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Addressing adverse childhood 
experiences (ACEs) in BC: 
Practical approaches
Physicians can mitigate the impact of past traumatizing events on 
their patients and society by incorporating trauma-informed practice 
in their clinics and advocating for childhood trauma prevention.

ABSTRACT: Childhood experiences are increasingly 
recognized as a significant determinant of physi-
cal and mental health outcomes throughout life. 
Presentations at the Adverse Childhood Experi-
ences (ACEs) Summit 2019 highlighted activities 
underway to address ACEs through the four priority 
actions developed after the ACEs Summit 2017: 
(1) promote cross-sectoral leadership, (2) imple-
ment proven interventions to prevent childhood 
adversity and promote resilience, (3) strengthen 
policies to “build better brains and build better 
lives,” and (4) implement brain science and trauma-
informed training across all sectors. As clinicians 
and respected experts, physicians can address ACEs 
in their practices and communities by learning 
about the impact of ACEs on brain development 
and health, incorporating trauma-informed prac-
tice in their clinics, screening their patients for ACEs, 
and advocating for childhood trauma prevention 
and improved services for those affected by ACEs. 
By providing compassionate care and acting to 
prevent and mitigate the impact of ACEs, physi-
cians can improve health outcomes and deepen 
supportive relationships with their patients.

On 9 May 2019 the Adverse Childhood 
Experiences (ACEs) Summit 2019 
was hosted by the Child and Youth 

Mental Health and Substance Use (CYM-
HSU) Community of Practice, an initiative of 
the Shared Care Committee (a Doctors of BC 
and BC government joint collaborative com-
mittee). The summit brought together over 500 

physicians, allied health professionals, education 
representatives, and government leaders from 
across BC to provide updates and spur action 
on addressing ACEs. 

ACEs defined
Adverse childhood experiences are traumatizing 
events that occur during childhood and ado-
lescence. To date, research has focused primar-
ily on three broad categories of ACEs: abuse 
(emotional, physical, or sexual), neglect, and 
household dysfunction (e.g., divorce, parental 

conflict, substance abuse).1 Exposure to ACEs 
without adequate support leads to prolonged 
activation of the body’s stress response systems. 
The sustained activation of stress response sys-
tems resulting from ACEs has been shown to 
cause long-term changes in cortisol reactivity 
and immune function, and to affect develop-
ment of brain structures essential for learning 
and memory.2

The term “adverse childhood experience” 
came into use in the late 1990s after a land-
mark epidemiological study of over 9000 adults 
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brought the issue into the public health spot-
light.3 This study in a primarily white, middle-
class population in California (and a number 
of subsequent studies in other populations) 
found that ACEs are common: more than half 
of participants reported at least one ACE, and 
a quarter reported two or more. Results of the 
study demonstrated dose-response relationships 
between the number of ACEs and higher rates 
of multiple health behavior risk factors, mental 
health and substance use disorders, and chronic 
diseases, including cancer, heart disease, stroke, 
and COPD. For example, individuals with ex-
posure to four or more ACEs had a fourfold to 
twelvefold increased risk of drug abuse, depres-
sion, and suicide attempts.3 Individuals with six 
or more ACEs died nearly 20 years earlier than 
those with no reported ACEs.1 

In addition to individual health and emo-
tional impacts, ACEs have societal impacts. 

Adolescent and adult survivors of child abuse 
and neglect are more likely to perpetrate acts 
of violence, crime, and aggression.4 A recent 
meta-analysis estimated that ACEs account 
for 41% of the population-attributable risk for 
substance use disorders in North America.5 The 
same meta-analysis estimated the total annual 
economic costs of ACEs in North America at 
US$748 billion, with most costs (more than 
75%) resulting from patients with two or more 
ACEs.

Given the prevalence of ACEs and the many 
negative health, emotional, and societal impacts, 
an important question emerges: what can be 
done about ACEs? At first glance, these past 
traumatizing events do not appear to be ame-
nable to intervention. Indeed, once an ACE 
has occurred, it cannot be reversed or “fixed.” 
However, evidence is emerging from scientific 
studies and clinical practice that ACEs can be 
prevented and their harm mitigated, includ-
ing in primary care settings.6 Moreover, those 
affected by ACEs often suffer in silence and 
benefit greatly from compassionate, caring, and 
understanding interactions with others. This 
applies especially to interactions with health 
care professionals.

