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Children	who	experience	toxic	levels	of	stress	may	be	more	likely	to	develop	chronic	
disease	in	adulthood,	as	shown	by	the	Adverse	Childhood	Experiences	(ACE)	Model.	The	
children	of	undocumented	immigrants	may	be	vulnerable	to	stressors	such	as	
discrimination,	fear	of	separation	from	family,	and	deportation.	I	propose	expansion	of	the	
ACE	model	to	include	the	experiences	of	children	of	undocumented	immigrants.		
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Glossary		

Term	 Definition	

Adverse	Childhood	Experience	(ACE)	 • Stressful	or	traumatic	childhood	
events	including	emotional	abuse,	
physical	abuse,	household	substance	
abuse,	mental	illness	in	household,	
mother	treated	violently,	parental	
separation/divorce,	criminal	
household	member,	emotional	
neglect,	and	physical	neglect4	

ACE	score	 • Tally	of	different	ACEs	a	person	has	
experienced4	

Allostasis	 • Process	by	which	the	body	responds	
to	stressors	in	order	to	regain	
homeostasis9	

Allostatic	Load	 • “Wear	and	tear”	the	body	undergoes	
as	it	is	exposed	to	chronic	stress9	

Citizen-Child	 • U.S.-born	citizen	with	undocumented	
parents62	

Child	maltreatment	 • Forms	of	child	abuse	and	child	
neglect	including	but	not	limited	to	
Adverse	Childhood	Experiences		

Mixed-status	family	 • Nuclear	families	composed	of	both	
undocumented	and	documented	
members	

CDC-Kaiser	ACE	Model	 • 2018	CDC-Kaiser	model,	which	
includes	10	experiences4		

Epigenetics	 • Physiological	changes	caused	by	
modification	of	gene	expression	
rather	than	alteration	of	the	genetic	
code	itself23	

Resilience	 • The	ability	to	cope	and	adapt	well	in	
the	face	of	adversity	or	stress26	

Stress	 • A	state	of	mental	or	emotional	strain	
or	tension	resulting	from	adverse	
circumstances	

• Results	in	stress	response	
Stressor	 • A	stimulus	that	causes	stress	

• Can	be	real	or	perceived	threat	
Stress	Response	 • Physiological	response	to	a	stressor	

• Increase	in	heart	rate,	increase	in	
breathing	rate,	activation	of	
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hypothalamic	pituitary	axis,	release	
of	stress	hormones9	

Northern	Triangle	Countries	 • El	Salvador,	Guatemala,	Honduras51	
Toxic	Stress	Response	 • Occurs	when	a	child	experiences	

prolonged,	frequent	adversity	
• Prolonged	stress	response	activity	

can	disrupt	brain	development10	
Trauma		 • A	deeply	disturbing	experience	

• All	ACEs	are	forms	of	trauma,	but	not	
all	forms	of	trauma	are	counted	as	
ACEs4	

Trauma-informed	 • An	organization	or	procedure	that	
realizes	the	widespread	impact	of	
trauma,	recognizes	the	signs	of	
trauma,	responds	by	integrating	ACE-
research	into	policies	and	
procedures69	

Undocumented/unauthorized	immigrant	 • A	foreign-born	individual	who	does	
not	have	the	legal	right	to	remain	in	
the	United	States	
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“Children	are	not	the	people	of	tomorrow,	but	are	people	of	today.	They	have	a	right	to	be	
taken	seriously,	and	to	be	treated	with	tenderness	and	respect.	They	should	be	allowed	to	
grow	into	whoever	they	were	meant	to	be.	‘The	unknown	person’	inside	of	them	is	our	

hope	for	the	future”	
	

Janusz	Korczak	
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Introduction	

My	thesis	explores	the	link	between	Adverse	Childhood	Experiences	(ACEs)	and	

their	effects	on	adult	health	in	immigrant	populations.	I	specifically	focus	on	the	

experiences	of	children	of	undocumented	immigrants	in	the	United	States	and	how	adverse	

experiences	may	affect	their	adult	health.	The	high	prevalence	of	ACEs	was	first	

documented	in	the	mid-1990s	in	a	partnership	between	the	Center	for	Disease	Control	

(CDC)	and	Kaiser	Permanente*.	This	study	surveyed	Kaiser	patients,	which	predominantly	

included	white,	middle-	to	upper-middle	class	patients.	After	this	study	was	published,	

academic	interest	in	ACEs	grew	among	professionals,	including	pediatricians,	social	

workers,	and	public	health	experts.	Recent	research	has	led	to	an	expanding	body	of	

literature	documenting	the	causes	of	ACEs;	the	intergenerational	effects	of	childhood	

trauma;	various	effects	on	mental	and	physical	health;	and	prevention	programs.		

This	model	currently	excludes	the	adversity	of	immigrant	children,	and	I	propose	

the	addition	of	ACE	categories	in	order	for	various	professionals	to	understand	and	

ultimately	treat	immigrant	children.		In	order	to	make	recommendations	about	the	future	

ACE	model,	I	will	a)	review	the	current	ACE	model,	b)	review	the	experiences	of	

immigrants	to	the	United	States,	and	c)	recommend	the	addition	of	ACE	categories.	

In	the	first	chapter	of	my	thesis,	I	will	review	the	literature	about	the	psychological	

and	physiological	effects	of	ACEs.	The	extended	stress	response	results	in	serious,	long-

term	health	effects	for	the	child.	Over	time,	a	high	level	of	stress	sets	the	hormonal	

response	on	high	alert,	which	negatively	affects	reasoning,	learning,	and	other	important	

cognitive	skills.	In	addition,	children	with	toxic	levels	of	stress	may	lack	the	ability	to	self	
																																																								
*	Kaiser	Permanente	is	a	Health	Maintenance	Organization	with	a	focus	on	preventative	
care	based	out	of	Oakland,	California.	
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regulate	their	emotions	as	they	grow	into	adolescence.	As	a	result,	adolescents	and	young	

adults	with	high	ACE	scores	may	adopt	health-risk	behaviors	such	as	substance	use	

disorders,	physical	inactivity,	and/or	a	high	number	of	sexual	partners.	In	adulthood,	

without	appropriate	support,	children	with	high	ACE	scores	are	more	likely	to	develop	

disability,	disease,	and	social	problems.	Ultimately,	a	high	ACE	score	is	associated	with	

early	death	in	affected	individuals.	

I	will	also	review	the	intergenerational	presence	of	ACEs.	Self-reported	higher	levels	

of	parental	ACE	scores	are	associated	with	child	exposure	to	ACEs.	After	a	review	of	the	

ACEs	model,	I	will	introduce	the	resilience	model,	which	shows	that	outside	intervention	

can	mediate	the	effects	of	ACEs	in	vulnerable	populations.	

In	chapter	two,	I	will	focus	on	the	children	of	undocumented	immigrants.	Although	

significant	data	exists	about	ACEs	in	the	United	States,	the	current	model	excludes	the	

experiences	of	immigrants	as	well	as	those	of	citizen-children	whose	parents	are	

undocumented.	Although	the	ACEs	model	has	not	been	expanded	to	include	immigrants	

and	their	children,	the	traumatic	experiences	of	immigrants	have	been	documented	in	the	

social	sciences.	Therefore,	in	the	second	chapter	of	my	thesis	I	will	review	the	challenges	

that	immigrants	face	as	they	move	and	acculturate	to	the	United	States.	Both	

socioeconomic	conditions	in	home	countries	(particularly	in	Central	America)	as	well	as	

the	immigration	journey	are	potential	sources	of	trauma.	By	virtue	of	the	literature,	I	posit	

that	children	of	immigrants	are	at	greater	risk	for	immigrant-related	toxic	stress.		I	will	

review	the	traumatic	effects	of	living	in	secrecy	and	protecting	parental	immigration	status	

in	addition	to	the	factors	listed	above.	There	are	approximately	4.4	million	citizen-children	

who	have	undocumented	parents	and	one	million	undocumented	children	who	live	in	the	
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United	States,	so	the	stressors	listed	above	directly	affect	at	least	5.4	million	children	

residing	in	the	United	States.	

	 I	will	show	that	despite	the	newfound	focus	on	ACEs	in	medicine,	gaps	exist	within	

the	literature	on	ACEs	in	immigrants	to	the	United	States.	Current	surveys	administered	in	

schools	and	pediatric	clinics	about	childhood	trauma	are	based	on	the	original	Kaiser-CDC	

model	that	may	not	fully	capture	a	child’s	traumatic	history.	Because	the	study	of	ACEs	in	

the	U.S.	is	a	relatively	recent	public	health	interest,	researchers	must	ask	themselves	

whether	or	not	the	current	model	accurately	describes	ACEs	in	America.	In	my	third	

chapter,	I	propose	additional	ACEs	that	should	be	considered	in	future	ACE	studies.	For	

example,	racial	discrimination	and	xenophobia	likely	increase	vulnerability	to	existing	ACE	

categories,	and	witnessing	community	violence	was	recently	set	forth	as	an	additional	ACE	

category.	Undocumented	children	who	immigrated	to	the	United	States	may	have	been	

exposed	to	violence	in	their	home	country	not	present	in	the	U.S.	In	addition,	the	often-

harrowing	immigration	journey	itself	could	be	considered	an	ACE.	Professionals	working	

with	vulnerable	populations	must	also	consider	the	intergenerational	effects	of	violence.	

Thus	on	one	hand,	it	is	important	to	contextualize	a	person’s	overall	ACE	score,	

which	can	increase	individual	vulnerability	to	the	consequences	of	oppressive	societal	

conditions	and	vice	versa,	just	as	oppressive	conditions	can	exacerbate	individual	ACEs.	On	

the	other	hand,	supportive	contexts	may	play	a	role	in	preventing	ACEs	and	fostering	

resilience	in	a	way	that	moderates	the	negative	effects	of	ACEs.	I	will	therefore	propose	that	

expanding	the	concept	of	adversity	requires	further	study.		

My	study	abroad	courses	in	Oaxaca,	Mexico;	a	Plan	II	public	health	class;	my	

experiences	shadowing	physicians	in	Parkland	Memorial	Hospital	(a	taxpayer-funded	
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hospital	in	Dallas);	and	my	future	career	as	a	Texas	physician	have	all	influenced	my	

interest	in	this	topic.		

When	I	studied	abroad	in	Oaxaca,	my	class	visited	a	village	outside	of	Oaxaca	City	

called	Santa	Inez	Yatzeche.	At	the	time,	the	town	contained	937	people,	and	all	of	them	

were	women,	young	children,	and	the	elderly.	Our	guide	told	us	that	the	men	in	the	village	

immigrate	to	the	U.S.	to	work	for	five	to	ten	years	and	then	return	to	build	homes	with	their	

earnings.	Recently	however,	fewer	return	and	instead	try	to	build	lives	in	the	United	States.	

Visiting	this	town	was	an	enlightening	experience	for	me	because	the	immigration	rhetoric	

in	the	United	States	fails	to	highlight	the	desires	to	escape	poverty	and	build	a	better	future	

for	children.	I	gained	a	newfound	respect	for	undocumented	immigrants	in	pursuit	of	the	

American	dream.	

As	a	future	Texas	physician,	I	want	to	be	informed	about	the	challenges	that	my	

patients	face.	Texas	has	the	second-largest	undocumented	immigrant	population	in	the	

U.S.—approximately	1.5	million	people—behind	California.	Over	500,000	of	these	

undocumented	immigrants	live	with	at	least	one	US-citizen	child,	meaning	that	at	some	

point	in	my	professional	career	as	a	physician,	I	will	serve	the	child	of	an	undocumented	

immigrant.	Writing	this	thesis	has	taught	me	about	the	trials	and	tribulations	of	immigrants	

and	their	children.	I	hope	that	one	day,	I	will	use	this	knowledge	to	help	improve	their	

health.	
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Chapter	1:	Adverse	Childhood	Experiences	(ACEs)	and	The	Toxic	Stress	Model	

What	are	ACEs?	

