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ARTICLE INFO ABSTRACT

Keywords: Background: Positive Childhood Experiences (PCEs) may counteract the effects of Adverse Childhood Experiences
Benevolent childhood experiences (ACEs). Narayan and colleagues have developed the Benevolent Childhood Experiences (BCEs) Scale, which has
Psychometrics been the most cited PCE measure in recent years.

Q:Sai[l)s:c(;n Objectives: There is no validated instrument available to measure PCEs in the Hungarian population, so we aimed

to adapt the original and extended versions of the BCE Scale and to test their psychometric properties.
Participants and setting: Our research was conducted on three samples. Sample A consisted of mothers of hos-
pitalized children (N = 167); sample B consisted of adults (N = 1201) from 24 GP districts. A third sample, which
was a subsample of Sample A (N = 31) was included for test-retest reliability analysis.

Methods: The Benevolent Childhood Experiences (BCE) Scales were used along with the Adverse Childhood
Experiences Questionnaire (ACE-IQ), the Beck Depression Inventory (BDI), the Hopelessness Scale (HS), and the
Satisfaction With Life Scale (SWLS).

Results: Based on the test-retest reliability analyses, no significant differences were found between the two ad-
ministrations of the BCEs Scales. Both exploratory and confirmatory factor analyses confirmed that a one-factor
model best fits the scales for both the original (RMSEA = 0.064, GFI = 0.996, CFI = 0.845) and the revised
versions (RMSEA = 0.038, GFI = 0.991, CFI = 0.790).

Conclusions: The Hungarian adaptations of the BCE Scales demonstrate adequate psychometric properties, sup-
porting their utility in research and applied settings. The BCE Scales appear to be reliable and valid tools for
assessing positive early life experiences in diverse populations which contributes to the intercultural validity of
these measures.

Adverse childhood experiences

1. Introduction

Researchers have long been interested in the psychological risk and
protective factors influencing childhood development and their effects
on children's vulnerability and resilience (Pellegrini, 1990). Adverse
childhood experiences (ACEs) are events that occurred directly to the
child or in the child's environment which, cumulatively or even indi-
vidually, are capable of exerting harmful effects on physical and psy-
chological development that persist into adulthood (La Charite et al.,
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2023). Numerous studies have demonstrated that experiencing domes-
tic violence or other interpersonal dysfunctions within the family or the
immediate environment during childhood can have long-term detri-
mental effects on emotional development, social relationships, and
mental- and physical health (Craig, Wolff, & Baglivio, 2022; Felitti et al.,
1998; Narayan, Rivera, Bernstein, Harris, & Lieberman, 2018). Some
studies suggest that the presence of positive experiences counterbalance
the effects of adverse experiences (Crandall et al., 2019). Positive or
benevolent childhood experiences (PCEs and BCEs) represent supportive
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relationships and environments that can contribute to healthy socio-
emotional and physical development (La Charite et al., 2023), and
positively influence the development and management of common
stressors in daily life, regardless of the quantity of adverse experiences
(Han, Dieujuste, Doom, & Narayan, 2023). Moreover, these factors
independently exert protective effects against numerous adult health
problems (e.g. chronic physical health conditions, functional limita-
tions, depression, anxiety) (La Charite et al., 2023).

Some measurement tools have been developed to examine both
negative and positive childhood experiences. Among these, the 10-item
Adverse Childhood Experiences questionnaire, developed by Vincent
and Felitti, has received considerable attention in the past decades
(Felitti et al., 1998). This questionnaire, based on yes-no responses, can
be quickly completed and, despite its retrospective nature, provides an
objective picture of the harmful effects experienced by an individual
during childhood. The Adverse Childhood Experiences questionnaire
inquiries about well-defined events and experiences before the age of 18,
such as childhood emotional, physical, and sexual abuse, neglect, and
family dysfunctions such as domestic violence, living with a close rela-
tive who had suffered from any severe psychiatric illness, or divorce in
the family. In order to capture the ACEs in a more reliable and subtle
way the WHO invented the International ACE Questionnaire (ACE-IQ).
The ACE-IQ measures all the original ACEs and it has been com-
plemented with additional ACE categories and scalability options
(WHO, 2018).

Although some questionnaires have become available for measuring
Positive Childhood Experiences, some of these were culture-specific or
linked positive experiences, or a portion of them, to high socioeconomic
status (Narayan et al., 2018). To address these shortcomings, Narayan
and colleagues developed the Benevolent Childhood Experiences Scale
modeled after the ACE questionnaire. The primary purpose of the scale is
to examine the relationships between positive childhood experiences
and adult well-being, complementing rather than replacing the ACE
scale. Together, these scales can feasibly provide a comprehensive pic-
ture of an individual's childhood experiences and their potential long-
term effects. Additionally, it can help obtain a more nuanced under-
standing of respondents' backgrounds, focusing not only on traumas and
vulnerabilities but on resources and protective factors; when applied
preventatively, it can identify positive factors worth strengthening to
support children's development. The obtained BCE score can also indi-
cate an individual's level of resilience in resilience assessment.

The BCE, similarly to the original ACE questionnaire, contains 10
items with simple yes/no responses and can be applied across cultures,
such as whether there was at least one caring, reliable adult present in
the child's life, whether they had at least one good friend, or whether
they felt their home was a safe and stable place. It does not include items
tied to socio-economic status. Respondents answer each question with
yes or no, with the sum of “yes” responses yielding the BCE score, which
can range from 0 to 10, where a higher score indicates more positive
childhood experiences. The original population for the BCE scale
development was specific, and its psychometric properties were also
examined: in the initial study, the BCE scale was tested on pregnant
women, a sample that was ethnically diverse, predominantly comprising
African American and Latin American participants. The majority came
from low-income households with high ACE scores, indicating child-
hood adversities. Its brevity, ease of response, objective nature, and
cross-cultural applicability enhance the scale's reliability (Almeida,
Guarda, & Cunha, 2021).

