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Self-care and sources of support

• It is ok, not to be ok –
• Line manager 
• Mental Health First Aiders 
• Occupational Heath 
• Peer Support
• Chaplaincy
• Check Local Intranet for details and contact numbers
• Your own GP
• A&E
• Charities – National and Local offer support 



West Yorkshire & Harrogate Adversity, Trauma and 
Resilience Strategy – Trauma-Informed by 2030
• This Foundation Training in Adversity, Trauma and Resilience (ATR) key 

principles and ideas, that everyone working with the people of WY&H 
needs to know.

• It will be followed by co-produced, sector specific sessions
• Future sessions will address:
• 1. The practical application of trauma related knowledge and skills
• 2. Staying well, vicarious trauma, compassion fatigue, reflective 

practice and the opportunity to experience trauma-informed 
supervision





Learning Outcomes – Session 1

• By the end of session, you will:

• Understand what ‘trauma,’ ‘adverse childhood experiences’ (ACEs) and 
‘Resilience’ are

• Gain insight into the potential risks presented by childhood adversity & 
trauma for poor health and well-being outcomes across the life course

• Understand what ‘Trauma-Informed Practice’ is, and its relevance to your 
role

• Know what resilience is, what it isn’t and why its important in coping with 
stress, adversity or trauma.



Why should housing sector adopt a trauma-informed 
approach?

• Housing is a basic human need and a well-established social 
determinant of health and well-being

• Housing providers, services & their workers are an essential part of a 
system-wide response to trauma across the life course. 

• Housing workers are well-positioned within communities to identify 
trauma in vulnerable children and families 

• And to intervene in ways that help build resilience and break the 
intergenerational cycle 

• Referrals to partners will benefit from being trauma-informed 



Maslow’s Hierarchy of Needs

Self Transcendence (spirituality, 
consciousness, being, unconditional love)

Esteem (self-esteem, self belief and respect of others 
and for others)

Physiological (food, rest, water)

Safety (physical, emotional and financial security)

Love & Belonging (friendship, family, intimacy)

Self Actualisation (learning, problem solving, morality, 
creativity, contribution)

Positive  change, 
education & 
intervention 
happens here





What is Trauma?

• Trauma is an emotional response to a terrible event like an accident, 
rape or natural disaster. 

• Immediately after the event, shock and denial are typical. Longer 
term reactions include unpredictable emotions, flashbacks, strained 
relationships and even physical symptoms like headaches or nausea.

• While these feelings are normal, some people have difficulty moving 
on with their lives. 

(APA 2020)



Exercise in small groups

• Please make a list of the kinds of events that are likely 
to be traumatic?

• Group them into categories or similar types



Potentially Traumatising Events

Abuse Loss Chronic Stressors 

Emotional Death, Abandonment Poverty 

Sexual/Physical Neglect Racism 

Domestic violence Separation Invasive medical procedure 

Witnessing violence Natural disaster Community trauma 

Bullying Accidents Historical trauma 

Cyberbullying Terrorism Family member with substance use 
disorder or incarcerated  

Institutional War 



There are many types of trauma experience 

• A one-time event, a prolonged event or repeated events
• Natural Trauma – Pandemic, Hurricane, Flood, Earthquake
• Collective Trauma – affecting a community or country
• Occupational Trauma - secondary, vicarious trauma, compassion 

fatigue & moral injury
• Developmental Trauma (Adverse Childhood Experiences)
• Post-Traumatic Growth – majority of people recover
• Resilience factors can mitigate the impacts of adversity and trauma



A few things that can help recovery…

• Knowledge about trauma-the symptoms and patterns are very predictable. 
Most people experience some symptoms after trauma & recover 

• Know that it is common to think you are losing your mind at the start (you 
aren’t!)

• Talking to someone you trust about what happened is helpful even 
though it may be upsetting (writing about it also helps…)

• Letting family know that talking about it and being upset is part of 
processing what happened

• Be kind to yourself – let go of self-blame
• Know that adjusting & adapting after a trauma takes time
• If symptoms persist seek professional help – Eg, GP or CAMHS



Keeping Secrets is part of the 
problem

• Keeping big secrets can be stressful

• Not sharing these with our closest others can interfere with 
our health.

