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A Review of the Clinical Utility and
Psychometric Properties of the Adverse
Childhood Experiences Questionnaire (ACE-Q)

The Adverse Childhood Experiences Questionnaire (ACE-Q), developed by Felitti et al.
(1998), is a 10-item self-report measure that retrospectively assesses exposure to
potentially traumatic experiences from birth to age 18 years. This technical review
synthesises current research on the ACE-Q's psychometric properties and provides
clinicians with comprehensive scoring frameworks and qualitative descriptors. We
present an interpretive system that enhances the clinical utility of the ACE-Q through
evidence-based guidelines and practical implementation strategies. The document
outlines the dose-response relationship between ACE scores and health outcomes across
physical, mental, and social domains, while addressing important considerations for
trauma-informed assessment and intervention planning. This framework enables
clinicians to effectively incorporate ACE-Q findings into case conceptualisation and
treatment planning within a developmentally-informed approach to clinical practice.

View the ACE-Q on NovoPsych.com.au

April 2025



https://novopsych.com.au/assessments/diagnosis/adverse-childhood-experiences-questionnaire-ace-q/

Developer
The Benevolent Childhood Experiences (BCEs) scale was developed by Narayan and colleagues (2018):

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., Koss, M. P.,
& Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction to many of the
leading causes of death in adults. The Adverse Childhood Experiences (ACE) Study. American
Journal of Preventive Medicine, 14(4), 245-258. https://doi.org/10.1016/s0749-3797(98)00017-8

This document was developed by NovoPsych to review contemporary literature and to describe original scoring
methodologies and to provide interpretation material, enhance normative data and provide qualitative descriptors.

Author Information

(not in authorship order)

Ben Buchanan DPsych David Hegarty PhD Simon Baker PhD
CEO, NovoPsych Head of Psychometrics, NovoPsych Research Fellow, NovoPsych
Adjunct Research Fellow, Monash University, Adjunct Professional Fellow, Southern Cross
Melbourne, Australia University, Coffs Harbour, Australia
Carla Smyth PhD Emerson Bartholomew MHealthPsych
Research Fellow and Clinical Liaison, NovoPsych Research Fellow and Psychometrician, NovoPsych
Correspondence

For inquiries about this document, contact:
Dr. David Hegarty

Email: david@novopsych.com

Citation

Hegarty, D., Buchanan, B., Bartholomew, E., Smyth, C., & Baker, S., (2025). A Review of the Clinical Utility and
Psychometric Properties of the Adverse Childhood Experiences Questionnaire (ACE-Q). Retrieved from:
https://novopsych.com.au/assessments/diagnosis/adverse-childhood-experiences-questionnaire-ace-q/

Open Source Licence

The information in this document can be used without permission by researchers and clinicians and distributed
under an open source licence.


https://doi.org/10.1016/s0749-3797(98)00017-8
https://novopsych.com.au/assessments/diagnosis/adverse-childhood-experiences-questionnaire-ace-q/
https://novopsych.com.au/resource-licence-agreement/

Assessment powered by
0 NovoPsych

Description

The Adverse Childhood Experiences Questionnaire (ACE-Q) is a 10-item self-report measure designed to
retrospectively assess exposure to potentially traumatic experiences from birth to age 18 years (Felitti et al., 1998).
Developed within a public health framework, the ACE-Q evaluates two broad categories of adverse childhood
experiences: abuse and neglect, and household dysfunction:

1. Abuse/ Neglect - measures exposure to emotional, physical, and sexual abuse and experiences of emotional
and physical neglect during childhood.

2. Household Dysfunction - evaluates various forms of family dysfunction including domestic violence, parental
separation/divorce, and household members with substance abuse problems, mental illness, or involvement in
the criminal justice system.

Given the potentially triggering nature of the questions for trauma survivors, some clinicians choose to administer the
questionnaire collaboratively rather than having clients complete it independently (McLennan et al., 2020).

