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Chapter 8

General discussion

This thesis focused on the associations of adverse childhood experiences 
(ACE) with emotional and behavioural problems (EBP) in adolescents 
and on the association of ACE (number and specific) and being in and 
using the system of psychosocial care. It also explored the degree to which 
the associations between ACE and EBP depend on the social context of 
adolescents (e.g. family factors, school factors, resilience). 

This final chapter summarises and discusses the main findings of 
the thesis. It then examines the methodological considerations of this 
study and addresses the implications for practice and for future research.

8.1 Main findings
Starting from the main aim, we formulated a number of resarch questions. 
The main findings per research question are summarised here.

Research question 1:
Is the number of ACE associated with EBP among adolescents and does 
socioeconomic position modify this association? 
The number of ACE was associated with emotional and also behavioural 
problems among adolescents. Our results indicate that more ACE are 
related with more EBP in adolescence. We found no influence of the 
socioeconomic position from parents as perceived by the adolescents on 
the association between ACE and EBP.
Research question 2:
Is the number of ACE associated with being in and using the system of 
psychosocial care and are specific ACE associated with being in and using the 
system of psychosocial care? 
The use of psychosocial care by adolescents was more likely when they 
had experienced an accumulation of ACE (3 or more) than when they 
had experienced no, one or two ACE. Experiencing some specific ACE 
(death of a mother/father, death of somebody else you love, problems of a 
parent with alcohol or drugs, conflicts or physical fights between parents, 
and separation/divorce of parents) increased the likelihood of the use of 
psychosocial care. Regarding experience with Death of somebody else 
you love, we found a decreased likelihood of the use of psychosocial care.
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Research question 3:
Is there an association of difficult communication with mother and with father 
with adolescents’ EBP, and is the association between ACE and EBP moderated 
by family communication? 
Difficult communication both with mother and with father was associated 
with EBP in adolescence. The adolescents’ communication with their 
fathers moderated the association of ACE with EBP among adolescents. 
We did not find a similar moderator role of difficult communication with 
mother in the relation between ACE and EBP.
Research question 4:
Is classmate and teacher support associated with EBP and is the association 
between ACE and EBP moderated by classmate and teacher support? 
Classmate and teacher support decreased the likelihood of EBP. Thus, 
classmate and teacher support may have a beneficial effect on adolescents 
with EBP. Classmate and teacher support did not buffer the relationship 
between any previous ACE and EBP in adolescence.
Research question 5:
Does resilience mediate the association of adverse early childhood experiences 
with emotional and behavioural problems? 
More ACE was associated with more EBP. More ACE was also associated 
with a lower level of resilience and a lower level of resilience with more 
EBP among adolescents, even when controlling for age, gender and 
family affluence (FAS). Our findings suggest that resilience does mediate 
the relation of ACE and EBP.

8.2 Interpretation of the main findings
The main findings of this thesis will be discussed within the framework of 
the general aims, as outlined in Chapter 1 and depicted in Figure 8.1. We 
will focus on the relationship of ACE with EBP among adolescents and 
on the relationship of ACE (number and type) with being in and using 
the system of psychosocial care. Moreover, we will discuss the degree 
to which the associations between ACE and EBP depend on the social 
context of adolescents (e.g. family factors, school factors, resilience), as 
outlined in Figure 8.1.
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Figure 8.1 Model of the relationships examined in the thesis

8.2.1 Adverse childhood experiences, EBP and use of psychosocial care
One part of this thesis deals with ACE and their association with the 
incidence of EBP among adolescents. Our findings show that having 
experienced more ACE (3 or more) is associated with more EBP among 
adolescents, thus adding to the already existing evidence in adults 
(Hughes et al. 2017; Danese & McEwen 2012; Sala et al. 2011; Cohen et 
al. 2006). We found that for adolescents, more experiences of ACE might 
result in a higher number of EBP.

