
Pediatric ACEs and Related Life Events Screener (PEARLS)
TEEN (Self-Report)- To be completed by: Patient

Teen (Self Report) - Identified

At any point in time since you were born, have you seen or been present when the following 
experiences happened? Please include past and present experiences.

Please note, some questions have more than one part separated by “OR.” If any part of the 
question is answered “Yes,” then the answer to the entire question is “Yes.”

PART 1: Please check “Yes” where apply. √
1. Have you ever lived with a parent/caregiver who went to jail/prison?

2. Have you ever felt unsupported, unloved and/or unprotected?

3. Have you ever lived with a parent/caregiver who had mental health issues?  
(for example, depression, schizophrenia, bipolar disorder, PTSD, or an anxiety disorder)

4. Has a parent/caregiver ever insulted, humiliated, or put you down?

5. Has your biological parent or any caregiver ever had, or currently has a problem with too 
much alcohol, street drugs or prescription medications use?

6. Have you ever lacked appropriate care by any caregiver?  
(for example, not being protected from unsafe situations, or not being cared for when sick 
or injured even when the resources were available)

7. Have you ever seen or heard a parent/caregiver being screamed at, sworn at, insulted or 
humiliated by another adult? 

Or have you ever seen or heard a parent/caregiver being slapped, kicked, punched beaten 
up or hurt with a weapon?

8. Has any adult in the household often or very often pushed, grabbed, slapped or thrown 
something at you? 

Or has any adult in the household ever hit you so hard that you had marks or were injured? 

Or has any adult in the household ever threatened you or acted in a way that made you 
afraid that you might be hurt?

9. Have you ever experienced sexual abuse?  
(for example, has anyone touched you or asked you to touch that person in a way that was 
unwanted, or made you feel uncomfortable, or anyone ever attempted or actually had oral, 
anal, or vaginal sex with you)

10. Have there ever been significant changes in the relationship status of your caregiver(s)?
(for example, a parent/caregiver got a divorce or separated, or a romantic partner moved in
or out)

Please continue to the other side for 
the rest of questionnaire

How many “Yes” did you answer in Part 1?:

This tool was created in partnership with UCSF School of Medicine.



PART 2: Please check “Yes” where apply.

Teen (Self Report) - IdentifiedThis tool was created in partnership with UCSF School of Medicine.

1. Have you ever seen, heard, or been a victim of violence in your neighborhood, community
or school?
(for example, targeted bullying, assault or other violent actions, war or terrorism)

2. Have you experienced discrimination? 
(for example, being hassled or made to feel inferior or excluded because of their race, 
ethnicity, gender identity, sexual orientation, religion, learning differences, or disabilities)

3. Have you ever had problems with housing? 
(for example, being homeless, not having a stable place to live, moved more than two 
times in a six-month period, faced eviction or foreclosure, or had to live with multiple 
families or family members)

4. Have you ever worried that you did not have enough food to eat or that food would run out 
before you or your parent/caregiver could buy more?

5. Have you ever been separated from your parent or caregiver due to foster care, or 
immigration?

6. Have you ever lived with a parent/caregiver who had a serious physical illness or 
disability?

7. Have you ever lived with a parent or caregiver who died?

8. Have you ever been detained, arrested or incarcerated?

9. Have you ever experienced verbal or physical abuse or threats from a romantic partners? 

√

(for example, a boyfriend or girlfriend)

How many “Yes” did you answer in Part 2?:



Early Development and Home Background (EDHB) Form—Parent/Guardian 

Child’s Name: __________________________ Age: ____ Sex:   Male   Female   Date:__________ 

Instructions to Parent or Guardian:  Questions P1-P19 ask about the early development and early and current home experiences of 
your child. Some questions require that you think as far back as to the birth of your child. Your response to these questions will help 
your child’s clinician better understand and care for your child. Answer each question to the best of your knowledge or memory.   

