017; Felitti et al., 1998, p. 250). A dose-response means 
that with an increase in the number of ACEs a person expe-
riences, the more likely they are to develop chronic diseases 
and they are also at an increasing risk for mortality (CDC, 
2019; Felitti et al., 1998). Therefore, as the number of ACEs 
increased, the health-risk behaviors also increased, which 
created a higher risk of developing chronic health conditions, 
such as ESKD, and mental health issues (Felitti et al., 1998). 

ACEs, Toxic Stress, and Health 
Toxic stress is defined as repeated exposures to tremendous 
amounts of stress hormones in the body, which may affect a 
person’s development during childhood (Evans & Coccoma, 
2014; Hornor et al., 2019; Waite & Ryan, 2020). Due to toxic 
stress from exposures to ACEs, people are at greater risk for 
chronic health conditions and premature death as a result of 
high-risk behaviors (Centers for Disease Control and Preven-
tion, 2019; Chanlongbutra et al., 2018; Hornor et al., 2019; 
Loxton et al., 2019; Merrick, 2018; Slack et al., 2017; Sonu 
et al., 2019). As repeated exposures to toxic stress affect the 
body and mind, a person may be predisposed to physical and 
mental health issues (Waite & Ryan, 2020). This toxic stress 
exposure also disrupts a person’s ability to “self-regulate” and 
influences their abilities to self-soothe, build stable relation-
ships, manage compulsions, and learn (Waite & Ryan, 2020). 

Toxic stress from ACEs disrupts a child’s neurobiological re-
sponses and rewires the circuitry of the brain (Waite & Ryan, 
2020). This creates a dysfunction of the body’s regulatory 
response to stress and formulates maladaptive responses to 
stress (Waite & Ryan, 2020). These are not chosen responses, 
but instead are the brain’s way of adapting to chronic stress. 
As a result, this increases health-risk behaviors and promotes 
mental and physical health conditions, such as anxiety, de-
pression, high blood pressure, obesity, and diabetes (Evan & 
Coccoma, 2014; van Duin et al., 2018; Waite & Ryan, 2020). 
This is important as high blood pressure and diabetes are also 
strongly connected to the development ESKD (United States 
Renal Data System [USRDS], 2019). 

End-Stage Kidney Disease
End-stage kidney disease (ESKD) is a chronic health condition 
that results in both kidneys failing. When a diagnosis of 
ESKD is acquired, the person will need a transplant or dialysis 
to sustain life, as their kidneys are no longer filtering toxins 
out of the body (Mayo Clinic Staff, 2020; MedlinePlus, 2018; 
National Kidney Foundation [NKF], 2021). Dialysis requires 
people to be connected to a machine three times a week or 
more to live (NKF, 2021). If a person does not start dialysis or 

receive a kidney transplant, death becomes imminent. While 
ESKD is not a new health condition, it continues to affect 
many people in the U.S. (USRDS, 2018).

In 2018, there were 785,883 patients in the U.S. with a 
diagnosis of ESKD compared to 746,557 cases in 2017 (NKF, 
2021; USRDS, 2018). The leading causes of ESKD include 
diabetes, high blood pressure, heart disease, family history 
of ESKD, and obesity (CDC, 2021). Of the 746,557 people 
diagnosed with ESKD in 2017, 33.4% received no preventative 
care related to chronic kidney disease (CKD) (USRDS, 2019). 
Additionally, 65% of people received a diagnosis of ESKD 
due to diabetes and high blood pressure (USRDS, 2019). 
Many patients with ESKD struggle with adherence because of 
mental health issues which increase their risk of death (Ozen 
2019; Tsur et al., 2019). However, there is little consideration 
of the causes of these health-risk behaviors, such as ACEs.

ESKD, Adherence, and Mental Health
On average, people with ESKD have a life expectancy of five 
to 10 years if they do not receive a kidney transplant (NKF, 
2021; O’Hare et al., 2019). Even though some patients may 
live longer than 25 years, there are high rates of mortality 
that occur within the first year of dialysis (Brito et al., 2019). 
While various factors may contribute to early mortality in 
patients with ESKD, some may struggle with adherence 
and mental health challenges that contribute to premature 
death (Ozen 2019; Tsur et al., 2019). Studies have shown that 
between 50% to 80% percent of patients with ESKD engage 
in health-risk behaviors, such as nonadherence to treatment 
recommendations (Baines & Jindal, 2000; Clark et al., 2014; 
Leggat et al., 1998). 

