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GLOUCESTERSHIRE HEALTH & WELLBEING BOARD
MINUTES of a meeting of the Gloucestershire Health & Wellbeing Board held on Tuesday 28 
November 2017 at the Council Chamber - Shire Hall, Gloucester.

PRESENT:
Cllr Richard Boyles
Stewart Edgar
Ruth FitzJohn
Cllr Tim Harman
Mary Hutton
Peter Lachecki
ACC Julian Moss
Pat Pratley

Sarah Scott
Dr Andy Seymour
Alan Thomas
Cllr Jennie Watkins
Margaret Willcox OBE
Alison Williams
Cllr Kathy Williams
Cllr Roger Wilson

Apologies: Ingrid Barker and Dr Hein Le Roux

Speakers
Dr Andrew Coward GP and Chair Birmingham South Central CCG
Dr Imelda Bennett Community Paediatrician and Gloucestershire CCG Designated 

Doctor for Safeguarding

Guests
Amanda Murray National Probation Service
Vivien Mortimore Division Nursing and Midwifery Director GHNHSFT
Paul Yeatman Independent Chair, Gloucestershire Safeguarding Adults Board
Sally Waldron GFRS Community Safety Manager
Susan Field Director of Nursing GCS NHS Trust
Annette Blackstock Gloucestershire CCG Safeguarding Lead
Tim Browne GCC Head of Education
Louise West GCC Lead Commissioner Children and Families
Helen Ford GCC/CCG Lead Commissioner Children and Maternity
Stewart King GCC Lead Commissioner Education and Skills
Wendy Newby Gloucestershire Association of Special School Headteachers
Charlotte Blanch Roman Catholic Diocese of Clifton
Cllr Iain Dobie Liberal Democrat Spokesperson Vulnerable Adults
Cllr Carole Allaway Martin Chairman Health and Care Scrutiny Committee
Cllr Brian Robinson Chairman Children and Families Scrutiny Committee
Jan Marriott Chair Mental Health Partnership Board
Wendy Williams Lead Commissioner Children and Families
Colin McKenzie Lead Commissioner Children and Families
Brett Riches Church of England Gloucester Diocese Safeguarding Officer
Bishop Rachel Treweek Church of England Gloucester Diocese
Niki Gould Nelson Trust
Tanya Richardson Public Health Consultant
Cllr Lesley Williams Labour Group Children and Families Lead
Sarah Jasper Interim Head of Safeguarding Adults
Jane Featherstone Headteacher, Virtual School
Eugene O’Kane GCC Head of Families, Communities and Partnerships
Karl Gluck GCC/CCG Lead Commissioner Adult Mental Health
Kath Rees GCC Lead Commissioner Supporting People
Rachael Leslie Public Health Consultant
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Rory Garey Health and Justice Senior Associate, Health and Justice 
Commissioning, NHS England

Two representatives Ambassador for Vulnerable Children and Young People
Steve O’Neill Drug and Alcohol Team
Ashley Green Chief Executive Gloucester City Homes
John Reilly Education Specialist Advisor 
Dave McCallum Chair, Gloucestershire Safeguarding Children Board
Reverend Joanne Wetherall Church of England Gloucester Diocese Children and Families Officer
Libby Pringle Outreach Manager, Gloucester and Forest Alternative Provision 

School
Bob Lloyd-Smith Healthwatch Gloucestershire
Jennifer Taylor Lead Commissioner Public Health
Paul Stephenson Chief Executive Cheltenham Borough Homes
Inspector Tim Wood Gloucestershire Constabulary
Kevin Crompton GCC Director of Children’s Services Advisor & Improvement Director 
Dr Sara Motion Consultant Paediatrician, Gloucestershire Hospitals NHS Foundation 

Trust
Richard Chidwick Programme Manager (Health & Wellbeing) from Public Health 

England
Sarah Murphy Service Lead Early Help and Family Support
Alison Feher Safeguarding Lead / Named Nurse Safeguarding Children
CI Emma Davies Gloucestershire Constabulary
PS Emma MacDonald Gloucestershire Constabulary
PS Nicola Nolan Gloucestershire Constabulary

8. GLOUCESTERSHIRE HEALTH AND WELLBEING BOARD: SPECIAL MEETING 
ON ADVERSE CHILDHOOD EXPERIENCES (ACES) 

8.1 Cllr Roger Wilson welcomed everyone to the meeting and informed them of how he had 
been inspired to follow through on the issue of adverse childhood experiences (ACEs), at a 
recent conference, by Dr Andrew Coward. He was pleased to welcome Dr Coward, ACC 
Moss, Sarah Scott and Dr Imelda Bennett to speak to the meeting, and hoped that 
everyone present today would also be inspired.

