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Abstract

Background: Adverse Childhood Experiences (ACEs) are associated with poor mental health 

outcomes and risk-taking behaviors. Positive childhood experiences (PCEs) may mitigate these 

negative impacts.

Objective: This study 1) assessed the associations between ACEs and negative health outcomes 

and risk-taking behaviors among young adults, and 2) evaluated whether — and which — PCEs 

moderate the association between ACEs and these outcomes in sub-Saharan Africa.

Methods: This multi-country analysis combined cross-sectional representative survey data from 

young adults, ages 18–24 years, from the 2019 Kenya, 2018 Lesotho, 2019 Mozambique, 

and 2019 Namibia Violence Against Children and Youth Surveys. The association between 

experiencing any ACEs and each health outcome was assessed using Wald’s chi-square tests. 

Multivariable logistic regression analyses assessed the association between each PCE and each 

outcome of interest.
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Results: Females who experienced any ACEs had higher odds of experiencing moderate to 

severe mental distress (aOR = 2.7, 95%CI: 1.9, 3.9). Males who experienced any ACEs had higher 

odds of experiencing suicidal/self-harm behaviors (aOR = 6.7, 95%CI: 2.8, 16.0) and substance 

use (aOR = 2.5, 95%CI: 1.4, 4.2). In females, strong mother-child relationship was protective 

against moderate to severe mental distress (aOR = 0.7, 95%CI: 0.6, 0.9), suicidal/self-harm 

behaviors (aOR = 0.6, 95%CI: 0.4, 0.9), and substance use (aOR = 0.6, 95%CI: 0.4, 0.9). For 

males, a strong mother-child relationship was protective against suicidal/self-harm behaviors (aOR 

= 0.5, 95% CI: 0.2, 0.9), and a strong father-child relationship was protective against suicidal/

self-harm behaviors (aOR = 0.4, 95%CI: 0.2, 0.7) and substance use (aOR = 0.6, 95%CI: 0.4, 0.8).

Conclusions: Strong parenting programs may likely play an important role in improving the 

psychosocial health of young adults.
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1. Introduction

Research demonstrates that Adverse Childhood Experiences (ACEs) are common and may 

cause both short-term and long-term effects on health and developmental trajectories (Dube 

et al., 2003; Dube et al., 2010; Felitti et al., 1998; Flaherty et al., 2013; Hughes et al., 2017; 

Massetti, Hughes, et al., 2020; Sahle et al., 2021). ACEs include potentially traumatic events 

experienced during childhood, as well as aspects in the child’s environment that negatively 

impact their sense of “safety, stability, and bonding” (Metzler et al., 2017). ACEs include 

child abuse (sexual, physical, and emotional), child neglect (emotional and physical), and 

household dysfunction, which encompasses household substance use, household mental 

illness, domestic violence, household member with a history of imprisonment, and parental 

divorce or separation (Anda et al., 2010; Dong et al., 2004; Felitti et al., 1998; Finkelhor 

et al., 2015). ACEs have been demonstrated to increase the risk of poor physical and 

psychological health, behavioral issues, and poor social outcomes in exposed individuals 

from childhood into their adulthood (Felitti et al., 1998; Flaherty et al., 2013; Hughes et al., 

2017; Hunt et al., 2017; Jones et al., 2022). More specifically, studies have linked ACEs with 

mental health disorders (Sahle et al., 2021) and substance use (Dube et al., 2003; Rothman et 

al., 2008). Finally, it is important to note that different types of ACEs tend to co-occur, and 

co-occurrence has been associated with an increased risk for negative outcomes. Therefore, 

research on ACEs often focuses on exposure to multiple forms of ACEs and their combined, 

or graded, impact on health and social outcomes (Dong et al., 2004; Dube et al., 2003; Dube 

et al., 2006).