According	to	the	World	Health	Organization	(WHO),	“child	maltreatment	is	the	

leading	cause	of	health	inequality.”1	The	ramifications	of	Adverse	Childhood	Experiences	

(ACEs)	reverberate	throughout	a	person’s	lifetime.	Ninety	percent	of	a	child’s	brain	

develops	between	birth	and	age	five2;	therefore,	the	adversity	a	child	experiences	during	

this	time	indelibly	alters	the	architecture	of	the	brain.	Effects	of	child	maltreatment	are	

present	in	both	toddlers	and	the	elderly,	and	the	consequences	of	ACEs	can	be	seen	in	the	

classroom,	the	workplace,	the	prison	system,	and	in	our	everyday	lives.	ACEs	have	both	

serious	psychological	and	physiological	effects.	In	fact,	a	person	who	experienced	serious	

childhood	hardship	is		

“2.2	times	as	likely	to	have	ischemic	heart	disease;	2.4	times	as	likely	to	have	a	
stroke;	1.9	times	as	likely	to	have	cancer;	1.6	times	as	likely	to	have	diabetes;	12.2	
times	as	likely	to	attempt	suicide;	10.3	times	as	likely	to	use	injection	drugs	and	7.4	
times	as	likely	to	be	an	alcoholic.”3	
	
The	first	large-scale	clinical	study	to	address	childhood	maltreatment	in	the	context	

of	adult	health	was	published	in	1998	through	a	partnership	between	the	Centers	for	

Disease	Control	(CDC)	and	Kaiser	Permanente.	Today	clinicians	recognize	ten	ACEs:	

physical	abuse,	emotional	abuse,	sexual	abuse,	physical	neglect,	emotional	neglect,	

caregiver(s)	with	mental	illness,	maternal	violence,	divorce	or	separation	of	parents,	

household	substance	abuse,	and	incarcerated	caregiver(s).	Although	the	CDC-Kaiser	ACE	

model	is	most	prevalent	in	clinical	research,	other	ACEs	have	been	proposed	such	as	living	

in	unsafe	neighborhoods,	homelessness,	bullying,	discrimination	based	on	ethnicity	or	race,	

and	experience	of	income	insecurity.	For	the	purposes	of	this	chapter,	I	will	discuss	the	
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CDC-Kaiser	ACE	model	because	most	ACEs	research	includes	the	ten	ACEs	proposed	by	

CDC-Kaiser	researchers.	

	In	California,	61.7%	of	adults	have	experienced	at	least	one	ACE,	and	one	in	six,	or	

16.7%	of	adults	have	experienced	four	or	more	ACEs.4	ACEs	are	a	public	health	epidemic	

that	cross	socioeconomic	lines;	however,	many	individuals	who	have	the	ability	to	

counteract	the	effects	of	ACEs—such	as	policymakers,	teachers,	parents,	and	health	

providers—are	not	aware	of	the	powerful	impact	childhood	toxic	stress	can	have	over	the	

lifetime	of	a	child.	

The	CDC-Kaiser	ACE	model	demonstrated	a	dose-dependent,	step-wise	relationship	

with	developing	health	risk	behaviors	that	mediate	the	leading	causes	of	morbidity	and	

mortality	in	the	United	States:	

“Risk	factors	included	smoking,	severe	obesity,	physical	inactivity,	depressed	mood,	

suicide	attempts,	alcoholism,	any	drug	abuse,	a	high	lifetime	number	of	sexual	

partners	(≥50),	and	a	history	of	having	a	sexually	transmitted	disease.”4	

A	significant	relationship	exists	between	the	presence	of	four	or	more	ACEs	and	the	

prevalence	of	these	risk	factors,	showing	that	childhood	stress	can	have	physical	

manifestations	in	adulthood.	In	other	words,	experiencing	hardship	in	childhood	increases	

the	likelihood	of	developing	health-risk	behaviors,	which	in	turn	increase	the	likelihood	of	

developing	chronic	disease.	Larkin	et	al.	postulate	that	a	link	exists	between	childhood	

stressors	and	health-risk	behaviors	because	individuals	may	use	these	mechanisms	to	cope	

with	their	childhood	stressors:	

“Recognizing	that	young	people	seek	environmental	resources	in	an	attempt	to	
cope,	the	ACE	researchers	propose	that	substance	abuse	and	other	health	risk	
behaviors	may	actually	be	attempts	at	coping	when	more	adequate	supports	are	
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unavailable.	In	a	paradoxical	way,	public	health	problems	are	also	seen	as	attempted	
personal	solutions	to	problems	buried	in	time	and	protected	by	shame	and	secrecy.”5	
	

Comparing	Toxic	Stress	and	“Regular”	Stress		

	 ACEs	are	a	form	of	extended	toxic	stress	that	wear	down	the	body’s	ability	to	react	

and	cope	with	that	stress.	No	individual	is	immune	to	stress	in	their	lives.	However,	the	

length	and	intensity	of	the	stressor	determines	how	the	body	responds	and	how	quickly	(if	

ever)	it	can	return	to	its	baseline	state.		

Hans	Selye’s	early	research	on	stress	in	1936	led	to	his	coinage	of	the	term	“general	

adaptation	syndrome”:	the	body’s	response	to	chronic	stress.	Rats	exposed	to	“noxious	

agents”	such	as	exposure	to	cold,	surgical	injury,	sub-lethal	doses	of	diverse	drugs,	or	spinal	

shock	for	long	periods	of	time	experienced	the	same	negative	physiological	response,	

regardless	of	the	nature	of	the	stressor	but	dependent	on	the	intensity	and	time	of	

exposure.	Some	of	these	physiological	responses	include	decrease	in	fat	tissue,	loss	of	

muscle	tone,	erosions	in	the	digestive	tract,	and	a	decrease	in	body	temperature.6	If	the	rats	

were	treated	with	high	levels	of	a	noxious	agent,	they	would	produce	these	negative	

physiological	responses	approximately	48	hours	after	exposure.	If	they	were	treated	with	

relatively	low	doses	of	a	noxious	agent,	they	would	not	exhibit	a	negative	physiological	

response	unless	they	were	exposed	to	the	noxious	agent	for	one	to	three	months.	At	this	

point	the	rats	succumbed	to	the	agent	with	symptoms	similar	to	the	rats	exposed	to	the	

high	levels	of	noxious	agent.6	Based	on	Selye’s	early	work,	a	rough	equation	about	the	

physiological	effects	of	stress	can	be	derived:	

Intensity	X	Time	=	Level	of	Toxicity	

Although	most	humans	are	not	subjected	to	the	same	types	of	noxious	agents	as	

Selye’s	rats,	his	research	provided	a	background	for	further	study	in	humans.	His	findings	
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about	how	intensity	and	time	affect	the	body’s	response	are	the	cornerstone	of	how	ACEs	

affect	the	body.	

	Overactivity	of	the	various	stress	responses	in	the	body	results	in	allostatic	load,	or	

the	“wear	and	tear”	the	body	undergoes	during	stress.7	The	autonomic	nervous	system,	

cardiovascular,	immune,	and	hypothalamic-pituitary-adrenal	(HPA)	axis	protect	the	body	

from	stress,	and	they	are	vulnerable	to	allostatic	load.	When	subjected	to	a	high	allostatic	

load,	eventually	these	systems	become	exhausted	and	cannot	function	properly.	The	effects	

of	chronic	stress	are	exacerbated	by	a	poor	diet	and	substance	use.	Some	factors,	such	as	

exercise,	may	reduce	the	effects	of	chronic	stress.7		

	 Genetic	factors	also	play	a	role	in	how	allostatic	load	affects	the	body.	For	example,	

public	speaking	activates	the	HPA	axis†	in	most	people.	Over	time,	the	majority	of	people	

become	habituated	to	public	speaking,	and	the	HPA	axis	activity	declines	because	the	body	

no	longer	treats	public	speaking	as	a	stressor.	For	about	10%	of	people,	however,	the	HPA	

response	remains	active,	despite	repeated	attempts	at	public	speaking.7	Understanding	

who	is	most	at	risk	for	negative	effects	due	to	toxic	stress	could	improve	trauma-informed	

treatment	for	both	children	and	adults.		

	 When	a	stressor	activates	the	sympathetic	nervous	system‡,	stress	hormones	

(epinephrine	and	norepinephrine)	are	released	from	the	central	nervous	system	and	

adrenal	medulla.	Cortisol—another	stress	hormone—is	indirectly	activated	by	the	HPA	

axis.	Once	the	stressor	is	removed,	this	system,	which	ultimately	results	in	the	release	of	

cortisol,	is	turned	off.	For	the	public	speaker,	this	may	last	a	few	hours.	For	individuals	

																																																								
†	The	HPA	axis	is	a	cluster	of	neurological	and	neuroendocrine	tissue	located	in	the	brain,	
which	controls	the	hormonal	stress	response.	
‡	The	sympathetic	nervous	system	activates	the	“fight	or	flight”	response.	
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experiencing	ACEs,	stress	hormones	may	be	released	for	weeks,	months,	or	years.	Their	

bodies	may	never	experience	reprieve	from	stress	and	the	resulting	hormone	cascade.		

If	the	HPA	axis	is	continually	turned	on,	allostatic	systems	may	wear	out	or	become	

exhausted.	In	individuals	with	post-traumatic	stress	disorder	(PTSD),	basal	HPA	axis	

activity	is	low	due	to	HPA	axis	exhaustion.	In	other	words,	individuals	with	PTSD	

experience	hormone	dysfunction	due	to	their	condition.	The	HPA	level	of	responsiveness	is	

set	during	early	childhood	experiences8;	therefore,	children	experiencing	ACEs,	without	

outside	intervention,	may	have	hormone	imbalances	for	the	rest	of	their	lives.		

	 The	immune	system	responds	to	pathogens	(microorganisms	that	can	cause	

disease)	in	the	body	with	its	own	form	of	allostasis	outside	of	the	stress	response;	however,	

when	the	autonomic	nervous	system	is	activated	for	long	periods	of	time,	cellular	immunity	

decreases.	That	is	to	say,	the	fine-tuned,	powerful	immune	response	that	keeps	invaders	at	

bay	is	inhibited	by	stress.	Interestingly,	acute	stress	does	not	always	suppress	the	immune	

system.	When	the	body	experiences	a	short-term	stressor—such	as	a	brief	public	speech—

the	immune	system’s	response	is	enhanced	for	three	to	five	days.9	Children	with	ACEs,	

however,	do	not	experience	stress	for	three	to	five	days.	The	constant	levels	of	stress,	for	

perhaps	months	or	years,	results	in	decreased	levels	of	immunological	functioning	for	

much	longer	than	children	experience	the	stressor.		

Presence	of	a	stressor	is	not	the	only	trigger	of	the	body’s	stress	response	system.	

Anticipation	and	worry	about	stress	triggers	an	allostatic	response,	which	affects	humans	

more	than	animals.10	As	discussed	further	in	chapter	two,	children	with	undocumented	

parents	experience	constant	worry	about	the	future	of	their	household.	Recurring	

memories	of	a	traumatic	event—such	as	witnessing	the	arrest	of	a	parent	by	ICE—can	also	



	

	 17	

trigger	an	allostatic	response.	Toxic	stress’	permanent	physiological	changes	are	key	to	

understanding	how	early	childhood	stress	in	children	of	undocumented	immigrants	will	

affect	those	children	into	adulthood.		Without	intervention,	children	experiencing	ACEs	

may	experience	permanent,	detrimental	consequences	in	the	nervous,	immunological,	and	

hormonal	systems	designed	to	protect	their	bodies.	

ACEs	and	Adult-Onset	Disease	

	 A	significant	relationship	exists	between	ACEs	and	adult-onset	diseases	such	as	

chronic	liver	disease,	Ischemic	Heart	Disease,	lung	cancer,	and	Chronic	Obstructive	

Pulmonary	Disease.	Felitti	et	al.	revealed	a	positive	correlation	between	ACEs	and	risk	

factors	for	chronic	diseases.4	Further	study	has	shown	a	positive	correlation	between	ACEs	

and	adult-onset	diseases	while	controlling	for	risk	factors;	therefore,	ACEs	act	on	the	body	

in	ways	not	mediated	by	traditional	risk	factors.	Alterations	in	body	systems	described	in	

the	previous	section	may	mediate	the	relationship	between	ACEs	and	adult-onset	disease.	

Further	study	is	needed	to	determine	how	ACEs	affect	physiological	development	and	the	

prevalence	adult-onset	disease.4	In	this	section,	I	will	discuss	some,	of	the	ways	childhood	

stress	affects	adult	health.	

	 ACE	scores	show	a	dose-dependent§,	relationship	with	self-reported	chronic	liver	

disease	that	appears	to	be	mediated	by	health-risk	behaviors	that	increase	the	risk	of	

alcohol-induced	and	viral	liver	disease.11	The	two	largest	causes	of	chronic	liver	disease	are	

alcohol	abuse	and	viral	hepatitis.	People	abusing	illegal	drugs	or	engaging	in	high-risk	

sexual	behaviors	account	for	most	people	infected	with	viral	hepatitis.	When	acting	

together,	alcohol	abuse	and	viral	hepatitis	increase	the	progression	of	liver	disease.		
																																																								
§	A	dose-dependent	relationship	means	that	as	ACE	score	increases,	the	likelihood	of	self-
reported	chronic	liver	disease	increases.	
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While	these	behaviors	appear	to	account	for	a	large	portion	of	those	with	liver	

disease,	“the	association	between	the	ACE	score	and	the	likelihood	of	liver	disease	

remained	statistically	significant	after	adjusting	8	risk	behaviors.11	Put	simply,	an	

individual	with	a	high	ACE	score	is	more	likely	to	develop	liver	disease	than	an	individual	

without	an	ACE	score,	even	if	neither	one	engages	in	health-risk	behaviors.	Therefore,	

childhood	stress	increases	the	likelihood	of	engaging	in	health-risk	behaviors	and	increases	

the	risk	of	disease	without	the	engagement	of	health-risk	behaviors.	