Our findings also confirm ACE and EBP to have a clear dose-
response association, with more ACE related to more EBP, in line with 
previous findings (Hughes et al. 2017; Chapman et al. 2004). This dose-
response association between ACE and EBP may be explained by the 
mechanisms of toxic stress and higher allostatic load via changes in the 
development of the nervous, endocrine and immune systems (Bellis et 
al. 2014; Danese & McEwen 2012; Sala et al. 2011) and also via changes in 
the cognitions, emotions and behaviour with impaired cognitive, social 
and emotional functioning as a result (Hughes et al. 2017). An explanation 
for the dose-response character of the association may also be found in 
the theory of resilience (Ungar 2007; Rutter 1985, 1999), suggesting that 
existing resilience factors may be able to buffer only a certain amount of 
ACE (Ungar 2007). The adolescent may then be so affected by the presence 
of accumulated ACE that he or she is no longer able to use the sources of 
resilience, resulting in more problems and the need for psychosocial care 
with professional help.
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We also found a similar dose-response association as between ACE 
and EBP between ACE and the use of psychosocial care by adolescents, 
which was more likely in case of experiencing an accumulation of ACE 
(3 or more) than if experiencing no, one or two ACE. This finding points 
to the fact that professional assistance is provided more often if a child 
is exposed to several negative events. An explanation may be in recent 
research, which shows an accumulation of ACE in particular to have a 
deleterious effect on the mental health of adolescents (Meeker et al. 2021; 
Bevilacqua et al. 2021). The resulting mental problems of adolescents can 
in turn lead to a need for psychosocial care among adolescence (Nanninga 
et al. 2018). This is then particularly more likely if the sources in the 
family, school and community are no longer sufficient for managing these 
problems, which is more likely if the accumulation of three or more ACE 
occur in comparison to only one or two ACE. In sum, adolescents who 
have experienced an accumulation of ACE and have few resources are 
more likely to enter and use psychosocial care (Nanninga et al. 2018), 
as they require additional help and specialized care from professionals 
(Negriff 2020), preferably with the involvement of parents or other family 
members.

8.2.2 Role of specific types of adverse childhood experiences and the use of 
psychosocial care
We further found the association of ACE with adolescents’ use of 
psychosocial care to vary by type of ACE, with the use of care being more 
likely only for three specific parent-related ACE (Death of a mother/
father; Conflicts or physical fights between parents; and Separation/
divorce of parents). Our findings are in line with recent evidence on the 
association between such specific types of ACE and worsening mental 
health (LaBrenz et al. 2020; Murphy et al. 2016), which in turn are expected 
to be associated with the use of psychosocial care. Thus, the impact of 
ACE depends not only on the number of ACE but also on the specific type 
of ACE; this can be explained in several ways, as listed below.

A first explanation may be that specific types of ACE on the family 
level, especially conflicts between parents, divorce or drinking alcohol 
of parents have a negative influence on adolescents (Bevilacqua et al. 
2021; Hailey & Lachman 2000) via a worsening parenting style (Morris 
et al. 2007). The occurence of parent-related ACE may threaten the family 
functioning, resulting in a worse parenting style (Mackova et al. 2019) and 
in a need to resolve problems at family level with help of psychosocial 
care. A second explanation for the higher impact of parent-related ACE 
on the use of psychosocial care can be found in the theory of trauma, as 
traumatic experiences in childhood and adolescence have been shown 
to have serious consequences for functioning not only during the period 
when it is experienced but also throughout further life (Finkelhorn, 2008). 
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Traumas directly related to the parent threaten the ability to create secure 
and trust-strengthening attachment relationships, with such serious 
negative consequence on an adolescent’s mental health (D’Andrea et 
al. 2012; Finkelhorn, 2008) that they consequently result in a need of 
professional help in psychosocial care. Finally, EBP in adolescents may 
also have a negative influence on the family (Ogundele, 2018; Jaspers 
et al. 2012) and could thus lead to more adverse events on the family 
level (Smith et al. 2014). As a result, a family’s potential to handle EBP 
in adolescents decreasess, resulting in a further deepening of existing 
EBP, and the adolescent and his or her parents may then need additional 
professional help in the form of psychosocial care.

To our surprise we found that the Death of somebody else you love 
decreased the likelihood of being in and using the system of care, both 
crude and fully adjusted. Previous research showed that experience with 
the death of somebody else he or she loves can have a negative impact on 
adolescents (Pachalla et al. 2020; Johnson et al. 2017), which is in contrast 
with our findings. An explanation could be that the process that occurs 
during the death of a significant other can lead to family, peer, school 
and/or community activation in relation to the child. In addition, in this 
case the adolescent may receive additional support and attention, which 
supports his or her healthy development. This definitely deserves further 
study.