Although the investigation of ACEs has been more extensive in higher income countries, 

there is comparatively limited evidence using population level data from low- and middle-

income countries (LMIC). For instance, studies conducted in South Africa have shown 

high rates of individual exposures to violence for both women and men in rural and urban 

contexts (Jewkes et al., 2010; Meinck, Cluver, Boyes, & Mhlongo, 2015), linked or leading 

to adverse health outcomes. Manyema and Richter (2019) reported, in general, that there 

were higher prevalence rates of ACEs in South Africa than in higher income countries. In 

Seya et al. Page 2

Child Abuse Negl. Author manuscript; available in PMC 2024 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Malawi, almost three quarters of adolescents (on average, 13 years old) experienced four or 

more lifetime ACEs, commonly reporting emotional abuse or neglect, physical abuse, and 

witnessing domestic and community violence (Kidman et al., 2020). A recent study revealed 

that eight in ten young adults had experienced at least one ACE in Namibia (Agathis et al., 

2022).

Research on ACEs in LMIC, albeit still in the nascent stage, has demonstrated high 

prevalence of ACEs — which negatively influence health throughout the life course 

(Jewkes et al., 2010; Meinck, Cluver, Boyes, & Mhlongo, 2015). Findings from the Global 

School-Based Student Health Survey (assessing data from five selected African countries) 

demonstrate significant dose–response relationships between specific ACEs, such as forced 

sex and bullying, and risk behaviors, such as smoking, alcohol abuse, unsafe sex, as well 

as attempted suicide (Butchart et al., 2006). Although the evidence is consistent with ACEs 

research in higher income countries, there remains a need to better research the scope and 

nature of ACEs in low- and middle-income settings in order to appropriately invest in 

prevention at local and global levels (Massetti et al., 2020).

Although still under investigation, there is a growing body of literature about Positive 

Childhood Experiences (PCEs) and evidence that they can buffer the negative effects of 

ACEs. PCEs are advantageous childhood experiences that have been shown to shape brain 

development and influence health across the life span (Sege et al., 2017). These experiences 

are associated with healthier relationships (Narayan et al., 2018), better health (Slopen et 

al., 2017), and positive characteristics such as optimism, responsibility, and resiliency in 

adulthood (Johnson et al., 2005; Kosterman et al., 2011; Poole et al., 2017). Studies have 

examined various experiences of PCEs, such as high parental education, high perceived 

social-economic status, having a two-parent family, residential stability, no smokers residing 

in the home, high parental warmth, high emotional support, and high instrumental support 

(Slopen et al., 2017). Despite the dearth of literature on PCEs in the African context, 

the experiences examined here are consistent with previous studies in Kenya and Namibia 

(Agathis et al., 2022; Plummer & Njuguna, 2009).

Furthermore, research has demonstrated that PCEs are not only protective against adverse 

health outcomes in childhood, but also can mitigate the potentially harmful impacts of ACEs 

in adulthood (Poole et al., 2017; Kuhar & Zager Kocjan, 2021). According to Baglivio 

and Wolff (2021), “PCE exposures involve concepts such as family-child communication, 

feeling supported by family, participating in community/family traditions, feeling, a sense of 

belonging/engagement in school, support from friends, participating in organized activities, 

and having adult mentors”. Literature describing PCEs in LMIC context is almost inexistent. 

This article will provide much needed insight into PCEs in African context and their 

moderating effect on ACEs.

Mental health disorders and substance use are high among adolescents globally (Whiteford 

et al., 2013), including in sub-Saharan Africa (Jumbe et al., 2021). One study found these 

outcomes to be the most strongly associated with ACEs (Ramiro et al., 2010). Similarly, 

Chang et al. (2011) found significant associations between mental health and substance 

use, and substantially lower life expectancy. Additional literature reviews showed consistent 
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and strong association between ACEs and substance use in the young adult population, 

specifically highlighting that ACEs were strongly associated with tobacco and illicit drug 

use (Rogers et al., 2022). Another study investigating ACEs in Kenya showed ACEs as risk 

factors for substance use disorders in adults 18 years and older (Kiburi et al., 2018). The 

growing body of ACEs literature also shows compelling evidence linking ACE exposure to 

various mental health outcomes, such as suicidal and self-harm behaviors (Dube et al., 2010; 

