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Adverse Childhood Experiences (ACEs) are traumatic experiences that children experience before the age of 18 and can have a lasting impact on psychological and physical health and well-being. Referring to the case studies provided on Moodle, critically examine one of these themes and consider the potential risk factors for Adverse Childhood Experiences and how the impact of these risks can be minimised.


Mental Health in Children and Young People
(ECPS6004)



Adverse Childhood Experiences (ACEs) are recognised as significant contributors to long-term psychological, physiological, and social difficulties (Felitti et al., 1998; Hughes et al., 2017; WHO, 2018; McEwen & Gregerson, 2019; Daníelsdóttir et al., 2024). These experiences, including emotional neglect, family instability, and school-related stress, can profoundly shape developmental trajectories. Ben, a 15-year-old experiencing severe anxiety, school refusal, and self-harming behaviors, exemplifies how cumulative adversity impacts mental health. His symptoms, including distress, physiological discomfort, and social withdrawal, align with research on toxic stress and neurobiological dysregulation. The Toxic Stress Model (Shonkoff et al., 2012) explains how chronic adversity disrupts emotional regulation by over-activating the hypothalamic-pituitary-adrenal (HPA) axis, leading to heightened anxiety and avoidance behaviors. Meanwhile, the Cumulative Risk Model (Evans et al., 2013) highlights how multiple adversities interact to amplify psychological vulnerability. While these models provide valuable insights, they have limitations. Notably, they often overlook protective factors, such as stable caregiving relationships and community support, which can buffer against adversity (Di Lemma et al., 2019). Additionally, resilience-building interventions and broader socio-environmental influences remain underexplored. This essay critically examines the risk factors contributing to Ben’s distress, the impact of these factors on his psychological and physical well-being, and effective intervention strategies. 

Ben, a 15-year-old boy, is exhibiting severe anxiety, school refusal, and self-harming behaviors, including persistent scratching of his wrists. His distress manifests through intense physiological symptoms, such as stomach cramps, nausea, and shaking when attempting to attend school, leading him to isolate himself by locking his bedroom door. His parents, under pressure from the school to ensure his attendance, struggle to support his emotional needs, highlighting a complex interplay of individual distress and external stressors. Research on ACEs suggests that chronic exposure to adversity including emotional neglect, academic pressure, and social isolation can significantly increase the likelihood of anxiety-related disorders and maladaptive coping mechanisms (McLaughlin et al., 2014; Brown & Plener, 2017; Hughes et al., 2017; Farooq et al., 2024). The Cumulative Risk Model (Evans et al., 2013), provides a framework for understanding how multiple adversities interact to heighten Ben’s psychological vulnerability, rather than any single factor being solely responsible for his distress. Additionally, self-harm is a well-documented consequence of ACEs with individuals exposed to household dysfunction, neglect, or trauma being at greater risk of engaging in self-injury as a maladaptive coping strategy (Brown & Plener, 2017; Dube et al., 2003; He et al., 2024). School-related stress and social withdrawal can further compound psychological difficulties, reinforcing avoidance behaviors and impeding emotional regulation (Heyne et al., 2001). Neurodevelopmental factors may further exacerbate Ben’s response to stress. Adolescence is a critical period of brain maturation, particularly within the prefrontal cortex and limbic system, which affects emotional regulation and impulse control (Casey et al., 2008). The Toxic Stress Model (Shonkoff et al., 2012), explains how chronic stress exposure disrupts the hypothalamic-pituitary-adrenal (HPA) axis, increasing susceptibility to anxiety, avoidance behaviors, and physiological distress (Kinlein et al., 2015). Given these compounding risk factors, early intervention and trauma-informed support systems are essential to reducing long-term consequences, including depression, emotional dysregulation, and academic disengagement (Merrick et al., 2018; Welk & Goncy, 2024). By examining Ben’s case within the ACEs framework, it becomes clear that anxiety and school refusal are both symptoms and consequences of cumulative trauma. 