• Including impaired immune function, cardio-vascular health 
and neurochemistry

• Suppressing emotions, thoughts and actions can increase 
the risk of a whole range of diseases

• “Confession” or disclosure can counter the effects of 
suppression and has been shown to lead to multiple health 
benefits

• Pennebaker and Smyth (2016)



@c_tru_research

Examples of the most “definitive” meta-analyses linking childhood adversities / trauma and subsequent risk of 
developing mental health difficulties 
(Filippo Varese, 2018)

Depression Mandelli et al (2017)

Anxiety Lindert et al. (2014)

Obsessive compulsive disorder Miller & Brock (2017)

Suicidal behaviour Zatti et al. (2017)

Non-suicidal self-harm Liu et al. (2017)

Functional neurological (conversion) disorders / medically unexplained 
symptoms Ludvig et al. (2018)

Dissociation Vonderlin et al. (2018); Rafiq et al. (2018)

Eating disorders Molendijk et al. (2017)

Substance misuse (illicit drugs, alcohol etc.) Norman et al. (2012)

Psychosis Varese et al. (2012)

Bipolar disorder Palmier-Claus et al. (2016)

Borderline personality disorder Porter et al. (under review) 



The Stress Response & 
dysregulation

• Hyper-vigilence to threat
• Fight
• Flight
• Freeze
• Submission
• Dissociation



Toxic Stress & Allostatic Load

At Rest

Threat

Freeze, Fight or Flight

Exhausted  

Recovery

At Rest

Allostatic load 



Regulate, Relate, Reason

• Low tone and volume voice: In a typically developed brain, raising your voice 
may get attention, but for a traumatised child, raising your voice is a sign of 
danger.
• Proximity: Make sure not to get too close or move too quickly, especially if the 

child is triggered. Getting too close will increase the survival response.
• Height: Get down to the same level as the child, to reduce the feeling of threat.
• Control: Traumatised children often seek to control, to protect themselves. Avoid 

seeing this as a threat or something to be challenged/disciplined. Instead, be 
clear, respectful, and consistent in your communications. Be empowered to break 
the cycle of trauma by abandoning traditional, punitive discipline.
• Empathic listening: This has a healing impact on the child. It calms down the 

heart rate, and supports emotional regulation and concentration.





What are Adverse Childhood Experiences?
• Physical abuse

• Sexual Abuse

• Emotional Abuse

• Living with someone who abused drugs

• Living with someone who abused alcohol

• Exposure to domestic violence

• Living with someone who was incarcerated

• Living with someone with serious mental illness

• Parental loss through divorce, death or abandonment

• Neglect



Adverse Childhood Experiences – key facts 
1. 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.)

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

3. ACEs increase the risk of adult-onset chronic diseases, such as cancer and heart 
disease, as well as increasing the risk of mental illness, violence and becoming a 
victim of violence

4. ACEs are associated with a large proportion of absenteeism from work, costs in 
health care, emergency response, mental health and criminal justice involvement

5. Adverse Childhood Experiences are unfortunately common yet rarely asked about 
in routine practice (Felitti et al.,1998; Read et al 2007.)



ACEs increase individuals’ risk of 
developing health-harming behaviours

ACEs Adverse Childhood 
Experiences

6

5
Times more likely 

to have sex
while under 

16 years old

2
Times more 

likely to 
currently binge 
drink and have 

a poor diet

3
Times more 
likely to be a 

current smoker

Times more likely to 
have had or caused 

an unplanned 
teenage pregnancy

7
Times more likely 

to have been 
involved in 

violence in the 
last year

11
Times more likely 

to have used 
heroin/crack 

or been 
incarcerated

6



Reframing Addictions & Health Harming 
Behaviours
• Drugs, food, sex, gambling, alcohol & smoking (addictions) are all 

ways of coping – self-soothing – comfort-seeking
• They are all attempts to find relief from distress and pain
• The effect doesn’t last, and they cause harm
• This impact is often intergenerational
• Treating behaviours or ‘symptoms’ alone is not a solution
• Removing a vulnerable person’s only means of coping!?
• We need to help people link the past trauma/ pain to the here and 

now & find better and safer coping strategies



Re-cap on Adverse Childhood 
Experiences (ACEs)
• Numerous studies have identified 10 categories of ACE, 

separated into 3 groups

Abuse Neglect Household Dysfunction

Physical

Emotional

Sexual

Physical

Emotional

Mental 
Illness

Mother treated 
violently

Abuse

Incarcerated 
Relative

Substance 
abuse



Break - 5 Minutes



Life Course and Trauma
Case Study: Journey of one child through the care and youth justice 
system

