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Origins of the ACE Study 
�  Early research demonstrated that risk factors (smoking, 

drinking, etc.) for many chronic diseases were not randomly 
distributed  

�  Risk factors tended to cluster, meaning that a person 
exhibiting one risk factor usually had other risk factors as well 

�  ACE Study asked: 

� “If risk factors for disease, disability, and early mortality are 
not randomly distributed, what influences precede the 
adoption or development of them?” 

�  Felitti, Anda, and colleagues (1998) teamed together to 
develop a large-scale epidemiologic study of the influence of 
stressful and traumatic childhood experiences on the origins 
of behaviors that underlie: 
� Leading causes of disability 

� Social problems 

� Health-related behaviors 

� Causes of death in the United States 

Figure 1: ACE model 

The ACE Study 

R E F E R E N C E S 

� Collaboration between Center for Disease Control and 
Prevention and Kaiser Permanente 

� Between 1995 and 1997 more than 17,000 HMO members 
have provided detailed information about experiences of 
childhood maltreatment while undergoing comprehensive 
physical examination 

� Participants completed confidential surveys that contained 
questions related to childhood maltreatment and 
dysfunctional family experiences 

� They also completed detailed items related to their current 
health status and behaviors 
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ACE categories in general sample Table 1:  

� On a given night, 2,300+ people living on the streets 
of Austin 

� 900+ considered chronically homeless (homeless 
for over one year or 4x in the past 3 years) 

� Homeless Management Information System (HMIS) 
indicates 5,800+ people access homeless services 
each year 

� Estimated that 40-50% of a city’s chronically 
homeless population (360-450 people in Austin) at 
high risk for imminent death 

� According to US Department of Housing and Urban 
Development (2011) family homelessness is the 
fastest growing segment of the homeless population 
� ACEs in those experiencing homelessness: 

� In a recent study, 87% of individuals 
experiencing homelessness had at least one ACE; 
over half had four or more (Larkin, Shields, & 
Anda, 2012) 

� Relationship between adverse childhood 
experiences and homelessness partially mediated 
by menta l hea l th cond i t ions , inc lud ing 
schizophrenia and mood disorders (which have 
higher prevalence rates among homeless 
individuals than in the general population) 
� Implications of high ACE scores for treatment of 
individuals experiencing homelessness: 

� Improve access to ACE-informed care 

� With family homelessness on the rise, 
reduce intergenerational ACE transmission 

� Intersection of high ACE scores and mental 
health problems in individuals experiencing 
homelessness: how might treatment change 
and/or be shaped by knowledge of ACEs? 
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Homelessness in Austin 

ACE scores in homeless population Table 2:  

� Adverse childhood events 
were defined as: 

� Emotional Abuse 
� Physical Abuse 

� Emotional/Physical 
Neglect 

� Substance use by 
Household Member 

� Mentally Ill Household 
Member 

� Suicidal Household 
Member 

� Domestic Abuse in 
Household 

� Imprisoned Household 
Member 

� The ACE score: 

� 1 point was attributed for each category (out of the total 10) 
of ACE occurring prior to age 18 

� Minimum = 0; maximum = 10 

Case Study 

Applying Knowledge of ACE Study in this Case 

B.L. is a 46 year old female that presented to the ER alert 
and oriented about 6 weeks ago. The ER team found her with 
altered mental status and informed ER team that she has 
Type II diabetes. Due to a hypoglycemic episode, the team 
responded with an injection of glucagon to restore 
consciousness. Based on an assessment, the doctor 
provides a list of medications and reminds her of proper 
diabetic control, including her regimen for her insulin therapy. 
She was discharged with the nurse, who ascertained that the 
patient understood her regimen. B.L. picked up her 
medications at the pharmacy and was sent to social services, 
where her case-worker determined that she was kicked out of 
her public housing for the second time due to drunk and 
disorderly conduct and presents her with similar options. 

� As a Medical Professional (doctor, nurse, pharmacist) 
� The nurse in addition to any member of the medical team could administer the ACE questionnaire 

� For example: physical abuse, sexual abuse, substance use by household member, domestic abuse in household, emotional 
neglect and physical neglect =ACE score 6  

� The doctor could utilize ACE knowledge to reframe the patient's substance abuse problem as a symptom of an underlying 
concern; this will validate the patient’s experience, which is likely to increase engagement and adherence  

� The pharmacist could utilize knowledge related to the ACE study to find out potential barriers to medication adherence such as low 
value for self-care 

� As a Social Service Provider (social worker) 

� Assuming an integrated system is in place, social services has access to past medical records, including ACE questionnaire 
results 

� Because she has been kicked out of housing twice due to drinking, the case-worker might address and work with the patient to 
process the potential underlying causes for drinking  

� As a Behavioral Health Specialist (psychologist, counselor) 
� According to the ACE model, any individual involved in the care of a patient, should be trained to identify ACE related outcomes 

and appropriately refer the patient to a psychologist or clinical social worker  
� Consequently, mental health professionals will use motivational interviewing, trauma psychoeducation, and teaching self-care 

skills to elicit behavior change, as well as work through traumatic events 

Summary and Future 
Directions � Child maltreatment and related adverse experiences 

have broad implications for psychological and 
physical development, particularly with respect to 
individuals who are experiencing homelessness  

� Because the ACE study was designed to provide a 
public health perspective on the prevalence of ACEs 
and the relationship to later life consequences, the 
data from the initial study and subsequent studies is 
relevant and influential across professions (Larkin et 
al., 2012) 

� By recognizing the high prevalence of elevated ACE 
scores in homeless individuals who are seeking 
social services and/or mental health treatment, YOU 
can provide validation, address underlying concerns, 
and thus IMPROVE THEIR CARE  

� We need more research on: 

� ACE scores in other vulnerable groups 

� Outcomes of ACE-informed care and treatment 

� Perceived helpfulness of ACE-informed services 

(Anda & Felitti, 2013) (CDC, 2014) 

(Larkin & Park, 2012) Higher ACE Scores Associated with 
�  Higher likelihood of mental health 

problems: 
� Depressive disorders 

� Anxiety 
� Hallucinations 

� Panic 

� Sleep disturbances 
� Memory disturbances 

�  Sexual and reproductive health concerns: 
� Early age at first intercourse 

� Sexual dissatisfaction 
� Teen pregnancy 

� Unintended pregnancy 

� Teen paternity 
� Fetal death 

�  General health and social problems: 
� High perceived stress 

� Headaches 
� Impaired job performance 

� Relationship problems 

� Marriage to an alcoholic 
� Risk of perpetuating or being a victim of 

domestic abuse 

� Premature mortality for family members 

Outline of Proposed Training 
� Origins of ACE Study 

� Description of ACE Study 

� Outcomes of ACE Study 

� Applying knowledge of ACE study 
when working with individuals 
experiencing homelessness 

� Case Study: how can you apply what 
you have learned? 

� Summary and Future Directions 


