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Why am I here?
• 24 years ago I started working with people with serious MH
problems, associated social problems and poor health.
• I noticed that despite having different diagnoses, labels and
coming from diverse backgrounds; they had two things in
common:
• They didn't seem to be getting better
• They all had experienced significant adversity and trauma
• I have spent the last two decades working with individuals,
families, organisations and governments; with the mission of
making it ok for people to tell us what happened to them
• I do this by training professionals how to ask appropriately
• And by helping create trauma informed services

The 5 areas of ACE Science?
ACEs science refers to the research on the prevalence and
consequences of adverse childhood experiences, and what to do to
prevent them:
1. The epidemiology of adverse childhood experiences (ACEs)
• In the English National ACE study, nearly half (47%) of individuals
experienced at least one ACE with 9% of the population having 4+ ACES
(Bellis et al 2014.)

• There is a casual and proportionate (dose-response) relationship between
ACE and poor physical health, mental health and social outcomes
(Skehan et al 2008; Kessler et al, 2010; Varese et al 2013; Felitti & Anda, 2014.)

ACE Science
2. Brain science – (the neurobiology of toxic stress)
• Toxic stress adversely affects the structure and functioning of a child’s
developing brain
3. Health consequences
• Toxic stress caused by ACEs affects short- and long-term health, and
can impact every part of the body, leading to autoimmune diseases,
such as arthritis, as well as heart disease, breast cancer, lung cancer
and a range of mental health problems.

ACE Science
4. Historical and generational trauma - epigenetic consequences of
toxic stress
• Toxic stress caused by ACEs can alter how our DNA functions, and that
can be passed on from generation to generation
Not only asking: "What happened to you?", also asking "What
happened to your parents?" To your grandparents? To your greatgrandparents? To your tribe, ethnic group, etc.?
• Rachel Yehuda studied the offspring of holocaust survivors
• They had altered stress hormone profiles making them prone to
anxiety disorders

ACE Science
5. Resilience research -The brain is plastic and the body wants to heal.
• Trauma-focused therapies, E.g., TF-CBT, EMDR, bereavement
counselling etc.
• Trauma sensitive schools – There are many examples of how
integrating trauma-sensitive & resilience building practices in schools
can result in fewer exclusions, less violence, better test scores and
graduation rates.

The Kaiser/ CDC ACE Study reported some astonishing
findings
1.
2.

ACEs are common and 64% of adults reported at least one.
ACEs cause adult onset of chronic disease, such as cancer and heart
disease, as well as mental illness, violence and becoming a victim of
violence
3. ACEs don’t occur in isolation – if you experience one ACE there is an 87%
chance that you will experience two or more.
4. There is a ‘Dose-Response’ relationship between ACEs and later life
outcomes - People with an ACE score of 6 or higher are at risk of their
lifespan being shortened by 20 years.
5. ACEs account for a large proportion of absenteeism from work, and for
costs in health care, emergency response, mental health and criminal
justice.

Latest Findings From Vincent Felitti
and Centre for Disease Control

The ACE study
is still an ongoing
collaboration between
the CDC and Kaiser’s
Dept of Preventative
Medicine in San Diego

More recent
findings:

6 ACEs
increased the
risk of becoming
an IV drug user
by 46 times

ACEs Adverse Childhood
Experiences

6 ACEs
increase
the risk of
suicide by
35 times
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A Trauma-Informed Approach
• "What happened to you?" instead of "What's wrong with you?"
• It is designed to avoid re-traumatising already traumatised people
• It has a focus on "safety first" (including emotional safety)
• Includes a commitment to do no harm.