People who receive a diagnosis of ESKD experience many 
lifestyle changes. These changes include fluid and diet 
restrictions, completing dialysis three or more times a week 
depending on the modality of treatment, and medication 
management (Chan et al., 2014; Clark et al., 2014; Cohen 
& Kimmel, 2018; Ozen, 2019). If patients do not follow 
each of the treatment recommendations, they are at an 
increased risk of developing additional comorbidities, more 
hospitalizations, and death (Clark et al., 2014; Cohen & 
Kimmel, 2018; Ozen, 2019). Additionally, patients who do 
not adhere to treatment recommendations are viewed by 
providers as non-compliant or resistant to treatment. 

Providers often label people who do not adhere to treatment 
recommendations as non-compliant (World Health 
Organization [WHO], 2003). However, they often do not 
consider other factors that may be unconsciously influencing 
the health behaviors of patients. While there are many causes 
of non-adherence, patients with ESKD who experience 
significant adherence issues are more likely to struggle with 
their mental health (Baines & Jindal, 2000; Clark et al., 2014). 
Studies found that people with ESKD are three to four times 
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more likely to experience depression (Bezerra et al., 2018; 
Chen et al., 2016; Treadwell, 2017). In a study by Bezerra et 
al. (2018), 58% of patients with ESKD and 47% of all CKD 
patients presented with depression. Further, other studies 
have found that between 27% to 45.7% of dialysis patients 
experienced ongoing anxiety, which affects their compliance 
and treatment (Cukor et al., 2007; Shafi & Shafi, 2017). The 
severity of depression and/or anxiety symptoms significantly 
increases a person’s risk of mortality (Chironda & Bhengu, 
2016; Khan et al., 2019; Kimmel et al., 2000). This is due 
to poorer health outcomes, nonadherence, and health-risk 
behaviors, as people often feel a perceived lack of control 
over their health and an inability to manage their disease 
sufficiently (Brito et al., 2019). This is one of the key factors 
as to why master’s level social workers are required to be 
involved in the care of patients with ESKD, to address their 
psychosocial needs, which should include assessment for 
ACEs (Browne et al., 2014). 

ESKD and Social Work Practice
Social workers perform a fundamental role in the interdisci-
plinary team’s care of patients with ESKD and understand the 
complexity of human behavior that affects health outcomes. 
Social workers in nephrology partner with nephrologists, 
nurses, physician assistants, dietitians, other medical staff, 
and patients to provide comprehensive care planning for 
each patient (Centers for Medicare & Medicaid Services 
[CMS], 2020). The Centers for Medicare and Medicaid Ser-
vices (2020) mandates that master’s level social workers must 
be involved in the care of patients with ESKD to address psy-
chosocial needs. Social workers address many components 
of patients’ needs, such as quality of life, mental health, ad-
herence issues, relationship concerns, end-of-life planning, 
grief and loss, coping and adjusting, conflict management, 
and financial challenges (Browne et al., 2014). 

NEPHROLOGY SOCIAL WORK PRACTICE
Assessment Process
Social workers in nephrology are required to complete 
“peopleized” psychosocial assessments of patients’ overall 
well-being and quality of life. Through these comprehensive 
assessments, social workers can identify the strengths, 
challenges, and barriers that a person with ESKD may 
be experiencing (Browne et al., 2014). A key focus of a 
psychosocial assessment is to evaluate patients for mental 
health disorders and other issues. Due to the increased 
risk of depression in patients with ESKD, screenings in the 
assessment process are required (CMS, 2020). CMS requires 
yearly depression screenings due to an established connection 
between depression, lower quality of life, adherence 
challenges, and mortality (Browne et al., 2014; CMS, 2020; 
Shirazian et al., 2017). The Patient Health Questionnaire 
(PHQ-9; Kroenke et al., 2001) is the most widely used 

measurement instrument to assess depression in people 
with ESKD (Browne et al., 2014). If patients present with 
moderate or severe depression, social workers must rescreen 
people and develop interventions to address the depressive 
symptoms (CMS, 2020). Social workers in nephrology are 
not required to screen for any other mental health disorders 
annually, which may result in gaps in care for patients.