Felitti et al., 1998; Kappel et al., 2021). A study conducted by Strine et al. (2012) not only 

indicated increased self-reported alcohol problems, but also more psychological distress 

among men and women with any ACE, compared to those without any. Lee and Chen 

(2017) support the broader literature on the impact of ACEs on mental health and substance 

use across both sexes. Additionally, ACEs have been associated with suicide and suicidal 

behaviors, including suicidal ideation and suicide attempt (Ports et al., 2017; Thompson et 

al., 2019). Notably, the experience of violence is highly influenced by gender; making the 

disaggregation of sex data a best practice in the field (Buiten, 2022; Maternowska et al., 

2021). However, most studies on ACEs are from high-income nations, and less is known 

about the prevalence and impact in other populations and settings. Therefore, it is imperative 

to examine data from diverse regions and cultural contexts to better understand the risk and 

protective factors for ACEs in other regions of the world.

Our study used cross-sectional, nationally representative Violence Against Children and 

Youth Surveys (VACS) data. VACS have provided crucial data on ACEs from over 20 

low- and middle-income countries in Asia, sub-Saharan Africa, the Caribbean, Eastern 

Europe, and South America (Massetti et al., 2020; Nguyen et al., 2019). In each nationally 

representative VACS, 13-to-24-year-old males and females are interviewed to measure 

the burden of sexual, physical, and emotional violence experienced during childhood, 

adolescence, and young adulthood (Nguyen et al., 2019), as well as other adversities, 

risk-taking behaviors, and health outcomes. VACS data were used to assess the associations 

between specific ACEs and parenting-related PCEs and mental health and substance use 

among 18–24-year-olds in four sub-Saharan African countries and examine the potential 

moderating role of parenting PCEs on these associations. Three parenting-related PCEs were 

examined: (1) strong mother-child relationships, (2) strong father-child relationships, and 

(3) high parental monitoring. Two separate mental health-related outcomes (moderate to 

severe mental distress, suicidal or self-harm behaviors) and substance use were assessed. 

Therefore, this study had three main objectives: (1) to assess the associations between 

having experienced any ACEs and mental health and substance use outcomes, for females 

and males separately; (2) to assess the associations between exposure to each PCE and 

mental health and substance use outcomes; and (3) to assess whether PCEs moderate 

the sex-stratified associations between ACEs and each mental health and substance use 

outcome.
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2. Methods

2.1. Study population

This study used VACS data from Lesotho (2018), Kenya (2019), Mozambique (2019), and 

Namibia (2019), limited to 18–24-year-old females and males to allow estimation of the 

prevalence of ACEs throughout childhood.

2.2. Study design

The sampling methodology and implementation strategies used in each country’s VACS 

were similar in terms of study design. Detailed sampling approach and the psychometric 

measures of the VACS have been reported elsewhere (Chiang et al., 2016; Nguyen et al., 

2019). Additional information about sampling, data collection procedures, response rate, and 

eligibility criteria for the four countries included in this study are available in the Lesotho 

(Ministry of Social Development of Lesotho et al., 2020), Kenya (Ministry of Labour and 

Social Protection of Kenya et al., 2019), Mozambique (Instituto Nacional de Saúde et al., 

2022, and Namibia (Ministry of Gender Equality, Poverty Eradication, and Social Welfare 

et al., 2020) final VACS reports. VACS are nationally representative, cross-sectional, multi-

stage cluster sample surveys of persons aged 13–24 years. The surveys use a split sample 

approach, such that males and females are sampled from different primary sampling units 

to protect participant confidentiality and minimize the possibility of a male perpetrator 

of sexual violence and female victim of his violence in the same community from being 

interviewed, or vice versa (Centers for Disease Control and Prevention, 2017).