In a recent research, Narayan, Merrick, Lane, and Larson (2023)
endeavored to supplement the original 10 questions of the BCE scale
with 10 additional ones, for example on the sense of belonging to a
community or the presence of positive role models or experiences of
success in various domains. This extended scale improves its predecessor
(similarly to the ACE-IQ compared to the original ACE questionnaire) by
better capturing the multifaceted nature of PCEs across diverse pop-
ulations and assessing their protective impact on several areas of mental
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health (resilience, post-traumatic growth), thus increasing the scale's
validity, cultural sensitivity, effectivity as a tool for research and clinical
use.

Regarding psychometric properties, the original questionnaire
demonstrates adequate internal validity and reliability both in its orig-
inal version (Narayan et al., 2018) and in versions adapted to Portuguese
(Almeida et al., 2021), Turkish (Gunay-Oge, Pehlivan, & Isikli, 2020),
Chinese (Zhan, Xie, Zou, Wang, & Geng, 2021), and Indonesian
(Islamiyah, Lin, Fitryasari, & Yusuf, 2022) lang uages. Subsequent
research has examined the properties of the BCE scale in diverse pop-
ulations, expanding the scale's reliability, validity, and strengthening its
psychometric properties. In the internal consistency analysis of the
Portuguese version of the BCE scale a Cronbach's alpha of 0.69 was
found. Since the Cronbach's alpha was weak, an average inter-item
correlation (AIIC) was performed. Based on AIIC, the BCEs showed
good internal consistency (AIIC =0.19), within the recommended value
range of 0.15-0.50 (Almeida et al., 2021). In the Turkish adaptation the
Cronbach's-alpha of the BCEs scale was 0,61 (Gunay-Oge et al., 2020), in
the Chinese version it was 0.70 (Zhan et al., 2021) and in the Indonesian
version it was 0.78 (Islamiyah et al., 2022). The original BCE scale
demonstrated significant associations with the following scales: the
Edinburgh Postnatal Depression Scale (EPDS; r = —0.24), the PTSD
Checklist for DSM-5 (PCL-5; r = —0.37), the Perceived Stress Scale (PSS;
r = —0.26), and a cumulative index of stressful life events (SLEs; r =
—0.37) (Narayan et al., 2018). The Portuguese version of the Benevolent
Childhood Experiences (BCE) scale demonstrated significant negative
associations with the Childhood Trauma Questionnaire (CTQ; r =
—0.47) and its subscales (e.g., emotional abuse: r = —0.47, emotional
neglect: r = —0.48, physical neglect: r = —0.37), indicating strong
discriminant validity and supporting its utility in assessing positive
childhood experiences in relation to adverse childhood experiences
(Almeida et al., 2021). In the study of Zhan et al. (2021) the Benevolent
Childhood Experiences (BCE) scale demonstrated significant associa-
tions with the Childhood Trauma Questionnaire (CTQ; r = —0.37),
Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5; r = —0.17),
Patient Health Questionnaire-9 (PHQ-9; r = —0.19), and the prosocial
behavior subscale of the Strengths and Difficulties Questionnaire (SDQ;
r = 0.22), showcasing its discriminant and predictive validity in the
Chinese community adult sample. In the Turkish adaptation study by
Gunay-Oge et al. (2020), the Benevolent Childhood Experiences (BCE)
scale demonstrated significant negative associations with the Symptom
Checklist-90-Revised scores (SCL-90-R; r = —0.25, p < 0.001) for psy-
chopathological symptoms and a moderate positive association with the
Satisfaction with Life Scale (SWLS; r = 0.42, p < 0.001), supporting its
criterion-related validity (Gunay-Oge et al., 2020). The Indonesian
version of the Benevolent Childhood Experiences (BCE) scale demon-
strated significant negative associations with the Beck Depression
Inventory-II (BDI-II; rs = —0.46, p < 0.01) and predictive validity for
lower depression scores (p = —0.37, p < 0.001) among adolescents
(Islamiyah et al., 2022). Both the original and revised BCE scales
demonstrated associations with scales measuring mental health out-
comes (PHQ-9 for depression, GAD-7 for anxiety, and PCL-5 for PTSD)
and childhood adversities, including maltreatment, threat, and depri-
vation drawn from the ACE-scale and some additional items added by
Narayan and colleagues (Han et al., 2023; Narayan et al., 2023). The
revised BCE scale demonstrated adequate psychometric properties with
high internal consistency, strong inverse correlations with mental health
problems (e.g., depression: r = —0.510, anxiety: r = —0.435, PTSD: r =
—0.513), and stronger associations with childhood adversities (e.g.,
maltreatment: r = —0.580) compared to the original scale (Narayan
et al., 2023).

Despite this novel approach to assessing PCEs, it is essential to
acknowledge that the extent to which Adverse Childhood Experiences
and Positive Childhood Experiences are interrelated, and how they
constitute unique sets of experiences that may shape diverse patterns of
life outcomes, including lifestyle, victimization, crime perpetration,
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health, and well-being remain largely ununderstood. These research
gaps stem predominantly from methodological limitations in contem-
porary ACE and PCE studies. Specifically, most researchers have tradi-
tionally followed a cumulative approach, aggregating individual ACE or
PCE items into a single continuous score. However, this method over-
looks the fact that specific childhood experiences may not carry the same
significance for every individual. To address this shortcoming, some
authors have utilized latent-class analyses and network-analytical
models to identify distinct ACE structures within given populations,
exploring which specific ACE clusters correlate with emotional and
behavioral problems (de Vries et al., 2024). In addition, a few recent
studies used network-analytical approach to examine the joint effects of
ACEs and PCEs on PTSD and well-being (Rzeszutek et al., 2025) or the
connectivity within ACEs and PCEs networks (Yu, Alalamath, Johnson,
Xiong, & Wang, 2025).