8.2.3 Role of family and school factors as a part of social context in 
influencing the association between ACE and EBP
We had a number of findings regarding mediators and moderators of the 
association between ACE and EBP among adolescents, as we assessed the 
role of resilience, family and school. We will frame our results within the 
ecological systems theory of Bronfenbrenner, which offers a framework 
of individuals’ relationships within communities and the wider society 
(1979, 1992, 1993) (Figure 1.2). Our findings fall predominantly within two 
subsystems that are part of this theory – the microsystem, which refers to 
family, school, religious institutions, neighbourhood and peers, the factors 
that most impact a child’s development, and the mesosystem, which 
regards the interconnections between the microsystems, i.e. between the 
family and a teacher (Bronfenbrenner 1993).

The first factor that plays an important role in the case of ACE is 
resilience. Our study, in line with previous research (Liu et al. 2019; Yee 
& Sulaiman 2017), suggests that resilience decreases the probability of 
EBP in adolescents but that resilience may also play a role as a mediator 
in case of the relation between ACE and EBP. This confirms previous 
findings suggesting such mediation regarding the separate components 
of chain of mediation (Liu et al. 2019; Villasana et al. 2017; Leipold & Greve 
2015), but now in a study covering the full chain. An explanation for this 
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mediation may be that adolescents with ACE have fewer internal sources 
(personality) and external sources (family, peer, school, neighbours, 
community) of resilience due to their history of ACE and the emotional 
distress associated with ACE. The impact of the emotional distress from 
ACE then causes the adolescent to be unable to accept help from family, 
friends or school (Scheffers, Vugt & Moonen 2020; Masten et al. 2004) 
or even perceive the external sources of resilience as available (Heaney 
& Israel 2008). This may result in an increased occurrence of EBP in 
adolescents. 

Second, this thesis explored the role of family via communication 
with mother and with father. We found that difficult communication with 
father moderates the association of ACE with EBP among adolescents, 
but not the communication with mother. For communication with 
mother, the effect of the combination of difficult communication and ACE 
was multiplicative, i.e. that the presence of communication problems 
multiplied the strength of the association of ACE with problems. For 
communication with father, the joint effect of having both ACE and a 
difficult communication with father was less than multiplicative, i.e. 
hardly greater than the joint separate effects of having only ACE and of 
having a difficult communication with father. Such a difference in the role 
of communication with mother and with father may reflect persistent 
differences in the roles of mothers and fathers in their children’s 
development. The roles of parents have been gradually changing in the 
last decades, with fathers on average being more and more involved when 
it comes to their children. However, variations in the role of the mother 
are smaller than variations in the role of the father, as mothers are still 
considered the crucial person for parent-child attachment characterized 
by more warmth and responsiveness than the relationship with father 
(Aunola & Nurmi 2005). Second, fathers may make a difference for specific 
issues, especially during adolescence. If the relationship is good and 
fathers are involved, the father may play a role in more active engagement 
of the adolescent outside the family, as father-child relationships are more 
likely to be orientated on activity, where fathers encourage children to 
take risks and actively explore (Parent-Boursier & Hébert 2015; 2010). This 
suggests a difference in the role of communication with mother and with 
father, so the buffering role of family functioning differs when it comes 
to mother and father (Goodman et al. 2019; Riesch et al. 2006). In sum, 
when it comes to the role of family in the relationship of ACE and EBP, it 
is important to emphasize the influence of family communication and the 
difference between the roles of the mother and the father. 

This thesis also examined the role of school via teacher and 
classmate support, showing that the probability of EBP in adolescents 
was lower in the case of more classmate and teacher support, but that 
teacher and classmate support did not moderate the association between 
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ACE and EBP. The first finding is in line with theories of social networks 
and social support showing that higher classmate and teacher support 
during adolescence in school can is expected to have a beneficial effect 
on adolescents’ development (Hombrados‐Mendieta et al. 2010). More 
surprising was that classmate and teacher support did not moderate the 
association between ACE and EBP. This may be explained in several ways. 
A first explanation may be found in the theory of social support. Even 
though social support in childhood may have benefits for mental health in 
adolescents, this is very dependent on the type of support provided (e.g. 
emotional, instrumental, informational) and whether the type of support 
provided is in line with the needs of adolescent with ACE. For example, 
adolescents with ACE could need emotional support from a teacher, 
whereas the teacher only provided more instrumental or informational 
support (Malecki & Demaray 2003) or vice versa. Whether the support 
provided will be efficient and have a buffering influence is therefore 
strongly influenced by adolescents’ individual preferences for the type 
and amount of social support needed on one hand and the actual support 
provided from teachers and classmates on the other (Heaney & Israel 
2008). In order to achieve a buffering effect, those two aspects need to be in 
accordance. A second explanation for the missing buffering effect may be 
that teachers and classmates provide social support to those adolescents 
with EBP, i.e. that they have an interest and are active in providing 
assistance, but that these adolescents do not know how to use this type of 
help. In this explanation, the ACE overwhelm these adolescents so much 
that they are unable to accept help and support from school (Scheffers, 
Vugt & Moonen 2020; Masten et al. 2004). To summarize, even though 
classmate and teacher support plays an important role in adolescents with 
EBP, we did not confirm its buffering effect, which can be explained in two 
ways. First, there may be a lack of accordance between what is needed by 
the adolescent and what is provided by classmates and teachers. Second, 
the presence of ACE may paralyze an adolescent with EBP to such an 
extent that the adolescent is unable to make use of the avaialble support.