Prior to data collection, field staff receive weeks of extensive training on the VACS 

methodology, electronic data collection protocols, safety, ethics, community entry, and all 

other study procedures (Centers for Disease Control and Prevention, 2017). This training 

helps maximize disclosure while ensuring the safety and security of participants and field 

staff. As part of the protections built into the study, VACS makes free, direct, and accessible 

social welfare services, particularly violence and HIV services, available to participants who 

may need that support.

2.3. Measures

2.3.1. ACEs—The ACEs measures included in this study were adapted from the ISPCAN 

Child Abuse Screening Tool-Retrospective (ICAST-R) and the Juvenile Victimization 

Questionnaire (Dunne et al., 2009; Finkelhor et al., 2005). These included physical violence 

(PV), sexual violence (SV), emotional violence (EV), witnessing interparental violence, 

witnessing violence in the community, and orphanhood. Physical violence was defined 

slightly differently across the countries, but included experiences such as being slapped, 

pushed, shoved, shaken, or having something intentionally thrown at them, or being 

punched, kicked, whipped, or beaten with an object by a parent, adult caregiver or other 

adult relative, intimate partner, peers, and adults in the community. Sexual violence included 

experience of unwanted sexual touching, unwanted attempted sex, physically forced sex, or 

coerced sex or pressured sex. Emotional violence included experiences such as being told 

by a parent, adult caregiver, or other adult relative that they were not loved, did not deserve 

to be loved, wished they were dead, ridiculed, or were put down. Witnessing interparental 
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violence included seeing or hearing one parent/stepparent being hit, punched, kicked, or 

beaten by the other parent/stepparent. Witnessing violence in the community was defined 

as witnessing anyone get attacked outside of the home or family environment. Orphanhood 

was defined as the death of one or both biological parents before age 18. An ACE score was 

created by summing up each of the ACE experiences across the six items for a score ranging 

between zero (experienced no ACEs) to six (experienced all six ACEs).

2.3.2. PCEs—PCE measures were also adapted from validated tools (Lenciauskiene & 

Zaborskis, 2008). PCEs in this paper focused on parent-child relationships and parental 

monitoring of children. Parental monitoring falls within a few domains that make up PCEs. 

Specifically, both parent-child relationship and parental monitoring fall under two of the 

four building blocks of the HOPE framework (Sege et al., 2017), 1) relationships within the 

family, and 2) contributing to safe, stable environments (Sege & Browne, 2017). Parental 

monitoring is directly linked to a parent being present and involved in their child’s life and 

contributing to a safe, stable environment, which is fundamental to PCEs. Separate questions 

were asked about relationship with mother and relationship with father. For both mother 

and father, two questions each were asked: 1) How easy or difficult is it to talk to your 

biological mother/father individually about things that really bother you? and, 2) How close 

do you feel to your biological mother/father? Those who reported finding it easy to talk 

to their biological parent and felt close to their mother/father were considered to have a 

strong relationship with their mother/father. High parental monitoring was measured using 

five questions, each on a three-point scale (i.e., a lot, a little, nothing). Questions included 

how much their mother/father/caregiver really knew about, 1) who their friends were, 2) how 

they spent their money, 3) where they go after school, 4) where they go at night, or 5) what 

they did with their free time before age 18. Responses were scored as one (i.e., “a lot”), 

two (i.e., “a little”) or three (i.e., “nothing”) and were summed separately for mother and 

father. The mean score for females and males were computed separately to generate level of 

parental monitoring. Participants were considered to have high parental monitoring if their 

sum score was lower than the mean score, whereas those whose sum score was higher than 

or equal to the mean were considered to have lower parental monitoring (Lenciauskiene & 

Zaborskis, 2008).