	 An	Ischemic	Heart	Disease12	(IHD)	study	measured	traditional	risk	factors	such	as	

smoking,	diabetes,	and	a	lack	of	physical	activity	as	well	as	psychological	risk	factors	

including	anger	and	depressed	affect.	The	presence	of	ACEs	mediated	both	psychological	

and	traditional	risk	factors.	Curiously,	the	presence	of	ACEs	better	predicted	IHD	than	

traditional	risk	factors,	and	the	authors	concluded,	“There	may	be	unmeasured	or	as	yet	

unidentified	pathways	by	which	ACEs	affect	the	risk	of	IHD.”12	

	 A	study	about	lung	cancer	revealed	comparable	results	to	the	IHD	study.	Traditional	

risk	factors	such	as	smoking	have	a	high	correlation	with	the	presence	of	ACEs.	Curiously,	a	

particularly	strong	relationship	exists	between	a	high	ACE	score	and	lung	cancer	for	

individuals	who	died	at	young	ages.	Further	research	is	needed	to	understand	this	

relationship.	As	in	the	IHD	study,	the	authors	found,	“the	occurrence	of	ACE-related	lung	

cancer	not	attributable	to	conventional	risk	factors	suggests	other	mechanisms	by	which	

traumatic	stressors	negatively	affect	health.”13	Again,	childhood	stress	affects	adult	health	

through	pathways	yet	to	be	understood.	

	 A	Chronic	Obstructive	Pulmonary	Disease	(COPD)	study	also	found	a	correlation	

between	a	high	ACE	score	and	COPD.	This	increased	risk	was	only	partially	facilitated	by	
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cigarette	smoking	and	other	risk	factors.	In	fact,	“smoking	is	not	the	primary	mediator	of	

the	ACE-COPD	relationships.”14	The	authors	recommended	further	study	of	the	role	of	

childhood	stressors	in	the	development	of	COPD.	

	 In	all	of	these	studies	about	adult-onset	chronic	disease,	ACEs	mediated	some	of	the	

traditional	risk	factors.	Interestingly,	ACEs	explained	some	of	the	variation	not	associated	

with	traditional	risk	factors.	Further	study	of	how	ACEs	affect	the	pathophysiology	of	these	

diseases	is	needed	to	fully	understand	the	impact	of	ACEs	on	adult	health.	

ACEs,	Behavior,	and	Psychopathology	

	 ACEs	affect	mental	health	and	behavior	from	childhood	into	adulthood.	A	strong	

graded	relationship	exists	between	ACEs	and	self-reported	disability,	geriatric	depression,	

adult	sleep	disorders,	earlier	age	of	drinking	onset,	adolescent	pregnancy,	fetal	death,	and	

long-term	psychosocial	problems.		

	 Data	from	the	CDC’s	2010	retrospective	Behavioral	Risk	Factor	Surveillance	Survey	

was	used	to	correlate	six	different	types	of	ACEs	with	geriatric	(aged	60	and	older)	mental	

health.	The	study	found,	“After	controlling	for	age,	gender,	and	race,	depression	was	

significantly	correlated	with	repeated	ACEs	of	all	types…	The	only	ACE	where	a	single	

occurrence	was	significantly	associated	with	late	life	depression	was	forced	sexual	

intercourse.”15	As	discussed	in	chapter	two,	women	immigrating	to	the	U.S.	from	Central	

America	are	particularly	vulnerable	to	sexual	violence.		

	 Adverse	childhood	experiences	are	also	associated	with	many	common	sleep	

disorders	including	sleep	paralysis,	nightmare	distress,	narcolepsy,	and	sleep	apnea.	Sleep	

disorders	and	overall	poor	sleep	quality	contribute	to	many	of	the	adverse	health	outcomes	

noted	above	including	premature	mortality,	depression,	diabetes,	hypertension,	and	
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obesity16.	Poor	sleep	quality	may	be	an	indicator	of	underlying	health	problems	associated	

with	ACEs	and	an	indicator	of	trauma	history.	Although	the	original	Kaiser-CDC	study	did	

not	include	poor	sleep	quality	as	a	mediator	of	adult-onset	chronic	disease,	such	as	

substance	use	and	other	health	risk	behaviors,	it	may	contribute	to	adult-onset	chronic	

disease.	This	study	points	out	the	need	to	provide	trauma-informed	care	to	survivors	of	

abuse	who	are	suffering	from	a	sleep	disorder	or	poor	quality	of	sleep.	

	 ACE	exposure—due	to	an	impact	on	cognition—negatively	affects	the	ability	to	self-

regulate	in	adolescence	and	adulthood.	It	is	estimated	that	70%	of	youth	using	prescription	

medicine	recreationally	had	an	ACE	score	of	at	least	one,	and	30%	have	3	or	more	ACEs.17	

The	most	frequently	used	non-medically	used	prescription	drug	was	Ritalin	and	other	

ADHD	medications	followed	by	opiate	painkillers,	tranquilizers,	and	stimulants.	Students	

with	an	ACE	score	who	believed	that	their	teachers	cared	about	them	were	at	less	risk	to	

use	prescription	drugs	recreationally.	Fostering	healthy	relationships	between	role	models,	

such	as	teachers,	and	at-risk	children	is	crucial	to	improving	outcomes	after	adversity.17	

	 In	the	U.S.,	4	out	of	10	adolescent	females	under	the	age	of	20	experience	teen	

pregnancy.	Hillis	et	al.	found	a	correlation	between	ACE	score	and	risk	of	teen	pregnancy:	

“Teen	pregnancy	occurred	in	16%,	21%,	26%,	29%,	32%,	40%,	43%,	and	53%	of	those	

with	0,	1,	2,	3,	4,	5,	6,	7,	and	ACEs”	respectively.18	If	adolescent	pregnancy	rates	are	to	be	

lowered	in	the	U.S.,	ACEs	must	be	addressed.	

	In	previous	studies,	teen	pregnancy	was	associated	with	fetal	death.	This	study	

found	that	ACE	score,	is	a	better	predictor	of	fetal	death	than	teen	pregnancy.18	Women	

who	experience	ACEs	are	at	higher	risk	for	substance	use	disorders	as	well	as	sexually	

transmitted	diseases,	both	of	which	increase	the	risk	of	fetal	death.	In	addition,	a	high	ACE	
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score	may	result	in	adverse	neurodevelopment	and	irregularities	in	immunology,	which	

may	contribute	to	fetal	death.18	In	addition,	this	study	found	that	women	with	modest	ACE	

scores	(1-2)	were	more	likely	to	report	that	they	had	“current	serious	or	disturbing	family	

problems,	or	high	levels	of	stress,	or	that	they	had	experienced	fear	of	uncontrollable	

anger.”18	ACEs	affect	more	than	sexual	behavior	and	risk	of	teen	pregnancy	in	women’s	

lives;	they	also	affect	their	intra-	and	interpersonal	relationships.	As	discussed	later	in	this	

chapter,	poor	self-regulation	in	mothers	may	contribute	to	the	intergenerational	cycle	of	

ACEs.	

	 In	addition	to	the	other	adverse	outcomes	described	above,	a	statistically	significant	

relationship	exists	between	ACEs	and	histories	of	hallucinations.	The	higher	the	ACE	score,	

the	greater	the	likelihood	of	visual,	auditory,	or	gustatory	hallucinations,	adjusted	for	drug	

and	alcohol	abuse.19	The	physiological	mechanism	of	how	stress	can	contribute	to	

hallucinations	is	not	yet	known.	However,	providers	should	obtain	histories	of	childhood	

trauma	in	patients	with	hallucinations.	Identifying	a	trauma-hallucination	association	in	

individual	patients	may	help	clinicians	understand	the	source	of	their	patients’	

hallucinations.	By	explaining	the	mental	and	physiological	effects	of	ACEs	to	their	patients,	

clinicians	may	help	patients	who	experience	shame	or	fear	of	mental	illness.19	

Intergenerational	Presence	of	ACEs	

	 ACEs	have	intergenerational	transmission	effects.	The	individual	experiencing	the	

primary	trauma	may—through	no	fault	of	their	own—secondarily	traumatize	an	entire	

family.	“Secondary	trauma”	can	be	passed	on	to	children	via	stories	or	lessons	learned	from	

the	trauma.	For	example,	a	mother	with	the	view	that	the	world	is	dangerous	can	transmit	

that	view	to	her	child	without	the	child	understanding	the	reasons	for	his	feeling	a	lack	of	
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safety.20	As	discussed	later	in	chapter	two,	many	parents	fleeing	to	the	U.S.	experience	

horrific	traumas	both	in	their	home	country	and	along	the	route	to	the	U.S.	Although	a	

citizen-child	growing	up	in	the	U.S.	may	never	have	seen	bodies	hanging	from	overpasses	

or	experienced	gang	rape	along	the	immigration	route,	they	may	still	feel	“secondary	

trauma”	from	their	parents.	

	 The	extensive	literature	documenting	the	transmission	of	Holocaust	trauma	from	

Holocaust	survivors	to	their	children	sheds	light	on	the	intergenerational	effects	of	trauma.	

Two	points	should	be	considered:	a)	the	content	of	transmission,	or	which	parental	

behaviors	result	in	the	transmission	of	trauma	b)	the	psychological	response	of	the	

children	of	Holocaust	survivors21.		

	 The	content	of	transmission	differed	from	child	to	child	but	a	few	patterns	emerged.	

Children	of	Holocaust	survivors,	compared	to	other	individuals	with	emotional	problems,	

are	more	vulnerable	to	PTSD	and	coping	with	stress.	They	tend	to	have	impaired	self-

esteem	and	identify	with	their	parents’	survivor/victim	status.	In	addition,	some	felt	the	

need	to	be	super	achievers	in	order	to	compensate	for	those	who	lost	their	lives:	

“Representing	six	million	dead	is	a	grave	responsibility,	and	a	terrible	burden	for	a	child	to	

carry.”21	Some	children	of	survivors	experienced	preoccupation	with	death;	fear	of	another	

Holocaust;	anxiety	nightmares	about	persecution;	and	an	increased	dependency	on	family	

attachments.	

	 Proposed	models	of	transmission	include	but	are	not	limited	to	psychodynamic	

theory	and	sociocultural	theory.	Psychodynamic	theory	posits	that	interpersonal	relations	

between	parent	and	child	result	in	the	unconscious	transmission	of	emotion.	The	child	may	

unconsciously	absorb	the	repressed	Holocaust	experiences	of	their	survivor	parents	
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through	the	parents’	externalized	emotions.	Sociocultural	theory	suggests	that	children	

learn	behaviors	through	their	parents’	modeling,	so	the	children	of	Holocaust	survivors	

may	experience	the	intergenerational	effects	of	the	Holocaust	through	their	parents’	fears	

and	taboos.21	Clinicians	should	consider	these	methods	of	transmission	during	

interventions,	which	are	discussed	further	in	the	chapter.	

The	intergenerational	effects	of	trauma	have	been	documented	in	the	ACEs	

literature	as	well.	Children	with	homeless	mothers	who	have	experienced	ACEs	are	at	an	

increased	risk	for	experiencing	childhood	trauma.22	Researchers	speculate	that	parental	

ACEs	correlate	with	“heightened	interpersonal	and	psychological	problems	in	adulthood,	

which	in	turn	precipitate	child	ACEs.”22	Negative	parenting—including	restraint,	harsh	

contact	or	verbal	ineffectiveness	in	children—has	been	observed	in	homeless	mothers	with	

high	ACE	scores.22		

Discussing	a	family	history	of	ACEs	can	be	difficult	within	families	and	between	

clinician	and	patient.	According	to	Abrams,	“families	often	cope	by	denial,	repression,	or	by	

consciously	omitting	important	family	information.	Clinicians	may	participate	in	the	denial,	

thus	reinforcing	the	silence.”20	When	considering	ACE	scores	of	children	of	undocumented	

immigrants,	the	ACE	scores	of	their	parents	must	also	be	considered.	