8.3 Strengths and limitations
In this section we will describe the main strengths and limitations of our 
study regarding the quality of the sample, the quality of the information 
obtained, causality and confounding. For this thesis we used data from 
the Slovak Care4Youth and the HBSC study, as described in Chapter 2. 
Using these samples enabled us to go more in depth in our exploration of 
the relationship between ACE and EBP among adolescents within their 
social context.
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8.3.1 Quality of samples
A major important strength of this thesis is its use of a large nationally 
representative sample (HBSC study) covering the different regions of the 
country and focusing on adolescents aged 11 to 15 years old (Chapter 5, 6, 
7). A next strength is that due to the way the sample was drawn, following 
an international protocol, and due to a rather high response rate, selection 
bias was unlikely. Regarding the second sample (the Care4Youth study), a 
major strength is that as a cohort study it involves adolescents from both 
the community and the system of care (Chapter 3 and Chapter 4). Both 
samples benefited from covering a range of ACE, allowing to focus not 
only on the ACE in general, but also to explore specific types.

However, the samples as used in this thesis also have some 
limitations. One of them is that in the Care4Youth sample (Chapters 3 and 
4) the response rate was rather low due to the required active parental 
consent. We could not compare those giving consent and participating 
in the study with those declining, but we were able to compare with the 
HBSC study sample regarding our studied variables. That yielded rather 
similar frequencies for variables such as ACE and EBP, suggesting that 
this low response rate did not influence our results to a high degree. 
Regarding the HBSC study and the Care4Youth study, some responses 
were lacking for some of our variables. We compared the groups with 
no missing responses and those with missing responses and found that 
they differed only in some of the demographic characteristics, not the key 
studied variables (ACE and EBP). As these missing responses were more 
often from boys and adolescents with lower SES, who may be considered 
an at-risk group, we expect that having these respondents in analysis 
would have led mostly to finding stronger associations, not weaker ones. 
To be more specific, associations between ACE and EBP are problably 
stornger among low SES adolescents. The relativley higher number of 
missing responses from respondents with lower SES implies that the 
overall associations that we found may be an underestimation of the real 
associaton. Moreover, we can assume that this could also have led to not 
fining of modifying effect of SES on the relationship between ACE and 
EBP. Moreover, our data regards only information from one side, i.e. from 
the adolescents themselves.

8.3.2 Quality of information
Regarding the information used, a main strength of this thesis is the use 
of validated measures as a part of a well-established methodology within 
the HBSC study. All of the explored variables, with the exception of ACE, 
are a part of the HBSC study protocol (Chapters 3, 4, 5, 6). In addition, 
the measures assessed in this thesis have been used in various studies 
and documented in a variety of reports and publications on both national 
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and cross-national levels. With regard to our key variables, we used a 
well-validated instrument – the Strengths and Difficulties Questionnaire 
(SDQ) – to measure EBP among adolescents. 

However, a limitation may be the fact that we used only self-reported 
data from adolescents, which may have affected the validity of the reported 
ACE in particular, probably leading to some underreporting. Even though 
we used a well-validated questionnaire to measure ACE, we cannot fully 
exclude such underreporting, probably leading to some underestimation 
of their occurrence and to weaker estimates of associations than actually 
exist. Another limitation of this thesis is that we used an adapted ACEQ, 
which did not include questions about childhood abuse. This topic is 
evidently hard to measure with self-report questionnaires but childhood 
abuse could have even stronger effects than the ACE that we did include. 
This may have led to an underestimation of the strength of the associations 
that we assessed.