While assessing for depression is vital due to various physical 
and mental health risks (Chironda & Bhengu, 2016; Kimmel 
et al., 2000), there is often little consideration of the potential 
root cause of mental health and health-risk challenges, such 
as ACEs. For example, ACEs may affect a person’s health 
behaviors, which then could increase their risk of kidney 
disease, depression, and other chronic health conditions. 
Without considering the impact that ACEs and past traumas 
have on adherence and mental health in patients with ESKD, 
this group is vulnerable to other chronic health conditions 
and premature death (Waite & Ryan, 2020). Social workers, 
with their knowledge of the negative impact of trauma, 
should be at the forefront of standardizing trauma-informed 
care practices with patients diagnosed with ESKD. 

Trauma-Informed Care (TIC)
Trauma-informed care (TIC) is defined as the recognition by 
providers and organizations that trauma is pervasive, training 
staff is essential to recognizing trauma signs and symptoms, 
and trauma-informed approaches should be incorporated 
into policies and practice (Evans & Coccoma, 2014). Trau-
ma-informed care (TIC) was developed by Harris and Fallot 
(2009) in the belief that past traumatic experiences continu-
ally affect people psychologically, emotionally, and physically 
throughout their lives. TIC is a “paradigm shift” in the deliv-
ery of mental and physical health services and interventions, 
as it assumes that everyone has experienced trauma (Evans 
& Coccoma, 2014). TIC does not necessarily attempt to rem-
edy the traumatic history but instead focuses on caring for 
patients in the realization that trauma significantly affects 
people and their health (Fallot & Harris, 2009). Under this 
concept, histories of trauma should be recognized by health-
care providers and shift away from a pathological perspective, 
“What’s wrong with you?” to the survivor perspective, “What 
happened to you?” (Evans & Coccoma, 2014, p. 1). This is 
done through the realization of the pervasiveness of trauma, 
recognizing the signs and symptoms of trauma in patients, re-
sisting re-traumatization of people, and responding through 
trauma-informed policies and procedures (Fallot & Harris, 
2009; SAMHSA, 2014). From this perspective, trauma-in-
formed care includes the organizational implementation of 
six principles. These principles guide the implementation of a 
TIC approach that recognizes the impact of trauma on people 
with ESKD and recognizes that non-adherence is not deliber-
ate disregard for their health.

A Trauma-Informed Care Model: Addressing Adverse Childhood Experiences in Patients with End-Stage Kidney Disease
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Trauma-Informed Care: SAMHSA Six Key Principles 
The Substance Abuse and Mental Health Services Adminis-
tration (2014) identified 10 key principles, six of which were 
selected to guide implementation of the TIC approach. These 
six key principles are: (a) safety; (b) trustworthiness and 
transparency; (c) peer support; (d) collaboration and mutual-
ity; (e) empowerment, voice, and choice; and (f) cultural, his-
torical, and gender issues (Substance Abuse & Mental Health 
Services Administration [SAMHSA], 2014). These principles 
are important, as they place emphases on developing a prac-
tice that moves away from pathology to one that recognizes 
the impact of trauma on people with ESKD. The intent of 
these principles is to lay the foundation for social workers 
to create a TIC model to better serve noncompliant patients 
with ESKD who have traumatic backgrounds. 

Creating an environment of safety ensures people are physi-
cally, emotionally, and psychologically secure (Fallot & Har-
ris, 2009; Harris & Fallot, 2001; SAMHSA, 2014). This means 
that organizations need to create an environment of safety for 
patients and staff (SAMHSA, 2014). If people do not feel safe 
and secure with providers, they may be less likely to engage 
in services necessary for their health and well-being (Evans 
& Coccoma, 2014). Trustworthiness and transparency aim to 
develop trust between people and their care team through 
openness, clarity of practice, expectations, boundaries, and 
clear communication (Fallot & Harris, 2009; Harris & Fal-
lot, 2001; SAMHSA, 2014). The current medical model is of-
ten one-sided toward the provider and may create distrust, 
boundary challenges, and a lack of communication. In a TIC 
model, a provider’s interactions are patient-centered and 
transparent, with the goal of creating a mutually trusting re-
lationship between providers and people (SAMHSA, 2014). 