2.3.3. Outcome variables—Outcome variables of the study are moderate to severe 

mental distress, suicidal or self-harm behaviors, and substance use. Moderate to severe 

mental distress was defined as scoring five or more on the Kessler 6 scale (Kessler et al., 

2002; Prochaska et al., 2012). Suicidal or self-harm behaviors included those who responded 

yes to any of the following three questions: 1) Have you ever thought about killing yourself? 

2) Have you ever tried to kill yourself? 3) Have you ever intentionally hurt yourself in any 

way? Substance use in the past 30 days was defined as responding “yes” to any of the 

following; binge drinking (defined as consuming four or more drinks in a sitting for females, 

and five or more drinks for males) in the past 30 days, any tobacco use in the past 30 

days, or any use of other drugs such as marijuana, dagga (Lesotho only), prescription pills 

(Lesotho only), injection drugs (Lesotho only), cocaine (Namibia only), tik (Namibia only) 

pills, ecstasy, or sniffed any chemical such as petrol, glue, or paint thinner (Namibia only) in 

the past 30 days.
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2.4. Demographic characteristics

Age was divided into two groups: 18–21 and 22–24 years. Marital status was defined as 

having ever been married or cohabiting with someone as if married. Material insecurity was 

defined as the participant answering no to if their household has enough money for food or 

necessary material goods. Educational level was defined as attending or having completed 

primary school or less and attending or having completed secondary school or higher.

2.5. Analysis

Since ACEs refer to adversities that occurred in childhood, we limited the analyses for this 

study to ages 18–24 to capture adverse experiences that occurred prior to age 18. Given the 

differences in prevalence and the gendered nature of violence epidemiology (Stark et al., 

2019) and the split sampling approach to the VACS, all analyses were stratified by sex. For 

this study, only the pooled estimates from four countries were estimated and reported.

All analyses were conducted in SAS software version 9.4, invoking the appropriate survey 

procedure to account for the survey weight, survey strata, and survey cluster. Data from 

each country was weighted to yield nationally representative estimates and were adjusted 

based on the country’s relative population to generate multi-country pooled estimates. 

Descriptive statistics were generated to describe the prevalence of the various dependent 

and independent variables and covariates. To look at differences in the weighted prevalence 

of all variables by sex, Wald’s chi-square tests were run and a p-value of 0.05 was used to 

determine statistical significance. Prior to conducting bivariate and multivariable analyses, 

the random standard error (RSE) was calculated for estimates to determine stability. Any 

RSE that was above 30 % was considered unstable and suppressed. Bivariate analyses were 

conducted to determine the unadjusted association between ACEs, PCEs, and covariates 

(age, marital status, country, and financial security) with outcomes of moderate to severe 

mental distress, suicidal or self-harm behaviors, and substance use. Multivariable logistic 

regression was used to assess the association between having experienced one or more ACEs 

with each outcome, after adjusting for covariates. In addition, multivariable analysis was 

used to assess the association between each of the four PCEs with each outcome of interest. 

In these models, ACEs, covariates, one of the four PCEs, and an interaction term between 

the PCE and ACEs was included. Where interactions were significant, stratified analyses 

were performed. For these multivariable analyses, a Bonferroni correction was applied and 

an alpha of 0.01 was used to determine significance to correct for the increased possibility 

of Type I error, given that five models were run for each of the ACE-outcome associations. 

The multivariable logistic regression model included fixed effect for country. For significant 

interaction terms, the moderation effect of the significant interaction between PCE(s) on the 

association between ≥1 ACEs and the significant behavioral health outcome was described.

3. Results

Among 18,899 participants across all four countries, 8063 females and 2115 males ages 

18–24 were included in this analysis. The prevalence of demographic characteristics, ACEs, 

mental health and substance use outcomes, and PCEs by sex are reported in Table 1. The age 

distribution and material insecurity were similar among both males and females. However, 
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ever being married or cohabitated with a partner was significantly higher among females 

than males (females: 50.6 %, males: 19.2 %; p < 0.0001).