In Hungary, awareness related to trauma research is still in its initial
stages and the majority of existing studies focus on risk factors and
consequences, with much less attention given to protective factors that
could serve as the basis of prevention programs. There has been no
validated measurement tool available for assessing positive childhood
experiences in the Hungarian population. Therefore, the aim of this
study is to validate the original and the revised BCE-scales in Hungarian
and test its reliability and validity. This would enable the future appli-
cation of this measurement tool in Hungarian research studies. Our
research on the Hungarian population adds rich insights and knowledge
to international studies contributing to the measure's cultural validity,
since to our knowledge this is the first empirical study of the extended
sets of BCEs in a post-socialist country with a history of severe collective-
and individual traumatization, which might contribute to the poor
public-health indicators (e.g. alcohol dependence rate or life expec-
tancy) (EU, 2023). Language- and psychometric adaptation of such a
measure would be relevant in Hungary since the prevalence rates of
adverse- and benevolent childhood experiences are not clearly known
partially due to the lack of accurate measures.

This present study addresses these needs and reports on the psy-
chometric characteristics of the original and revised BCE scale across
two samples, but it goes beyond examining the psychometric properties
of the BCE scale by exploring the interrelations between ACEs and BCEs
in a population where no previous research or cross-cultural comparison
has been conducted. By addressing these questions, the study aims to
gain deeper insight into the context of ACE and BCE experiences, and to
offer implications for both the interpretation and applicability of the
Hungarian BCE scale even as a reliable tool available for future network-
analyses based models.

2. Methods

In order to fulfill our research goals, we wanted to test the BCE scales
across multiple settings (clinical- and general population) for estab-
lishing a more reliable and valid measure and for understanding the
possible effects of the BCEs. Although the focus of these research pro-
jects was more comprehensive, BCE scale validation was a primary aim
in both projects. In this present paper we have reported only those
methods and measures that we used in the context of our current
analyses.

2.1. Study populations and procedures

2.1.1. Sample A: mothers of children with heart disease

Sample A comes from an ongoing research project (Complex Quality
of Life Study among Pediatric Cardiology patients) that investigates the
quality of life of children with heart diseases in relation to their current
mental and behavioral symptoms and their Benevolent Childhood Ex-
periences, from a subjective and parental perspective. By identifying
protective factors, the project's aim is to facilitate long-term follow-up
care that reduces the physical, cognitive, mental and social

Acta Psychologica 268 (2026) 107411

consequences of heart disease and the associated recurrent hospital-
isation and interventions. In this present study we used a subset of the
project's data to conduct psychometric analyses.

Our cardiology-focused sample includes data from 167 mothers of
children with heart disease, who regularly attend the Children's Heart
Centre of the Hungarian National Cardiology Institute. The average age
of mothers is 40.06 years, with the age range of the individuals in the
dataset spanning from 26 to 60 years old.

Respondents were invited to complete the survey on a voluntary
basis. Participants were recruited through an online community network
specifically designed for hospital inpatients. The inclusion criteria for
the study group required mothers whose children have had a history of
heart disease during childhood, were receiving treatment at the speci-
fied pediatric cardiology clinic, and were under 18 years of age. Data
collection occurred from August 2023 to June 2024. The research was
approved by the Hungarian Joint Committee on Research Ethics in
Psychology under reference number 2023-120B. All participants
completed the questionnaire voluntarily after providing written
informed consent. The sociodemographic characteristics of the partici-
pating mothers (N = 167) are the following: The average age of the
mothers was 40.06 years (SD = 14.91). Regarding their residence,
13.1% lived in the capital city, 12.5% in county centers, 38.1% in cities,
and 35.7% in villages. Marital status data showed that the majority were
married (75.6%), while smaller proportions were in a relationship
(14.8%), single (5.98%), divorced (2.38%), or widowed (0.60%). In
terms of educational attainment, 2.37% had no completed formal edu-
cation, 4.14% finished only primary school, 23.0% had a vocational
qualification, 40.2% completed high school, and 28.9% had a college or
university degree.

2.1.2. Sample B: primary care sample

In order to deeper understand the rates of ACEs and BCEs, we wanted
to draw a large community-based sample of the Hungarian population.
The primary objectives of the research project (‘Assessing Adverse
Childhood Experiences in the background of health loss with complex
methodology’) were to understand the direct and indirect relationships
among ACEs and BCEs in the background of morbidity in adulthood. A
special emphasis was laid on developing psychometrically sound mea-
sures in assessing ACEs, BCEs, and related childhood experiences and
characteristics.

We have selected the population of primary-care patients as our
target group. In Hungary each citizen belongs to a primary-care outpa-
tient facility and these facilities provide their primary-care and admin-
istrative health-related support. In the initial step of the project, we sent
out an invitation letter to all the family care doctors actively working in
Hungary in 2021 to participate in the project. We have offered monetary
compensation to those who were willing to participate. As the first step
of data collection, we have selected twenty-four primary-care facilities
taking care of 20.000 citizens (10 located in and around the capital city
and 14 in the countryside (7 in towns with regional importance and 7 in
smaller municipalities). All the doctors working in the selected facilities
agreed to participate in the data collection. As the second step, family
doctors sent the online questionnaire in email to their patients along
with a cover letter. Data collection was conducted in the H1 of 2022 was
approved by the Medical Research Council (IV/4081-1,/2022 EKU). Data
collection was in-line with the principle of the Declaration of Helsinki
and each respondent completed the questionnaire on a voluntary basis
after providing their written consent. Completing the questionnaire took
45 min. Out of the 20.000, 2013 persons started to fill in the question-
naire (10.1% response rate) and 1259 completed the questionnaire in
full (completion rate 62.54%; final response rate: 6.3%). After data
cleaning the final database comprised of 1201 responses (58 re-
spondents were excluded due to missing data and inconsistent data). The
final study sample was a non-representative cross-sectional community
sample of primary-care patients. Regarding self-reported gender distri-
bution, more females (62.5%) responded, and the average age was
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49.26 years (SD = 14.49) ranging from 18 to 91 years (median age was
48, and 38 and 60 years were the border values of the first and the third
quartile). Almost two-third of the respondents had higher educational
degrees (58.8%) and 35.4% had high-school diplomas. Most of the re-
spondents (55.8%) were married or lived in a relationship (19.9%),
although 28% of the sample had divorced at least once in their lifetime.
Nearly three-fourth of the sample (71.5%) had at least one child.