8.2 The objectives of the meeting were:-
 To understand what is meant by the term Adverse Childhood Experiences (ACEs); 
 To consider whether an ACEs informed approach should be taken forward in 

Gloucestershire; 
 To consider whether ACEs should be a priority for the Health and Wellbeing Board;
 To consider how an ACEs informed approach can inform how services can be 

structured and commissioned

8.3 The key speakers at the meeting to explore and discuss this matter were: -
 Dr Andrew Coward, GP and Chair of Birmingham South Central Clinical 

Commissioning Group (CCG)
 Assistant Chief Constable Julian Moss, Gloucestershire Constabulary
 Dr Imelda Bennett, Community Paediatrician and Gloucestershire CCG Designated 

Doctor for Safeguarding
 Sarah Scott, Director of Public Health for Gloucestershire 

8.4 A wide range of representatives had been invited to the meeting, including Health, Social 
Care and Children’s Commissioners, Safeguarding, VCS, Probation, Fire and Rescue 
Service.
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8.5 It was important to note that ACEs were not new. Dr Coward discussed Sigmund Freud’s 
findings (1896) that the ‘hysterical’ women he worked with had all been sexually abused, 
and Dr Vincent Felitti’s (1990) discovery that there was a link between sexual abuse and 
obesity. However, their findings were dismissed by their peer groups. 

8.5.1 Dr Coward discussed his first-hand experience working with the Birmingham Freedom 
Project and how this had informed and shaped his thinking. 

8.5.2 Therefore what was (more recently) new was the understanding and recognition of the 
impact of ACEs on children’s neurological development and long term health and 
wellbeing, and the link to health inequalities. A child’s early years were critical. 

8.5.3 The research into ACEs identified 10 specific ACEs; 5 related to the individual, 5 to 
parents/household (these were described in the briefing paper on the agenda). It was 
predicated that at least 50% of the general population has experienced at least 1 ACE. The 
meeting was informed that an individual who has experienced 4 or more ACEs was 4 times 
more likely to kill themselves, 10 times more likely to have a class A drug problem, 10 
times more likely to have an alcohol problem, 7 to 8 times more likely to be 
violent/experience violence, and 10 times more likely to be in the criminal justice system. 
The link between ACEs and poor life outcomes was not associative, but causal.

8.5.4 Dr Coward felt that these statistics should speak to all of us as human beings. He did not 
feel that as a society we were placing the necessary protective measures around our 
children. He challenged the meeting to consider whether it was appropriate to have even a 
single child with a single ACE in Gloucestershire? 

8.5.5 It was clear that there was a lot of work already in place; what was needed was a common 
language to bring all the approaches/services together. Dr Coward felt that a lot needed to 
be done to raise awareness of the ACEs approach; it was one thing to develop policies, but 
it was also necessary to create a movement. The evidence was there to demonstrate what 
could be done through an individual’s life course.

8.6 Sarah Scott, Director of Public Health (DPH), informed the meeting that we were seeing 
wide disparities in terms of health inequalities. Your health could be impacted by where you 
lived, what you ate, the length and quality of your education, your job, your community, 
your social connections – all these factors have an impact on well-being and life 
expectancy.

8.6.1 The DPH commented that there were far too many reception aged children that were 
deemed not to be ready for school, eg. they were unable to hold a pen, were not able to 
concentrate sufficiently, were not potty trained. In Gloucestershire this equated to two thirds 
of boys and just under half of girls not being ready for school. There was also a high 
number of permanent exclusions; and it was known that access to education and 
employment were important with regard to health and wellbeing. 