The prevalence of moderate to severe mental distress and suicidal or self-harm behaviors 

were similar between females and males. However, the prevalence of substance use was 

significantly higher in males than in females (males: 20.5 %, females: 6.4 %; p < 0.0001). 

Similarly, the prevalence of ACEs by sex was significantly different, with 81.5 % of 

males experiencing one or more ACEs, in contrast to 70.3 % of females (p = 0.001). The 

prevalence of experiencing physical violence (males: 46.5 %, females: 33.4 %; p = 0.0016), 

sexual violence (males: 7.0 %, females: 15.0 %; p < 0.0001), and witnessing community 

violence (males: 58.0 %, females: 39.6 %; p < 0.0001) significantly differed by sex.

Regarding PCEs, strong-father child relationships (males: 64.4 %, females: 42.2 %; p < 

0.0001) were significantly higher among males than females, but neither strong mother-child 

relationship (p = 0.3065) nor high parental monitoring (p = 0.6588) differed by sex.

3.1. Associations of ACEs, PCEs, and mental health and substance use

There were varying bivariate associations between demographic variables, ACEs, and PCEs 

with mental health and substance use outcomes as presented in Tables 2 and 3. However, 

all associations with moderate to severe mental distress have been suppressed for males due 

to unstable estimates, and thus were not assessed for unadjusted nor adjusted associations. 

The associations between ACEs, PCEs, and mental health and substance use outcomes after 

adjusting for demographic characteristics are in Tables 4 and 5.

Adjusting for demographic characteristics, females who experienced one or more ACEs had 

significantly higher odds of experiencing moderate to severe mental distress (aOR = 2.7; 

95 % CI: 1.9, 3.9). Males who experienced one or more ACEs, compared to no ACEs, had 

significantly increased odds of suicidal or self-harm behaviors (aOR = 6.7; 95 % CI: 2.8, 

16.0) and substance use (aOR = 2.5; 95 % CI = 1.4, 4.2).

After adjusting for demographic characteristics and having one or more ACEs, a strong 

mother-child relationship was the only protective factor significantly associated with 

moderate to severe mental distress (aOR = 0.7; 95 % CI: 0.6, 0.9), suicidal or self-harm 

behaviors (aOR = 0.6; 95 % CI: 0.4, 0.9), and substance use (aOR = 0.6; 95 % CI: 0.4, 

0.9) among females. There was a significant interaction between ACEs and high parental 

monitoring in predicting mental distress among females. Among males, a strong mother-

child relationship (aOR = 0.5; 95 % CI: 0.2, 0.9) and a strong father-child relationship (aOR 

= 0.4; 95 % CI: 0.2, 0.7) were significantly associated with suicidal or self-harm behaviors. 

In addition, males with a strong father-child relationship had significantly lower odds of 

substance use (aOR = 0.6; 95 % CI: 0.4, 0.8). High parental monitoring was not significantly 

associated with suicidal or self-harm behaviors and substance use for males.

3.2. Interaction of high parental monitoring, ACEs, and moderate to severe mental 
distress

For ease of interpretation, we stratified the analyses by experience of ACEs. The stratified 

analysis of the significant interaction is reported in Table 5. The separate calculations by sex 
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were due to the known gendered nature of parental monitoring and supervision (Mills et al., 

2021). Among females who had no ACEs, high parental monitoring was protective against 

experience of moderate to severe mental distress (aOR = 0.5; 95 % CI: 0.3, 0.8). However, 

among females who had experienced any ACEs, high parental monitoring was not protective 

against moderate to severe mental distress (aOR = 1.2; 95 % CI = 0.8, 1.7).

4. Discussion

Since the original ACEs study in the 1990s, compelling evidence has emerged on both the 

high prevalence of ACEs in a variety of contexts and the association between such childhood 

adversity and negative health impacts. More recently, mounting evidence has shown that 

positive experiences in childhood can be protective against ACEs and can also moderate the 

effect of ACEs and promote resiliency in adulthood (Ungar et al., 2013; Yule et al., 2019). 