2.1.3. Sample C: test-retest sample

Test-retest reliability investigations (with a two-weeks interval) were
performed in a subsample of Sample A. In June 2024 a second wave of
online data collection was conducted among the parents of children with
heart diseases on the online platform of the inpatient's community
network. Participants of the network and fellow parents filled in the
questionnaire (n = 42, females: 83.3%, mean age: 36.73 years). Two
weeks later respondents were invited to fill-in the revised BCE scale
again. Thirty-four subjects responded (82.3% females, mean age: 36.79
years). Due to missing data the final test-retest sample comprised 31
respondents.

2.2. Measures

The study questionnaire was a comprehensive set of questions
employing standardized psychometric measures and simple questions
on specific symptoms associated with ACEs. Here we want to describe
those measures that we have used during this present study. In addition
to the demographic questions, we have employed the following mea-
sures: the BCE scale, including the original 10 items and the additional
10 items, was assessed in sample A. In sample B, we used only the
original 10 items. All other measures described below were employed in
sample B.

2.2.1. Benevolent Childhood Experiences Scale (Narayan et al., 2018) and
BCEs-Revised Scale (Narayan et al., 2023)

The BCEs Scales served as the primary target instruments of this
project. For the detailed description of the measure please refer to the
Introduction of this present paper. The translation process of the BCEs
Scales (Original and Revised) followed established international WHO
guidelines (Rahman, Igbal, Waheed, & Hussain, 2003).

2.2.2. Adverse Childhood Experiences International Questionnaire (WHO,
2018)

The WHO's ACE-IQ measures those adverse experiences as the orig-
inal ACE Questionnaire (physical, sexual and emotional abuse, neglect,
family dysfunctions) with adding novel classes of adversities (exposure
to peer-, community- or collective violence) which are demonstrated to
be as harmful as the originally identified ACEs. The ACE-IQ measures
ACEs with 31 items with a scale, which provides a more sensitive
approach for measuring childhood adverse experiences. Additional sets
of questions regarding demographic information and marital status (7
and 5 questions, respectively) provide auxiliary information. In this
present study we have not used those questions due to redundancy. The
ACE-IQ was intended to measure ACEs across different cultures and
countries therefore it provides internationally comparable data. There
are two different kinds of scoring available to the measure, and we chose
to use the “frequency version” which employs a certain threshold fre-
quency for each of the 13 ACE categories. ACE score ranges from 0 to 13
in correspondence with the reported ACE categories. ACE-IQ is widely
used, and it has established psychometric properties. In our sample of
primary care users, Cronbach's alpha value was 0,735 for the 13 core
ACE categories which yields an acceptable reliability. The ACE-IQ is
being validated in the context of this present research project and the
results have not been published yet. The language validation of the
measure followed established WHO guidelines (Rahman et al., 2003),
and we have employed the same methodology we used to validate BCE
scales.
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2.2.3. Beck Depression Inventory, Short Form (BDI-SF, Beck et al., 1961)

The BDI is the gold standard self-report measure of depressive
symptoms. The original measure assesses the severity of depressive
symptoms across 21 items. We have employed the Hungarian version of
the original instrument (Rozsa, Szadoczky, & Fiiredi, 2001) which
comprises of 9 items: social withdrawal, indecisiveness, sleep distur-
bances, fatigue, hypochondria, incapacity for work, pessimism, discon-
tentment and self-blame. The 9 items assess depressive symptoms from
the two weeks preceding the assessment. The items can be scored on a
scale ranging 1 to 4. The Cronbach's alpha value of the BDI-SF was 0,855
in our primary care sample which demonstrates good reliability.

2.2.4. Hopelessness Scale (HS, Beck, Weissman, Lester és Trexler, 1974)

The Hopelessness Scale was designed to quickly and feasibly measure
suicide risk in clinical settings through capturing the general level of
hopelessness. The original version of the scale comprised 20 items. We
used the shortened Hungarian version of the scale (Perczel-Forintos,
Rozsa, & Kopp, 2007), which measures hopelessness with 3 items (‘My
future seems dark to me’; ‘I have great faith in future’ and ‘There's no use
in really trying to get something I want because I probably won't get it’.).
The originally published psychometric properties of the shortened scale
were excellent, and the Cronbach's alpha value in our sample of primary
care patients was also good (0,765 for the three items).

2.2.5. Satisfaction With Life Scale (SWLS, Diener, Emmons, Larsen and
Griffin, 1985)

This scale is one of the most widely used measures in assessing
subjective well-being, it is available in 29 languages. The SWL Scale uses
5 items with a 7 points Likert-scale. The Hungarian version (Martos,
Sallay, Désfalvi, Szabo, & Ittzeés, 2014) showed good psychometric
characteristics. The Cronbach's alpha value in our sample also can be
considered as good (0,893).

2.3. Statistical analyses

The primary aim of this present research was the psychometric
validation of the BCE Scales. Data cleaning was completed prior to
analysis. Hypotheses were tested using exploratory factor analysis (EFA)
and confirmatory factor analysis (CFA). Discriminant validity was
assessed through Pearson correlations. In order to examine the interre-
latedness of ACEs and BCEs, in the context of predictive validity-
analyses, two grouping variables were created: one based on the total
ACE score, and one based on the original BCE scale total score. Based on
ACE scores, participants were categorized into the following groups:
0 ACEs, 1-3 ACEs, 4-5 ACEs, and 6 or more ACEs. For the BCE scores,
the following groups were created: 0-3 BCEs, 4-5 BCEs, 6-7 BCEs, and
8-10 BCEs. Logistic regression analyses were conducted using these
grouping variables and the individual ACE and BCE items as predictors.