Peer support allows people to experience security and hope 
by narrating their stories of trauma to foster healing and re-
covery (SAMHSA, 2014). Providers can create safety through 
peer support by developing collaboration and mutuality. Col-
laboration and mutuality encompass a partnership between 
patients with ESKD and the interdisciplinary team that gives 
power back to the patient (Fallot & Harris, 2009; Harris & 
Fallot, 2001; SAMHSA, 2014). People need to be aware of 
the power they hold to improve their lives and providers can 
help in this realization by allowing patients to have power in 
their choices. Through collaboration and mutuality, people 
can feel empowered to use their voices and identify their care 
options (SAMHSA, 2014). Empowerment, voice, and choice 
describe patients’ abilities to choose options and control 
their own healthcare (Fallot & Harris, 2009; Harris & Fallot, 
2001; SAMHSA, 2014). The person’s strengths are recognized 
and enhanced instead of focusing solely on their mistakes or 
compliance issues. For providers to ensure that people feel 
empowered, they must also realize the cultural, historical, 
and gender issues that also arise in working with people. For 
example, if a female patient is from a culture where men are 

viewed as the decision-makers or hold rights over women, 
then empowering this patient without this cultural awareness 
may be difficult. Cultural, historical, and gender issues must 
also be recognized in a TIC model, as they can also be closely 
tied to trauma histories (SAMHSA, 2014). Providers should 
actively remove biases related to cultural components, such 
as age, gender, race, ethnicity, socioeconomic status, religion, 
disability, and sexual orientation in working with people in 
the healthcare settings (SAMHSA, 2014). 

This SAMHSA model using each of the key principles can be 
used to develop a TIC perspective with patients with ESKD. 
It allows people with ESKD to feel psychologically and physi-
cally safe and elicits trust through collaborative communica-
tion with social workers and the care team (SAMHSA, 2014). 
This may increase adherence and improve patient outcomes, 
as the care team focuses less on labeling patients as non-
compliant and more on developing mutual support and trust 
(SAMHSA, 2014). Understanding the impact of ACEs and 
trauma histories enables providers to understand that health-
risk behaviors of patients with ESKD are more likely coping 
mechanisms due to past traumatic exposures. This will assist 
social workers in providing responsive services to patients 
with ESKD and recognizes that these actions are not a con-
scious disregard for their health.

DISCUSSION
Since the seminal study by Felitti et al. (1998), the association 
between chronic health conditions and ACEs has received 
significant attention in the behavioral health and healthcare 
fields. Providers recognizing this should implement a TIC 
model for patients with ESKD. This section reviews SAM-
HSA’s six principles for the implementation of a trauma-
informed model of care and identifies a trauma-informed 
model of care specifically for use in the treatment of patients 
with ESKD (TI-ESKD). 

Trauma-Informed Care: Creating a Model for ESKD:
Guidance Practices for Implementation of TIC 
SAMHSA (2014) offers directions for the application of a 
TIC approach within organizations and is guided by six of 
the 10 key principles (SAMHSA, 2014). The guiding prin-
ciples are core values of TIC.

SAMHSA (2014) also identified ten guidance practices for im-
plementation of TIC within organizations or practice settings. 
For the TI-ESKD model, six of the 10 guidance practices are 
included: (a) governance and leadership; (b) policies, practices, 
and procedures; (c) physical environment; (d) cross-sector col-
laboration; (e) screening, assessment, treatment services; and 
(f) training and workforce development. The guidance prac-
tices for implementation are focused on how organizations 
effectively implement TIC. These assist in the design and exe-
cution of a trauma-informed ESKD (TI-ESKD) model of care 
to improve services for the ESKD population.
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Table 1 depicts SAMHSA’s Trauma-Informed Model of Care 
for ESKD: SAMHSA’s six guidance practices for implementa-
tion; the SAMHSA suggestions for incorporating these TIC 
model guidelines; and the actual utilization of a TI-ESKD 
model of care. 