The American Academy of Pediatrics updated their policy statement on toxic stress in 

childhood to further emphasize the importance of safe, stable relationships and environments 

(Garner et al., 2021). Knowing the nature of the most protective types of relationships and 

supportive structures is key to effectively promote those protective factors (Hambrick et al., 

2021). Although the majority of ACE and PCE research has been conducted in high-income 

countries, growing literature on ACEs in the LMIC context is helpful to start understanding 

the extent, nature, and consequences of ACEs in these countries, notwithstanding their 

cultural variations (Meinck, Cluver, & Boyes, 2015; Soares et al., 2016; Solberg & Peters, 

2020). Recent investigation on ACEs in sub-Saharan Africa has shown high levels of 

ACEs linked to increased risky behaviors and adverse health outcomes in youth and young 

adulthood, consistent with previous work in high-income countries (Kidman et al., 2020). 

Nevertheless, scant literature in sub-Saharan Africa has meant that policy and programmatic 

response have not had geographically and culturally specific evidence to reference.

Our multi-country analysis of data from Kenya, Namibia, Lesotho, and Mozambique 

provides further insight into how PCEs can potentially mitigate the harmful impacts of 

ACEs in this under-studied geographical context. Our results are comparable to a growing 

body of literature, demonstrating a high prevalence of both ACEs and PCEs in youth 

(Seedat et al., 2004; Baglivio & Wolff, 2021; Nazareth et al., 2022; Agathis et al., 2022, 

Edwards et al., 2023). We found that experiencing one or more ACEs was significantly 

associated with moderate to severe mental distress in females and suicidal or self-harm 

behaviors and substance use in males, which is consistent with other studies that have found 

negative health impacts associated with childhood exposure to adversity (Felitti et al., 1998; 

Negriff, 2020). The results of this paper demonstrate gendered differences in outcomes — 

as consistent with existing literature (Cammack et al., 2019). While data from sub-Saharan 

Africa are limited, our findings align with some of the few studies from the region. For 

example, a study in Malawi found high prevalence of ACEs and a graded relationship 

between experiences of ACEs and higher sexual risk behaviors (Vanderende et al., 2018).

While we found that ACEs are common and seriously impactful, we also found that PCEs 

are important in the prevention and mitigation of such adversity. Specifically, we found 

that a strong father-child relationship was protective against suicidal/self-harm behaviors 

among males. A strong mother-child relationship was protective for all three outcomes 
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in females. We also found that high parental monitoring had a moderating effect on 

the relationship between ACEs and moderate to severe mental distress among females, 

consistent with a recent study in a similar context (Agathis et al., 2022). There is substantial 

literature demonstrating that strong parent-child relationships are protective against a range 

of negative outcomes, including substance use and mental health problems (DeVore & 

Ginsburg, 2005; Nogueira Avelar E Silva et al., 2016; Robles et al., 2019; Yap et al., 2017). 

Furthermore, the Dittus et al. (2015) meta-analysis showed that higher levels of parental 

monitoring were associated with lower levels of engagement in risky behaviors during 

adolescence.

The gendered nature of these protective caregiver relationships may be related to societal 

and cultural norms, where mothers are encouraged to take on the more nurturing role, 

and fathers more of the disciplinarian role. This could be explained by cultural attitudes 

and norms, which influence the type of relationship boys or girls might have with their 

father and the impact of that relationship on them (Kalmakis & Chandler, 2014). Seedat 

et al. (2004) emphasized considering the importance of the influence of cultural contexts 

on both ACEs and PCEs when studying multiple countries. Just as the prevention and 

response to ACEs are likely influenced by culture, potential PCEs might also be shaped by 

cultural norms and behaviors. In a context where the maternal nurturing role is established 

and accepted, promoting the positive impact that father-child relationships can provide, 

particularly for boys, even in the face of high ACEs, is paramount. These results indicate 

the need for more father engagement in parenting programs or father-focused parenting 

programs and policy.

