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CHAPTER
Introduction 
Adverse Childhood Experiences (ACE’s) means various childhood problems.  These childhood difficulties such as: neglect, abuse, traumatic experiences at the household and ignoring children during their difficult times. Later on, these issues turn into determinants of mental health issues and risky behaviour (Hughes et al., 2017, Burke Harris, 2018). These childhood experiences (ACE’s) go a long way in shaping neurobiological stress, attachments, and the ability to cope with this condition. In case of inability to tackle it, children could feel vulnerable and be prone to self-harm and suicidal behaviour during different developmental stages in their lives (Van der Kolk, 2014). Office for National Statistics 2025, data of 2024 indicates, around 5,717 cases of suicide were recorded in England, which shows age specific mortality rate (ASMR) 11.1 per 100,000 and mostly in males. Although variations in roles of a young one could also lead to this behaviour on account of their first real encounter with the reality of education, work, and relationships, these could reactivate some past traumatic experiences, leading to isolation and impulsive behavioural patterns.
This research intends to focus on ACE’s exposure and the resultant risks of suicide and self-harming behaviour among males aged 18–25 in England by interlinking bio-psychosocial evidence with psychological models to explain entrapment and help-seeking barriers in males. The objective of this research is to evaluate how the ACE’s and suicidal tendencies and self-harm behaviour intersect with each other so that the traumatic experiences and gender responsiveness indicators could be identified well before these transformations emerge to suggest supportive measures in the public health and social care system of England. 
Key Words Definitions and Acronyms 
1. Adverse Childhood Experiences: It is abbreviated as ACE and is the likely event for trauma during childhood in age between (ages 0–17) which could include abuse, neglect, and household dysfunctionality that gather overtime and negatively impact mental health during the youth period.
2. Suicide & Suicidal Behaviour: This behaviour emerges due to feelings of hopelessness triggered by some traumatic event or past stressor and leads from imagination to planning and attempts.  
3. Self-Harm: It is intentional injury or self-poisoning one does to oneself without any intent and used a mechanism to cope with trauma linked to childhood issues.
4. Mental Health: In this research, it means long-term disruption due to ACEs which affect stress regulation, emotional coping, and subsequent behaviour.
5. Neglect: It is the failure of a caregiver to meet the basic physical or emotional needs of a child which later weaken attachment and increase the sense of vulnerability leading to poor mental health during adulthood.
6. Abuse: It comprises physical, sexual, or emotional abuse that triggers stress responses with lasting neurobiological and behavioural results during adulthood.
7. Trauma and Traumatic Experiences: These comprise events which causing long term psychological harm  such as emotional instability and weakened coping mechanisms specifically in the absence of support.
8. Stress: It means physiological and psychological strain which is repeated during childhood gather and impair emotional regulation and increase the risk of suicidal behaviour.
9. Mortality: It means death from suicide which is measured by Age-Standardised Mortality Rate (ASMR).
10. Vulnerable / Vulnerability: It means increased susceptibility to suicidal or self-harming behaviours specifically among the males with ACE background. 
11. Isolation: It means to stay disconnected from relationships and networks which increases exposure to suicidal behaviour and worsened in case of ACEs. 
	Acronyms
	Full names