What is your relationship with the child receiving care? _________________________________________________________ 

Please choose one response () for each question. 

Early Development No Yes 
Can’t 

Remember Don’t Know 

P1. Was he/she born before he/she was due (premature)?    

P2. 
Were the doctors worried about his/her medical condition 
immediately after he/she was born? 

   

P3. 
Did he/she have to spend any time in a neonatal intensive care 
unit (NICU)? 

   

P4. Could he/she walk on his/her own by the age of 18 months?    

P5. Has he/she ever had a seizure?    

P6. 
Did he/she ever lose consciousness for more than a few 
minutes after an accident? 

   

Early Communication 

P7. 
By the time he/she was age 2, could he/she put several words 
together when speaking? 

   

P8. 
Could people who didn’t know him/her understand his/her 
speech by the time he/she reached age 4? 

   

P9. 
Have you ever been concerned about his/her hearing or 
eyesight? 

   

P10. 
By the time he/she was age 4, was he/she interested in playing 
with or being with other children? 

   

Home Environment 

P11. 
Was there ever a time when he/she could not live at home and 
someone else had to look after him/her? 

  

P12. 
Has he/she ever been admitted to the hospital for a serious 
illness? 

   

P13. Does anyone at home suffer from a serious health problem?    

P14. Does anyone at home have a problem with depression?   

P15. 
Does anyone at home regularly see a counselor, therapist, or 
other mental health professional? 

  

P16. 
Does anyone at home have a problem with alcohol, drugs, or 
other substances? 

  

P17. 
Would you say that the atmosphere at home is usually pretty 
calm? 

  

Less Than 
Once a 
Month 

Between 
Once a 

Week and 
Once a 
Month 

More Than 
Once a Week Most Days 

P18. 
How often are there fights or arguments between people at 
home? 

   

P19. 
How often does your child get criticized to his/her face by other 
family members when he/she is at home? 

   

David Shaffer, F.R.C.P., F.R.C., Psych. 
Copyright © 2013 American Psychiatric Association. All rights reserved.  
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DSM-5 Parent/Guardian-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 6–17 

Child’s Name: _________________________________  Age: ____  Sex:   Male   Female    Date:___________ 

Relationship with the child: _________________________________________________________________ 

Instructions (to the parent or guardian of child): The questions below ask about things that might have bothered your child. For each 
question, click on the box that best describes how much (or how often) your child has been bothered by each problem during the 
past TWO (2) WEEKS. 

During the past TWO (2) WEEKS, how much (or how often) has your child… 

None 
Not at 

all 

Slight 
Rare, less 
than a day 

or two 

Mild 
Several 

days 

Moderate 
More than 

half the 
days 

Severe 
Nearly 
every 
day 

Highest 
Domain 

Score 
(clinician) 

I. 1. Complained of stomachaches, headaches, or other aches and pains? 0 1 2 3 4 

2. Said he/she was worried about his/her health or about getting sick? 0 1 2 3 4 

II. 
3. 

Had problems sleeping—that is, trouble falling asleep, staying asleep, or 
waking up too early? 

0 1 2 3 4 

III. 
4. 

Had problems paying attention when he/she was in class or doing his/her 
homework or reading a book or playing a game? 

0 1 2 3 4 

IV. 5. Had less fun doing things than he/she used to? 0 1 2 3 4 

6. Seemed sad or depressed for several hours? 0 1 2 3 4 

V. &

VI.

7. Seemed more irritated or easily annoyed than usual? 0 1 2 3 4 

8. Seemed angry or lost his/her temper? 0 1 2 3 4 

VII. 9. Started lots more projects than usual or did more risky things than usual? 0 1 2 3 4 

10. Slept less than usual for him/her, but still had lots of energy? 0 1 2 3 4 

VIII. 11. Said he/she felt nervous, anxious, or scared? 0 1 2 3 4 

12. Not been able to stop worrying? 0 1 2 3 4 

13. 
Said he/she couldn’t do things he/she wanted to or should have done, 
because they made him/her feel nervous? 

0 1 2 3 4 

IX. 
14. 

Said that he/she heard voices—when there was no one there—speaking 
about him/her or telling him/her what to do or saying bad things to him/her? 