ACEs are shaped by interrelated risk factors that heighten psychological distress and developmental challenges. Ben’s severe anxiety, school refusal, and self-harming behaviors suggest underlying risks such as emotional neglect, parental stress, and undiagnosed mental health conditions (Elmore & Crouch, 2020; Lacey & Minnis, 2020). These factors disrupt emotional security and hinder healthy coping mechanisms, increasing vulnerability to maladaptive responses. Additionally, socioeconomic instability, academic pressure, and mental health stigma can further limit access to necessary support (Hughes et al., 2017). The Cumulative Risk Model (Evans et al., 2013) highlights how these adversities interact to intensify psychological distress rather than acting in isolation. For example, financial stress and housing insecurity correlate with emotional dysregulation and adolescent mental health disorders (Marmot, 2020). When combined with parental stress and neglect, these factors significantly increase the risk of severe anxiety and avoidance behaviors (Emerson et al., 2019). However, while this model effectively explains the compounding nature of adversity, it does not fully account for protective factors such as supportive teachers, therapy, or community interventions, which could buffer against these negative effects in Ben’s case. School-related trauma, stemming from bullying, academic pressure, or undiagnosed learning difficulties, likely reinforces Ben’s avoidance behaviors and emotional distress (Heyne et al., 2001). Mental health conditions such as anxiety disorders or school phobia may further contribute to school refusal, while self-harming behaviors often indicate a maladaptive coping strategy for emotional distress (Dube et al., 2003). Parental stress, compounded by legal pressures from the school system, may limit their ability to provide adequate emotional support (Lê-Scherban et al., 2018). Additionally, social isolation due to school avoidance may weaken peer support networks, exacerbating anxiety and depressive symptoms (Seidler et al., 2016). The cumulative impact of these adversities can lead to heightened anxiety, increased social withdrawal, and worsening self-harm. Academic disengagement further impairs cognitive and social development (Bellis et al., 2018). Long-term exposure to these risk factors significantly increases the likelihood of major depressive disorder, post-traumatic stress disorder (PTSD), and chronic anxiety disorders (McLaughlin et al., 2014). Children with multiple ACEs also face greater risks of educational and occupational disadvantages, perpetuating adversity into adulthood (Finkelhor et al., 2015). These outcomes highlight the need for early intervention and systemic policy changes that address root causes rather than solely mitigating symptoms.

Exposure to ACEs has significant short- and long-term effects on psychological, physiological, and social development. In the short term, chronic stress is linked to heightened anxiety, emotional dysregulation, and behavioral difficulties, including aggression, withdrawal, and avoidance behaviors (McLaughlin et al., 2014). These effects are particularly evident in Ben’s school refusal, extreme anxiety, and self-harming behaviors, which align with research on prolonged stress exposure and emotional neglect (Merrick et al., 2018). Additionally, cognitive development may be impaired, as chronic stress can alter brain structure, particularly in the prefrontal cortex and amygdala, leading to deficits in executive function and working memory (Pechtel & Pizzagalli, 2011; Gee et al., 2014). Ben’s physiological symptoms, including stomach cramps and nausea, indicate autonomic nervous system hyperreactivity, a common response to prolonged stress exposure (Gunnar & Quevedo, 2007). Neurobiologically, chronic stress activates the hypothalamic-pituitary-adrenal (HPA) axis, leading to sustained cortisol elevation, which can impair emotional regulation and increase susceptibility to anxiety disorders (Faravelli et al., 2012). Over time, these dysregulations elevate the risk of chronic health conditions, including cardiovascular disease (Su et al., 2015), diabetes (Huffhines et al., 2016), and immune system dysfunction (Chen et al., 2021). The Cumulative Risk Model (Evans et al., 2013) provides insight into how Ben’s multiple adversities of emotional neglect, academic pressure, and parental stress interact to compound psychological distress. Rather than a single adverse event, his severe anxiety and self-harm are likely the result of an accumulation of stressors. Empirical evidence supports this perspective, showing that exposure to multiple ACEs significantly increases the likelihood of severe mental health disorders and self-harming tendencies (Merrick et al., 2018; Thurston et al., 2023; Farooq et al., 2024). Furthermore, early intervention in mitigating adverse outcomes (Luthar & Eisenberg, 2017). Addressing Ben’s distress requires interventions that not only target physiological stress responses but also consider socio-environmental influences, reinforcing the need for holistic, trauma-informed care.