8.6.2 The DPH informed the meeting that an ACEs approach would be a good way to manage 
health inequalities. This could be linked into the response to the council’s Ofsted inspection 
report. She was clear that a lot of work was already in place using ACEs but was not 
necessarily labelled as such. She felt strongly that this was an approach worth taking 
forward.

8.7 ACC Moss described the Police’s journey from the ‘tough on crime and the causes of 
crime’ approach to the ACEs influenced approach being implemented today. During the 
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1990s and 2000s the Police were doing good work to reduce the level of crime. It was 
known that 80% of crime was committed by 20% of offenders and a lot of work was 
focused on understanding and tackling the causes of offending behaviour. This was 
laudable work, but ACC Moss informed the meeting that reflecting back he questioned why 
the Police had not been asking why? 

8.7.1 It was explained that the austerity agenda of the 2010s meant that without available 
funding different approaches were needed, more partnership working, more helping people 
to help themselves, building community resilience. Strategies were written, priorities 
identified, but none of these priorities sought out the root cause. 

8.7.2 This was where an ACEs approach came in. Adverse childhood experiences were so 
significant that they could alter the hormonal and physiological development of a child. If 
ACEs were eradicated studies showed that there would be a significant impact on negative 
behaviours eg. heroin/crack addiction would reduce 66% and high-risk drinking by 35%.

8.7.3 ACC Moss stated that it was clear that all partners and agencies knew and recognised the 
outcomes that arose from childhood trauma yet there was no routine identification of, or 
screening for, this exposure. He challenged the meeting, asking when we were all going to 
stop focusing on behaviours in our well-defined silos. What was needed was a change in 
collaborative process – a change from just asking about the symptom to inquiring about the 
root cause. 

8.7.4 He discussed the idea of viral change. This relied more on peer to peer influence than on 
top down doctrine. It spreads not because of policy but because of mirrored behaviours; 
professionals see it and want to be part of it. Gloucestershire Police have seen this effect 
through work undertaken with front line staff who were engaged with early intervention and 
prevention work (Great Expectations and the Aston Project). ACEs was now a common 
language within the teams; it fits well with the Police’s restorative practice approach. Other 
teams were now asking for awareness sessions. ACEs was already being built into the new 
Children First approach aimed at diverting young people away from the criminal justice 
system. This work has also had an effect on staff wellbeing, helping supervisors to better 
understand issues that their teams were dealing with. 

8.7.5 It was emphasised that there was the opportunity to learn from other areas who were 
ahead of Gloucestershire in this regard, for example, the work lead by Dr Coward in 
Birmingham.

8.7.6 ACC Moss informed the meeting that it was his mission to mitigate and prevent adverse 
childhood experiences. It was possible to mitigate by identifying those who have suffered 
ACEs at an increasingly earlier stage and give support. Having ACEs might load the dice 
against an individual in later life but it did not predetermine a poor outcome to life. 
Resilience trumped ACEs. ACC Moss also stated that we could prevent children suffering 
from trauma by our collective culture, our collective behaviours and our actions.

8.8 Dr Imelda Bennett presented the medical perspective of ACEs. She explained how the 
brain developed and the effect that trauma (ACEs) in childhood could have on the 
development process. This included the mother’s exposure to stress factors during 
pregnancy.

8.8.1 Children who experienced ACEs have a problem with communication. They miscue; have 
problems learning; have emotional dysregulation (they might respond extremely to what 
others might see as minor misdemeanours); they were impulsive. Dr Bennett stated that 
children in care suffered these issues. What particularly concerned her was the number of 
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children with ACEs that we were not aware of. It was also important to understand that 
early adversity accumulated over the life course and could pass between generations.

8.8.2 Dr Bennett asked ‘what does this mean for Gloucestershire?’; ‘how could we use an ACEs 
informed approach?’ There was already a perinatal mental health pathway, domestic abuse 
strategy, and targeted midwifery services. But were we targeting the ‘right’ mums? What 
were we doing for fathers? Should we be delivering services differently? We provided early 
help but did we reach the ‘right’ groups? Children often did not come to notice until they 
reached school age, by then it’s too late. If an ACEs informed approach was used we could 
identify families with these issues and be able to identify the risks to the child(ren). 