Creating the conditions for sustained practice
change
• The conceptual model or causal theory held by the organisation and
Its workforce will determine what questions are asked
• If trauma and adversity is not seen as fundamental to the individual's
current difficulties – the professional will be unlikely to ask about it
• E.g., a psychiatrist who believes psychosis is a brain disease caused by
faulty brain chemistry, which is genetically determined – they are
unlikely to ask about trauma and adversity
• Childhood trauma is a causal factor in positive psychotic phenomena
and specifically hallucinations.
Childhood trauma and psychosis: evidence, pathways and implications. Larkin W, Read J, (2008) jpgmonline.com
Skehan, Larkin & Read (Psycho-analysis, Culture & Society (2012) 17, 373–391)

Asking about trauma: the experiences of psychological therapists in early intervention services
Toner, J., Daiches, A. & Larkin, W. 2013 In : Psychosis. 5, 2, p. 175-186 12 p
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Developed via clinical experience, links to literature,
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CHANGING SERVICE CULTURE
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The case for routine enquiry in health and social care

Waiting to be
told doesn’t
work…

Victims of childhood
abuse have been found
to wait from between
nine to sixteen years
before disclosing
trauma with many
never disclosing
(Frenken & Van Stolk, 1990; Anderson, Martin,
Mullen, Romans & Herbison, 1993; Read,
McGregor, Coggan & Thomas, 2006

Read and Fraser (1998)
found that 82% of
psychiatric inpatients
disclosed trauma when
they were asked,
compared to only 8%
volunteering their
disclosure without being
asked.

Felitti & Anda (2014)
report a 35% reduction in
doctor’s office visits and
11% reduction in ER visits
in a cohort of 140,000
patients asked about
ACEs as part of standard
medical assessment in the
Kaiser Health Plan

Routine Enquiry about Violence & Abuse
(REVA Study 2015)
• Review impact of policy on routine enquiry 10 years on from its
introduction - returning to four of the original pilot trusts to conduct
qualitative case study research
• To explore in depth the lessons that could be extracted from their
experience.
• Interviews conducted with senior and strategic managers, secondary
and primary care practitioners involved in the implementation of
routine enquiry (RE ) and service providers from the voluntary sector
• Service users who had experienced interpersonal violence and abuse
were also interviewed

Routine Enquiry about Violence & Abuse (REVA
Study 2015)
The two key findings concerning routine enquiry about experience of
violence and abuse as part of mental health assessment are :

1. Routine enquiry is acceptable to and considered desirable by
survivors.
2. Routine enquiry can be effectively embedded in practice where:

Routine Enquiry about Violence & Abuse
(REVA Study 2015)
• There is strategic leadership and commitment
• Overall responsibility for implementation is allocated to someone
with sufficient authority and local responsibility is delegated to
managers and clinical leads in each service
• It is regarded as an integral aspect of safeguarding
• ‘The question’ is included in all relevant assessment documentation
and in clinical audit
• Adequate training is provided
• Staff have access to specialist advice and supervision when required

REACh Model
Readiness
Checklist and
organisational
‘buy in’

Change
Management
Systems and
processes to
support enquiry

Training Staff
Hearts and
minds & how to
ask and respond
appropriately

Evaluation
and Research

Follow-up
support
And supervision
for staff and
leadership team

REACh implementation across settings & agencies

LCFT South East
Team and Health
Visitors

Blackburn with
Darwen Children’s
Services Family
Support Team

Greater Manchester
NHS Foundation
Trust Substance
Misuse Service

Evolve (Substance
Misuse Service)

Child Action
North West,
Familywise Team

Lifeline, Substance
Misuse Practitioners

Women’s Centre
(Counselling, Support
and Employment)

W.I.S.H.
(Domestic Abuse)

Lessons from Implementation
• “Lifeline embedded the use of Routine Enquiry into Adverse
Childhood Experiences within holistic assessment as part of a pilot
project. This was following effective training for staff, to support them
through this process. The team found that REACH enabled young
people to disclose and receive support at an earlier opportunity.
Practitioners felt supported throughout and felt they were better able
to support young people whilst understanding the complexities
within their lives.”
Zoe Gatland, Manager – Lifeline – Young Person’s D&A service