Aged 0-3

Significant 
Trauma 

& Neglect

Aged 7

Domestic
Abuse &

Physical 
Abuse 

Aged 11

Suicidal
Ideation, 
depression
&

Antisocial
behaviour
on estate

Aged 12

Missing 
from 
home

Gang 
affiliation

School 
exclusion

Aged 13

Offending 
behaviour 
starts

Non-
compliance 
with 
services

Aged 14

Custody for 
possession 
of a 
weapon

Parents 
threatened
with
eviction 
due to YP 
antisocial 
behaviour

Aged 15

Becomes a 
Child looked 
After

Escalating 
offending 
and violent 
behaviours

Custody for 
possession 
of a weapon

Aged 16

Victim of 
serious 
violence

Perpetrator 
of serious 
violence

Leaves care 
placement

Homeless & 
sofa surfing

Aged 18

Obtains
Tenancy but 
struggles to 
maintain 

Mental
health 
issues &

Substance
dependence

1. What are the glaring missed opportunities?
2. What input/ interventions could have positively 

changed the direction of this child’s life



ACEs Adverse Childhood 
Experiences

Preventing ACEs in future 
generations could reduce levels of:

EARLY SEX
(before age 16)

By 33%

UNINTENDED 
TEENAGE 

PREGNANCY
(before age 16)

By 38%

SMOKING
(current)
By 16%

BINGE 
DRINKING

(current)
By 15%

CANNABIS USE
(lifetime)
By 33%

HEROIN/CRACK 
USE

(lifetime)
By 59%

VIOLENCE 
VICTIMISATION

(past year)
By 51%

VIOLENCE 
PERPETRATION

(past year)
By 52%

INCARCERATION 
(lifetime)
By 53%

POOR DIET 
(current; <2 fruit & 
veg portions daily)

By 14%

The English national ACE study interviewed nearly 4,000 people (aged 18-69 years) from across England in 2013. Around six in ten people, who were asked to participate, 
agreed and we are grateful to all those who freely gave their time. The study is published in BMC MEDICINE:

Bellis MA, Hughes K, Leckenby N, Perkins C, Lowey H.
National household survey of adverse childhood experiences and their relationship with resilience to health-harming behaviours in England.

Centre for public Health, Liverpool John Moores University – WHO Collaborating Centre for Violence Prevention – May 2014 – Web:www.cph.org.uk – Tel:0151 231 4510



Primary Prevention: CDC study of universal 
access to Triple P
• In little more than two years of implementation, this approach yielded results 

previously unheard of in the child maltreatment area:

• In counties where Triple P was made available in South Carolina, child 
maltreatment cases decreased by 23.5 (7.9% increase in control counties) 

• Child out-of-home placements decreased by 9.1% (22.6% increase in control 
counties)

• Child maltreatment injuries decreased by 10.5% (23.6% increase in control 
counties). (Prinz et al, 2009, 2016)



Trauma-
informed 
practice 

• A program, organization, or system that is 
trauma-informed realizes the widespread 
impact of trauma and understands potential 
paths for recovery; recognizes the signs and 
symptoms of trauma in clients, families, staff, 
and others involved with the system; and 
responds by fully integrating knowledge about 
trauma into policies, procedures, and practices, 
and seeks to actively resist re-traumatization. 
(SAMHSA)



Trauma informed practice example - Prison

• There are multiple ways a woman can be re-traumatised in 
prison

• Rhode Island Department of Corrections put in place 
”Universal Precautions” to prevent re-traumatisation

• Eg, telling a woman in advance what will happen in a strip 
search to provide a sense of control

• Avoiding use of restraints and seclusion where possible
• Teaching staff ‘grounding’ techniques – avoiding potentially 

violent, self-protective responses in dissociating women



Outcome: a sustained decrease in physical 
violence in Rhode Island women’s prisons
When correctional officers were trained in the Rhode Island 
system, administrators (managers) showed up to make it clear we 
were making these changes for them as well as for the women. 
Officers need to know that some inmate behavior is an adaptation 
that stems from trauma and that there are things they can do to 
help a woman “chill” when something sets off the alarms. 
They actually understand this better than the psychologists. They 
don’t need clinical language to “get” it. 
– Carol Dwyer, Warden, Rhode Island 
Department of Corrections 





Trauma Informed Practice - Case Example

• Middle-aged female resident, living alone, had successfully 
sustained tenancy for several years - on good terms with neighbours 
and housing staff.