ACEs	and	Epigenetics	

	 A	link	between	health	disparities	and	adversity	may	be	caused	by	alterations	in	DNA	

expression.	The	field	of	epigenetic	research	focuses	on	how	alterations	in	gene	expression,	

rather	than	the	genetic	code	itself,	cause	physiological	changes	in	organisms.	Various	life	

circumstances	can	cause	genes	to	“turn	on”	or	“turn	off”	due	to	changes	in	epigenetic	

markers	in	the	DNA.	The	majority	of	work	conducted	on	environmental	influences	of	
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epigenetics	has	been	done	in	small	mammals,	such	as	rats	and	mice.	Animals	that	

experience	stress,	such	as	nutritional	deprivation	or	social	isolation,	exhibit	epigenetic	

changes.	Recent	research	in	humans	suggests	that	early	life	experiences	are	associated	with	

differing	epigenetic	patterns	for	genes	related	to	obesity,	drug	addition,	and	mental	

health.23		

	 In	addition,	adversity	is	linked	to	the	shortening	of	telomeres.	Telomeres	exist	on	

the	ends	of	each	chromosome	in	order	to	protect	the	DNA	code.	As	humans	age,	their	

telomeres	progressively	shorten,	and	when	the	telomeres	become	too	short,	DNA	

information	is	lost	through	cell	replication.	Certain	factors,	such	as	chronic	stress,	are	

associated	with	increased	telomere	shortening.	In	fact,	recent	research	suggests	that	

perceived	racism,	harsh	parenting,	and	paternal	absence	are	linked	to	increased	telomere	

shortening.	The	mechanism	of	telomere	shortening	is	not	well	understood	yet,	but	some	

research	suggests	that	the	stress	response	(including	HPA	axis	activation	and	

inflammation)	may	result	in	damage	to	telomeres.	Possible	behavioral	mediators	include	

smoking,	obesity,	and	mental	illness.23	

	 Although	the	field	of	epigenetics	is	relatively	new,	it	may	provide	a	molecular	basis	

for	the	changes	seen	in	organ	systems	due	to	ACEs.	Because	epigenetic	research	is	in	its	

early	stages,	the	literature	cannot	recommend	specific	pharmacological	or	psychosocial	

interventions	for	children	experiencing	adversity.	Despite	the	current	lack	of	literature	

about	epigenetics	and	ACEs,	I	expect	future	epigenetics	research	to	fall	in	line	with	current	

ACEs	research,	which	shows	that	early	development	interventions	(discussed	later	in	the	

chapter)	can	disrupt	the	cycle	of	social	adversity.23	
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Retrospective	reports:	Are	they	valid?	

	 Most	of	the	conclusions	drawn	from	various	ACE	studies	come	from	retrospective	

reports,	either	via	an	interview	or	a	survey.	Questions	have	been	raised	about	the	validity	

of	retrospective	reporting:	How	accurate	are	reports	from	adults	about	events	that	

occurred	years	ago	in	their	childhoods?	A	review	of	studies	that	quantified	assessment	of	

retrospective	recall	of	household	dysfunction	(which	excluded	some	ACE	measures)	found	

that	most	retrospective	reports	in	adulthood	of	ACEs	involve	a	significant	rate	of	false	

negatives,	meaning	many	people	fail	to	report	childhood	trauma.24	Hardt	et	al.	compared	

the	ACE	scores	reported	by	individuals	during	an	interview	with	court,	clinic,	and	research	

records	as	well	as	agreement	between	two	siblings.	These	findings	suggest	that	

retrospective	reports	of	early	experience	may	not	reflect	the	extent	of	child	trauma.	In	fact,	

“about	a	third	of	individuals	do	not	report	[well-documented	serious	abuse	or	neglect]	

when	asked	specifically	about	it	in	adult	life.”24	The	difficulty	in	measuring	the	rate	of	false	

positives	is	another	major	problem	with	retrospective	reports.	Because	most	research	

quantifying	the	validity	of	retrospective	research	includes	only	abused	children,	there	is	no	

way	to	measure	the	rate	of	false	positives	against	a	control	group	who	did	not	experience	

abuse	in	childhood.24	

		 Reasons	for	underreporting	vary:	individuals	may	feel	embarrassed	about	their	

history,	and	if	the	study	is	conducted	with	interviews,	they	may	not	feel	comfortable	

sharing	their	history	with	the	interviewer.	People	can	only	recall	events	that	occurred	

during	childhood	if	they	could	comprehend	them.	For	example	a	young	child	may	not	

understand	welfare	or	family	financial	planning.	When	that	child	grows	up,	they	cannot	

report	that	their	family	needed	welfare	because	they	did	not	understand	the	concept	of	
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welfare	at	the	time.	Infantile	amnesia	is	another	large	drawback	to	retrospective	studies.	

Most	people	cannot	recall	events	that	occurred	before	age	three;	therefore,	if	an	ACE	

occurred	before	this	age,	they	cannot	report	this	ACE	from	memory.25	

	 Another	concern	is	that	current	mental	or	physical	health	status	can	influence	the	

recall	of	childhood	experiences.	Do	individuals	in	poor	health	recall	and	report	more	

negative	childhood	experiences,	or	do	they	interpret	their	childhood	experiences	more	

negatively?	A	study	which	compared	two	moments	of	evaluation	in	order	to	determine	

reliability	of	self-reports	of	young	adults	identified	by	CPS	found	“no	significant	correlation	

between	the	changes	in	self-reported	experiences	and	the	changes	in	physical	and	

psychological	symptoms,	suggesting	that	the	reliability	of	reports	is	not	related	to	the	

health	state	at	the	time	of	the	report.”25	Therefore,	the	mental	or	physical	health	status	

does	not	typically	effect	ACE	reporting.	

	 Future	ACE	studies	should	consider	the	drawbacks	of	retrospective	reports,	

particularly	the	underestimation	of	the	incidence	of	neglect	and	abuse,	and	the	lack	of	false	

positive	consideration.	A	lack	of	longitudinal	studies—from	birth	until	adulthood—exists	in	

ACE	research.		

However,	a	longitudinal	study	investigating	the	effects	on	neurodevelopment	in	

children	up	to	age	15	found	that	early	ACEs	were	associated	with	a	decrease	in	a	part	of	the	

brain	associated	with	communication	skills,	and	poor	general	health	outcomes.26	

Future	longitudinal	studies	that	might	include	data	from	clinics,	parents,	courts,	and	

schools	could	advance	knowledge	about	ACEs.	By	including	data	from	outside	sources,	

future	studies	could	include	ACEs	that	occur	before	age	three	and	potentially	counteract	

the	reporting	errors	of	ACEs	in	current	retrospective	studies.	
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Resilience	in	Spite	of	ACEs	

	 In	the	1960s	and	1970s,	researchers	focused	on	behavioral	methods	of	analysis	of	

resilience.	Recent	technological	advances	have	led	to	a	focus	on	risk	and	resilience	from	

brain	development	and	genetic	points	of	view.27	Resilience	can	be	examined	at	the	

molecular	level,	the	individual	level,	the	family	level,	the	community	level,	and	the	global	

level.	On	an	individual	level,	resilience	can	be	defined	as	a	process,	an	outcome,	and	a	

developmental	pattern.	Resilience	requires	“regulatory	capital”,	or	the	ability	to	self	

regulate28.	Assessing	risk	for	children,	especially	children	of	immigrants,	requires	a	

particular	focus	on	the	macro	levels.	The	most	recent	wave	of	resilience	research	has	

focused	on	how	characteristics	of	systems—such	as	families	and	communities—can	

improve	resilience	in	children.		In	the	scope	of	ACEs,	resilience	generally	refers	to	the	

ability	to	adapt	positively	after	an	exposure	to	adversity.	ACEs	have	the	potential	to	harm	

development,	but	resilience	can	help	mediate	their	negative	effects.		

Prevention	and	Intervention	

	 Although	toxic	stress	is	associated	with	poor	health	outcomes—it	is	a	risk	factor,	not	

a	determinant	of	health.	Prevention	is	the	best	solution	to	help	children,	but	the	causes	of	

ACEs	often	lie	at	the	community,	not	the	individual	level.	Because	ACEs	stem	from	

household	and	community	dysfunction,	solutions	that	target	these	domains	may	be	more	

beneficial	than	clinical	interventions	for	people	years	after	trauma.	Many	of	the	root	causes	

of	toxic	stress—including	poverty,	domestic	violence,	and	unsafe	neighborhoods—cannot	

easily	be	mitigated.	However,	healthy	relationships	with	parents,	other	family	members,	

clinicians,	and	educators	can	help	children	cope	with	toxic	stress	and	develop	resilience.29		
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	 	Throughout	childhood,	individuals	develop	cognitive,	behavioral,	and	social	skills.	

This	development	occurs	within	the	framework	of	interactions	with	caring	adults	and	the	

physical,	social,	and	cultural	environment.	Each	individual	subjectively	assesses	stress	and	

resources	available	in	order	to	cope	with	the	stress.	Children	with	ACEs	seek	both	positive	

and	negative	environmental	resources	in	order	to	cope	with	stress.	In	the	absence	of	

appropriate	positive	community	resources,	young	people	may	seek	out	illicit	substances	

and/or	initiate	risky	behaviors	in	order	to	manage	stress.	For	individuals	with	ACEs,	the	

short-term	benefits	of	smoking,	drinking,	etc.	may	outweigh	the	long-term	health	risks.5	

Public	health	initiatives	that	seek	to	resolve	public	health	problems	such	as	alcohol	abuse	

and	smoking	without	addressing	the	root	causes	of	why	individuals	initiate	risky	health	

behaviors	may	not	be	as	effective	as	public	health	initiatives	that	target	at-risk	youth	before	

they	seek	out	these	coping	mechanisms.5	

	 Felitti	et	al.	propose	three	levels	of	solutions	to	ACEs4.	Primary	prevention	would	

require	societal	changes	that	improve	community	and	familiy	environments.	The	most	

difficult	of	solutions,	this	intervention	would	include	programs	such	as	culturally-

competent	home	visits	from	birth	to	age	three.	In	fact,	the	U.S.	Advisory	Board	on	Child	

Abuse	and	Neglect	recommends	a	home	visitation	system	for	all	new	parents	to	be	

developed.	Although	a	costly,	intervention,	home	visitation	is	a	proven	method	to	

encourage	strong	child-parent	relationships,	which	increase	child	resiliency.	

	 Secondary	prevention	of	ACEs	include	increased	physician	training	to	recognize	

families	and	children	affected	by	ACEs	and	increased	screening	of	people	of	all	ages.	By	

giving	clinicians	the	ability	to	identify	youth	with	ACEs,	they	can	direct	them	to	appropriate	

community	resources	(if	those	resources	exist).	Various	trauma-informed	professionals	
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could	act	as	gatekeepers	for	children	with	ACEs	such	as	pediatricians,	teachers,	and	school	

counselors.	

	 Implementing	tertiary	care	of	adults	with	ACEs	across	medical	specialties	is	also	

required	to	understand	the	complex	role	of	both	risk	factors	and	health	outcomes	

associated	with	ACEs.	Health	practitioners	may	overlook	childhood	experiences	in	adult	

behavioral	and	physical	health.	Dissemination	of	information	about	ACEs	among	clinicians	

is	also	necessary	so	that	physicians	can	help	patients	understand	how	childhood	

experiences	may	affect	their	adult	diagnosis.4	

Expanding	the	Concept	of	Adversity	

	 The	majority	of	participants	in	the	CDC/Kaiser	study	was	predominantly	white,	

fully-insured	and	middle-class.	While	individuals	of	varying	socioeconomic	status	

experience	conventional	ACEs,	the	model	must	be	improved	to	include	trauma	not	included	

in	the	conventional	ACE	score.	The	ACE	model	should	expand	to	include	experiencing	

racism,	witnessing	community	violence,	bullying,	forced	migration,	experiencing	the	foster	

care	system,	and	perhaps	other	types	of	trauma.	Further	study30	has	revealed	that	

expanding	the	ACE	score	is	important	to	fully	capturing	childhood	trauma.	A	study	that	

surveyed	a	predominantly	African	American,	urban	community-based	sample	found	higher	

rates	for	six	of	the	nine	conventional	ACEs	than	the	original	ACE	sample.	In	this	sample,	

poverty,	race,	and	gender	were	associated	with	a	higher	risk	of	expanded	ACEs.	Expanded	

ACEs	take	into	account	other	factors,	such	as	witnessing	community	violence,	feeling	

discrimination,	living	in	an	unsafe	neighborhood,	experiencing	bullying,	and	living	in	foster	

care,	rather	than	factors	located	primarily	in	the	home.29		
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	 Expanding	the	ACE	model	to	include	other	factors	is	not	without	precedent.	In	the	

third	chapter,	I	will	recommend	additional	ACE	categories	for	children	of	undocumented	

immigrants.	Children	who	grew	up	in	Mexico	and	Central	American	may	have	experienced	

adversity	that	far	exceeds	the	scope	of	the	current	model	such	as	threatening	gangs,	bodies	

hung	from	overpasses	to	intimidate;	and	killings	in	free	view.		

How	should	society	treat	ACEs?	

	 Are	ACEs	a	social	or	a	medical	problem?	Although	the	physiological	effects	of	

childhood	trauma	may	themselves	manifest	in	adulthood,	this	trauma	cannot	be	“cured”	in	

the	way	clinicians	traditionally	consider	disease.	Should	clinicians,	particularly	those	in	

primary	care,	include	questions	in	their	practices	such	as,	“Where	you	sexually	abused	as	a	

child?”	alongside	traditional	questions	such	as	“Do	you	smoke?”	According	to	ACEs	

research,	the	answer	is	yes.	How	should	clinicians	use	that	information?	Should	primary	

care	providers	act	as	gatekeepers	in	stopping	the	intergenerational	cycle	of	trauma?	They	

certainly	are	positioned	well	to	do	so.	