Lessons from Implementation
• “Culture shift needed - poor MH services locally mean it is hard to support
clients afterwards if they need specialist input”
• “Clients who are already aware and wanting to deal with past trauma, with
support do really well with the support of their worker”
• “Full borough approach would be helpful – making sure partners are on the
same page and ready to play their part in responding to someone’s needs”
• “REACh is important but it is important for staff to know when is best time
to ask the questions” Jackie McVann, Service Manager, CGL

• ’If done well, with careful planning, senior management
understanding & drive, space for reflection and staff development,
and an overall framework, REACh could be beneficial in the care for
vulnerable people. In addition it would support:
• Early intervention and recognition
• Changing Intergenerational behaviours
• Recognition of cause, and seeking treatment and help
• Self-awareness and family relationships
• A kinder, more empathic and open community – like the MH
movement – in relation to peer support, open conversations,
personal understanding’.
• Jackie McVann, Service Manager, Change, Grow, Live.

Lessons from Implementation
• Revisiting the learning 5 years on:
• “For me as a front line member of the team it has to be that since the
introduction of RE/ACE it has really influenced the way we work and
support the families. Once you have the insight into the impact of it
you can’t un-see it and it is at the forefront of your mind as soon as
you have been allocated a new family. It has been embedded into all
of our plans and recordings and becomes second nature.”
• Pauline Wellbank - Early Help - Family Support Team - Blackburn-with-Darwen

The Routine Enquiry into Adversity in
Childhood (REACh) Project
• Pilot project
• 4 sites: Practitioners working with young people, families and
children in one NHS site, one Local Authority service, and two from
the charitable sector

• ACE Awareness Training aimed to:
• develop confidence to routinely ask about adversity
• increase knowledge and awareness of the potential
consequences of adversity
• develop skills in responding appropriately to disclosures of
adversity, including appropriate referrals

• Expected to embed routine enquiry in to their daily practice

Aim of Study

• To explore the experiences of practitioners who had received the
ACE training and were routinely enquiring about adversity

Method
• Semi-structured interviews with 7 practitioners
• Thematic Analysis (Braun & Clarke, 2006)

Participants
• 3 Health Visitors (NHS)
• 1 Drug and Alcohol Support Worker (Charity)
• 1 Family Support Worker (Charity)
• 2 Family Wellbeing Practitioners (Local Authority)

Results
• 5 main themes

Theme 1: Change in Knowledge,
Perception and Practice

• There was a range in how much the training impacted
upon change:
• Prior experience of considering ACEs in practice predicted less
significant change in knowledge, perception and practice:
• “It’s just about…trying to seek out if they had any traumas or
difficulties in their childhood that then affect how they parent their
children, so we already did that, and we also had routine questioning
which, again, is routine for our service”

• Those with no prior experience described more significant
changes:
• “I don’t think that without the knowledge of the ACE questions and
the scores I would have picked up on those issues”

Theme 1 Continued…
• Change toward more adversity-informed understanding
of clients’ difficulties
“It were good for us to understand, when these adverse childhood
experiences happen to somebody, how it does go on to lead to
alcohol use, mental health problems and things like that, so it made
us more aware”

• This lead to:
• Increased self-reported referrals to counselling
• Led to therapeutic conversations with clients
• Changes in perception of clients

“I think because I knew about those ACE questions, I knew
where dad was coming from, rather than dad just being a difficult
parent, well it just made more sense”

Theme 2: The Emotional Impact of
Hearing and Responding to Disclosure
• Participants spoke of an initial concern

• feeling they might be “opening a can of worms that we can’t deal with”,
and feeling concerned that “we’re going in and they’re bringing up a lot of
stuff and some of it has been very traumatic for them and then we’re
doing that and then kind of leaving”

• However, the majority of participants never felt “unable to
support someone”, and for most participants this was an initial
concern that did not materialise: “for me that was a worry but
that hasn’t happened”
• One participant struggled emotionally

• Hearing disclosures felt like a “lost world” and felt that disclosures became
a “burden” to him. This participant felt it difficult “to move on from that
after you’ve closed the session”