8.3.3 Causality
This thesis used data from different samples (HBSC and Care4Youth), both 
having a cross-sectional design. The cross-sectional design of these studies 
make it impossible to formulate conclusive statements about causality. We 
assessed the potentially confounding effects of age, gender and SES on 
the association of ACE and EBP among adolescence, showing that age, 
gender and SES did not affect the association of ACE and EBP. However, 
this does not guarantee that the associations we found were indeed causal. 
Our findings, therefore, need to be examined in longitudinal studies to 
enable a better assessment of causality.

8.4 Implications
This thesis has several implications for public health practice and policy 
as well as for future research.

8.4.1 Implications for practice and policy
Regarding practice and policy, the findings of this thesis have several 
implications.  First, we found that an accumulation of ACE is associated 
with more EBP and the use of psychosocial care among adolescents, i.e. 
more ACE had a stronger association with EBP and the use of psychosocial 
care. For specific ACE, the parent-related ones in particular increased the 
likelihood of using care. These findings imply a need to help in particular 
adolescents with an accumulation of ACE and with parent-related ACE 
with strengthening support from other resources (extended family, school, 
neighbourhood communities, religious communities, organised and non-
organised leisure-time activities). Adolescents who have experienced 
more ACE and ACE related to parents may lack support (emotional, 
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instrumental, informative), and people from the adolescent’s near 
environment may be very helpful in supporting and guiding them, and 
potentially their parents, too. We presume that providing early support 
from the extended family and from the school psychologist could help 
them and also help to direct the family to specific professional support if 
needed.

Moreover, our findings may imply a need for better early 
identification of those at risk (3 or more ACE/parent-related ACE) with 
subsequent early intervention. The Care4Youth qualitative study has 
demonstrated the most suitable places for such early identification and 
intervention (Dankulincova et al. 2020). Teachers and psychosocial care 
providers repeatedly stated that from their perspective, schools, as a place 
where adolescents spend most of their time, are best suited to provide such 
early identification and intervention. However, to do so, multidisciplinary 
teams consisting of a school psychologist and social worker should be 
present at school to be able to detect potential problems and provide 
help when needed, as teachers do not have the skills required to do so by 
themselves (Dankulincova et al. 2020). Finally, efficient identification of 
those at risk due to exposure to ACE and subsequent intervention requires 
coordinated efforts from family, school and psychosocial care.

Our findings also showed the degree to which these associations 
depend on the social context. First, our findings showed that family 
plays an important role when it comes to EBP among adolescents. As 
the family itself may be a source of ACE and thus EBP, special attention 
should be paid to adolescents facing a difficult situation at the family 
level. Second, other family members, teachers at school and members of 
community may be able to identify potential problems on the family level 
and provide support and/or recommend professional help within the 
psychosocial care system, tailored to the needs of these adolescentsand 
their families (Beukema et al. 2020). Third, positive family communication 
decreased the probabilty of EBP. This suggests a need to help parents 
acquire positive parenting styles and skills, as these may play a buffering 
role between ACE and EBP. Here, once again, solutions may be found 
on more pronounced collaboration between family and a pre-school or 
school envrionment. The latter places are suitable for the implementation 
of activities aimed at educating parents about EBP and supporting 
parenting skills in coping with EBP in their children (Dankulincova et 
al. 2020). Finally, not only these adolescents, but also their families need 
help. Families with more negative events could be provided with timely 
assistance from their own doctor and paediatrician, e.g. embedded in 
well-child assessment (Michaud et al 2020; Theunissen, Wolff, Reijneveld 
2019; Theunissen, Vogels, Reijneveld 2013). This may enable the detection 
potential problems very early, with provision of early treatment if needed.

Second, regarding the impact of context, our findings showed more 
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perceived classmate and teacher support to be associated with fewer EBP. 
However, we did not find a buffering effect on the association between 
ACE and EBP. We could assume that these vulnerable adolescents need a 
different form of school support. Information from teachers, as collected 
in the Care4Youth qualitative study (Dankulincova et al. 2020), show 
that it is necessary to build a multidisciplinary team at the school which 
should consist of school psychologists, social educators, special educators 
and school social workers. A good way to build and enhance existing 
teacher and classmate support is through the help of school psychologists 
present at school with activities aimed at improving relationships. 
Further, better communication between parents, class teachers and other 
members of such multidisciplinary teams might add to the prevention 
of EBP in adolescence. This study did not examine influence of factors 
on the community level, but these are expected to be an important 
source of support with the potential to improve the mental health of 
adolescents based on theoretical models and already existing knowledge 
(Bronfenbrenner 1993; Badura et al. 2018).