Preventing and mitigating the effects of ACEs requires a multi-tiered approach that incorporates primary, secondary, and tertiary prevention strategies. Primary prevention should focus on reducing the occurrence of ACEs through policies that promote safe, stable, and nurturing environments, such as early childhood education, parental mental health support, and economic interventions to alleviate family stress (Courtin et al., 2019; Buchanan et al., 2023; Giovanelli et al., 2023). While these initiatives have demonstrated efficacy, their long-term success depends on sustained government funding and policy prioritisation (Cantor, 2021). However, disparities in access to preventative resources leave marginalised communities without adequate support, perpetuating cycles of adversity (Asmussen et al., 2020; Ruphrect-Smith et al., 2024). Secondary prevention should target children already experiencing adversity, aiming to mitigate harm through early identification and intervention. School-based mental health programs and trauma-informed care play a crucial role in this strategy (Anda et al., 2020). However, inconsistent implementation, underfunding, and a shortage of trained professionals limit their effectiveness (Richter et al., 2022). Many schools lack the resources to fully integrate trauma-informed practices (Maynard et al., 2019), and mental health professionals are often overburdened (Sohn, 2024), reducing the accessibility and impact of these services. Additionally, the stigma surrounding mental health remains a significant barrier, preventing children and families from seeking necessary support (Mukolo et al., 2010). More targeted funding and systemic support are required to bridge these gaps and ensure vulnerable children receive timely interventions. Tertiary prevention should focus on addressing the long-term consequences of ACEs by providing therapeutic interventions for individuals experiencing chronic psychological distress (Shonkoff et al., 2012). Cognitive Behavioral Therapy (CBT) is widely recommended for treating trauma-related distress but is not universally effective, particularly for children with co-occurring mental health conditions or engagement difficulties (Grave & Blissett, 2004; Cary & McMillen, 2012; Munir, 2016). Alternative approaches, such as Parent-Child Interaction Therapy (PCIT) and resilience-building programs, offer structured support but require sustained investment and specialised training (Lieneman et al., 2017). Socioeconomic disparities further hinder access to these interventions, leaving many disadvantaged children without timely psychological support, exacerbating long-term mental health risks (Mahmood et al., 2024). The Toxic Stress Model provides a theoretical foundation for understanding why these interventions are essential. Prolonged exposure to toxic stress without buffering protective factors disrupts the hypothalamic-pituitary-adrenal (HPA) axis, leading to chronic cortisol elevation and neurodevelopmental impairments (Franke, 2014). To mitigate these effects, interventions must prioritise strengthening protective relationships, enhancing school-based support, and ensuring access to evidence-based therapeutic strategies (Hertel & Kincaid, 2017; Garner & Yogman, 2021). However, structural barriers such as high student-to-counsellor ratios and limited teacher training continue to hinder school-based intervention effectiveness (Pachter et al., 2017). At the policy level, securing long-term government funding for school-based mental health services and expanding affordable psychological support are crucial steps in mitigating the effects of ACEs. Policies must address structural determinants, including housing stability, poverty reduction, and universal access to mental healthcare, as these directly influence the prevalence and severity of childhood adversity (Walsh et al., 2019). Despite these efforts, challenges persist, including financial constraints, fragmented services, and systemic biases disproportionately affecting marginalised populations (Lê-Scherban et al., 2018). Effective coordination between educators, healthcare providers, and social workers is essential to ensure that interventions comprehensively address diverse family needs while avoiding exclusionary practices (Hood et al., 2016). By applying the Toxic Stress Model to intervention strategies, it becomes clear that reducing toxic stress through protective relationships, school-based support (Hertel & Kincaid, 2017), and resilience-building programs are critical to preventing long-term harm. A comprehensive, multi-level approach grounded in trauma-informed care must prioritise equitable access, sustained policy commitment, and rigorous evaluation of intervention effectiveness. 