	 How	do	we	stop	the	intergenerational	cycle	of	trauma?	Providing	support	to	

families,	particularly	mothers,	is	crucial	to	stopping	the	cycle	of	ACEs.	Social	supports	for	

at-risk	families	from	pregnancy	through	at	least	age	three	encourage	healthy	early	

development.	In-home	visitations	and	long-term,	culturally-relevant	support	instill	trust	

between	parents	and	social	workers.31		

How	should	we	treat	children	experiencing	trauma?	Some	physicians	point	to	at	

least	screening	but	preferably	treatment	of	children	in	a	clinical	environment	28,32.	Because	

ACEs	affect	such	a	large	segment	of	the	population,	perhaps	all	children	should	be	screened	

for	ACEs	in	either	schools	or	in	clinics.	In	chapter	three,	I	will	discuss	some	of	the	pros	and	
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cons	of	screening.	Regardless	of	where	children	are	screened,	children	need	educated	and	

well-compensated	childcare	workers.	Childcare	workers	must	have	the	capacity	to	

establish	a	long-term	relationship	with	parents	in	order	to	understand	parents’	needs	and	

goals	for	their	children.	In	the	United	States,	childcare	workers	are	paid,	on	average,	$10.72	

an	hour.	Typically,	animal	caretakers	and	parking	lot	attendants	make	more	than	childcare	

workers.	Competitive	pay	may	increase	the	quality	of	childcare	provided	and	therefore	

improve	outcomes	in	children	with	ACEs.30	

In	addition,	schools	themselves	may	need	to	rethink	discipline	techniques	in	order	

to	accommodate	children	experiencing	trauma	in	their	homes	or	communities.	A	principal	

in	the	town	of	Walla	Walla,	Washington	has	changed	his	outlook	on	misbehaving	children:	

“We	have	to	change	the	lens	of	how	we	look	at	kids…	instead	of	‘What	is	wrong	with	this	

child?’	we	say,	‘What	has	this	child	gone	through?’”33.	At	Robert	W.	Coleman	Elementary	in	

West	Baltimore,	teachers	refer	students	who	misstep	to	the	Mindful	Moment	Room	rather	

than	detention.	Staff	members	encourage	students	to	talk	about	their	feelings	and	breathe	

deeply:	“Principal	Carlillian	Thompson	said	the	practices	help	the	school’s	378	students	

leave	behind	the	stresses	of	their	lives,	including	problems	at	home,	violence	on	the	streets	

and	conflicts	with	friends,	so	they	can	get	ready	to	learn”34.	

The	relatively	recent	discoveries	surrounding	the	enormous	effects	of	ACEs	should	

fundamentally	alter	the	practices	of	medicine,	social	work,	public	health,	and	immigration	

services.	A	slow	shift	is	occurring	in	medicine	from	immediately	presenting	symptoms	to	a	

biopsychosocial	model,	focusing	on	the	root	causes	of	disease.	

With	this	background	on	ACEs,	I	now	turn	to	look	at	how	immigrant	children	may	

experience	and/or	show	their	adversity	in	Chapter	Two.	
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Chapter	2:	The	Adverse	Experiences	of	Foreign-Born	Children,	Citizen-Children,	and	

Their	Undocumented	Parents	

Introduction	

	 Using	literature	from	the	social	sciences	and	personal	anecdotes	from	immigrant	

families,	I	will	detail	the	various	types	of	adversity	foreign-born	children,	citizen-children,	

and	undocumented	parents	experience.	The	first	two	sections	of	this	chapter	give	a	brief	

overview	of	the	state	of	immigration	to	America,	historical	immigration	trends,	and	current	

policies.	I	will	also	discuss	how	current	policies	and	political	sentiment	affect	immigrants.	

	 After	outlining	the	state	of	immigration	in	the	U.S.,	I	will	detail	the	various	stressors	

that	may	be	classified	as	ACEs.	Parental	stress	is	a	known	cause	of	psychological	issues	in	

children,	and	the	consequences	of	being	an	undocumented	immigrant	cause	parents	

various	types	of	stress.	In	addition,	undocumented	parents	may	be	coping	with	the	effects	

of	terror	from	their	home	country	as	well	as	the	grueling	immigration	process.	Some	

undocumented	immigrants,	particularly	mothers,	may	also	experience	interpersonal	

violence	in	both	their	home	country	and	the	U.S.		

While	living	in	the	U.S.,	undocumented	parents	may	face	discrimination,	fear	of	

deportation,	and	financial	woes.	If	one	or	both	parents	are	detained,	their	detention	will	

cause	additional	adversity	for	their	partner,	their	children	and,	potentially	extended	family	

members.	Immigration	court	proceedings	themselves	and	the	uncertainty	associated	with	

them	causes	stress	for	families.	After	receiving	deportation	orders,	undocumented	

immigrants	with	U.S.	citizen-children	have	an	unimaginable	choice:	whether	they	will	bring	

their	children	with	them	to	their	home	country	or	leave	them	in	the	custody	of	the	U.S.	

child	welfare	system.	
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In	theory,	citizen-children	with	undocumented	immigrants	are	entitled	to	the	same	

rights	as	children	with	authorized	parents,	but	in	practice	they	are	not.	In	this	chapter,	I	

will	document	the	unusual	stressors	that	citizen-children	face	in	order	to	discuss	how	these	

stressors	could	be	considered	ACEs	in	chapter	three.	

The	State	of	Immigration	to	America	

	 Before	delving	into	the	unique	stressors	that	immigrant	families	face,	I	will	quantify	

the	scale	of	immigration	to	America.	According	to	the	Department	of	Homeland	Security’s	

most	recent	data,	1,051,031	people	became	lawful	permanent	residents	(LPRs)	in	the	

United	States	in	2015.	The	countries	most	highly	represented	were,	in	order,	Mexico,	China,	

India,	Philippines,	and	Cuba.35	

Legal	residents	are	“granted	lawful	permanent	residence;	granted	asylum;	admitted	

as	refugees;	or	admitted	as	nonimmigrants	for	a	temporary	stay.”36	The	media	use	the	

terms	“illegal	immigrant”,	“unauthorized	immigrant”,	“undocumented	immigrant”,	“illegal	

alien”,	and	“noncitizen”	to	describe	individuals	who	reside	in	the	US	and	do	not	fall	into	the	

legal	resident	category.37	For	the	purposes	of	this	thesis,	I	will	use	the	terms	

“undocumented	immigrant”	and	“unauthorized	immigrant”	interchangeably.	

The	number	of	undocumented	immigrants	has	grown	in	the	past	half-century.	In	

1980,	between	two	and	four	million	undocumented	immigrants	resided	in	the	United	

States.	In	2000,	the	number	grew	to	8.5	million.	As	of	2012,	the	Department	of	Homeland	

Security	(DHS)	estimates	that	11.4	million	unauthorized	immigrants	reside	in	the	United	

States.38	The	DHS	has	not	released	data	since	2012,	but	as	of	2014,	the	Pew	Research	

Center	estimated	that	there	are	11.1	million	undocumented	immigrants	living	in	the	United	
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States.	This	population	peaked	in	2007	at	12.2	million,	but	has	remained	relatively	stable	

since	2009.39		

During	the	Great	Recession	of	2007-2009,	the	U.S.	saw	a	decrease	in	unauthorized	

immigrants	from	Mexico,	which	contributed	to	the	slight	decrease	in	the	total	number	of	

unauthorized	immigrants.	According	to	Pew	Research	analysis,	the	current	number	of	

unauthorized	immigrants	has	remained	relatively	unchanged	because	the	number	of	new	

undocumented	immigrants	entering	the	US	is	approximately	equal	to	the	number	who	

leave	of	their	own	volition,	are	deported,	or	convert	to	legal	status.38	Since	2009,	roughly	

350,000	new	unauthorized	immigrants	enter	the	U.S.	each	year.40	From	2005	to	2014,	the	

number	of	unauthorized	immigrants	who	have	lived	in	the	U.S.	for	more	than	10	years	has	

increased	from	41%	to	66%.	This	means	that	two-thirds	of	unauthorized	immigrants	have	

called	the	United	States	their	home	for	over	a	decade.	

In	Texas,	there	are	approximately	1,470,000	undocumented	immigrants.	The	most	

common	nations	of	origin	are,	in	order:	Mexico,	El	Salvador,	Honduras,	Guatemala,	and	

India.	Over	500,000	of	these	undocumented	immigrants	live	with	at	least	one	U.S.-citizen	

child	under	the	age	of	18,	and	79,000	reside	with	at	least	one	noncitizen	child	under	the	age	

of	18.	In	Texas	alone,	almost	600,000	children	are	affected	by	their	parents’	immigration	

status.37	

Many	immigrant	families	in	the	U.S.	are	considered	mixed	status	families.	Families	

composed	of	both	legal	residents	and	undocumented	immigrants	will	be	referred	to	as	

“mixed-status	families.”	A	variety	of	possible	combinations	exist	for	mixed	status	families:	

some,	all,	or	none	of	the	children	could	have	been	born	in	the	U.S.	One	parent	may	be	a	legal	
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resident,	and	the	other	may	be	undocumented,	or	both	could	be	undocumented.	Mixed-

status	families	face	unique	challenges	that	will	be	discussed	later	in	the	chapter.	

A	History	U.S.	Immigration	Policy	and	Sentiment	from	the	late	20th	century	to	the	

Obama	Administration	

	 The	current	condition	of	Latin	American	migration	has	its	roots	in	the	late	1960s	

and1970s	with	the	rise	of	tumultuous	military	governments	in	eleven	Latin	American	

nations:	Ecuador,	1963-1966	and	1972-1978;	Guatemala	1963-1985;	Brazil	1964-1985;	

Bolivia	1964-1970	and	1971-1982;	Argentina	1966-1973	and	1976-1983;	Peru	1968-

1980;	Panama	1968-1989;	Honduras	1963-1966	and	1972-1982;	Chile	1973-1990;	

Uruguay	1973-1984;	and	El	Salvador	1948-	1984	and	1979-1984.	These	authoritarian	

governments	created	dismal	economic	conditions,	which	prompted	many	undocumented	

immigrants	to	seek	refuge	in	the	United	States.41		

	 This	influx	of	Latin	American	immigrants	caused	Americans	to	subscribe	to	two	

ideological	stances	regarding	accepting	or	providing	amnesty	for	immigrants.	One	side	

reacted	to	this	new	group	of	immigrants	with	fear	and	clamored	to	protect	the	southern	

U.S.	border.	The	other	side	sought	to	adhere	to	the	American	tradition	of	immigrant	

integration.42		

President	Ronald	Reagan	recognized	that	migrant	Mexican	workers	in	the	U.S.	

benefitted	both	the	United	States	and	Mexican	economies	by	providing	a	labor	force	in	the	

U.S.	in	order	to	bring	home	money	to	families	in	Mexico,	“I	believe	in	the	idea	of	amnesty	

for	those	who	have	put	down	roots	and	lived	here,	even	though	sometime	back	they	may	

have	entered	illegally.”43	In	a	private	meeting	with	the	Mexican	president	in	1979,	he	also	

hoped	that	the	U.S.-Mexico	border	could	be	“something	other	than	the	location	for	a	
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fence.”40	In	line	with	Regan’s	views,	Congress	passed	the	first	national	law	affecting	

undocumented	immigrants	in	1986.	The	Immigration	and	Nationality	Act	banned	

employers	from	knowingly	hiring	undocumented	immigrants	while	also	providing	three	

million	undocumented	immigrants	legal	status.	This	amnesty	provision	allowed	for	the	

reunification	of	families	with	migrating	members.	Following	in	Reagan’s	footsteps,	the	

George	H.W.	Bush	administration	expanded	the	number	of	immigrants	allowed	to	enter	

each	year.44		

	Later	Congress	passed	the	Illegal	Immigration	Reform	and	Immigrant	

Responsibility	Act,	which	prohibited	federal	contractors	from	hiring	businesses	with	

undocumented	workers	in	their	employ.	Under	this	Clinton-administration	law,	

undocumented	immigrants	present	in	the	U.S.	for	more	than	six	months	could	receive	a	ban	

from	reentry	for	three	to	ten	years.43	Under	President	George	W.	Bush’s	administration,	

Congress	attempted	but	ultimately	failed	to	pass	bipartisan	effort	for	work	visa	programs	

and	border	security.	Bush’s	former	press	secretary,	Ari	Fleischer	noted,		

“As	a	border	governor,	he	had	a	personal	understanding	and	a	personal	relationship	
with	many	of	the	immigrants	who	crossed	the	Rio	Grande	and	came	to	Texas	for	
work	and	liberty	and	for	America’s	opportunity.”45	
	
	After	this	failure,	several	states	enacted	enforcement-centered	laws,	many	of	which	

were	struck	down	by	the	courts.46		

The	Obama	administration	revised	the	Department	of	Homeland	Security	

immigration	enforcement	priorities	to	target	national	security	threats,	undocumented	

immigrants	apprehended	immediately	at	the	border,	gang	members,	and	convicted	

criminals.	Overall,	U.S.	interior	removals	decreased	during	the	Obama	administration,	but	

border	removals	increased.	Compared	to	the	two	prior	administrations,	there	were	fewer	
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overall	deportations,	but	several	factors	contributed	to	this	decrease.	Fewer	unauthorized	

immigrants	attempted	border	crossings,	particularly	Mexican	nationals.	This	trend	is	

attributed	to	a	reduction	in	post	recession	job	demand,	increased	enforcement,	and	

improved	economic	conditions	in	Mexico.		