Third, our findings showed that resilience plays a mediating role 
between ACE and the occurrence of EBP among adolescents. It is important 
to help adolescents with ACE build and be able to use internal and 
external sources of resilience, as we know these sources can act as a buffer 
in the relationship between ACE and EBP (Yee & Sulaiman 2017). Other 
findings (Dankulincova et al. 2020; Jager et al. 2017; 2014) provide a hint for 
potential solutions and imply that better cooperation and communication 
between the family and school (e.g. classroom teachers), with help from 
professionals working at the school and/or community level (e.g. school 
psychologists, community social workers), could provide external sources 
of resilience for adolescents with ACE, thus reducing their risk of EBP.

8.4.2 Implications for future research
Our findings also have several implications for future research. First, our 
findings on the associaton of ACE with EBP among adolescents are fully 
based on cross-sectional studies. These studies should thus be repeated 
using a longitudinal design to explore the direction of the association of 
ACE with EBP. This could also provide information about pathways and 
existing mechanisms regarding the associations of ACE and EBP within 
the existing social context. Futher, if these longitudinal studies confirm 
that the association between ACE and EBP are indeed causal, intervention 
and evaluation research is needed on what the possibilities are of 
intervening in the chain from ACE towards EBP to be able to improve 
future adolescent and adult mental health.

Next, our results also suggest that other factors should be explored 
within future research which were not covered by this thesis. In this thesis, 
we examined family communication, which may influence the relation 
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of ACE and EBP. Investigating other factors that enter into relationship 
between ACE, communication with parents and EBP can bring a clearer 
view of adolescents with ACE and may help to decrease the probability 
of EBP among adolescents. It would be important to consider especially 
other family factors that may play a role here, e.g. the type of attachment 
between parent and child, parenting style, parental support.

Further, our findings showed perceived classmate and teacher 
support to have no buffering effect on the association between ACE and 
EBP, though perceived classmate and teacher support was associated 
with fewer EBP. This result implies that in the future we could investigate 
perceived school support in more detail. Such future research could 
focus more on the specific type of support provided from school, as 
they may differ. Even adolescents may perceive and use provided 
support differently. Next, a specific preference for coping mechanisms 
of adolescents should be explored as well, as those may or may not be 
in line with the support provided. In this case, drawing on aspects of 
strengths and a solution-focused approach may help to equip children 
and their families with coping skills which will increase their resilience 
and self-reliance and reduce their dependence on external assistance. 
Previous research shows that teachers mostly provide more informational 
support and not much emotional support (Malecki & Demaray 2003), 
and we could presume that adolescents with ACE thereby do not receive 
the type of support they need from teachers. Qualitative interviews 
with adolescents with ACE could more clearly show the reasons why 
classmate and teacher support has no buffering effect in this relation of 
ACE and EBP. Finally, in our implications for practice, the role of school 
psychologists and multidisciplinary teams identifying those at risk and 
intervening early on the school level was mentioned as a possible solution 
for early identification of those at risk, thus lowering the probability of 
EBP. However, to be able to prove the efficiency of such an intervention, it 
needs to be confirmed via an evaluation study.

This thesis did not cover one important part of adolescents’ 
social context – the community. Previous studies have shown how the 
community context via organized leisure-time activities influences the 
healthy development of adolescents (Badura et al. 2017). Future studies 
should explore the role of those community resources and the role they 
may play in the relationship between ACE and EBP in adolescence. 

8.5 Conclusion
In conclusion, this thesis adds to the understanding of the relationship 
between ACE and EBP among adolescence by shedding more light on 
the way this relationship works. Our findings revealed ACE to be related 
to EBP among adolescents, with an increasing number of ACE to be 
associated with more EBP. Further, the accumulation of ACE above a 
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certain threshold (3 or more) and specific, parent-related ACE increase 
the likelihood that adolescent use psychosocial care. Special attention 
should be therefore given to those adolescents who have experienced 3 or 
more ACE and parent-related ACE, as they may be considered as an at-
risk population. Our results also provide further evidence of associations 
between ACE and EBP within the existing social context and underscore 
the need for coordinated efforts between family, school, community 
and psychosocial care focused on prevention, early identification, early 
intervention and risk reduction for adolescents exposed to ACE.
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