	CALM
	Campaign Against Living Miserably

	NHS
	National Health Services

	ACE’s
	Adverse Childhood Experiences

	NICE
	National Institute for Health and Care Excellence

	ONS
	Office for National Statistics

	SAMHSA
	Substance Abuse and Mental Health Services Administration

	ASMR
	Age-Standardized Mortality Rate

	CDC
	Centers for Disease Control and Prevention

	WHO
	World Health Organization 



Background and Current Context 
Felitti (1998), stated that there is a dose-response relationship between ACE’s and adult health issues. The UK context shows its gradual evolution, with Public Health England promoting ACE’s centered approaches and NHS England utilising trauma-centric frameworks for guidelines (NHS England, 2025). However, such issues among young males were mostly attributed to individual weakness rather than developmental or childhood stressors, which slowed childhood intervention strategies as well as raised socio-cultural barriers to seeking, help (NHS England, 2025). 
A report published by National Office for Statistics (2025), showing that suicide has become the leading cause of death among English males of the mentioned age group. This group has rather emerged as a vulnerable segment because of its place between Child and Adolescent Mental Health Services (CAMHS) and provisions drafted for adult mental health services. The NHS Long Term Plan (2019) formed strategies to improve mental health have tried to address these issues but gender barriers rooted in socio-cultural norms have often prevented this population segment from seeking support services. Also, currently, there is a gap in research regarding ACE’s exposure and suicidal behaviour for this age group in England (Danechi, 2026).
Rationale for Research 
This study is important for addressing the critical issue of suicide in adult men in England, whose average rate has surpassed that of women. The reason is that this age group is very critical due to the transformative period in which young men have to confront domestic changes, jobs, and relationships for the first time in life. The stress of these events causes painful experiences at home, leading to severe emotional stress (Danechi, 2026). Also, research indicates that with an increase in childhood stressors, there is an equal and relative increase in the likelihood of more health issues in behavioural patterns. There is a relationship between self-harm and ACE’s, with 79.1% reporting multiple stressors having attended hospital for self-harm (Cleare et al., 2018). It leads to the conclusion that traumatic issues could disrupt the stress system and weaken social relationships and ultimately increase the tendency of self-harm (Van der Kolk, 2014). 
This research, therefore, intends to use ACE’s evidence about the risks of suicide in young men in England to develop a set of recommendations that are not only pragmatic but also trauma-specific and gender-responsive for support and intervention to be included in public health and social care services to address this issue. 
Aim and Objectives 

Aim
The aim of this research is to evaluate how adverse childhood experiences (ACE’s) relate to suicide risk and self-harm in men aged 18–25 in England and to identify trauma-informed, gender-responsive points for prevention and early intervention strategies.
Objectives

· Define adverse childhood experiences (abuse, neglect, trauma and household dysfunction), identify the prevalence and types of ACE’s among males aged 18-25 in England.
·  Analyse existing data and literature to identify trends and patterns of ACE’s especially related to suicide risk and self-harm behavior in males aged 18-25.
·  Evaluate available literature and research psychological and social models as well as socioeconomic, cultural and environmental factors exploring progression towards suicidal behaviour and self-harm with a focus on male help-seeking barriers.
· To provide practical, evidence based recommendations about screening, referral, intervention and support to reduce and prevent suicide risk and self-harm behaviour in males aged 18-25 in England.

Conclusion 
In short, this chapter introduces the main topic as how ACEs could increase suicidal risks including tendency to self-harm among young adult males of age 18 to 25 in England. Different research studies have proved it though statistical evidence about the young adults having recorded suicidal deaths in 2024 approximately 5, 717. Explaining the key terms and acronyms to be used sparingly, the chapter also highlight the rationale that is to give a set of recommendations for intervention for early support in the UK health and social care service sector after proving that ACEs have links to deteriorating mental health among the young adults that linger later in life and lead them to cause self-harm or have suicidal thoughts. In the end, the chapter sets aim and objectives for suggesting a set of recommendation for the UK context. The following chapter is going to present background information and analysis starting with the history of ACEs, main risk evaluating frameworks and then research in understanding suicide and self-harm including moral and legal concerns. It also includes main theoretical perspectives, models linking it to suicidal behaviour and self-harm, international context and comparative approaches, along with English policy, regulatory landscape and relevant local solutions.  
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CHAPTER 2 – BACKGROUND INFORMATION AND ANALYSIS

Introduction 
This chapter highlights the historical and theoretical foundations of this research on ACE’s to trace the ways they shape the risks of suicide and self harming behaviour among the young males aged 18 to 25 in England. The CDC defines it as potentially traumatic events that occur in childhood (0–17 years) (2025) and cause later inclinations to these two behavior issues. The common issues of childhood include abuse from somebody, or parental neglect and dysfunctional household conditions, which could be accumulated in a dose-response pattern during the entire growth period. In fact, this age, known as emerging adulthood (18–25), is a highly sensitive transition period during the development of a child which is characterised by strong consciousness of identity as well as changes in roles and independence. Arnett (2000, p. 471) has put it as "roleless role" quoting Talcott Parsons (1942). When a person enters adulthood, these features could emerge during adversity or interaction with similar situations such as financial issues, or breaking relationships, or occupational pressures and stress patterns. Therefore, they create a vulnerability to dysregulated coping issues which result in suicidal and resultant self harming patterns in behavior.
However, this chapter only leads to findings of different themes, tracing the historical evolution of ACE’s and the issues of suicide and self harm in public health, presenting the main theoretical and model perspectives, and summarizing global approaches to cope with these issues by placing English policy in this context. This background research provides a strong rationale to suggest recommendations that intervene in the early period to cope with traumas.
Historical Background  