For clinicians, the ACE-Q offers several distinct advantages, particularly in settings where understanding
developmental trauma is critical to effective intervention planning. The measure is especially valuable for working
with individuals presenting with complex symptomatology, as it provides a systematic framework for quantifying
childhood adversity and understanding its potential contribution to current difficulties (Hughes et al., 2017).

The ACE-Q aides in clinical formulation, treatment planning, and therapy. As a formulation tool, it helps clinicians
identify potential developmental origins of presenting problems, facilitating a trauma-informed approach to case
conceptualisation. This can be particularly valuable in understanding the aetiology of conditions such as depression,
anxiety, substance use disorders, and personality disorders, all of which have demonstrated associations with adverse
childhood experiences (Merrick et al., 2017).

In treatment planning, higher ACE-Q scores may indicate the need for trauma-focused interventions or approaches
that specifically address the neurobiological and psychological impacts of developmental trauma. Research suggests
that individuals with higher ACE scores often require longer courses of treatment and may benefit from approaches
that specifically target affect regulation, attachment disruptions, and maladaptive beliefs stemming from early
adversity (Oral et al., 2016).

During therapy, understanding a client's ACE-Q score can inform the pacing and focus of interventions. For example,
higher scores potentially indicate a need for greater emphasis on establishing safety and stabilisation before addressing
traumatic material. The ACE-Q can also facilitate exploration of and psychoeducation about the impact of early
adversity on current functioning, helping to normalise symptoms, reduce self-blame, and validate the client’s
experience (Felitti, 2009). Meta-analytic evidence demonstrates a strong association between caregiver and child ACE
scores, highlighting the intergenerational transmission of adversity and underscoring the importance of
trauma-informed approaches that address both caregiver and child experiences when using the ACE-Q in clinical
settings (Zhu et al., 2025).

When using the ACE-Q in clinical practice, consider the following:

e Contextual interpretation: ACE-Q scores should be interpreted in the context of the individual's full clinical
presentation, including current symptoms, life circumstances, and protective factors.

e Dose-response relationship: Research consistently demonstrates a dose-response relationship between ACE
scores and health outcomes, with higher scores associated with increased risk across multiple domains
(Merrick et al., 2017). However, more recent research has highlighted that not all ACEs contribute equally to
risk outcomes (Briggs et al., 2021) with certain pairs of ACEs potentially interacting to significantly increase
overall risk beyond the sum of their individual contributions. Sexual abuse (Item 3 in the ACE-Q) has been
identified as the most reactive ACE, combining with other adverse experiences to potentially create
disproportionate impacts (Briggs et al., 2021)

e Resilience factors: While the ACE-Q focuses on adversity, clinicians should also assess protective factors that
may have buffered against adversity. Complementary measures such as the Benevolent Childhood
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Experiences (BCEs) scale and the Positive Childhood Experiences (PCEs) scale can provide a more balanced
assessment (Narayan et al., 2018).

Psychometric Properties

The ACE-Q consists of 10 dichotomous (Yes/No) items that assess exposure to adverse childhood experiences across
two domains: abuse / neglect (5 items) and household dysfunction (5 items). The questionnaire was originally
developed for the landmark ACE Study conducted by Kaiser Permanente and the Centers for Disease Control and
Prevention (CDC) from 1995 to 1997 (Felitti et al., 1998).

The internal consistency of the ACE-Q has been demonstrated, with Cronbach's alpha coefficients typically ranging
from 0.70 to 0.76 (Olah et al., 2023; Wingenfeld et al., 2010). While the original ACE-Q did not undergo formal
psychometric validation prior to its implementation, subsequent research has established its reliability and validity
across diverse populations (Bethell et al., 2017; Ports et al., 2019). Factor analytic studies have supported the
two-domain structure of the ACE-Q (Mersky et al., 2017; Michael et al., 2025).

Construct validity of the ACE-Q is supported by its ability to predict health outcomes in the directions hypothesised
by developmental traumatology models. The scale demonstrates expected relationships with measures of depression,
anxiety, substance use disorders, and physical health conditions (Hughes et al., 2017).