Governance and Leadership in the TI-ESKD Model of Care 
Those in authority within an organization will need to sup-
port implementing a TI-ESKD model of care (SAMHSA, 
2014). This will require a “champion” to initiate and advocate 
for changes in policies, practices, and procedures (SAMHSA, 

Table 1: A Trauma-informed Model of Care for ESKD (TI-ESKD)

SAMSHA Trauma-
informed Care (TIC) 
Guidance Practices  
for Implementation

SAMSHA Trauma-Informed  
Care (TIC) Model

Trauma-Informed End-Stage Kidney Disease  
(TI-ESKD) Model of Care

a. 	 Governance and 
Leadership

Leaders in the organization will  
need to support the implementation  
of a TIC approach. A champion is  
often responsible to lead and  
monitor the application of TIC  
within the organization. 

Nephrology social workers should be champions for the 
implementation of a TI-ESKD model of care. If resistance or 
reluctance occurs from leadership and/or staff, social workers  
should continue to advocate for necessary changes to include  
TIC practices. 

b. 	 Policies, Practices, 
and Procedures

Current policies, practices, and 
procedures in organizations should be 
reviewed and altered to include TIC. 

Centers for Medicare and Medicaid Services (CMS) policies, 
practices, and procedures for the care of patients with ESKD 
should be explored, and TIC practices should be embedded 
in the organizations policies, practices, and procedures. 
Social workers should explore and advocate for changes in 
organizational policies, practices, and procedures that recognize 
the pervasiveness of trauma, focus on safety, highlight the 
importance of patient involvement in organizational changes,  
and that are culturally sensitive. 

c.	 Physical 
Environment

Providers and their staffs should create 
safety in their physical and social-e 
motional environment, including 
collaboration and transparency between 
patients and staff. 

Dialysis units and nephrology office spaces should be physically 
and social-emotionally safe for staff and patients. Collaboration 
and transparency are important elements of these environments. 
Patients are active participants in their care and have a voice in 
their treatment decisions. Social workers can help the care team 
recognize how a collaborative environment promotes safety and 
trust.

d. 	 Cross-Sector 
Collaboration 	

All staff should collaboratively 
understand the impact of trauma  
and importance of a TIC approach.

All nephrology providers’ staffs should understand the impact of 
trauma on patients with ESKD and its connection to adherence 
issues. They need to work in partnership with patients and other 
interdisciplinary staff to address the complex needs of patients 
and ensure “peopleization” of plans of care.

e.	 Screening, 
Assessment,  
and Treatment 
Services

All patients receiving services from 
the organization should be screened, 
assessed, and treated for trauma. 

Nephrology social workers should use the ACEs screening tool 
(Aces Aware, 2021) and assess patients for trauma. Further, 
social workers should standardize the use of ACE screenings 
and assessments yearly. Social workers should incorporate TIC 
goals and interventions in patients’ plans of care to best address 
their needs. Social workers should share this information 
with interdisciplinary teams so that other members are able to 
incorporate TI-ESKD interventions. Partnerships with mental 
health providers specializing in trauma should be obtained and 
retained. 

f.	 Training and 
Workforce 
Development

All providers and staff should be  
trained about the impact of trauma  
on people and the importance of  
TIC practices.

All interdisciplinary team members and staff should be trained in 
TIC practices. Nephrology social workers are often well equipped 
to provide education and training on TIC, the impact patient 
trauma may have on staff, and self-care practices for other team 
members and staff.  If they are not, outside assistance to provide 
TIC training would be beneficial. 
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2014). Social workers should be at the forefront of advocat-
ing for implementing a trauma-informed care model. Social 
workers are equipped with knowledge and skills regarding 
the impact of trauma and the need for interdisciplinary 
changes in practice for the best patient outcomes. In current 
healthcare, the medical model has a heavy focus on disability 
and impairment, and the psychological aspects of a person 
are treated separately, often with little consideration of the 
impact of psychological issues on physical health (Swaine, 
2011). Due to this medical model being a common approach, 
social workers will need to continue to advocate, often in the 
face of resistance or reluctance of other staff in their orga-
nization. With the buy-in from other staff in the care team, 
TIC policies, practices, and procedures should be discussed, 
changed, and implemented as a team approach. 