ACE’s as a cumulative-Risk 
ACE’s concept evolved from a huge epidemiological work and shows that the difficult traumas and times of childhood are associated with poor health and mental problems in later years. The landmark Kaiser Permanente/CDC ACE Study has listed and measured categories of childhood abuse and household dysfunction to claim that they have found a "graded relationship" between different childhood exposure categories and "adult health risk behaviors" (Felitti et al., 1998) and stated that individuals with four or more categories have higher risks of depression and suicide attempts, supporting the main idea that the issue of adversity "stack up" and increases the risks (Felitti et al., 1998). Later studies have also supported this framing of cumulative risks, showing that adults having four or more ACE’s in childhood are more vulnerable to these two issues in adulthood, as this is consistent with the dose-response pattern (Hughes et al., 2017). This shift has moved ACE’s from being family-based or isolated incidents to being framed as determinants of health and inequality across the wider population.
The research on a comparable population segment in England shows it being part of the health debates. A survey of duration from April to July 2013 has shown 47% of adults have reported at least one ACE, while those experiencing four or more ACE’s were 9% (Bellis et al., 2014). It means that ACE’s in childhood are common and are generally associated withbehaviours and mental health issues in later life that are measurable and scalable. However, it is interesting to note that the research on ACE relies on standard categories called the original ACE domains, which enable comparative studies in this domain. The researchers have argued that the checklist of ACE’s can lead to low reporting of adversities that impact childhood due to the changing social contexts. It means they are also tied to the social structure. One such approach has expanded ACE categories to include other forms of adversity, such as community violence and racial discrimination (Cronholm et al., 2015). It has also been researched that the addition of more categories could lead to more predictable outcomes in later years (Finkelhor et al., 2015), which is reflective of widening ACE’s from only domestic issues to models that also identify and recognise neighborhood and social structures as major stress- and trauma-causing factors.
Whereas, policy concerned, measurement transformations and trauma-informed care have emerged as organizational responses to these challenges. SAMHSA has focused on the various practices that link knowledge of trauma and its impacts to prevent retraumatization (SAMHSA, 2014). This has become a great source of linking the evidence of ACEs to service design to create a system responsive to public safety, reduction of harm, and improvement of results, specifically in the target group for suicidal and self harming behavior.
Suicide and Self-harm from Morality to Prevention
However, it is to be noted that suicidal issues and incidents have taken a sharp shift from being framed as moral and legal issues to clinical problems to be referred to as public health problems. The main turning point was the introduction of the Suicide Act 1961, which declared “Suicide to cease to be a crime” (Suicide Act, 1961, s. 1) to help in the reconfiguration of the problem of suicide as a matter of health care and not of legality or penalty whereas NICE defines it as a type of self-harm that is intentional and includes "self-poisoning or injury" regardless of the objective of it (NICE, 2022). This is important because of the reliance of the health and care measures on it to identify the cases and take care of them likewise in the background that more than 6,190 suicides surfaced in 2024 with male adults at 17.6 per 100,000 (ONS, 2025). It also relies on epidemiology for prediction as the Multicentre Study of Self-harm in England, where 0.5% of people died by suicide within a year with 0.82% males (Hawton et al., 2015). It supports the focus of NICE for psychosocial assessment with relevant follow-up and aftercare facilities and measures for it (NICE, 2022). It is because for males aged 18–25, this period is full of various transitions taking place in life with acute stress and past traumatic events shaping the coping measures yet masculine conventions of keeping their lips tight often come to the rescue by suppressing disclosure and delaying seeking assistance (Seidler et al., 2016; Addis and Mahalik, 2003). It has also surfaced consistently that 15.4% of men aged 16–24 have been reported to have self-harmed (NHS Digital, 2025).
Theoretical Background 
	