Convergent validity has been established through correlations with other measures of childhood trauma and adversity.
The ACE-Q shows moderate correlations with measures such as the Childhood Trauma Questionnaire (Karatekin &
Hill, 2019; Wingenfeld et al., 2010). Discriminant validity is supported by lower correlations with measures of
positive childhood experiences (r = -0.33 with the Benevolent Childhood Experiences scale), indicating that these
constructs are related but distinct (Narayan et al., 2018).

Predictive validity of the ACE-Q is a particular strength, with numerous longitudinal studies demonstrating its ability
to predict future health outcomes. Higher ACE scores consistently predict increased risk for mental health disorders,
substance use problems, chronic physical health conditions, and premature mortality, even after controlling for
demographic factors and other potential confounders (Campbell et al., 2016; Felitti et al., 1998; Hughes et al., 2017).
Research by Reavis et al. (2013) provides compelling evidence for the predictive validity of the ACE-Q by
demonstrating its ability to distinguish between criminal and non-criminal populations. In their study of criminal
offenders, subjects reported nearly four times as many adverse childhood experiences than adults in the normative
sample. Eight of ten ACE categories were found at significantly higher levels among criminal populations, with
particularly dramatic differences for psychological abuse (52.3% vs 7.6%), parental criminality (20.5% vs 4.1%), and
parental divorce (53.6% vs 21.8%). This research extends the ACE-Q's predictive validity beyond health outcomes to
include antisocial behavior and criminality.

Research suggests that not all ACEs contribute equally to risk outcomes, challenging the notion of a simple
cumulative score. Briggs et al. (2021) found that certain pairs of ACEs interact to significantly increase overall risk
beyond the sum of their individual contributions. In their research with both a general population adult sample and a
mixed trauma youth sample, approximately 30-40% of the variance in outcomes was accounted for by additive
interactions between specific pairs of ACEs. Sexual abuse was consistently identified as the most reactive ACE,
combining with other adverse experiences to create disproportionate impacts.

Compared to individuals with an ACE score of 0, research indicates the following risk elevations for individuals with
an ACE score of 4 or higher (Felitti et al., 1998; Hughes et al., 2017; Merrick et al., 2017):

e 1.2-2.2 times higher risk for ischaemic heart disease
e 1.4-1.6 times higher risk for cancer
e 2.1-2.4 times higher risk for smoking
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4.2-4.7 times higher risk for depression
7.2-7.4 times higher risk for alcoholism

10.3-11.1 times higher risk for injection drug use
12.2-15.8 times higher risk for suicide attempt

Particularly alarming is the finding that people with 6 or more ACEs have a life expectancy that is approximately
19-20 years shorter than those with no ACEs (Brown et al., 2009).

For clinical interpretation, ACE-Q scores are typically categorised as follows, with corresponding qualitative
descriptors (Hughes et al., 2017; Felitti et al., 1998):

e (0 ACEs (No Reported Adversity): Indicates no exposure to the measured adverse childhood experiences.
Individuals in this category typically show the lowest risk for negative health outcomes.

e 1-3 ACEs (Low to Moderate Adversity): Indicates exposure to one or more types of adversity. Research
demonstrates a modest but statistically significant elevation in risk for various health and social problems
compared to individuals with no ACEs.

e 4+ ACEs (High Adversity): Represents a clinically significant threshold where risk for negative outcomes
increases substantially. This category is associated with significantly elevated risk across multiple domains of
functioning and should prompt thorough clinical attention.

e 6+ ACEs (Very High Adversity): Although not a formal categorisation in all ACE literature, scores of 6 or
higher represent exposure to multiple forms of serious adversity and are associated with the highest risk for
severe and complex health problems (Anda et al., 2006).

The threshold of 4 or more ACEs is particularly meaningful in clinical contexts, as it represents a statistical inflection
point at which risk for negative health outcomes increases substantially (Felitti et al., 1998; Hughes et al., 2017).