3. Results
3.1. Descriptive statistics

The mean score of the BCEs in the study was 8.15 (SD = 1.86). The
three most reported positive experiences were the following: having at
least one caregiver with whom they felt safe (93.5%), having at least one
good friend (92.8%) and having opportunities to have a good time
(92.4%). The three least reported BCEs were liking oneself and feeling
comfortable with oneself (53.88%), having an adult (not parent/care-
giver) who could provide support or advice (74.59%) and having beliefs
that gave comfort (75.55%). The mean score of the ACEs was 2.53 (SD =
2.37). The three most reported ACEs were the following: one or no
parents, parental separation or divorce (48.46%), violence against
household members (28.55%) and living with household members who
were substance abusers (27.96%). The three least reported ACEs were
physical neglect (5.17%), living with a household member who was
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incarcerated (6%) and community violence (6.92%).

The internal consistency of the questionnaire, as measured by
Cronbach's alpha, was 0.666 for the original questions in the whole
sample (for Sample A only: 0.646 and Sample B only: 0.670) and
improved to 0.779 with the inclusion of the additional questions in
Sample A.

3.2. Test-retest reliability

The test-retest reliability of the BCES was assessed using the
Spearman correlation coefficient due to the data showing deviation from
normality. The results indicated a strong positive correlation between
the scores at Time 1 and Time 2 on the BCE scale without (r = 0.765, p <
0.001) and with the 10 additional questions (r = 0.881, p < 0.001).
According to the Wilcoxon signed-rank test Time 1 and Time 2 did not
differ from each other on the original (p = 0.682, r,; = —0.105) and the
revised BCES (p = 0.213 rp = —0.371).

3.3. Exploratory factor analysis

Both exploratory factor analyses' (EFAs) were conducted to assess the
dimensionality of the BCE scale, with and without the inclusion of the 10
additional questions. For the original BCE scale, Bartlett's test of sphe-
ricity was significant (x? = 1312.226, p < 0.001) with a Kaiser-Meyer-
Olkin (KMO) measure of 0.770, indicating that the data were suitable
for factor analysis. This analysis revealed a three-factor structure with
the eigenvalues of the three components of 2.574, 1.116, and 1.004.
Only the first factor showed strong and reliable loadings, while the
second and third factors had weak loadings, raising concerns about their
validity. Similarly, the EFA for the revised BCE scale produced a sig-
nificant Bartlett's test (X2 = 646.985, p < 0.001) and a KMO measure of
0.705, suggesting adequate data suitability. This analysis identified
seven factors with the eigenvalues of the seven components of 4.155,
1.727, 1.346, 1.280, 1.213, 1.136 and 1.016. However, only the first
factor demonstrated strong loadings (Table 1), with the remaining six
factors exhibiting weak loadings. Thus, both analyses suggest that while
initial factor structures are supported, the validity of the factors beyond
the first one is questionable and uninterpretable.

3.4. Confirmatory factor analysis

Both confirmatory factor analyses' (CFAs) models were tested to
evaluate the fit and reliability of the original and revised BCE scales and
to confirm the one-dimensional factor structure. For the BCE-Original
scale alone, the CFA produced a chi-square of 232.676 (p < 0.001),
indicating a significant deviation from the null hypothesis of a perfect
fit. The Root Mean Square Error of Approximation (RMSEA) was 0.064,
within acceptable limits, and the Standardized Root Mean Square Re-
sidual (SRMR) was 0.042, indicating a good fit. The Goodness of Fit
Index (GFI) was excellent at 0.996, though the Comparative Fit Index
(CFD) and Normed Fit Index (NFI) were 0.845 and 0.823, respectively,
which are slightly below the ideal threshold of 0.90, suggesting potential
areas for model improvement. Similarly, the CFA for the extended
version of the BCE scale resulted in a chi-square of 511.824 (p < 0.001).
The RMSEA was lower at 0.038, showing a reasonable fit, while the
SRMR was 0.079, just below the conventional threshold for a good fit.
The GFI was also high at 0.991, yet the CFI and NFI were lower at 0.790
and 0.718, respectively. According to these findings both models
demonstrated a reasonable fit.

3.5. Discriminant validity

To examine the associations between adverse and benevolent
childhood experiences, life satisfaction, depression, and hopelessness,
Pearson correlation analyses were conducted. Significant correlations
were observed among all the scales, and the detailed results are
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Table 1
Factor structure of the BCE scales according to the results of the EFA.

BCE-Original BCE-

Scale Revised
Scale
Item Question Factor 1 Factor 1
1 Did you have at least one caregiver with 0.140 —0,006
whom you felt safe?
2 Did you have at least one good friend? 0.646 0,090
3 Did you have beliefs that gave you 0.533 —0,091
comfort?
4 Did you like school? 0.006 0.454
5 Did you have at least one teacher who 0.452 0.080
cared about you?
6 Did you have good neighbors? 0.330 0.100
7 Was there an adult (not a parent/ 0.688 -0,122
caregiver or the person from #1) who
could provide you with support or advice?
8 Did you have opportunities to have a good 0.515 0.201
time?
9 Did you like yourself or feel comfortable 0.017 0.722
with ourself?
10 Did you have a predictable home routine, -0,138 0.148
like regular meals and a regular bedtime?
11  Did you feel accepted as you were? 0.808
12 Did you have at least one adult who cared 0.042
about your school performance and
results?
13 Were you able to sleep well in general? 0.012
14  Did you have access to healthy and 0.185
nutritious meals?
15  Did you have access to appropriate 0.134
medical care when you needed so?
16  Did you feel that you have been treated 0.567
reasonably (e.g. in you family and
community)?
17  Was there adequate police surveillance in —0,091
your neighborhood that made you feel
safe?
18  Was there at least one person who taught 0.051
you how to say no to negative influences?
19  Have you spent time regularly outdoors in 0.382
sunlight or in nature?
20  Was there a thing that you felt you were 0.299

good at or made you feel proud?

presented in Table 2. BCE scale showed positive correlation with the
additional 10 questions and with “Satisfaction with life” and negative
correlation with ACE, depression and hopelessness.