For females, our study additionally demonstrates the moderation effect of parental 

monitoring on the association between one or more ACEs and moderate to severe mental 

distress. We observed that high parental monitoring was protective against moderate to 

severe mental distress among females who had not experienced any ACEs. However, among 

those who experienced ACEs, high parental monitoring was not protective against moderate 

to severe mental distress. Although, it is possible that the frequency and intensity of PCE 

exposure may foster resiliency and buffer against ACEs, findings from this study highlight 

the importance of primary prevention of ACEs. Future studies may assess the moderating 

effect of cumulative PCEs on the relationship between ACEs and mental health distress, 

suicidal or self-harm behaviors, and substance use.

Although several studies have shown that relational and interpersonal connectedness such as 

parent-child relationships may serve as protective factors, we did not observe a moderating 

effect of strong mother/father-child relationship on the association between ACEs and the 

study outcomes. Morin et al. (2015) posited that although parental connectedness and 

engagement is an important factor for development, it may not be strong enough to attenuate 

experiences of violence. Resiliency studies suggest that both environmental and internal 

factors play crucial roles in buffering against ACEs and mitigating risks (Ungar et al., 

2013; Yule et al., 2019). In the context of sub-Saharan Africa, a recent systematic literature 

review of violence prevention recommended policies and interventions at the individual and 

family levels, focused on 1) economic strengthening, 2) teachers/schools, 3) entire families, 
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4) caregivers only, and 5) children/youth (Edwards et al., 2023) More research on these 

concepts and in this context will be important.

Understanding the interaction of ACEs and PCEs is essential to develop priority strategies 

to prevent or counteract the negative effects of ACEs on the health of children and 

youth, into their adulthood (Anda et al., 2010). Furthermore, deeper knowledge of the 

moderating effects of PCEs on negative effects, despite the presence of ACEs, will guide 

positively-focused interventions. In their study, Crandall et al. (2019) suggested that the 

absence of PCEs may be generally more disadvantageous to long-term health than the mere 

presence of ACEs. Thus, the authors recommended that related programs focus on fostering 

PCEs. This aligns with our recommendations to emphasize parent and caregiver support by 

strengthening father- — or father figure- — focused parenting programs. These may have 

an important mediating effect on childhood adversity and alleviate psychological distress 

and self-harm for children and youths. The INSPIRE technical package (World Health 

Organization, 2016) describes key evidence-based strategies and specific programs, which 

may be relevant to emphasize in this context. Initiating or strengthening evidence-informed 

programs such as SOS! and Families Matter! while improving father/male attendance and 

participation in the programs may lead to positive outcomes, as discussed above.

Several study limitations merit mention. First, due to the sensitive nature of the topic, 

some possible under-reporting of ACEs can be anticipated. Nonetheless, VACS utilizes a 

rigorous approach, including multiple aspects in the research process to reassure participants 

and collect sound data. More specifically, the data collectors are trained extensively on 

the ethics of the study, privacy and confidentiality, the process of a response plan (i.e., 

linking participants who need it to supportive services). Secondly, VACS data are cross-

sectional and thus no causal inferences can be drawn from this analysis. Next, although 

ACEs and PCEs were measured for events that occurred in childhood, suicidal or self-harm 

behaviors were assessed across the lifetime. As such, temporality between ACEs, PCEs, and 

these outcomes cannot be established. Finally, although we found a significant interaction 

between ACEs and moderate to severe mental distress among females, our estimates may be 

imprecise due to a wide confidence interval.

5. Conclusions

ACEs are common and associated with many public health issues affecting individuals from 

childhood into adulthood. Our findings from four sub-Saharan African countries suggest that 

strong parent-child relationships may be important for preventing and mitigating the impacts 

of ACEs. Implementation of policy initiatives that allow children to thrive in supportive 

environments is important in all contexts.
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