Scoring & Interpretation

The ACE-Q uses a dichotomous (Yes/No) response format, with "Yes" responses summed to create a total score
ranging from 0 to 10. Higher scores indicate exposure to a greater number of adverse childhood experiences, with each
point representing a different type of adversity rather than the frequency or severity of any single experience.

The ACE-Q items can be conceptually grouped into two categories:

1. Abuse/ Neglect (Items 1-5): Emotional, physical, and sexual abuse and emotional and physical neglect;
2. Household Dysfunction (Items 6-10): Household substance abuse, mental illness, incarceration, domestic
violence, and parental separation/divorce

Clinicians may find it valuable to note patterns across these domains in addition to the total score. For example, a
client with a score of 4 concentrated in the abuse/neglect domain may present differently than a client with a score of 4
distributed across both domains.

For clinical interpretation, ACE-Q scores are categorised as follows, with corresponding qualitative descriptors:

e (0 ACEs (No Reported Adversity): Indicates no exposure to the measured adverse childhood experiences.
Individuals in this category typically show the lowest risk for negative health outcomes.

e 1-3 ACEs (Low to Moderate Adversity): Indicates exposure to one or more types of adversity. Research
demonstrates a modest but statistically significant elevation in risk for various health and social problems
compared to individuals with no ACEs.

e 4+ ACEs (High Adversity): Represents a clinically significant threshold where risk for negative outcomes
increases substantially. This category is associated with significantly elevated risk across multiple domains of
functioning and should prompt thorough clinical attention.
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e 6+ ACEs (Very High Adversity): Although not a formal categorisation in all ACE literature, scores of 6 or
higher represent exposure to multiple forms of serious adversity and are associated with the highest risk for
severe and complex health problems.

The ACE-Q demonstrates a robust dose-response relationship with health outcomes, meaning that each incremental
increase in ACE score is associated with progressively higher risk for negative health outcomes. This graded
relationship holds across physical health, mental health, and social functioning domains.

When interpreting ACE-Q scores in clinical settings, consider the following guidance:

e Context matters: ACE scores should be interpreted within the context of the individual's current functioning,
symptom presentation, and available protective factors. Some individuals with high ACE scores demonstrate
remarkable resilience and may not exhibit significant impairment.

e Types of adversity: Consider not only the number but also the types of adversities experienced. Different types
of adversity may have different mechanisms of impact and may require different intervention approaches.

e Timing and chronicity: Although the ACE-Q does not capture information about the timing, duration, or
severity of adverse experiences, these factors are relevant to clinical formulation. When appropriate, gathering
additional information about these aspects can enhance understanding of their impact.

e Cultural considerations: Cultural factors may influence both the prevalence of specific ACEs and their
psychological impact. Interpretation should be sensitive to cultural context and should avoid pathologising
cultural differences.

e Resilience and protective factors: ACE scores provide information about risk but do not capture protective
factors or resilience. Comprehensive assessment should include attention to strengths and resources that may
buffer against the impact of adversity.

When communicating ACE scores to clients, a trauma-informed approach is essential. This includes:

Normalising the prevalence of ACEs in the general population

Emphasising that ACEs are risk factors, not deterministic predictors

Highlighting the role of protective factors and the potential for resilience

Focusing on the relevance of ACEs to current symptoms and treatment rather than simply labelling the client
as "traumatised"

Using psychoeducation about the neurobiology of trauma to reduce shame and self-blame

e Checking readiness and attention to stabilisation and pacing

For clients with clinically significant ACE-Q scores (4+), evidence-based trauma-focused interventions such as
Trauma-Focused Cognitive Behavioural Therapy (TF-CBT), Eye Movement Desensitisation and Reprocessing
(EMDR), or Sensorimotor Psychotherapy may be indicated. However, the selection of intervention should be guided
by the client's specific symptoms, needs, and preferences rather than by the ACE score alone.