Addressing ACEs in BC 
Two ACEs summits hosted by the CYMHSU 
Community of Practice in November 2017 and 
May 2019 brought together experts, clinicians, 
policymakers, and people with lived experience 
of ACEs to share promising practices and build 
coalitions to address ACEs in BC. 

Several ACEs Summit 2019 presentations 
highlighted activities underway to address trau-
ma through the four priority actions identified 
in the consensus statement7 developed after the 
ACEs Summit 2017: (1) promote cross-sectoral 
leadership, (2) implement proven interventions 
to prevent childhood adversity and promote re-
silience, (3) strengthen policies to “build better 
brains and build better lives,” and (4) implement 
brain science and trauma-informed training 
across all sectors [Table]. 

What physicians can do
In BC and elsewhere, physicians are advocating 
for trauma prevention and implementing ways 
to support their patients affected by ACEs. 
Identifying ACEs in patients can sometimes 
help explain poor treatment responses to ongo-
ing physical and mental health issues. Physi-
cians are also able to develop a more empathetic 

Priority actions Key activities 

1.	 Promote cross-sectoral 
leadership

The Ministry of Mental Health and Addictions is developing a strategy 
to identify principles and a course of action, including trauma-informed 
practice changes, applicable across sectors.

2.	 Implement proven 
interventions to prevent 
childhood adversity and 
promote resilience

The Ministry of Health is developing strategies to prevent adversity and 
build resilience across the continuum of care.
Preventure—an evidence-based program for preventing early substance 
use—is being delivered by Interior Health and school districts in the 
Interior region.

3.	 Strengthen policies to 
“build better brains and 
build better lives”

The Department of Psychiatry at BC Children’s Hospital has introduced 
trauma-informed practice for all inpatient and outpatient programs.
The Ministry of Education is piloting Compassionate Learning 
Communities to promote trauma-informed practice in schools.

4.	 Implement brain science 
and trauma-informed 
training across all sectors

The Practice Support Program is developing modules and the Guidelines 
and Protocol Advisory Committee is developing guidelines with strategies 
for physicians to identify and support patients affected by ACEs.

Table. Priority actions from the ACEs Summit 2017 consensus statement7 and the related key activities now 
underway to address adverse childhood experiences (ACEs) in BC.
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approach to patients undergoing stressful care 
situations when they recognize that growing 
up in a dangerous setting can lead to behaviors 
such as agitation, withdrawal, and defensiveness. 
Understanding a patient’s past experience and 
responding appropriately to the consequent 
behaviors helps to deepen 
the therapeutic relation-
ship with such a patient. 
In fact, compassionate 
relationships are central 
to preventing and treat-
ing ACEs in both children 
and adults.8 Changes to 
the physician’s approach 
and the treatment setting, 
as well as to trauma-spe-
cific interventions, can 
aid healing and improve 
outcomes for patients af-
fected by ACEs. 

Trauma-informed practice creates treatment 
settings that help instead of harm and provides 
a framework for approaching patients affected 
by ACEs or trauma during adulthood.9 Trau-
ma-specific treatments such as trauma-focused 
cognitive behavioral therapy and eye move-
ment desensitization and reprocessing (EMDR) 
can help reduce psychological symptoms and 
improve functioning in patients experiencing 
significant mental health symptoms such as 
posttraumatic stress disorder related to ACEs.10 

At the population level, prevention pres-
ents the greatest opportunity to address ACEs, 
which persist largely through intergenerational 
patterns. Some risk factors for ACEs, such as 
parental mental illness and substance use dis-
orders, present treatable target conditions in 
health care settings. A number of preventive 
interventions—from parenting education to 
community preschools and high-quality early 
childhood programs—have demonstrated ef-
fects on lowering rates of child abuse.11 How-
ever, the largest and broadest community-wide 
impact on ACEs comes from addressing un-
derlying social determinants of health such as 
poverty, food security, education, discrimina-
tion, and safe housing.12 Economic modeling 
suggests that investments in prevention could 
result in large benefits to population health 
and the economy: a 10% reduction in ACE 

prevalence in North America would lead to a 
corresponding reduction of 1 million disability- 
adjusted life-years equivalent to savings of 
US$56 billion.5

So what specific steps can physicians take 
to prevent and mitigate the effects of ACEs? 