Theoretical Perspectives

The understanding of the interlinking of the ACE’s with self harm and suicidal events is based on the chain reaction in the body and the ultimate relationships. The statistics from England and Wales show that ≥1 ACE and ~10% report ≥4 (Hughes et al., 2020). It also shows that there are biological, relational, and social processes that lead to a single ACE event happening in an individual adult. Moreover, such repetitions of threats during childhood activate the stress system of the adult or continue to do so in the future and increase “allostatic load,” the cumulative “wear and tear” of continual adaptation (McEwen, 1998, p. 171). However, its ecobiodevelopmental perspective indicates that it leads to toxic stress having "a lasting signature" on the development of the brain and its regulation, which impacts emotion control and learning (Shonkoff et al., 2012, p. e232). It is further supported by attachment theory, which centers on safety learned with caregiving, in that when care becomes inconsistent, the immune system becomes weak and later relationships feel unsafe (Bowlby, 1988).
Models Linking ACE’s to Suicidal Behaviour and Pattern
Many other perspectives explain suicidal behavior and patterns and separate these thoughts from the reasons underlying this adult behavioral pattern. For example, stress–diathesis thinking associates ACE’s with some vulnerability activated by later triggers of stress (O’Connor and Nock, 2014). Another research indicates that a strong dose–response shows that the odds of committing suicide are "30 times” higher in adults with four or more ACE’s as compared to those having none (NACCHO, 2021). However, another model, the Integrated Motivational–Volitional model, indicates that whereas the sense of defeat and being trapped help imagine these things, volitional moderators help in shifting these attempts to actions (O’Connor and Kirtley, 2018). The Interpersonal Theory, on the other hand, focuses on the issue of being prevented from belonging relationships and perceived burdensomeness, which create desire and then lead to action (Van Orden et al., 2010). These models outline ideation-to-action, point out reasons, and make it clear that shame, perceived failures, and a sense of disconnection following the ACE’s increase the potential of suicidal behavior in adulthood when help is either delayed or support seems not available on time.
Some researchers have used these models in the identification of mediators that ACE exposure shapes the suicidal behavior pattern, which include depression and traumatic symptoms, or misuse of substances, or impulsive behavior, or even social isolation (Hughes et al., 2017; O’Connor and Nock, 2014). However, it is also interesting to note that for male adults, this increases the expression of depression and reduces the mechanisms of seeking help while increasing the risk of going from difficulty to suicidal behavior (Addis and Mahalik, 2003; Seidler et al., 2016). Even sometimes, substance-linked situations could put the other ACE’s symptoms on the back, thus making clinical identification difficult.
These perspectives and models provide testable mechanisms and indicate points that cause intervention such as the reduction of traps, the increase in the sense of belonging, making coping and accessibility strong, and improving care for suicidal and self-harm behaviors. Despite this, there are various limitations in measuring ACE’s, identification, context, and further exposure with triggers or meditational mechanisms.
International Context

Global Perspective and Common Trends
Global ACE’s perspectives theorize them as preventable determinants of mental health and consider suicide or suicidal thoughts as a concern of public health. The World Health Organization shows statistics as "more than 700 000 people" committing suicide every year (WHO, 2021) and promotes its program of LIVE LIFE for coordinated action against this pattern of behavior. It shows that it is not an individual issue to be treated at a clinic but a challenge to health care policy due to the public suffering from this menace. The common global trend is to focus on its timely identification and screening and then spot and remove those psychological issues. After this, it is integrated into youth mental health care models so that its multi-level burden could be reduced and the barriers related to its stigma could be removed. It also includes preventive measures through community-based integration of educational institutions to take prevention initiatives with specific focus on the cultivation of individual resilience, with full crisis support tools and "24-hour crisis lines, and community-based emergency care" (WHO, 2021).
Comparative Approaches
When compared with other approaches and models, it has been seen that several models are often embedded in healthcare systems mostly prioritize standardized clinical procedures to tackle this issue. They have also included formal governance structures and integration in both primary and secondary care systems, which also include "follow-up and support" for the young adults who are realizing or exposing this type of suicidal behavior (WHO, 2021). Such follow-up procedures are often structured in the aftercare of the systems integrated into the main healthcare systems following self-harming behavioral signs. However, compared to community-led approaches, they tend to focus on the participation of youth with developed and structured peer-support mechanisms and outreach to young adults that is embedded in the cultural context to respond to such behaviors. They also focus on non-stigmatizing avenues with easy accessibility and trust in the identifiers and close relatives among the vulnerable young segments of the population. It has been seen that generally such models integrate easy access with continuous care and phased delivery of service, yet their success relies on various determinants, including funding, workforce, accessibility, and referrals, coordination of care and systems, and data sets collected and monitored likewise.
Case examples and lessons for England
· Case-1: Australia-headspace (ages 12–25): This is the best program on account of its one-stop service-oriented feature with core services including mental, physical, substance and work or vocational service for the young people to get not only support but also practical assistance to be integrated into the social structure. Although it monitors its outcomes routinely, several of them have been used for statistical analysis with further improvements in its foundational services (Rickwood et al., 2023). 
· Case-2: Canada (British Columbia) – Foundry: Launched in British Columbia in Canada, Foundry is an integrated youth health service network which provides services on the basis of easy intervention and easy access. It comprises mental, sexual and physical, substance and peer support and other social services related to social support (Mathias et al., 2022). 
· Ase-3: Ireland – Jigsaw (ages 12–25): This Irish model was set up to deal with the mental health of young people aged groupfor 12–25-year-olds. Its main features are mental health support, therapy support and youth routine monitoring including arraignment of funding for the delivery of regular services (O’Reilly et al., 2022). 
Lessons for England
These models show that they are relevant for the same issue in England on account of their being youth friendly, similar age group, comprehensive support system including social and psychological support, monitoring and evaluation and coproduced design. These lessons are compatible with the NHS Long Term Planning which commits to improve to the mental health of the young people with comprehensive coverage (Royal College of Psychiatrists, 2019).
National/Local UK Context 