• She had no history of presenting management issues to provider.
• Community Support Worker visited as usual but had to terminate the 

visit due to resident, “becoming abusive out of the blue”.
• “One minute we are talking about her mental health and the next 

minute she’s losing it…”
• This abusive behaviour was apparently out of character.
• Support Worker explained to resident that her behaviour was 

unacceptable and would be reported to management.



Trauma Informed Practice - Case Example

• The incident was reported to Estates and a Tenancy Warning 
was issued.

• The tenant then failed to allow further access and completely 
disengaged.

• Provider issued further warnings for failing to allow access.

• Provider then received a letter from her GP, “asking us to give 
her some time as she had recently witnessed her mum pass 
away in tragic circumstances”.



Case Example - Reflections & Lessons 
Learned ?

• Any missed opportunities for a better outcome?

• Is there anything you might do differently?



Case Example - Reflections & Lessons 
Learned ?
• Missed opportunities: Communication skills, from both parties was an area that could have been 

better?
• Resident had no history of abusive behaviour and had been on good terms with everyone
• Her demeanour changed while discussing her mental health – was it ”out of the blue”? What 

was said just before her outburst? Was the subject matter difficult for some reason? 
• Better communication might have led to a better outcome:
• “Are you ok Jean?”, “What just happened?” ”Did I say something to offend or upset you?”
• “Can I ask why you are getting upset/ angry.” 
• “Have you experienced something traumatic or stressful in your life that this situation has 

brought back or triggered?”
• “You are safe, no-one wants this to be difficult for you – try taking some slow, deep breaths and 

when you are ready, we can work this out…?” 
• ”When you have felt this way in the past, what has helped you to feel better?”



Case Example - Reflections & Lessons 
Learned ?
• Outcome damaged relationship between the resident and the provider.
• Resident disengaged from housing support at a time when they were at 

their most vulnerable
• Provider’s warnings and procedures were not restorative & escalated the 

situation
• No-one asked, “Are you ok?” “What has happened to you?” or “What is 

going on for you right now?”
• “Due to the pace we work at, we failed to identify the reasons behind 

the change in her behaviour and this possibly contributed to her mental 
health worsening.”

• “10  minutes asking the right questions would have saved us        
3  of hours enforcement paperwork.”(Estate Manager)



Resilience

1. The capacity to recover quickly from difficulties; toughness.
2. The ability of a substance or object to spring back into shape; 
elasticity. (Oxford English Dictionary)
3. Resilience is “the process of adapting well in the face of adversity, 
trauma, tragedy, threats or even significant sources of stress.”(APA, 
2014)
4. Biological, psychological, social and cultural factors interact with one 
another to determine how a person reacts to stressful life events.
5. Changes over time and according to context



Resilience = Adaptation & Assets

Discussion in breakout rooms (10 minutes):

What helped you to recover or return to balance 
following a traumatic or highly stressful life 
event?

Suggested headings:
Physical, emotional, social, cultural, spiritual etc



Public Health Wales, 2018



Source: www.acesaware.org/resources/

Resilience building vs 
Treatment

http://www.acesaware.org/resources/


Relationships are the key to resilience and to
overcoming trauma & adversity
Harvard Study of Adult Development - Relationship satisfaction was a better predictor of 
longevity & happiness, than social class, IQ, or genes.

“Strengthened relationships are a key resource in times of acute stress. Indeed, the perceived 
absence of supportive relationships is one of the strongest predictors of post-traumatic stress 
disorder” (Chris Brewin, 2000)

Quality of the relationship is the most consistent predictor of change in psychosocial 
interventions. It’s the relationship that heals…

If coping & recovery from trauma relies on relationships, then we must, “look after the people, 
that look after the people.” 



Thank you…

Thank you for your contributions!

Is everyone ok?

Please complete the post-training evaluation!

Please reach out if you want to discuss anything!

wlarkin@warrenlarkinassociates.co.uk

Twitter: Warren_Larkin

mailto:wlarkin@warrenlarkinassociates.co.uk