3.6. Predictive validity

The relationship between ACEs and BCEs was analyzed using ordinal
logistic regression. Based on the ACE-IQ and BCE-Original scale scores,
two new variables were created; the categorization is described in the
Methods — Statistical analyses section.

Two ordinal logistic regression models were conducted. In the first
model, the dependent variable was the ACE categories (ranging low (0
ACE) to high (6 or more ACEs)), and in the second model, the BCE
categories (ranging low (0-3 BCEs) to high (8-10 BCEs)). The inde-
pendent variables were the specific BCE and ACE-IQ items, respectively.
These models demonstrate that the presence of specific adverse events
(ACESs) increases the odds of falling into lower benevolent experience
(BCE) categories, and conversely, specific BCEs decrease the risk of
reaching accentuated ACE scores. As presented in Table 3, six specific
ACE categories were identified to appear as statistically significant
predictors with the BCE categories: emotional neglect, household
mental illness, parental separation/divorce/death, domestic violence,
sexual abuse and bullying. Individuals who did not experience these
adverse events during childhood were more likely to fall into a higher
benevolent childhood experiences score group.

Also, six specific BCE items were found as statistically significant
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Table 2
Correlations among BCE scores and the other measures.
ACE" BCE-Original BCE-Revised SWLS BDI HS
ACE Pearson correlation —0,490 N.A. —0,285 0,282 0,180
P <0.001 <0.001 <0.001 <0.001
N 1199 1155 1155 1158
BCE Pearson correlation —0,490 0,557 0,370 -0,399 —0,299
P <0.001 <0.001 <0.001 <0.001 <0.001
N 1199 167 1155 1155 1158
BCE additional 10 question Pearson correlation 0,557
P <0.001
N 167
SWLS Pearson correlation -0,285 0,370 -0,533 -0,522
P <0.001 <0.001 <0.001 <0.001
N 1155 1155 1148 1151
DI Pearson correlation 0,282 -0,399 -0,533 0,625
P <0.001 <0.001 <0.001 <0.001
N 1155 1155 1148 1153,00
HS Pearson correlation 0,180 -0,299 -0,522 0,625
P <0.001 <0.001 <0.001 <0.001
N 1158 1158 1151 1153,00

2 ACE - Adverse Childhood Experiences International Questionnaire scores; BCE — Benevolent Childhood Experiences Scale scores; SWLS — Satisfaction With Life

Scale scores; BDI- Beck Depression Inventory scores; HS- Hopelessness Scale scores.

predictors of the ACE categories: at least one safe caregiver, liking
school, good neighbors, opportunities to have a good time, liking oneself
or feeling comfortable with oneself and a predictable home routine. This
indicates that the absence of these BCE items increases the odds of an
individual being in a higher ACE category.

4. Discussion

In the past five years, research on Positive Childhood Experiences
(PCEs) has expanded significantly, complementing long-standing in-
vestigations into the impact of cumulative risks such as ACEs on long-
term health outcomes (Morris, Hays-Grudo, Zapata, Treat, & Kerr,
2021; Narayan, Lieberman, & Masten, 2021), which remain highly
prevalent in Europe and are associated with serious health risks (Hughes
etal., 2021), many of which are particularly common in Hungary, where
historical trauma and recent data point to elevated psychological
distress and childhood adversity (Kovacs-Toth, Olah, Kuritarné Szabo, &
Fekete, 2023). A strong focus on prevention and further research into
protective and counteracting factors to mitigate the negative effects of
ACEs is therefore essential. With this research, we aim to help to un-
derstand the specific effects of different childhood experiences, and to
assess these effectively and efficiently. We have used the Benevolent
Childhood Experiences scale, the most widely used instrument for
measuring PCEs. All 10 of the original BCEs items were developed to be a
counterpart to the traditional 10-item ACEs scale and they were created
in response to long-standing findings in the resilience literature that
certain positive relationships and resources generally help most devel-
oping children thrive (Masten & Coatsworth, 1998; Masten, Narayan, &
Wright, 2023).

Our findings demonstrated that the Hungarian version of the BCE
scale is a reliable and valid instrument with appropriate psychometric
properties. Regarding its factorial validity the EFA revealed a two-factor
solution with an uninterpretable factor structure and CFAs demon-
strated acceptable fit with an unidimensional model for both the original
and the extended versions of the BCE scale. These findings are in line
with prior results (Almeida et al., 2021) that showed that instead of the
originally proposed three theoretical factors (Narayan et al., 2018) an
unidimensional solution would be the most adequate for the BCE scale.
Similar to our sample Almeida et al. (2021) used a large community
sample and maybe these similarities might explain the same results. This
factor structure yielded the best fit not just with the original items, but
with the revised version of the scale as well. The CFI values showed
somewhat weaker adjustment with the models than Almeida et al.'s
finding in 2021 but still in the acceptable range and taken together with