Theme 2 Continued…
• Majority talked about positive emotional impact
• Participants spoke about feeling “more determined that I am
going to help”, and feeling “honoured and blessed that I’ve
been there to get them through whatever they’re going
through”

• Adversity-informed understanding driving motivation:
“I think that just gives you that drive to keep
going…I’ve taken five steps forward and five steps back,
you know, and I think where you kind of go, why am I
bothering, you know why you are bothering and you
know why it matters”

Theme 3: Confidence in Asking and
Responding Appropriately
• Participants talked about confidence in responding to
disclosure
• Knowing where to refer people
• And confidence knowing when a referral isn’t needed:
“for some clients it just helps to talk about their experiences”

• One participant felt lack of confidence:
“I don’t have the confidence to, and…I get quite emotional about this
kind of stuff, and not knowing what to do, it’s worse than, I don’t know, it’s worse
because I don’t know what to do”

Theme 3 Continued…
• Level of confidence seemed to be predicted by:
• Management support:
•

“we have always got our managers there daily, and you’d never hold on to
anything yourself”

• Clinical supervision:
•

“clinical case supervision really useful”

• Peer supervision:
• “We are all out there doing it, and it’s like peer supervision,
and I think, yeah, it’s great to have the expert there, to also
have your peers and to be able to share good practice and to
say yeah we are out there doing it, we are on the front line
and we are actually asking the questions, I think that is really
useful”

Theme 4: Making Sense of the Impact of
Disclosure for Clients
• Participants felt it was important to help parents to
“understand what’s happened to them in their childhood,
if we can stop them repeating those issues then hopefully
we can make a better outcome for those children”
• Therapeutic conversations were often described as
dramatic and invaluable:
“I had a mum the other week and she said, no I were brought up fine,
and then the week after I saw her and the little boy were struggling and
I said, how did your mum manage with you, and she said, oh she just used to
send me upstairs, she just used to ignore us, and I said, hey last week when
you said everything were fine and dandy, how did you feel when your mum
used to just send you upstairs, and she went [light bulb moment], and I could
see it in her eyes…she knew she’d become her mum”.

Theme 5: How and When to Ask About
Adverse Experiences
• Using clinical intuition to decide when appropriate
• Important to explain why asking the questions
• Sometimes enough to prompt disclosures

• For some, important to develop therapeutic relationship
• To use adaptive language
• Conversational versus Structural style of asking questions
• Revisiting throughout their work to help people to make
links
“I think it’s just about personality, building up a relationship, body
language, where they are and being confident in how you do it and why
you are doing it, really focussed on why you are doing it, and I don’t
think you could make it any other way”

Discussion
• Consistent with Toner et al. (2012)
• It is the shift toward more ACE informed, formulation driven
understanding of clients’ difficulties that:
•
•
•
•

Increased empathic understanding
Ensured commitment to routine enquiry
Increased self-reported referrals to counselling
Led to therapeutic conversations

• In contrast Young et al. (2001)
• Clients did not experience distress as a result of being asked
• Majority of staff did not experience distress as a result of hearing
disclosure

• Predicted by peer supervision and management support

“It’s not suddenly changed thirty odd years of a
behaviour…and it hasn’t undone all those
experiences, but it has made them question now,
what are my children going through...what ACEs
am I putting in front of my children, and I think it’s
started that journey for them”

Key Findings
• Most participants were not aware of the impact of adversity on later life
outcomes before the training.
• REACh training equips practitioners with the knowledge, confidence and
skills to conduct routine enquiry with the people they support.
• Routine Enquiry is feasible and acceptable to staff and service users.
• There have been no reported significant increases in service need
following practice change. Most service users are well supported by the
worker they disclosed to or were currently working with.
• The REACh approach was the catalyst for increased frequency of
disclosures, better therapeutic alliance and more targeted interventions.
• Following routine enquiry people report considering the impact of ACEs
in relation to their own children.
• Routine enquiry can quickly become business as usual.

Thank you…

Please drop me a line!
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