Policies, Practices, and Procedures in the TI-ESKD  
Model of Care
Current policies, practices, and procedures should be reviewed 
and revised to include TIC which are integral to the successful 
deployment of the TI-ESKD model (SAMHSA, 2014). While 
each organization has different policies, practices, and proce-
dures for patients with ESKD, the Centers for Medicare and 
Medicaid Services (CMS) requirements are consistent (CMS, 
2020). CMS requires many practices to be put into place when 
working with patients with ESKD to optimize health outcomes 
(CMS, 2020). While these range according to the responsi-
bilities of each discipline, they also include interdisciplinary 
approaches and interventions. Social workers should lead in 
reexamining current CMS policies, practices, and procedures, 
and research how a TI-ESKD model of care may be adapted to 
these requirements. 

TI-ESKD Model of Care and the Physical Environment 
To develop a sense of safety, organizations must be mindful 
of the physical environment (SAMHSA, 2014). From staff to 
patients, everyone should perceive the physical space as open, 
collaborative, and be free from psychological and physical 
hazards (SAMHSA, 2014). In the care of patients with ESKD, 
it is imperative that patients feel safe and be free from harm. 
The physical environment for patients with ESKD should 
be examined and altered to provide safety and comfort. For 
example, a unit’s temperature, harsh lighting, music choices, 
etc., should be altered to be more comfortable and welcoming 
for patients, as these may be potential sources of trauma trig-
gers. Additionally, the physical environment should encour-
age collaboration and transparency (SAMHSA, 2014). Under 
a TI-ESKD model, patients are provided with the opportunity 
to discuss their needs and the barriers to their care. This ap-
proach removes the perception of defiance and blame and 
requires the medical team to view patients as active, collab-
orative partners in developing a care plan instead of the team 
making decisions for them. Social workers can advocate for 
the importance of patients being participants in their care and 

help the care team recognize how a collaborative environment 
promotes emotional safety and trust (Levenson, 2017). 

TI-ESKD Model of Care Cross-Sector Collaboration
Cross-sector collaboration requires that all involved in pa-
tient care have a universal understanding of the impact of 
trauma, and that the components of TIC are understood 
(SAMHSA, 2014). Utilizing a TI-ESKD care approach, pro-
viders learn how trauma may hinder a person’s adherence to 
recommendations and their health choices. By implement-
ing a TI-ESKD care approach, providers collaborate with 
patients to meet their “peopleized” and complex needs. This 
includes enlisting the trauma-informed expertise of other 
interdisciplinary team members to reach the best health out-
comes for patients. Providers also have opportunities to real-
ize the impact of trauma and assist patients in connecting to 
mental health services that provide trauma-specific interven-
tions. In order for this to be successful, patients will need to 
be screened and assessed for ACEs so appropriate treatments 
and referrals are implemented.

ACEs Screening, Assessments, and Treatment Services
SAMHSA (2014) advocates for the screening, assessment, and 
treatment of trauma in a healthcare organization setting. Peo-
ple with histories of trauma or ACEs may not initially disclose 
the trauma due to shame, distrust, or anxiety about divulging 
the experiences (McGregor et al., 2010). However, it is vital 
that the screening, assessment, and treatment be implemented 
at some point in their care. Therefore, under a TI-ESKD care 
model, nephrology social workers should screen and assess 
people with ESKD annually, similar to the requirements for 
administering the PHQ-9 annually (Kroenke et al., 2001). If 
assessment and screening for ACEs are standardized in the 
care of patients with ESKD, social workers will have the ability 
to identify people who may require trauma-specific interven-
tions. Additionally, social workers are best suited to incorpo-
rate “peopleized” TIC goals and interventions into their care 
plans for optimal treatment outcomes. Social workers should 
also share these findings with the interdisciplinary team to en-
sure that TI-ESKD interventions are addressed in each area of 
the patient’s plan of care, which will require all providers and 
staff to be adequately trained in TIC practices.