In	June	2012,	President	Obama	issued	an	executive	order	called	Deferred	Action	for	

Childhood	Arrivals	(DACA),	which	allowed	some	undocumented	immigrants	who	entered	

as	minors	to	receive	a	renewable	period	of	deferred	action	from	deportation47	and	receive	

permission	to	obtain	driver’s	licenses,	work,	and	study.	This	executive	order	essentially	

protected	people	who	started	calling	the	U.S.	their	home	in	childhood;	many	DACA	

recipients	do	not	remember	or	identify	with	their	country	of	origin.	As	of	2017,	roughly	

800,000	individuals	were	enrolled	in	the	program.	These	undocumented	immigrants	are	

also	called	DREAMers**.	The	majority	of	DACA	recipients	arrived	from	Mexico,	El	Salvador,	

Guatemala,	and	Honduras.46	

Current	U.S.	Immigration	Policy	and	Sentiment	

During	the	2016	election,	then-presidential	candidate	Donald	Trump	promised	to	

immediately	start	construction	on	a	border	wall	funded	by	the	Mexican	government	and	

terminate	the	DACA	program.	Throughout	the	campaign,	his	campaign	speeches	were	

permeated	with	anti-immigrant	rhetoric:	

“When	Mexico	sends	its	people	they're	not	sending	the	best.	They're	sending	people	
that	have	lots	of	problems	and	they're	bringing	those	problems.	They're	bringing	
drugs,	they're	bringing	crime.	They're	rapists	and	some,	I	assume,	are	good	people,	
but	I	speak	to	border	guards	and	they're	telling	us	what	we're	getting.”48	

																																																								
**	The	DREAM	Act	(Development,	Relief,	and	Education	for	Alien	Minors)	was	proposed	
legislation	that	would	grant	conditional	residency	and	later	permanent	residency	for	
individuals	who	entered	the	country	illegally	as	minors.	It	was	first	introduced	in	2001	and	
reintroduced	during	the	Obama	administration.	Its	failure	to	pass	prompted	President	
Obama	to	issue	DACA.		
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President	Trump’s	campaign	stances	about	immigration	and	how	the	U.S.	should	

respond	to	immigrants	is	a	sharp	turn	from	some	of	his	conservative	predecessors,	such	as	

President	Ronald	Reagan.	His	xenophobic	rhetoric,	displayed	on	the	screens	of	citizen-

children	and	undocumented	immigrants,	creates	a	culture	of	fear.	Among	Americans,	his	

words	add	to	an	unrealistic	perception	of	immigrants	as	criminals	and	drug	dealers.	As	

discussed	later	in	the	chapter,	negative	news	about	immigrants	and	racism	cause	adversity	

for	mixed	status	families.	

In	addition	to	setting	a	negative	national	tone	about	immigration,	he	has	created	

chaos	and	confusion	for	DACA	recipients.	On	September	5,	2017,	he	officially	cancelled	the	

DACA	program	and	gave	Congress	six	months	to	formulate	a	solution.	As	of	this	writing,	the	

lives	of	800,000	unauthorized	immigrants	who	migrated	to	the	U.S.	as	children	are	in	limbo	

as	Congress	attempts	to	formulate	a	solution.	These	individuals	are	prime	targets	for	

deportation	if	Congress	cannot	pass	a	DACA	alternative	because	when	they	applied	for	

DACA,	they	provided	personal	information	including	their	home	address	and	their	current	

school	location	(if	applicable)	to	the	Department	of	Homeland	Security.††	In	addition,	some	

DACA	recipients’	family	members	are	undocumented	as	well,	so	other	undocumented	

family	members	are	at	risk	for	deportation.	Congress’	inaction	has	created	a	culture	of	fear	

for	DACA	recipients	and	their	families	because	they	do	not	know	what	the	future	holds	for	

them.	If	Congress	cannot	pass	a	DACA	alternative,	DACA	recipients	will	either	be	forced	to	

live	in	secrecy	in	the	U.S.	or	return	to	a	“home”	country	they	may	not	remember.	

During	President	Trump’s	January	30,	2018	State	of	the	Union	Address,	he	again	

used	anti-immigrant	rhetoric	in	his	address	to	the	nation	as	he	proposed	his	immigration	
																																																								
††	Form	I-821D	from	USCIS.gov	
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goals.	Among	these	proposals	is	a	plan	for	a	wall	across	the	entire	1,933-mile	U.S.-Mexico	

border	as	well	as	creating	a	path	to	permanent	residency	for	former	DACA	recipients.‡‡	In	

this	address,	he	again	propagated	the	notion	that	immigrants	are	to	be	feared:	

“For	decades,	open	borders	have	allowed	drugs	and	gangs	to	pour	into	our	most	
vulnerable	communities.	They	have	allowed	millions	of	low-wage	workers	to	
compete	for	jobs	and	wages	against	the	poorest	Americans.	Most	tragically,	they	
have	caused	the	loss	of	many	innocent	lives…	Tonight,	I	am	calling	on	Congress	to	
finally	close	the	deadly	loopholes	that	have	allowed	MS-13,	and	other	criminals	to	
break	into	our	country.	We	have	proposed	new	legislation	that	will	fix	our	
immigration	laws,	and	support	our	ICE	and	Border	Patrol	Agents,	so	that	this	[the	
murder	of	a	young	American]	cannot	ever	happen	again.”49	
	

Although	some	undocumented	immigrants	are	indeed	MS-13	members,	those	who	are	law-

abiding	citizens	are	not	recognized;	in	fact,	they	are	lumped	into	the	same	category	as	

violent	gang	members	by	our	president.	To	the	contrary,	many	undocumented	immigrants	

undergo	the	dangerous	journey	to	the	U.S.	in	order	to	escape	gang	violence.	

Pre-Migration	and	Migration	Terror		

	 The	primary	reasons	why	people	migrate	to	the	U.S.	include	family	reunification,	

parental	employment,	education,	poverty,	war,	persecution,	and	environmental	disaster.50	

Undocumented	immigrants	face	terror	both	in	their	home	country	as	well	as	along	the	path	

to	the	United	States.	23	out	of	the	top	25	cities	with	the	highest	homicide	rate	in	the	world	

are	in	Central	and	South	America.51	Violence	in	the	streets	of	Central	America	far	exceeds	

the	norm	in	the	United	States.	

	 The	Northern	Triangle—Guatemala,	Honduras,	and	El	Salvador—are	particularly	

vulnerable	to	gang	violence,	drug	trafficking,	and	government	corruption.	In	some	areas,	as	

much	as	95%	of	crime	goes	unpunished,	and	due	to	human	rights	violations	during	civil	

wars	in	Guatemala	and	El	Salvador,	much	of	the	public	does	not	trust	the	police	and	
																																																								
‡‡	Congress	has	yet	to	act	on	President	Trump’s	State	of	the	Union	immigration	proposal.	



	

	40	

military.52	According	to	the	Council	on	Foreign	Relations	(CFR)—a	U.S.	nonprofit	think	

tank—weak	and	underfunded	governments	combined	with	corruption	have	undermined	

efforts	to	stop	gang	violence	and	extortion.	In	the	early	2000s,	Northern	Triangle	

governments	deployed	military	personnel	and	enacted	harsher	punishments	for	gang	

members.	Ultimately,	most	of	these	efforts	failed	to	reduce	crime.	In	fact,	harsher	

punishment	led	to	greater	overcrowding	in	prisons—hotbeds	of	gang	recruitment.	Violence	

permeates	throughout	the	Northern	Triangle.	Extortionists	target	small	businesses,	public	

transport	operators	and	residents	in	various	neighborhoods.	They	attack	those	who	do	not	

pay.52	

When	immigrants	leave	Central	America,	they	are	far	from	safe	in	Mexico.	Óscar	

Martinez,	author	of	The	Beast:	Riding	the	Rails	and	Dodging	Narcos	on	the	Migrant	Trail,	

describes	his	journey	through	Mexico:		

“Well,	the	most	stressful	coverage	in	the	book—where	we	realized	we	were	in	an	
area	where	the	state	was	not	in	control,	where	it	was	clear	that	organized	crime	had	
total	and	complete	power.”53	

	
Kidnappings	of	immigrants	have	become	relatively	common.	According	to	Martinez,	

gang	members,	coyotes,	and	local	bandits	often	work	together	to	extort	money	from	

immigrants’	families:	

“The	business	logic	of	the	kidnappers	is	sound:	It’s	more	profitable	to	kidnap	forty	
people,	each	of	whom	will	pay	between	$300	and	$1,500	in	ransom	money,	than	it	is	
to	extort	a	local	business	owner	who	might	alert	the	press	or	police.”53	
	

Central	American	immigrants	generally	avoid	the	Mexican	police	due	to	fears	of	

deportation,	so	they	do	not	report	kidnappings	to	authorities.	In	addition,	gangs	often	
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recruit	policemen,	so	even	Mexican	nationals	cannot	always	trust	the	police.	Martinez	

estimates	that	at	least	40%	of	all	state	police	units	are	on	the	Los	Zetas§§	payroll.54	

Women	are	particularly	vulnerable	to	violence:	an	estimated	eight	out	of	ten	are	

sexually	abused	along	the	route	by	their	fellow	migrants,	local	bandits,	and/or	Mexican	

migration	officials.	In	La	Bestia,	Oscar	Martinez	interviewed	several	women	about	the	

sexual	violence	they	faced	along	the	trail.	Because	of	the	high	prevalence	of	sexual	assault,	

coyotes***	often	encourage	immigrants	who	identify	as	women	to	carry	condoms	and	ask	

their	attackers	to	use	them	before	they	are	raped.	Luis	Flores,	head	of	the	International	

Organization	for	Migration	says,		

“The	biggest	problem	isn’t	what	we	can	see,	it’s	beyond	that.	The	problem	lies	in	a	
particular	understanding	of	things…	Migrants	who	are	women	have	to	play	a	certain	
role	in	front	of	their	attackers,	in	front	of	the	coyote	and	even	in	front	of	their	own	
group	of	migrants,	and	during	the	whole	journey	they’re	under	pressure	of	
assuming	this	role:	I	know	it’s	going	to	happen	to	me,	but	I	can’t	help	but	hope	that	it	
doesn’t.”55	
	

In	addition,	women	may	have	to	use	their	bodies	in	order	to	buy	safety	for	themselves,	

their	travel	companions,	and	their	family.	Martinez	reports,		

“There’s	an	expression	among	the	women	migrants:	‘cuerpomátic’.	The	body	
becomes	a	credit	card…	which	buys	you	a	little	safety,	a	little	bit	of	cash	and	the	
assurance	that	your	travel	buddies	won’t	get	killed”56.	
	

Along	the	route,	women	have	virtually	no	protection	from	bandits,	their	fellow	travel	

companions,	or	Mexican	government	officials.	Because	Central	American	women	migrating	

through	Mexico	must	avoid	Mexican	migration	officials,	they	often	do	not	report	sexual	

violence	due	to	fear	of	deportation.	In	fact,	it’s	not	uncommon	that	a	migration	officer	

																																																								
§§	Los	Zetas	are	a	Mexican	criminal	syndicate	known	for	drug,	sex,	and	gun	trafficking.	
***	A	person	who	smuggles	immigrants	across	the	U.S.	border	
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abuses	women	in	custody:	“Who	is	going	to	report	a	human	trafficking	violation	to	an	agent	

who	has	offered	you	freedom	in	exchange	for	sex?”57	

	 The	separation	of	families	during	the	immigration	process	can	also	cause	adversity.	