Physicians can learn about 
the impact of trauma on 
brain development, incor-
porate trauma-informed 
clinical practice in their 
work, screen patients for 
ACEs, and advocate for 
childhood trauma preven-
tion (see Resources). 

Learn about the impact of 
trauma on brain develop-
ment and health. There 
was broad consensus at 

the ACEs Summit 2019 that learning about 
the impact of trauma on brain development, 
behavior, and health outcomes is a critical first 
step for all practitioners in health, education, 
and social services. Understanding the role 
of ACEs in the “difficult” behaviors of those 
around us—both patients and co-workers—
can lead to greater compassion and better care. 

Incorporate trauma-informed practice at medical 
clinics. Given the prevalence of ACEs and the 
effects of other forms of trauma (e.g., coloniza-
tion, stigmatization, discrimination), a proac-
tive “universal precautions” approach can help 
make the medical clinic a psychologically safe, 
healing space for all patients. Trauma-informed 
practice is based on four principles: 
•	 Trauma awareness. 
•	 Emphasis on safety and trustworthiness.
•	 Opportunity for patient choice, collabora-

tion, and connection.
•	 Strengths-based approach and sk i l l- 

building.9 
These principles should be considered by 

physicians and clinic staff.

Screen patients for ACEs. Screening for ACEs 
as part of comprehensive history-taking is 
becoming a common clinical practice and is 
reported to be well received by patients. Iden-
tifying ACEs helps physicians understand a 

critical contributor to health behaviors, atti-
tudes, and outcomes. Moreover, patients of-
ten report that when a clinician asks about 
ACEs it demonstrates an interest in their past 
experiences. Screening tools can be incorpo-
rated into routine office procedures and may be 
of particular use at prenatal appointments for 
early identification and support during a critical 
period, and for patients with complex chronic 
diseases. While time constraints are often cited 
as a barrier to screening for ACEs, a study of 
clinics that routinely screened for ACEs found 
that fewer than 10% of patient encounters were 
prolonged by more than 5 minutes when trauma 
was identified.13

When patients report ACEs, physicians 
can respond with compassion and then listen 
(e.g., “It sounds like you went through some 
rough times as a child. I’m really sorry that 
happened. That should never have happened 
to you. How do you think your experiences are 
affecting you now?”). Physicians can also deter-
mine what trauma-specific treatments are avail-
able through local community organizations 
and public service agencies (e.g., the Canadian 
Mental Health Association, health authority 
mental health centres, child and youth mental 
health teams of the Ministry of Children and 
Family Development).

Advocate for childhood trauma prevention. Fi-
nally, physicians can be effective advocates to 
bring about greater understanding of ACEs 
and develop resources for prevention and sup-
ports in their communities. Physicians are well 
positioned to educate their communities and 
clinic colleagues and staff about the health and 
developmental impacts of ACEs. 

Support for physicians
In BC the CYMHSU Community of Prac-
tice supports physicians with local education 
initiatives and unifies the physician voice to 
advocate at the provincial level. The Community 
of Practice also networks, shares information, 
and engages in online discussions via webinars 
and the Slack platform (https://slack.com/intl/
en-ca/features). As well as taking advantage 
of CYMHSU resources, physicians can create 
self-healing communities where they live and 
work. A self-healing community intentionally 
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uses culture and strengths to collaboratively 
build a sense of belonging, as seen in Cowlitz 
County, Washington, where many health and 
social problems were overcome after the county 
“held education events to learn about the sci-
ence of adversity, hosted networking cafés, or-
ganized neighborhood residents and linked 
service strengths across disciplines.”14

Summary
ACEs are common and can lead to premature 
death and disability, both of which affect in-
dividuals, families, and society.4,5 The ACEs 
summits in BC in 2017 and 2019 have high-
lighted system-level priority actions to address 
the impact of childhood trauma: (1) promote 
cross-sectoral leadership, (2) implement proven 
interventions to prevent child adversity and pro-
mote resilience, (3) strengthen policies to “build 
better brains and build better lives,” and (4) 
implement brain science and trauma-informed 
training across all sectors.

The scientific literature indicates that caring, 
connected relationships—in both personal and 
professional spheres—along with evidence-
based prevention and treatment interventions 
make a difference. Physicians can play a major 
role in addressing ACEs: both in the clini-
cal work they do and in their broader roles 
as advocates, citizens, family, and community 
members. n
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