8.8.3 Gloucestershire has a high permanent exclusion rate in schools, with 50% identifying 
extreme behaviour as the main factor. There was also a record number of children and 
young people being home educated which limits their social interactions. There were 
already some interventions in place, eg. a restorative practice approach was already in 
place to try and reduce the number of permanent exclusions. But what could we do to 
improve the pathway of life for our children and young people. Could we provide/encourage 
positive addictions, eg. sporting activities, to replace negative behaviours?

8.8.4 Dr Bennett referred to the Heckman Equation which looks at the long term gains to be had 
by investing in early and equal development of human potential. (Post meeting note: 
Professor James Heckman is a Nobel prize winning economics professor at the University 
of Chicago. The equation: Invest (Invest in educational and developmental resources for 
disadvantaged families to provide equal access to successful early development) +Develop 
(Nurture early development of cognitive and social skills in children from birth to age 5) 
+Sustain (Sustain early development with effective education to adulthood) = Gain (Gain a 
more capable, productive and valuable workforce that pays dividends to (America) for 
generations to come.)

8.8.5 Dr Bennett concluded with the important message that instead of what’s wrong with you, 
we needed to talk about what happened to you?

9. Q and A session with the panel – Dr Andrew Coward, Dr Imelda Bennett, ACC Julian Moss 
and Sarah Scott (Director of Public Health).

9.1 Paul Yeatman, Independent Chairman Gloucestershire Safeguarding Adults Board, stated 
that many adults lead chaotic lives and were a real challenge to work with. Many of these 
adults came to the attention of services too late. He had seen a number of safeguarding 
reviews of adults who had died early and had suffered abuse as a child; their experiences 
had had a real impact on their lives and the choices that they had made. He felt that it was 
important to tackle issues as soon as we could, and that although there was lots of good 
work in place in Gloucestershire thought that there was a lack of coordination. Also there 
did not seem to be one agency that has the whole picture of the individual (from the health 
and care perspective). He commented that the cost of this work was significant and was 
only going to get worse. He informed the meeting that he fully supported an ACEs informed 
approach. 

9.2 Ruth FitzJohn, Chair 2Gether NHS Foundation Trust (2G), informed the meeting that there 
were already pockets of work using this approach in place in the county. She felt that we 
would not need to trial some of this work but rather roll it out and do this in a more 
substantial way. She also informed the meeting that it was important to bear in mind that 
funding for this type of approach might not come from obvious sources. 



Minutes subject to their acceptance as a 
correct record at the next meeting

- 6 -

9.2.1 She informed the meeting that there were already a lot of measures in place across social 
care and Children and Young People’s Services ((CYPS) this is the 2G mental health 
service for children and young people provided by 2G).  It would be important to ensure 
that work was complementary and that there was commonality in the language used 
(verbal and written). It would also be important for there to be an element of caution when 
speaking to young people, and not to try and do everything in one go, as this would be a 
very powerful process and trying to do too much in one go could make some people 
disengage. 

9.3 Cllr Brian Robinson, GCC, suggested that there might be a role for the wider community. 
Dr Coward agreed that it was important that this was not a top down approach but had sign 
up across the system. He was clear that without the wider sign-up to an ACEs approach 
this approach would not work. He recommended the work already in place at Blackburn 
and Darwen Council (http://www.blackburn.gov.uk/Pages/aces.aspx). Awareness raising 
would be key. With regard to community engagement Dr Coward referred to the important 
role played by schools. He informed the meeting that exclusions could be reduced by 70 to 
80% by becoming ACE aware; an ACE awareness approach changed the narrative. 

9.4 Dr Andy Seymour, Gloucestershire CCG, asked whether ACEs scores were linear? Did a 
higher score mean heightened risks? Did ACE scores have different weightings?

9.4.1 Dr Coward informed the meeting that each of the ten ACEs has a different impact. Where 
domestic abuse was present in a family there would be ACEs in the home; there would be 
emotional neglect. There was a cumulative effect; as the ACE score increased the 
likelihood of disease or incarceration went off the scale. Dr Bennett added that those 
related to mental health were significant.