Many	migrants	move	in	a	“step-wise”	fashion,	meaning	the	entire	family	does	not	move	at	

once.	Instead,	one	of	the	parents	(traditionally	the	father)	migrates	first	in	order	to	send	

back	money	to	the	family	and	establish	himself	financially	in	the	United	States.	Due	to	

increased	demand	in	the	service	industry,	in	recent	years,	mothers	may	initiate	step	

migration	first.	If	the	mother	immigrates	first,	the	children	may	remain	in	the	care	of	the	

grandparents,	extended	family,	or	the	father.	Stepwise	migration	can	cause	two	major	

disruptions:	first	from	the	separation	from	the	parent,	then	from	the	separation	from	the	

temporary	caretaker.	Dissonance	may	occur	in	the	relationship	between	parent	and	child	

because	the	child	may	feel	abandoned,	while	the	parent	may	feel	that	their	child	should	be	

grateful	for	their	sacrifice.	Children	who	arrived	in	the	U.S.	alongside	their	parents	are	less	

likely	to	report	depressive	symptoms	than	children	who	were	separated	from	their	family	

during	the	migration	process.58		

	 Violence	in	home	countries,	the	immigration	route	itself,	and	the	separation	of	

families	all	cause	stress.	Children	of	undocumented	immigrants	may	experience	all	three	of	

these	stressors	if	they	immigrated	to	the	U.S.	Citizen-children	have	not	directly	experienced	

the	stressors	described	above;	however,	they	are	not	necessarily	immune	to	those	

stressors.	As	described	in	chapter	one,	trauma	can	have	intergenerational	effects.	Although	

citizen-children	may	not	have	experienced	violence	in	Central	America	or	along	the	route	

to	the	U.S.,	their	parents	may	unknowingly	pass	on	their	trauma.	
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Discrimination	and	Xenophobia	

	 Once	immigrants	arrive	in	the	U.S.,	they	continue	to	bear	adversity	that	most	native-

born	Americans	do	not	experience.	In	the	United	States	today,	one-fifth	of	children	grow	up	

in	immigrant	families,57	and	three-fourths	of	children	of	immigrants	are	U.S.	citizens.59	

These	children,	particularly	those	whose	parents	are	undocumented,	experience	adversity	

due	to	discrimination.	According	to	Dr.	Usha	Tummala-Narra,	Associate	Professor	at	the	

Lynch	School	of	Education	at	Boston	College,	xenophobia	can	cause	psychological	problems	

for	immigrants	such	as	the	internalization	of	stereotypes.59	Studies	suggest	that	second	

generation	immigrants	may	experience	more	psychological	distress	compared	to	first	

generation	immigrants	due	to	problems	of	racism	and	discrimination.59	Children	of	

immigrants	should	feel	that	they	have	a	future	that	is	similar	to	their	native-born	

American/white	peers.	

However,	when	children	

of	immigrants	

experience	racism	and	

xenophobia	at	school	or	

view	discrimination	on	

the	television,	it	affects	

their	identity.	

Immigrants	report	that	

they	feel	as	if	they	are	

perpetual	foreigner,	and	

they	tend	to	have	
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decreased	use	of	mental	health	services.59	

	 Dreby	characterizes	the	threats	of	deportation	into	a	pyramid.58		

At	the	bottom	of	the	pyramid	are	experiences	that	affect	most	children	in	immigrant	

families,	regardless	of	legal	status.	Many	Mexican	children	subscribe	to	the	misconception	

that	the	term	“immigrant”	is	synonymous	with	the	term	“undocumented”.	A	10-year-old	

defined	an	immigrant	as,	“I	think	that	like	the	people	that	are	not	from	here,	they	are	not	

supposed	to	be	here”.58		

	 Children	of	immigrants	are	particularly	vulnerable	to	discrimination	in	schools.	

Some	teachers	report	enjoying	working	with	immigrant	children,	but	others	report	

negative	attitudes	about	children	of	immigrants.60	In	some	schools,	immigrant	students	

dread	lunch	and	class	changes	because	the	school	hallways	are	places	of	intimidation	and	

discrimination.	Immigrant	children	are	also	subject	to	xenophobia	due	to	their	language	

barrier.	While	language	is	a	tool	of	communication,	it	is	also	a	marker	of	identity,	which	can	

result	in	xenophobia60.		

The	Fear	of	Separation	from	Family	

According	to	a	survey	conducted	in	2008,	68%	of	Latino	respondents	worried	that	a	

family	member	or	close	friend	would	be	deported58.	Young	citizen-children,	in	particular,	

fear	deportation	because	they	do	not	understand	the	nuance	of	immigration	law,	and	they	

are	wholly	dependent	on	their	parents.	Due	to	their	parents’	fears	of	deportation,	citizen-

children	may	fear	deportation,	despite	their	citizen	status58.	Most	children	interviewed	by	

Dreby	did	not	personally	know	of	any	deportations;	however,	they	had	seen	coverage	

about	the	increase	in	deportations	on	television.	For	most	citizen-children,	the	act	of	
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deportation	does	not	affect	them,	but	the	threat	of	deportation	causes	fear	and	anxiety.	A	9-

year-old	girl	interviewed	by	Dreby	said	she	was	“sad”	to	be	an	immigrant	because,	

“I	saw	a	video	of	people	and	they	are	immigrants	and	one	time	they	were	going	back	
to	Mexico	and	the	policeman	caught	them	and	they	took	them.	And	they	had	a	
daughter	and	they	left	the	daughter	in	the	car.”60	
	

Children	with	undocumented	parents	exhibit	this	fear	in	their	behavior.	Through	

interviewing	children	of	undocumented	parents,	Zayas	observes	two	important	“Rules	to	

Live	By”:	Don’t	Talk	and	Sit	Still.	

	 As	early	as	six	years	old,	children	learn	to	keep	quiet	about	their	family’s	

documentation	status.	Children	must	follow	this	rule	constantly;	it	regulates	their	behavior	

outside	of	the	home.	They	cannot	share	their	legal	status	with	fellow	classmates	or	

teachers,	but	some	choose	to	confide	in	fellow	undocumented	immigrants.	Daniel,	a	12-

year-old	boy	interviewed	by	Zayas	avoids	talking	about	his	mother,	“Because	I	don’t	want	

to	get	my	mom	in	trouble,	and	she	always	tells	me	that	I	have	to	tell	people	that	she	does	

have	papers	because	she	doesn’t	want	to	get	in	trouble.”61	Don’t	Talk	means	that	children	

cannot	share	stressors	that	affect	their	lives	daily;	they	can	open	up	to	very	few	people.	

	 Children	must	keep	quiet	about	their	family’s	status	at	all	times,	and	at	certain	

points,	they	must	also	Sit	Still	(the	second	rule	to	live	by).	Bringing	attention	to	their	family	

in	public	by	yelling	or	arguing	is	unacceptable.	In	situations	where	police	officers	are	

present,	this	rule	is	even	more	important.	One	12-year-old	boy	interviewed	by	Zayas	notes	

that	on	road	trips,		

“My	parents	look	out	for	cops.	But	just	not	like	regular	people	here…	Every	time	
they	see	cops	stopping	someone	they	say	like	‘Omar,	be	still’…	They	want	me	to	keep	
still,	like	quiet	so	the	police	don’t	have	to	look	over	at	us.	‘Cause	probably	the	cops	
would	stop	us	and	probably	send	my	parents	back	to	Mexico.”62	
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These	two	Rules	to	Live	By	illustrate	the	constant	fear	of	deportation.	This	fear	permeates	

every	interaction	at	school,	every	trip	to	the	grocery	store,	and	every	moment	a	police	

officer	is	spotted.		

Deportation:	Orphaning	and	Its	Effects	

Deportation	is	the	greatest	burden	that	mixed	status	families	have	to	bear.	Families	

who	face	the	threat	of	deportation	must	make	decisions	unknown	to	the	majority	of	

American	families.	Parents	must	ask	themselves:	Do	we	split	up	our	family	or	do	we	move	

together?	Should	we	leave	our	children	with	family?	Will	we	to	surrender	our	parental	

rights	to	the	U.S.	child	welfare	system?	Will	we	ever	live	together	as	a	family	again?	

Estimates	about	the	number	of	families	split	or	displaced	through	deportation	vary,	

but	millions	of	people	have	been	affected	by	deportation.	If	deported	parents	decide	to	

bring	their	children	with	them,	deported	children	may	be	unprepared	linguistically	and	

culturally	for	the	transition.63	The	return	to	Mexico	and	Central	American	is	often	

traumatic.	They	transition	from	the	world’s	most	developed	economy	to	nations	without	

the	same	opportunities	for	success.	Many	deportees	speak	poor	Spanish,	and	many	have	

trouble	integrating	into	public	schools	and	hospitals	because	they	lack	the	proper	

documentation.	In	addition,	children	who	grew	up	“American”	are	often	targeted:		

“Joseph	Ambríz,	was	born	in	North	Carolina	and	moved	to	Mexico,	a	land	he	had	
never	seen	four	years	ago…	Joseph,	who	is	dyslexic,	struggled	at	a	local	public	
school.	His	accent	and	clothing	made	him	stand	out.	One	day	a	student	tried	to	choke	
him.	His	mother	complained	to	the	principal,	who	responded	by	suggesting	she	pull	
Joseph	from	school.	He	is	now	at	a	private	school,	and	refuses	to	speak	English	
anymore.	Mexico	has	no	equivalent	of	the	U.S.’s	English	as	a	Second	Language	
programs	to	help	students	get	up	to	speed.”64	

	
Citizen-children—with	American	passports	and	the	right	to	relocate	to	the	U.S.—will	be	at	

a	disadvantage	if	and	when	they	choose	to	relocate	in	the	U.S.	Instead	of	learning	English	
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and	preparing	themselves	for	entry	into	the	U.S.	workforce,	they	will	learn	Spanish	and	lack	

an	American	upbringing.	

Although	the	Department	of	Homeland	Security	does	not	release	statistics	on	the	

gender	of	deported	individuals,	research	shows	that	the	majority	of	deportees	are	male.	

According	to	respondents	in	2012,	the	most	common	and	detrimental	effect	of	deportation	

on	the	children	of	Mexican	immigrants	was	the	transition	from	living	with	both	parents	to	

only	living	with	only	their	mother.	When	fathers	are	separated	from	their	families,	there	

are	typically	two	primary	adverse	consequences:	financial	and	relational.			

As	deportees,	fathers	are	less	likely	to	remain	in	contact	with	their	children.	

According	to	Dreby,	when	fathers	leave	permanently	due	to	deportation,	children	often	

begin	to	feel	“outwardly	resentful”	of	their	fathers.58	In	addition	to	the	physical	and	

emotional	separation	from	their	fathers,	deportation	can	cause	financial	strain	for	

immigrant	families.	Single	mothers	with	deported	significant	others	must	decide	how	and	if	

they	will	reunify	their	family:	either	by	moving	back	to	their	home	country	or	by	sending	

money	to	bring	their	partners	north.	According	to	Dreby,	“women	typically	bear	the	

financial	burdens	of	a	husband’s	deportation.”58		

The	children	of	deportees	also	bear	the	burden	of	their	parent’s	deportation.	When	

the	mother	of	a	family	who	used	to	have	a	father	provide	for	them	becomes	the	sole	

breadwinner,	the	family	has	a	new	childcare	problem.	Older	siblings	may	be	required	to	

care	for	younger	siblings	if	their	mother	is	away.	As	the	new	childcare	providers	for	the	

family,	these	older	siblings	may	not	be	able	to	focus	on	their	schoolwork.	

	 Deportation	has	intense	psychological	effects	on	children,	as	shown	by	clinical	

exams	of	children	whose	parents	are	subject	to	deportation.	The	deportation	process	is	
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shrouded	in	uncertainty,	so	when	a	parent	is	detained,	the	child	does	not	know	if	their	

parent	will	return	or	not.	The	sudden	and	uncertain	nature	of	deportation	can	lead	to	

“disruption	of	eating	and	sleeping	habits,	to	sadness,	anger,	guilt,	and	anxiety”65.	Some	

children	suffer	from	posttraumatic	stress	symptoms	and	separation	anxiety	disorders.66	
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Chapter	3:	Expanding	the	ACEs	Model	to	Include	Immigrant	Experiences	
Introduction	

In	this	chapter,	I	focus	on	expanding	the	ACE	questionnaire	as	it	relates	to	citizen-

children	and	undocumented	children	ages	12	to	18.	New	ACE	questionnaires	for	younger	

children	and	adults	should	be	formulated	as	well,	but	I	am	choosing	to	focus	on	teenagers	

for	two	reasons.	One,	teenagers	are	more	capable	of	answering	direct	questions	about	their	

trauma	exposure	than	young	children.	Younger	children,	particularly	those	who	are	

learning	how	to	read	and	write,	may	not	be	able	to	answer	the	ACE	survey.	In	addition,	

some	schools	and	pediatric	clinics	use	parental	ACE	scores	as	a	proxy	for	a	young	child’s	

ACE	score.	Two,	some	of	the	questions	on	the	original	ACE	survey,	mainly	the	questions	

about	sexual	abuse,	may	not	be	appropriate	for	young	children.	