the other fit indices our results showed an acceptable fit. Our findings
regarding internal consistency are in line with prior studies (Almeida
et al., 2021; Gunay-Oge et al., 2020) that demonstrated an alpha
value in a range of 0.6 and 0.7. With the inclusion of the original items,
we have replicated these prior results with an alpha value of 0.666
which remained in the same range after separate analysis for our sub-
samples (0.646 and 0.670). The convergence of the measured alpha
values indicates a good invariance of the measure across different
samples and settings. After adding the additional 10 items of the revised
scale the alpha value improved to 0.779 which is in the acceptable
range. It is important to mention that according to Lee Cronbach's
original notion the alpha value is sensitive to the number of the items
and with a higher number of items a higher value is expected (Tavakol &
Dennick, 2011). Therefore, our findings suggest that the revised version
of the scale should be used instead of the original version due to the
poorer reliability measures of the latter. This pattern was found in the
context of test-retest reliability too. After adding the additional items of
the revised scale, the correlation coefficient yielded a considerable in-
crease (from acceptable to good), which further reinforces the prefer-
ence of the revised version of the scale. The associations between the
BCE and ACE scales demonstrated the discriminant validity of the BCE
scale similarly to prior studies (Almeida et al., 2021; Doom, Seok,
Narayan, & Fox, 2021; Narayan et al., 2018). Negative correlations
with the depression and hopelessness scales further reinforced the
discriminant validity of the measure and highlighted that lower BCE
scores are associated with poorer adult mental health. The positive
correlation between BCEs and SWLS scores might be interpreted in the
context of resilience theory suggesting that positive childhood experi-
ences contribute to a greater sense of meaning and general life satis-
faction in adulthood.

According to our findings the relative absence of specific BCE-s (at
least one safe caregiver, liking school, good neighbors, opportunities to
have a good time, liking oneself or feeling comfortable with oneself and
a predictable home routine) is associated with the increased likelihood
of experiencing certain adversities (see Table 3). We found these asso-
ciations to be bidirectional: some ACE categories (emotional neglect,
bullying, sexual abuse, domestic violence, household members with
mental illness and parental separation/divorce/death) showed a strong
association with lower BCE scores, and the absence of these ACEs is
associated with higher odds of falling into a higher BCE group. Among
the ACEs parental separation and domestic violence were the two most
prevalent ACEs in our sample (55.2% and 32.5%, respectively) which
acknowledged their long-lasting impact on a child's emotional security,
and overall psychological development and highlighted their
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Table 3
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Results of logistic regression analyses: individual ACE items predicting BCE categories and individual BCE items predicting ACE categories.

ACE items BCE categories BCE items ACE categories
Present or not P OR Present or not P OR
(prevalence %) (prevalence %)
Physical neglect Yes® Did you have at least one caregiver with whom you felt safe? ~ Yes®
(5.2%) (93.5)
No 0.055 1,7 No <0.001** 3,9
(94.8%) (6.5%)
Emotional neglect Yes® Did you have at least one good friend? Yes®
(24.5%) (92.8%)
No <0.001** 3,7 No 0.295 1,3
(75.5%) (7.2%)
Household substance Yes® Did you have beliefs that gave you comfort? Yes®
use (31.9%) (75.5%)
No 0.160 1,25 No 0.454 0.9
(68.1%) (24.5%)
Household mental Yes® Did you like school? Yes®
illness (20.8%) (76.4%)
No 0.031* 1,4 No <0.001** 1,7
(79.2%) (23.6%)
Household Yes® Did you have at least one teacher who cared about you? Yes®
incarceration (6%) (84.6%)
No 0.769 1,1 No 0.171 1,3
(94%) (15.4%)
Parental separation/ Yes® Did you have good neighbors? Yes?
divorce/death (55.2%) (85.4%)
No 0.042* 0.75 No 0.005* 1,6
(44.8%) (14.6%)
Domestic violence Yes® Was there an adult (not a parent/caregiver or the person from  Yes®
(32.5%) #1) who could provide you with support or advice? (74.6%)
No 0.005* 1,6 No 0.643 1,1
(67.5%) (25.4%)
Emotional abuse Yes® Did you have opportunities to have a good time? Yes®
17.7%) (92.4%)
No 0.136 1,4 No <0.001** 2,3
(82.3%) (7.6%)
Physical abuse Yes® Did you like yourself or feel comfortable with yourself? Yes®
(9.5%) (53.9%)
No 0.908 1 No <0.001%** 2,7
(90.5%) (46.1%)
Sexual abuse Yes® Did you have a predictable home routine, like regular meals ~ Yes®
(13.3%) and a regular bedtime? (85.6%)
No <0.001** 2,1 No <0.001** 3,4
(86.7%) (14.4%)
Bullying Yes®
(9.8%)
No <0.001%* 3,5
(90.2%)
Community violence Yes?
(6.9%)
No 0.748 0.9
(93.1%)
Collective violence Yes?
(19.5%)
No 0.548 11
(80.5%)

Note: Odds Ratios (OR) are reported. Reference groups (a) for the dependent variables were ‘Low BCE’ (0-3 scores) the and ‘Low ACE’ (0 scores) categories
respectively. For predictors, the reference group was the presence of the given experience (indicator coded as ‘yes *’). The models estimate the odds to belonging to a
higher cumulative category if the specific experience is not present. An OR > 1 (at no) indicates that the absence of the specific experience significantly increases the

odds of falling into a higher ACE/BCE category.

importance as public health and legislative priorities. Although the
presence of a household member with substance abuse was the third
most common ACE, reported by 31.8%, there was no significant asso-
ciation between this particular adversity and BCE group membership,
suggesting a more complex or context-dependent effect. Emotional
neglect, another critical form of relational deprivation, was reported in
24.5% of cases, while 20.8% of individuals indicated having lived with a
household member who had a mental illness. Particularly concerning
are the rates of sexual abuse and bullying, reported by 13.3% and 9.8%
of participants, in light of their potential for long-lasting psychological
consequences (Teicher & Samson, 2016).

The mean score of BCEs was relatively high in our sample (8.15).