Supporting Information
Interpretive Text

The first paragraph provides an interpretation of the client's total ACE-Q score, contextualising it within clinical
categories and explaining its significance. The text varies based on the client's score descriptor:

e No Reported Adversity: "The client's total Adverse Childhood Experiences (ACE-Q) score is 0, indicating No
Reported Adversity. This suggests the client did not experience any of the measured adverse childhood
experiences. Research indicates individuals in this category typically show the lowest risk for negative health
outcomes. However, it is important to note that the ACE-Q only measures specific types of adversity, and the
client may have experienced other forms of childhood stress not captured by this measure."

e Low to Moderate Adversity: "The client's total Adverse Childhood Experiences (ACE-Q) score is [1-3],
indicating Low to Moderate Adversity. This indicates exposure to one or more types of adversity during
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childhood. Research demonstrates a modest but statistically significant elevation in risk for various health and
social problems compared to individuals with no ACEs. While this level of childhood adversity presents some
increased risk, many individuals with similar experiences demonstrate resilience and positive adaptation,
particularly when protective factors are present."

High Adversity: "The client's total Adverse Childhood Experiences (ACE-Q) score is [4-5], indicating High
Adpversity. This score represents a clinically significant threshold where risk for negative outcomes increases
substantially. Research indicates that individuals with 4 or more ACEs show significantly elevated risk across
multiple domains of functioning including physical health, mental health, and social functioning. This score
should prompt thorough clinical attention to the potential impact of developmental trauma on current
functioning."

Very High Adversity: "The client's total Adverse Childhood Experiences (ACE-Q) score is [6+], indicating
Very High Adversity. This score represents exposure to multiple forms of serious adversity during childhood
and is associated with the highest risk for severe and complex health problems. Research indicates that
individuals with 6 or more ACEs have significantly higher rates of depression, substance use disorders, and
chronic health conditions than those with no ACEs. This score warrants comprehensive trauma-informed
assessment and intervention."

The second paragraph provides a dimensional analysis comparing the Abuse/Neglect and Household domains. This
comparison yields important insights into the pattern of adverse experiences. The text varies based on the relationship
between domain scores:

When Abuse/Neglect > Household: "Analysis of the ACE-Q dimensions shows a score of [X] out of 5 in the
Abuse/Neglect domain and [Y] out of 5 in the Household Dysfunction domain. The pattern suggests greater
adversity in the Abuse/Neglect domain compared to the Household Dysfunction domain. Research indicates
that direct experiences of abuse and neglect may have particularly significant impacts on attachment, affect
regulation, and core beliefs about self and others. Clinical attention to these areas may be warranted in
treatment planning."

When Household > Abuse/Neglect: "Analysis of the ACE-Q dimensions shows a score of [X] out of 5 in the
Abuse/Neglect domain and [Y] out of 5 in the Household Dysfunction domain. The pattern suggests greater
adversity in the Household Dysfunction domain compared to the Abuse/Neglect domain. Research shows that
growing up in chaotic, unpredictable, or threatening home environments can impact stress response systems
and contribute to difficulties with emotional regulation, even in the absence of direct abuse or neglect.
Interventions addressing family systems and environmental stressors may be particularly relevant."

When Abuse/Neglect = Household: "Analysis of the ACE-Q dimensions shows a score of [X] out of 5 in the
Abuse/Neglect domain and [X] out of 5 in the Household Dysfunction domain. The pattern indicates equal
levels of adversity across both domains, suggesting exposure to a range of direct and environmental stressors
during development. This pattern of multiple adversities across domains is associated with cumulative risk
and may require comprehensive intervention addressing both individual trauma and systemic factors."