0 1 2 3 4 

15. 
Said that he/she had a vision when he/she was completely awake—that is, 
saw something or someone that no one else could see? 

0 1 2 3 4 

X. 
16. 

Said that he/she had thoughts that kept coming into his/her mind that he/she 
would do something bad or that something bad would happen to him/her or 
to someone else? 

0 1 2 3 4 

17. 
Said he/she felt the need to check on certain things over and over again, like 
whether a door was locked or whether the stove was turned off? 

0 1 2 3 4 

18. 
Seemed to worry a lot about things he/she touched being dirty or having 
germs or being poisoned? 

0 1 2 3 4 

19. 
Said that he/she had to do things in a certain way, like counting or saying 
special things out loud, in order to keep something bad from happening? 

0 1 2 3 4 

In the past TWO (2) WEEKS, has your child … 

XI. 20. Had an alcoholic beverage (beer, wine, liquor, etc.)?  Yes  No  Don’t Know 

21. Smoked a cigarette, a cigar, or pipe, or used snuff or chewing tobacco?  Yes  No  Don’t Know 

22. 
Used drugs like marijuana, cocaine or crack, club drugs (like ecstasy), 
hallucinogens (like LSD), heroin, inhalants or solvents (like glue), or 
methamphetamine (like speed)? 

 Yes  No  Don’t Know 

23. 
Used any medicine without a doctor’s prescription (e.g., painkillers [like 
Vicodin], stimulants [like Ritalin or Adderall], sedatives or tranquilizers [like 
sleeping pills or Valium], or steroids)? 

 Yes  No  Don’t Know 

XII. 
24. 

In the past TWO (2) WEEKS, has he/she talked about wanting to kill 
himself/herself or about wanting to commit suicide? 

 Yes  No  Don’t Know 

25. Has he/she EVER tried to kill himself/herself?  Yes  No  Don’t Know 



LEVEL 2—Anxiety—Child Age 11–17*

* PROMIS Emotional Distress—Anxiety—Pediatric Item Bank 

Name: _______________________ Age: ____ Sex:   Male   Female    Date:_____________ 

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that 
during the past 2 weeks you have been bothered by “feeling nervous, anxious, or scared”, “not being able to stop 
worrying” and/or “not being able to do things you wanted to or should have done because they made you feel 
nervous” at a mild or greater level of severity. The questions below ask about these feelings in more detail and 
especially how often you have been bothered by a list of symptoms during the past 7 days.  Please respond to each 
item by clicking on one box per row.     

Clinician 
Use 

In the past SEVEN (7) DAYS.… Item Score 

Never 
Almost 
Never Sometimes Often 

Almost 
Always 

1. I felt like something awful might happen.  1  2  3  4  5

2. I felt nervous.  1  2  3  4  5

3. I felt scared.  1  2  3  4  5

4. I felt worried.  1  2  3  4  5

5. I worried about what could happen to me.  1  2  3  4  5

6. I worried when I went to bed at night.  1  2  3  4  5

7. I got scared really easy.  1  2  3  4  5

8. I was afraid of going to school.  1  2  3  4  5

9. I was worried I might die.  1  2  3  4  5

10. I woke up at night scared.  1  2  3  4  5

11. I worried when I was at home.  1  2  3  4  5

12. I worried when I was away from home.  1  2  3  4  5

13. It was hard for me to relax.  1  2  3  4  5

Total/Partial Raw Score: 

Prorated Total Raw Score: 

T-Score:
*
The PROMIS measure was developed for and can be used with children ages 8-17 but was tested in children ages 11–17 in the DSM-5 Field Trials. 