9.5.1 Peter Lachecki, Chair Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT), 
asked about awareness raising and how outcomes could be affected if changes weren’t 
managed by raising awareness; and what could we learn locally.

9.5.2 Dr Coward indicated that he was aware of the pressures that hospitals were under to 
deliver NHS targets, and that there were long waiting times for some services. However if 
an ACE approach was applied there was evidence (coming from the USA) to say that there 
would be a reduction in the numbers attending for medical appointments, eg. 11% 
reduction in attendance at ED. 

9.5.3 Dr Coward felt that there was an unnecessary degree of medicalisation of people’s 
symptoms instead of focusing on the root causes. He felt that it was important to talk less 
about diseases that we don’t have and more about the stories that we do; it was important 
to not only understand the cause but the cause of the causes – which was ACEs. This 
trauma informed approach did lead to changes in medical practice as you were dealing 
with truth. Dr Coward recommended the film ‘Resilience’ (https://kpjrfilms.co/resilience/) to 
support awareness raising. 

9.6 Chris Brierley, Deputy Police and Crime Commissioner, stated that it could be difficult to 
get funding for preventative work without the evidence to support the initiative. He asked 
how Gloucestershire could get buy in to this approach; how to be brave?

9.6.1 Dr Coward responded to the effect that the fact that this meeting had been organised could 
be seen as brave. He felt that it was about creating a compelling vision. He referred to the 
leadership of Dr Martin Luther King, that for black people it had been ‘enough and no 
more’, and that perhaps the same approach should be applied to our communities: ‘enough 
and no more’. He felt that once the message got out that we were neurologically damaging 

http://www.blackburn.gov.uk/Pages/aces.aspx
https://kpjrfilms.co/resilience/
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our children this would give impetus to the necessary social intervention. There was not a 
magic bullet, but strategic and meaningful priorities could be set and he put forward the 
challenge to make Gloucestershire the centre of excellence for ACEs in England. 

9.7 Cllr Jennie Watkins (Gloucester City Council) informed the meeting that she fully endorsed 
an ACEs approach, and would be happy to be part of any work to take this forward in 
Gloucestershire. She felt that it would be important to look at how we commissioned 
services, and recognise the work of other agencies. She felt that communication was key, 
and that people did have the intelligence, following an ACEs intervention, to understand 
themselves better. Housing was a significant factor and she stated that she thought that 
this was a unique opportunity to consider how we designed our estates in the future.

9.7.1 ACC Moss agreed that this was an opportunity to begin to do things differently. He 
reiterated Dr Coward’s point that this must not be a top-down approach. He stated that it 
would be important to look at how we used our multi-agency safeguarding hubs (MASH) to 
ensure that we achieved an holistic and comprehensive picture of the child. He noted that 
perhaps there was sometimes a tendency to overcomplicate strategy. 

9.8 Cllr Carole Allaway Martin (GCC) questioned how to access and use resources in the 
community. She felt that it would be helpful to identify people who had overcome their 
ACEs and understand how they had achieved this, how they had developed their 
resilience. 

9.8.1 Dr Coward indicated that he thought that was a fantastic idea. He was not aware that this 
had been undertaken anywhere else, so why not? He felt that hope was very important. 
The brain was very plastic, if an individual with a high ACE score received the right support 
they could recover. He referred to the Birmingham Freedom Project 
(https://birminghamfreedomproject.org/) which worked with 70 to 80 children a week. The 
project was seeing significant recovery; women were recovering and children were getting 
good long term care. 

9.8.2 Dr Coward questioned whether we were hearing the voice of the citizen? That we needed 
to hear as many stories as possible, and ensure that they informed policy. He reiterated 
that this was not about a top down approach but about a social movement. 

9.8.3 ACC Moss agreed that this was about the power of stories; the power of narratives. We 
needed to recognise and reflect this power.