Literature on ACEs has significantly advanced understanding of the link between childhood adversity and long-term psychological and physiological outcomes, yet it has notable limitations with significant real-world implications. One primary concern is the reliance on retrospective self-report surveys, such as those in the original ACEs study by Felitti et al. (1998), which are susceptible to recall bias and reinterpretation (Baldwin et al., 2019). Additionally, ACEs research often lacks cultural sensitivity, as studies conducted primarily in Western contexts may not account for how adversity manifests across different socio-economic and cultural groups (McLennan et al., 2020). Over-reliance on ACE scores in practice and policy can lead to misclassification of at-risk individuals and the neglect of structural determinants such as poverty and systemic inequalities, which play a critical role in shaping childhood adversity (Lacey & Minnis, 2020). The framework’s oversimplification of trauma also fails to incorporate resilience and protective factors, which are crucial for mitigating adverse effects (Giovanelli et al., 2020). Addressing these limitations is essential for refining interventions that are both effective and equitable. Two widely applied theoretical models, the Toxic Stress Model and the Cumulative Risk Model, provide valuable but incomplete explanations of ACE-related outcomes. The Toxic Stress Model elucidates the physiological consequences of prolonged adversity, particularly dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis and chronic cortisol elevation, which can impair neurodevelopment (Franke, 2014). This model explains Ben’s physiological symptoms, such as gastrointestinal distress and heightened autonomic nervous system reactivity (Gunnar & Quevedo, 2007). However, its primary limitation is its insufficient attention to protective factors, as it assumes that toxic stress inevitably leads to negative outcomes. Research suggests that stable caregiving relationships, early intervention, and community support can mitigate these effects, which this model does not adequately address (Masten, 2014). The Cumulative Risk Model offers an alternative framework, illustrating how multiple adversities interact to intensify psychological distress. This perspective aligns with Ben’s case, where anxiety, school refusal, and self-harm are likely compounded by factors such as emotional neglect, academic pressure, and social isolation. Empirical evidence supports this model, demonstrating that exposure to multiple ACEs significantly heightens the risk of severe anxiety, depression, and self-harming behaviors (Merrick et al., 2018). However, the model does not sufficiently account for the buffering effects of single protective factors, such as a caring teacher or early therapeutic intervention, which could disrupt negative trajectories (Luthar & Eisenberg, 2017). In Ben’s case, targeted interventions such as trauma-informed school programs and community-based mental health initiatives may mitigate adversity, aspects that this model does not fully integrate. Given these limitations, alternative frameworks may provide a more comprehensive understanding of Ben’s distress. Attachment Theory (Bowlby, 1969) highlights the role of early caregiving relationships in shaping emotional regulation and stress responses, suggesting that disruptions in attachment, such as emotional neglect or inconsistent parental support, may trigger Ben’s heightened anxiety and avoidance behaviors. Meanwhile, Bronfenbrenner’s Ecological Systems Theory (1979) emphasises the interaction between individual, familial, and societal influences, demonstrating how school-related trauma, parental stress, and broader socio-economic factors collectively shape Ben’s distress (Bronfenbrenner, 1979). These frameworks underscore the necessity of a holistic, trauma-informed approach that integrates both risk and protective factors when designing interventions (Anda et al., 2020). Integrating multiple theoretical perspectives including neurobiological, psychological, and socio-ecological models will strengthen intervention effectiveness, ensuring that children like Ben receive comprehensive, context-sensitive support.

The case of Ben highlights how cumulative adversity can significantly disrupt mental health and development, underscoring the urgency of early intervention and trauma-informed approaches. The Toxic Stress Model explains how prolonged stress dysregulation affects neurodevelopment, while the Cumulative Risk Model demonstrates how multiple adversities interact to compound psychological distress (Shonkoff et al., 2012; Evans et al., 2013). However, these models do not fully account for protective factors, such as supportive relationships and community resources, which play a crucial role in mitigating the negative effects of ACEs and fostering resilience (Masten, 2014). A more comprehensive approach integrates alternative frameworks such as Attachment Theory and Ecological Systems Theory. Attachment Theory highlights the significance of stable caregiver relationships in shaping emotional regulation, while Ecological Systems Theory situates Ben’s distress within broader social and environmental contexts, emphasising the role of family, school, and community influences (Bowlby, 1969; Bronfenbrenner, 1979). These perspectives reinforce the need for interventions that address both individual vulnerabilities and systemic inequalities. Effective intervention strategies must be multi-tiered, incorporating family-focused therapy, school-based mental health services, and systemic policy reforms. Universal access to trauma-informed care, particularly in schools and primary healthcare settings, is essential for ensuring early identification and support for at-risk children. Policies should prioritise sustained funding for school-based mental health professionals, implement flexible educational accommodation for children affected by ACEs, and strengthen community-based support networks. Additionally, addressing structural barriers such as economic hardship and healthcare disparities is critical to preventing cycles of adversity and promoting long-term well-being. Addressing ACEs requires a shift from deficit-based risk assessment to proactive resilience-building interventions. By prioritising early intervention and systemic reform, society can ensure that children like Ben are not merely surviving adversity but developing the resilience and resources needed to thrive.
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