For clients with High or Very High Adversity scores, the report provides a third paragraph listing specific adverse
experiences that were endorsed:

"The client reported the following adverse childhood experiences: [List of endorsed items with question
numbers]"

If sexual abuse (item 3) is endorsed, a specific alert is included regardless of the total score:

Sexual Abuse Note: "The client has endorsed experiencing sexual abuse during childhood (Question 3).
Research by Briggs et al. (2021) identifies sexual abuse as the most reactive adverse childhood experience,
indicating that it can interact with other adverse experiences to create disproportionate impacts on health and
wellbeing. <b>Even when the total ACE score falls below the traditional clinical threshold of 4, the presence
of sexual abuse warrants significant clinical attention, particularly when combined with other adversities such
as neglect or physical abuse.</b> In these combinations, synergistic effects may account for up to 60% of the
variance in negative outcomes regardless of the total ACE score. This suggests a need for particular clinical
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attention to this experience and its potential contributions to current presentations. A trauma-informed
approach that specifically addresses sexual trauma may be indicated."

The final paragraph provides treatment considerations based on the client's score level:
Treatment Considerations for all clients:

e "Context matters: ACE scores should be interpreted within the context of the individual's current functioning,
symptom presentation, and available protective factors.

e Consider assessing protective factors that may have buffered against adversity. Complementary measures such
as the Benevolent Childhood Experiences scale (BCEs) or the Positive Childhood Experiences scale (PCEs)
can provide a more balanced assessment."

Additional considerations for No Reported Adversity or Low to Moderate Adversity:

e "While the client reports relatively low childhood adversity, it remains important to assess for other
experiences not captured by the ACE-Q, as well as potential protective factors that may have buffered against
stress.

e Consider exploring resilience factors that may have contributed to positive adaptation despite any challenges
experienced."

Additional considerations for High Adversity or Very High Adversity:

e "Consider that individuals with higher ACE scores often require longer courses of treatment and may benefit
from approaches that specifically target affect regulation, attachment disruptions, and maladaptive beliefs
stemming from early adversity.

e Psychoeducation about the impact of early adversity on current functioning can help normalise symptoms and
reduce self-blame."
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Sample Result
Assessment powered by
NovoPsych
Adverse Childhood Experiences Questionnaire (ACE-Q)
Client Name | Generic Client Date administered | 7 Apr 2025
Date of birth (age) | 17 Feb 1975 (50) Time taken | 27s
Assessor | Dr David Hegarty
Results
Raw Score Descriptor
Adverse Childhood Experiences (Total) (0-10) 5 High Adversity
Abuse/Neglect (0-5) 2 -
Household Dysfunction (0-5) 3

Adverse Childhood Experiences (ACE-Q) Score

Very High Adversity

Mo Reported Adversity

Total ACE-Q

Abuse and Neglect Household Dysfunction
[- Dimension /| Dimension ]

Interpretation

The client's total Adverse Childhood Experiences (ACE-Q) score is 5, indicating High Adversity.
This score represents a clinically significant threshold where risk for negative outcomes
increases substantially. Research indicates that individuals with 4 or more ACEs show
significantly elevated risk across multiple domains of functioning including physical health,
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Client Name | Generic Client

Interpretation (cont.)

mental health, and social functioning. This score should prompt thorough clinical attention to the
potential impact of developmental trauma on current functioning.

Analysis of the ACE-Q dimensions shows a score of 2 out of 5 in the Abuse/Neglect domain and
3 out of 5 in the Household Dysfunction domain. The pattern suggests greater adversity in the
Household Dysfunction domain compared to the Abuse/Neglect domain. Research shows that
growing up in chaotic, unpredictable, or threatening home environments can impact stress
response systems and contribute to difficulties with emotional regulation, even in the absence of
direct abuse or neglect. Interventions addressing family systems and environmental stressors
may be particularly relevant.

The client reported the following adverse childhood experiences:

- 3. An adult or person at least 5 years older than you touched or fondled you or had you touch
their body in a sexual way or tried to or actually had oral, anal, or vaginal sex with you.

- 4. You often felt that no one in your family loved you or thought you were important or special,
or your family didn’t look out for each other, feel close to each other, or support each other.

- 6. Your parents were separated or divorced.