©2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group. 
 This material can be reproduced without permission by clinicians for use with their patients. 

Any other use, including electronic use, requires written permission of the PHO.



LEVEL 2—Depression—Parent/Guardian of Child Age 6-17* 

*PROMIS Emotional Distress—Depression—Parent Item Bank 

Child’s Name: __________________________  Age: ____  Sex:   Male   Female    Date:___________ 

What is your relationship with the child receiving care?_____________________________________________________________ 

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you 
indicated that during the past 2 weeks your child receiving care has been bothered by “not finding interest or pleasure 
in doing things” and/or “seeming down, depressed, or hopeless” at a mild or greater level of severity. The questions 
below ask about these feelings in more detail and especially how often your child receiving care has been bothered by a 
list of symptoms during the past 7 days.  Please respond to each item by clicking on one box per row.     

Clinician 
Use 

In the past SEVEN (7) days, my child said he/she … 
Item 
Score Never 

Almost 
Never 

Sometimes Often 
Almost 
Always 

1. Could not stop feeling sad.  1  2  3  4  5

2. Felt alone.  1  2  3  4  5

3. 
Felt like he/she couldn’t do anything 
right.  

 1  2  3  4  5

4. Felt lonely.  1  2  3  4  5

5. Felt sad.  1  2  3  4  5

6. Felt unhappy.  1  2  3  4  5

7. Thought that his/her life was bad.  1  2  3  4  5

8. Didn’t care about anything.  1  2  3  4  5

9. Felt stressed.  1  2  3  4  5

10. Felt too sad to eat.  1  2  3  4  5

11. Wanted to be by himself/herself.  1  2  3  4  5

Total/Partial Raw Score: 

Prorated Total Raw Score: 

T-Score:

©2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group.  

This material can be reproduced without permission by clinicians for use with their patients. 
Any other use, including electronic use, requires written permission of the PHO. 



LEVEL 2—Inattention—Parent/Guardian of Child Age 6–17*
*Swanson, Nolan, and Pelham, version IV (SNAP-IV) 

Child’s Name:  __________________ Age: ____ Sex:   Male   Female    Date: _____________ 

What is your relationship with the child receiving care?______________________________________________________________ 

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you 
indicated that during the past 2 weeks your child receiving care has been bothered by “problems paying attention when 
he/she was in class or doing his/her homework or reading a book or playing a game” at a slight or greater level of 
severity. The questions below ask about these feelings in more detail and especially how often your child receiving care 
has been bothered by a list of symptoms during the past 7 days.  Please respond to each item by clicking on one box 
per row.      

Clinician 

Use 

For each item, choose the response which best describes 

your child in the last SEVEN (7) DAYS: 

Not at 

All 
Just a Little 

Quite a 

Bit 
Very Much Item Score 

1. 

Often fails to give close attention to details or makes 

careless mistakes in schoolwork, work, or other 

activities. 

 0  1  2  3

2. 
Often has difficulty sustaining attention in tasks or play 

activities. 
 0  1  2  3

3. Often does not seem to listen when spoken to directly.  0  1  2  3

4. 
Often does not follow through on instructions and fails 

to finish schoolwork, chores, or duties. 
 0  1  2  3

5. Often has difficulty organizing tasks and activities.  0  1  2  3

6. 

Often avoids, dislikes, or is reluctant to engage in tasks 

that require sustained mental effort (e.g., schoolwork or 

homework). 

 0  1  2  3

7. 
Often loses things necessary for tasks or activities (e.g., 

toys, school assignments, pencils, books, or tools.) 
 0  1  2  3

8. Often is distracted by extraneous stimuli.  0  1  2  3

Total/Partial Raw Score: 

Prorated Total Raw Score: (if 1-2 items left unanswered) 

Average Total Score 

©2011 James M. Swanson, Ph.D. This material can be reproduced without permission by clinicians for use with their own patients. 
Any other reproduction, including electronic reproduction, requires permission. 
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