9.9 Niki Gould, Nelson Trust, agreed that it was positive that this meeting had brought 
everyone together, and that this important issue was being discussed. She informed the 
meeting of the work of the Nelson Trust and how the Trust has been using an ACEs 
informed approach for some years. She commented that people often talked about hard to 
reach people/groups, when it was in reality the services that were hard to reach: 
professionals could be difficult to contact: systems difficult to navigate - this needed to be 
recognised. It was not appropriate to expect people to be navigating multiple services, and 
attending lots of different appointments. We needed to look at how we could work together 
to respond to these needs. How we could commission an integrated model when we were 
all experiencing serious funding challenges. She felt that as a county we could stop this 
cycle if we were committed to do so.

9.9.1 Dr Coward informed the meeting that in Birmingham they were starting to talk about 
bringing everything together under one roof – a one stop shop. He suggested that this 
might be something that partners in Gloucestershire could consider taking forward. He 
acknowledged the funding challenges.

https://birminghamfreedomproject.org/
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9.10 Cllr Roger Wilson, Chairman Gloucestershire Health and Wellbeing Board, reiterated Cllr 
Watkins’ comments regarding the important role played by Housing. He agreed that good 
housing was essential to a healthy lifestyle. At present we built houses but not 
communities. He felt a lot of problems could be resolved if we all knew our neighbours. 

9.10.1 Dr Coward acknowledged this, and informed the meeting that it might be helpful to contact 
Street Associations (http://streetassociations.org/) to support this type of work. They were 
based in Birmingham but did work nationally. They have worked with academics and could 
evidence a significant reduction in anti-social behaviour (by creating communities). 

9.11 Stewart Edgar, Chief Fire Officer, discussed the journey that the Fire Service had been on, 
how they had had to make significant changes. There was not always the evidence base 
for some initiatives so they had had to take a leap of faith. He felt that this experience was 
relevant to the situation we were now in with regard to ACEs; there were learning 
opportunities from the fire service’s experience.

9.11.1 Dr Bennett agreed that this was a real opportunity to think outside the box. Identify what 
these families need; could we be more flexible? 

9.11.2 Dr Coward commented that the formation of the accountable care organisations could be 
used as a driver to change the narrative. It would be important to create momentum 
through the STP.

9.12 Chris Brierley, discussed the importance of creating trust and building communities, 
building resilience, and the work that the Police were doing to address anti-social 
behaviour, using ‘community builders’. He felt that it was time to be brave; we have to do 
something or demand would keep rising. 

9.13 Cllr Lesley Williams, GCC, commented that the role of the church had not been mentioned 
so far today. She felt that when visiting families it was not difficult to see whether they were 
struggling. She thought that in the past the church had been very active, and this had 
benefitted young people. Sadly people did not go to church so much these days, and 
ministers were spread over more than one parish.

9.13.1 Bishop Rachel Treweek informed the meeting that the Anglican church did aim to be 
engaged with communities, particularly to combat exclusion and isolation. The church 
worked with many partners, eg. the Nelson and Barnwood Trusts. She felt that ACEs was 
something that should speak to all of us as human beings. She looked forward to working 
with more people.

9.14 Brett Riches, Gloucester Diocese Safeguarding Officer, informed the meeting that he was 
involved with training the clergy and those involved in churches across Gloucestershire. He 
would think about how he could build a more ACEs informed approach into safeguarding 
training. He felt that the Church of England was in a unique position of having a presence 
in lots of communities. He commented that it was important to invest in quality 
relationships, ensuring that people were heard and their stories shared. He informed the 
meeting that he was encouraged by the discussion today; this could be taken forward into 
training and case work with parishes who were not necessarily experts or trained in what to 
do, but as human beings have a human response to people.

9.15 Mary Hutton, GCCG Accountable Officer and STP Lead, informed the meeting that the 
STP was in the early stages of developing an intervention strategy. She indicated that a 
place based solution would best meet the complex needs of many people in 

http://streetassociations.org/
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Gloucestershire. She hoped that today’s meeting had made it clear that what we were 
doing was not enough, and that we have to do things in a more coordinated way.

10. Cllr Roger Wilson thanked everyone for taking the time to attend the meeting today. He 
assured everyone that the Health and Wellbeing Board would maintain the momentum 
from this meeting. A report would be produced identifying the next steps, and the Board 
would follow up on this debate on 23 January 2018. 

CHAIRMAN

Meeting concluded at 12.00 pm