- 7. Your mother or stepmother was often pushed, grabbed, slapped or had something thrown at
her or was sometimes or often kicked, bitten, hit with a fist or hit with something hard, or was
repeatedly hit over at least a few minutes or threatened with a gun or knife.

- 8. A household member was a problem drinker or alcoholic, or used street drugs.

Sexual Abuse Note: The client has endorsed experiencing sexual abuse during childhood
(Question 3). Research by Briggs et al. (2021) identifies sexual abuse as the most reactive
adverse childhood experience, indicating that it can interact with other adverse experiences to
create disproportionate impacts on health and wellbeing. Even when the total ACE score falls
below the traditional clinical threshold of 4, the presence of sexual abuse warrants
significant clinical attention, particularly when combined with other adversities such as
neglect or physical abuse. In these combinations, synergistic effects may account for up to
60% of the variance in negative outcomes regardless of the total ACE score. This suggests a
need for particular clinical attention to this experience and its potential contributions to current
presentations. A trauma-informed approach that specifically addresses sexual frauma may be
indicated.

Treatment Considerations:

« Context matters: ACE scores should be interpreted within the context of the individual's current
functioning, symptom presentation, and available protective factors.

+ Consider that individuals with higher ACE scores often require longer courses of treatment and
may benefit from approaches that specifically target affect regulation, attachment disruptions,
and maladaptive beliefs stemming from early adversity.

» Psychoeducation about the impact of early adversity on current functioning can help normalise
symptoms and reduce self-blame.

« Consider assessing protective factors that may have buffered against adversity.
Complementary measures such as the Benevolent Childhood Experiences scale (BCEs) or the
Positive Childhood Experiences scale (PCEs) can provide a more balanced assessment.
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Client Name | Generic Client

Scoring and Interpretation Information

pronounced (Hughes et al., 2017).

For comprehensive information on the ACE-Q, see here.

A response of Yes for each question is summed to provide an overall ACE-Q score (out of 10).
The higher the score, the more adverse childhood experiences the client has had and the higher
the risk for social, mental, or other wellbeing problems. The majority of all adults (52%—75%)
score one or higher on the ACE-Q (CDC, 2010; Edwards et al., 2007, Ford et al., 2011; Ramiro
et al., 2010; Rothman, Bernstein, & Strunin, 2010).

Scores of 4 or more are considered clinically significant. A minority (5%—10%) of the general
population score 4 or more, where the general long-term health consequences become most

Compared with people who have an ACE-Q score of 0, people with an ACE-Q score of 4 are
twice as likely to be smokers, 5 times more likely to have depression, 7 times more likely to be
alcoholic, 10 times more likely to take illicit drugs, and 12 times more likely to attempt suicide.

Client Responses

Did & parant or olber adull i the housshakd afen_

Swear al you, insull you, pul you down, or bumiiate you?

or

Actin 8 way that mads you alvaid thal you migh be physically hur?

Did & parent or oiher adult in the househald alen. .
Push, grab, slap, or theow serething al yau?
or

Ever hil you 5o hard thal you had maries o wene injured?

Did an adul ar persen 1 least § yaars alder than yed sver
Touch o Sorvle you o have yau fouch their bady in & sexual way?
or

Try to or achuslly have oral, ansl, or vaginal sex with you?

Yes

Did you ofen feel thal_.

Mo ane in your family laved you ar thaught yau were impartsnl er special?
or

“ou didn't have enaugh o eat. had to wear dirty clothes, and had na ce to protect you?
“our parents wers foo drunk or high 1o take cars of you ar takes you 1o the doctor i you nesded it?)

Were your parents ever separated or divorced?

Ctan pushes, gaisberd. skred, o haz aomatig Bucen st her?

Eatar, et e B

£\ o apn o b

Did you live with anyone who was a problem drinker
or alcoholic or who used street drugs?

Was a household member depressed or mentally ill
or did a household member attempt suicide?

Did a household member go to prison?
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