UK/England Perspective 
Whereas the issue of the suicidal behavior and self harm in England is concerned, it has been reported that it has been continuously on the increase among the male. ONS statistics also confirm these statistics reporting that total 6,190 suicides were registered in England and Wales in 2024 which indicates the ratio of male among them as 17.6 per 100,000 (ONS, 2025) while only in English it 11.1 per 100,000 (ONS, 2025). It has also been debated upon in the parliamentary briefings (House of Commons Library, 2026) with specific focus on the suicidal behaviour and self harming thoughts. Moreover, a multicentre English cohort has also shown that there is an increased risk of suicides even after the hospital-treated self-harming behavioral pattern (Hawton et al., 2015). Whereas the English health and social services framework has recognized ACE’s, the guidance for this is clear in Working Together to Safeguard Children which refers to ACE’s as "potentially traumatic adverse childhood experiences" and states to have "lasting impact … into adulthood"(Department for Education, 2023). It is similar to the main hypothesis of this research that ACE’s are relevant to the childhood health services as well as adult mental health prevention.
Policy and Regulation
There are three major policies and regulatory frameworks in English at the present moment. They include Suicide Prevention Strategy for England 2023–2028 that has set ambitious targets to reduce suicides and improve support to the youth (DHSC, 2023). The second is NICE NG225 which means evaluation and management of self-harm with focus on psychosocial assessment, therapeutic services and preventive care (NICE, 2022). Third is the pack of directions by NHS related to trauma-informed practices directions which have been derived from the national resources on trauma-informed practices and care about self harm awareness (NHS England, 2025). These policies impact only assessment but also early identification which including risk management and accessibility to support specifically for this age group to seek preventive care. 
Local Pathways 
On local level, it starts with NHS 111 in England or the people contact their GP for urgent advice with (NHS, 2023) call to 999 or A&E for further help during such crisis wherein A&E refer on to liaison psychiatry or a local crisis team according to the nature of the case (NHS, 2023). Several adults also seek help from NHS Talking Therapies (18+, and 16–17 in some areas) for depression and anxiety or even seek support from community mental health services and other centers such as Samaritans (116 123) offer 24/7 listening support (NHS, 2025; NHS England, n.d.; Samaritans, n.d.).
Conclusion 
This chapter provides the background study of the ACE’s and their relevance to the young adults aged 18–25 in England with reference to attempts to commit suicide and self-harm. It shows that the public health system, based on evidence, has focused on the ACE’s and the issue of suicide and self-harm thoughts have become a topic of health and social care instead of moral judgments. The chapter also discusses theoretical frameworks with critical evaluation of each and model cases with lessons for England and highlights local pathways for the youth in England to seek earlier intervention. It provides guidance for the third chapter about the research method and thematic organization in the coming chapter.
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