Compared to other studies this score is in line with international findings
(Almeida et al., 2021; Bethell, Jones, Gombojav, Linkenbach, & Sege,
2019; Karatzias et al., 2020; Merrick & Narayan, 2020; Redican,
McBride, Bunting, Murphy, & Shevlin, 2023). The most frequently re-
ported BCE was having at least one caregiver with whom the respondent
felt safe, endorsed by 93.5% of participants. Similarly high rates were
observed for having at least one good friend (92.8%), having opportu-
nities to have a good time (92.4%), a predictable home routine with
regular meals and bedtimes (85.6%), and having good neighbors
(85.4%). Liking school was also relatively common, reported by 76.4%
of the sample. These findings are in line with the original and later BCE
study results (Narayan et al., 2023), and other studies' findings, although
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they reflect some cultural differences. Almeida et al. (2021) have found
in their study that in Portugal the most common BCEs - like in our
sample - were having at least one caregiver with whom they felt safe
(96.5%), having at least one good friend (96.5%) and having opportu-
nities to have a good time. But in Portugal having at least one teacher
who cared about them (92.2%) was the fourth most prevalent BCE,
while in Hungary it was not among the most prevalent ones. Redican,
Bunting, Murphy and Shevlin reported that among Irish adolescents the
three most common BCEs were the presence of at least one good friend,
opportunities to have fun and predictable home routines.

In contrast, the least commonly reported BCE was liking oneself or
feeling comfortable with oneself, endorsed by only 53.9%—over 20
percentage points lower than the second least reported BCE - repre-
senting a striking and concerning finding that reinforces the urgent need
for targeted prevention and intervention strategies. Importantly, the
absence of this positive experience was associated with an increased
likelihood of exposure to multiple ACEs, highlighting the critical
importance of fostering stable, supportive, and affirming environments
during childhood as part of comprehensive public health efforts to buffer
against adversity. In terms of cultural comparison, it is also essential to
mention that although many positive experiences showed a higher
prevalence in Hungary compared to other countries, the “liking oneself
or feeling comfortable with oneself” BCE item was significantly lower
than the 75.2% reported in Northern Ireland, the 74.1% in Portugal
(Almeida et al., 2021) and 88.9% reported in India (Chaudhary, Walia,
Devi, & Saraswathy, 2025) and the 67% reported in the original BCE
study by Narayan et al. (2018) and even in the replication study which
was conducted with homeless parents (Merrick, Narayan, Depasquale, &
Masten, 2019), which may raise concerns. Interestingly, only the more
recent study conducted with young adults by Narayan et al. (2023) re-
ported lower or similar results for the item ‘liking oneself or feeling
comfortable with oneself’ (pre-pandemic: 47%; during the pandemic:
52%).

The absence of this specific BCE carries substantial significance,
highlighting a critical area for focused psychological support and
intervention efforts. Moreover, the absence of specific Benevolent
Childhood Experiences can function similarly to Adverse Childhood
Experiences (ACEs), potentially exacerbating vulnerability to stress and
adversity (Crandall et al., 2020).

Accordingly, efforts to examine the interplay between childhood
advantages, such as BCEs, and adverse experiences can provide essential
insights into how risk, promotive, and protective mechanisms interact to
shape long-term well-being.

5. Strengths and limitations

Our research is the first large-scale, comprehensive study on
Benevolent Childhood Experiences conducted in Hungary, and we are
the first to utilize the extended 20-item version of the scale. Moreover,
the ACE-BCE relationships were examined empirically in a large study
sample in Hungary. While this study provides valuable insights into the
validation of BCE scale, several limitations should be considered. First,
the sample used for validation may not represent the diversity of the
Hungarian population, potentially limiting the generalizability of the
findings. Second, the study relies on self-reported data, which can
introduce biases such as recall bias or social desirability bias. A strength
of the study is its heterogeneous sample; however, the Revised Scale was
only used in a smaller subset, specifically the mothers of children with
heart disease (Sample A). Therefore, the psychometric properties of the
extended version should be interpreted in this context.

6. Conclusions and further directions
As a result of the validation process, we make the scale available in

Hungarian, providing a culturally adapted tool for use within the Hun-
garian population.

Acta Psychologica 268 (2026) 107411

This study confirms the possible values of considering ACEs and BCEs
together. Our research contributes to understanding the association
between ACEs and BCEs in Hungary, thereby facilitating efforts to
effectively promote individual and family resilience. Future research
would benefit from employing latent-class models and network analyses
to uncover the complex, interconnected patterns of childhood experi-
ences within the Hungarian population. Employing a nationally repre-
sentative sample would be essential to further amplify the
generalizability of our findings in the future.

This paper calls attention to the counter-ACEs, or positive childhood
and adolescent experiences, that can provide significant protective
benefits. These experiences not only enhance children's and adolescents'
ability to cope with adversity but also facilitate post-traumatic growth.
Moreover, earlier research results suggest that when the number of
counter-ACEs outweighs that of ACEs, overall health outcomes are more
favorable. Previous studies highlight that the absence of such positive
experiences may be more detrimental to health than the mere presence
of adverse experiences (Crandall et al., 2020). Therefore, interventions
aimed at increasing adolescents' access to a diverse range of beneficial
experiences should be prioritized.

Given that one specific Benevolent Childhood Experience (liking
oneself or feeling comfortable with oneself) demonstrates particularly
low prevalence in our sample, there is also a strong need for further
research to extend beyond prevention and intervention efforts and focus
on potentially more vulnerable populations.

Beyond retrospective analyses, research on the beneficial childhood
experiences and their protective effects should be conducted in all areas
where children are involved, such as educational institutions, child
protection services or children's in- and outpatient clinics in health care
institutions. Moreover, the scale holds significant promise for public
health applications. It can be integrated into early screening and mental
health assessment protocols to identify protective experiences and
inform strength-based interventions. The present research in the study
of positive childhood experiences of children with heart disease (sample
A), was designed to see the beneficial effects of BCE experiences in the
context of their heart disease and complex quality of life, and to support
the families concerned in the context of aftercare.

The findings of these studies are intended to inform and support
professionals and teams working in these fields, and that the long-term
benefits of positive childhood experiences will become evident on a
global scale.

Such insights are crucial for developing (culturally sensitive) in-
terventions and policies that foster psychological well-being and resil-
ience from childhood into adulthood.
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