Training and Workforce Development in TI-ESKD Model 
of Care
For a TIC model to be implemented, all providers must be 
trained in the utilization of TIC practices (SAMHSA, 2014). 
Social workers are best equipped to provide TIC educa-
tion and training to staff. In the event staff are not trained, 
nephrology social workers should engage in TIC training and 
pass on the information and education to other providers. So-
cial workers should also advocate for mandatory TIC training 
for new staff and annual competency education. Further, so-
cial workers have the ability to educate patients with ESKD on 
TIC, self-care, and secondary trauma care (SAMHSA, 2014). 
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IMPLICATIONS 
Recommendations and Implications for Social Work 
Practice
Social workers need to advocate for implementation of TIC 
practices for patients with ESKD and in many other areas 
of the medical field that address chronic health conditions. 
The utilization and standardization of a TI-ESKD model 
of care will improve outcomes for patients with ESKD, as 
it addresses why adherence issues may be occurring. This 
will help patients and providers develop partnerships to ad-
dress these challenges. This could decrease negative health 
outcomes and premature death in patients with traumatic 
histories. If the TI-ESKD model of care is implemented, it 
will create a safer environment for patients that moves away 
from pathologizing their choices and toward trauma-specific 
interventions.

Need for Future Research 
Ongoing research is needed on the impact of trauma on pa-
tients with ESKD and other chronic illnesses. To this author’s 
knowledge, there are no current studies that examine the cor-
relation between ACEs and ESKD. This is crucial to under-
standing the influence of trauma on adherence and the provi-
sion of trauma-informed interventions within care plans. This 
knowledge will inform training, policies, practices, and pro-
cedures in the care of patients with ESKD. Further research 
is needed to explore nephrology providers’ and staff percep-
tions and awareness of ACEs and implementation of TIC. 
The author is in the process of completing research exploring 
nephrology providers’ current knowledge of TIC, its utiliza-
tion, and where improvements may be made. Lastly, ongo-
ing research is needed to evaluate and improve the TI-ESKD 
model. This may be done through assessing, tracking, and 
monitoring the outcomes of the current model and evaluating 
efforts to improve it. This will ensure that the TI-ESKD model 
of care is being utilized effectively and as intended.

CONCLUSION
Both ESKD and ACEs have a significant impact on the lives 
of people, which puts them at considerable risk of premature 
death. Due to ACEs, patients with ESKD may be at a higher 
risk of mental health issues, adherence issues, and lower quali-
ty of life due to health-risk behaviors. Nephrology social work-
ers are required to address the mental health challenges of pa-
tients with ESKD, with specific attention paid to depression. 
While addressing depression and other mental health issues is 
essential, it is equally critical to assess ACEs and implement in-
terventions to best serve patients with ESKD. Therefore, a TIC 
model should be developed for patients with ESKD in each 
unit, as they are often labeled non-compliant. If a TI-ESKD 
model approach is implemented for patients with ESKD, it 
may enhance adherence, quality of life and reduce their risk 
for mortality. Additionally, providers may better understand 

that adherence issues may be connected to a person’s trauma 
histories and not blatant disregard for their health.

A TI-ESKD model of care can only be implemented effec-
tively if all healthcare team members, not just social workers, 
receive education and training related to ACEs and TIC. This 
is a paradigm shift for many nephrology providers, as they 
are not often provided with education or training on TIC 
or ACEs during academic studies or continuing education. 
Menschner and Maul (2016) advocated for a standardization 
of TIC education in their academic studies of clinical staff 
and, at the very least, continuing education hours related to 
TIC practices. This would strengthen the providers’ com-
petency in and practice of TIC and would positively affect 
patients’ lives (Menschner & Maul, 2016). If TIC practices 
are utilized, they may reduce long-term effects of trauma on 
patients with ESKD, improve health outcomes, and reduce 
costs associated with health-risk behaviors that may be per-
petuated by a person’s traumatic history. 
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