As	a	reminder,	the	ten	current	Adverse	Childhood	Experiences	tested	in	trauma	

screenings	nationwide	are	emotional	abuse,	physical	abuse,	sexual	abuse,	mother	treated	

violently,	substance	abuse	in	the	home,	mental	illness	of	a	family	member,	parents	

divorced/separated,	family	member	incarcerated,	emotional	neglect,	and	physical	neglect.4		

The	Center	for	Youth	Wellness	(CYW)	Adverse	Childhood	Experiences	Questionnaire	Teen	

Self-Report67—administered	in	clinics	to	teens	across	the	country—includes	the	following	

questions:		

How	many	apply	to	you?	Write	the	total	number:	
Section	1:	At	any	point	since	you	were	born…	

• Your	parents	or	guardians	were	separated	or	divorced	
• You	lived	with	a	household	member	who	served	time	in	jail	or	prison	
• You	lived	with	a	household	member	who	was	depressed,	mentally	ill	or	

attempted	suicide	
• You	saw	or	heard	household	members	hurt	or	threaten	to	hurt	each	other	
• A	household	member	swore	at,	insulted,	humiliated,	or	put	you	down	in	a	

way	that	scared	you	OR	a	household	member	acted	in	a	way	that	made	you	
afraid	that	you	might	be	physically	hurt	



	

	50	

• Someone	touched	your	private	parts	or	asked	you	to	touch	their	private	parts	
in	a	sexual	way	that	was	unwanted,	against	your	will,	or	made	you	feel	
uncomfortable	

• More	than	once,	you	went	without	food,	clothing,	a	place	to	live,	or	had	no	
one	to	protect	you	

• Someone	pushed,	grabbed,	slapped	or	threw	something	at	you	OR	you	were	
hit	so	hard	that	you	were	injured	or	had	marks	

• You	lived	with	someone	who	had	a	problem	with	drinking	or	using	drugs	
• You	often	felt	unsupported,	unloved	and/or	unprotected66	

	
	 This	survey	(based	off	of	the	CDC-Kaiser	survey)	also	includes	an	expanded	ACE	

section.	Although	the	following	questions	have	not	been	tested	in	a	clinical	trial,	such	as	the	

questions	asked	in	section	1,	they	are	known	forms	of	stress	for	many	children.	They	have	

also	been	proposed	as	ACEs	by	Cronholm	et	al.29	I	am	choosing	to	include	the	Center	for	

Youth	Wellness’s	expanded	ACE	questionnaire	because	these	are	common	adversities	that	

many	children,	both	documented	and	undocumented,	encounter.		

How	many	apply	to	you?	Write	the	total	number:	
Section	2:	At	any	point	since	you	were	born…	

• You	have	been	in	foster	care	
• You	have	experienced	harassment	or	bullying	in	school	
• You	have	lived	with	a	parent	or	guardian	who	died	
• You	have	been	separated	from	your	primary	caregiver	through	deportation	

or	immigration	
• You	have	had	a	serious	medical	procedure	or	life	threatening	illness	
• You	have	often	seen	or	heard	violence	in	the	neighborhood	or	in	your	school	

neighborhood	
• You	have	been	detained,	arrested,	or	incarcerated	
• You	have	often	been	treated	badly	because	of	race,	sexual	orientation,	place	

of	birth,	disability,	or	religion	
• You	have	experienced	verbal	or	physical	abuse	or	threats	from	a	romantic	

partner	(i.e.	boyfriend	or	girlfriend)66	
	

Some	would	argue	that	the	ACE	questionnaire	above	adequately	captures	the	

experiences	of	immigrants.	For	example,	pressures	that	adolescents	face	in	Northern	

Triangle	countries,	such	as	joining	a	gang,	could	be	considered	bullying	or	harassment	in	

school.	However,	the	level	of	this	pressure	in	Northern	Triangle	countries	far	exceeds	



	

	 51	

bullying	in	the	United	States.	As	described	in	La	Bestia,	young	men	in	particularly	

dangerous	areas	are	given	two	options—join	a	gang	or	die	alone.53	This	level	of	adversity	

simply	is	not	present	in	the	United	States.	The	same	could	also	be	said	for	young	women	

immigrating	through	Mexico.	Yes,	they	experienced	sexual	assault,	which	is	captured	

through	the	original	ACE	survey,	but	the	pervasiveness	of	sexual	assault	along	the	

immigrant	route	and	lack	of	policing	make	immigrant	women	much	more	vulnerable	than	

women	in	the	United	States.	

After	considering	the	nature	of	trauma	that	many	undocumented	immigrants	and	

their	children	experience,	we	must	widen	the	lens	of	the	both	the	original	ACE	

questionnaire	and	the	expanded	ACE	questionnaire	in	order	to	fully	capture	the	

experiences	of	immigrant	children.	This	survey	only	includes	deportation	as	a	form	of	

adversity,	not	the	various	other	threats	documented	by	immigration	experts.58		The	

questions	listed	above	certainly	apply	to	some	immigrant	families,	but	after	review	of	the	

literature,	they	are	not	adequate	for	assessing	and	treating	trauma	in	immigrant	families.	

A	study	conducted	in	2017	validates	my	concern	that	many	of	the	current	ACE	

questions	fail	to	capture	immigrant-related	adversity.68	Using	data	from	the	2011-2012	

National	Survey	of	Children’s	Health,	Caballero	et	al.	reported,	

“Children	in	immigrant	families	had	significantly	lower	odds	of	ACE	exposure	
despite	higher	prevalence	of	poverty…	This	may	not	reflect	a	true	health	advantage	
in	the	population.	There	may	be	unmeasured	factors	that	buffer	children	in	
immigrant	families	from	ACE	exposure,	or	ACE	questions	may	not	capture	the	
adverse	experiences	specific	to	immigrant	families.”68	

	
In	this	chapter,	I	will	recommend	the	addition	of	two	new	ACE	categories	for	the	

ACE	survey	administered	to	teenage	children	a)	experience	of	immigrant	abuse	and	b)	

fears	about	family	stability.	In	addition	to	expanding	the	ACE	questionnaire,	I	propose	
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broader	changes	in	the	training	of	young	physicians.	Finally,	I	will	describe	the	limitations	

of	my	thesis	and	future	directions.	

Immigrant	Abuse	

The	CYW	ACEs	survey	asks	if	teens	“have	often	seen	or	heard	violence	in	the	

neighborhood	or	in	your	school	neighborhood”.	Although	this	question	asks	about	

community	violence,	many	undocumented	immigrant	teenagers	who	fled	their	countries	

experienced	trauma	well-beyond	seeing	or	hearing	violence.	As	documented	in	the	

previous	chapter,	community	violence	in	many	home	countries	far	exceeds	violence	in	the	

United	States.	Immigrants	report	extreme	gang	violence	and	seeing	dead	bodies	on	the	

streets	or	hung	from	overpasses.	Boys	in	some	areas	only	have	three	options:	flee	to	the	

United	States,	join	a	gang,	or	suffer	the	consequences	of	refusing	to	join.	53	This	level	of	

gang	intimidation	and	violence	is	unheard	of	in	much	of	the	United	States	and	exceeds	the	

scope	of	the	standard	ACE	questionnaire.	

In	addition	to	the	unusual	levels	of	gang	violence	and	murder	in	the	Northern	

Triangle,	many	immigrants	report	tremendous	adversity	as	they	migrate	to	the	U.S.	Women	

are	obligated	to	surrender	or	sell	their	bodies	for	their	safety.	Kidnappings	of	immigrants	

are	common,	and	perpetrators	refuse	to	release	kidnapped	immigrants	without	ransom.	

Immigration	and	police	officers	in	Mexico	are	often	the	perpetrators	of	violence,	so	in	many	

areas,	no	one	protects	immigrants.	Seeing	cadavers	of	other	fellow	immigrants	along	the	

immigration	trail	is	also	common.		

In	order	to	fully	capture	this	level	of	adversity,	the	ACE	survey	must	expand	to	

include	immigrant	abuse	by	gang	members,	police,	other	fellow	immigrants,	and	detention	

centers.	Many	immigrants	don’t	just	hear	or	see	violence;	they	are	the	direct	victims	of	
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violence.	Practitioners	should	not	only	consider	whether	or	not	immigrants	were	abused	as	

they	moved	to	the	U.S.,	but	also	the	frequency	of	this	abuse.		

Fears	About	Deportation	and	Family	Stability	

	 In	“Comparing	Toxic	Stress	and	Regular	Stress,”	I	discussed	the	physiological	

differences	between	chronic	toxic	stress	and	the	stressors	people	encounter	on	a	day-to-

day	basis.	Children	with	undocumented	parents	fear	for	their	family’s	stability	every	day.58	

This	stressor	affects	their	actions	at	school,	on	the	road,	and	at	the	grocery	store.	Young	

citizen-children	may	fear	deportation,	even	though	they	are	citizens—the	fear	of	

deportation	runs	deep—despite	knowledge	of	citizenship.	Children	without	documentation	

rightfully	fear	deportation	to	a	country	they	may	not	remember.	This	threat	can	also	have	

negative	economic	consequences	on	mixed	status	families;	the	loss	of	a	breadwinner	may	

result	in	other	adults	taking	on	extra	work	and	children	missing	time	for	education.	Arrest,	

detention,	and	deportation	do	not	only	affect	the	nuclear	family,	they	affect	relatives	and	

entire	communities.			

	 There	is	no	true	precedent	for	a	“fear”	ACE,	but	this	fear	is	a	very	real,	credible	

threat.	Therefore,	the	effects	of	fear	of	family	separation	on	adult	health	are	somewhat	

unknown	in	the	context	of	ACEs.	It	is	clear,	however,	that	fear	plays	a	large	role	in	

immigrant	children’s	lives	and	behavior.	More	study	is	needed	to	determine	whether	fear	

of	deportation	and	family	separation	have	physiological	effects	in	adulthood.	Despite	a	lack	

of	research	in	the	medical	field,	this	type	of	fear	has	been	documented	in	the	social	

sciences,	and	it	does	indeed	affect	mental	health.	I	anticipate,	based	on	the	literature,	that	

future	research	will	show	that	fears	about	deportation	and	family	stability	have	negative	

physiological	effects	in	immigrant	children	in	the	short	and	long	term.	
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New	ACE	Questions:	

One	of	the	current	ACE	survey’s	strengths	is	its	length—the	exam	is	relatively	short	and	

easy	to	administer.	Adding	new	questions	to	the	survey	takes	precious	time	away	from	

personal	interaction	between	clinician	and	patient.	Therefore,	the	clinician	should	only	ask	

immigrant-related	ACE	questions	only	if	necessary.	In	order	to	expedite	the	trauma	

screening	process,	I	suggest	an	eleventh	question	to	the	ACE	survey,	which	asks,	“Did	you	

or	your	parents	immigrate	to	the	United	States	due	to	persecution,	violent	conditions,	or	

oppression?”	This	question	is	not	truly	an	ACE	question	but	a	triage	question.	If	an	

individual	answers	this	question	in	the	affirmative,	the	clinician	will	move	to	a	second	set	

of	questions,	which	will	add	to	the	original	ACE	survey	score.	The	second	set	of	questions	

includes:	

1. In	your	home	country,	
a. Did	others	in	your	community,	such	as	gang	members	or	police,	beat	you	

physically?	
b. Did	you	see	anyone	beaten	badly	or	killed?	
c. Did	you	see	any	dead	bodies	of	people	killed	by	violence	(not	accidents)?	

2. When	you	were	traveling	to	get	to	the	U.S.,	were	you	
a. Kidnapped	or	held	for	ransom?	
b. Sexually	assaulted?	
c. Attacked	by	animals?	
d. Starved	or	without	water?	
e. Hit,	shot,	or	otherwise	harmed?	

If	yes,	enter	1.	
3. Were	you	frequently	scared	that	your	parents	would	be	deported,	or	that	your	

family	would	be	separated	due	to	deportation?	
If	yes,	enter	1.		

4. If	you	were	detained	by	immigration,	did	you	feel	mistreated	or	not	given	medical	
attention,	food,	or	water?	
If	yes,	enter	1.	
	

Other	Interpretations	of	Immigrant	Trauma	

	 I	would	be	remiss	if	I	did	not	acknowledge	some	of	the	previous	work	conducted	on	

expanding	the	ACE	survey	for	immigrants.	Flores	&	Salazar	propose	expanding	the	National	



	

	 55	

Survey	of	Children	Health	to	include	immigrant-related	ACE	questions.	69,70	The	National	

Survey	of	Children	Health	(NSCH)	is	a	blended	ACE	survey	that	inquires	about	the	CDC-

Kaiser	ACE	domains	as	well	as	witnessing	neighborhood	violence	and	racial/ethnic	

discrimination.	The	NSCH	is	a	research	and	clinical	tool	also	administered	in	pediatric	

clinics.	

Flores	and	Salazar	recommend	the	addition	of	four	ACE	categories,		

“(1)	ICE	arrests	or	deportations	of	parents	or	guardians,	(2)	being	a	victim	of	or	
witnessing	ICE	arrests	or	raids,	(3)	parent	or	guardian	separation	because	of	
migration,	and	(4)	experiencing	anti-immigrant	discrimination.”68		
	
Their	recommendations	encompass	the	experiences	of	both	citizen-children	and	

undocumented	immigrants;	however,	their	proposal	does	not	include	the	experiences	that	

many	undocumented	immigrants	face	in	their	home	countries.		Flores	&	Salazar	make	

suggestions	about	future	ACE	expansion,	but	they	do	not	present	a	clinical	tool	in	the	form	

of	a	survey	to	be	administered	in	pediatrics	clinics.	In	order	to	apply	their	

recommendations	in	clinical	practice,	I	propose	the	incorporation	of	these	

recommendations	in	the	ACEs	survey.		

Ramifications	of	ACE	expansion	

The	majority	of	current	ACE	research	correlating	childhood	adversity	with	disease	

in	adulthood	is	based	on	a	10-point	ACE	score.	While	this	research	is	a	valuable	tool	for	

clinicians,	it	may	not	fully	capture	adversity	of	immigrants.	In	future	surveys,	ACE	

expansion	may	fine-tune	results	in	order	to	include	the	immigrant	experience.	In	the	

future,	clinicians	will	learn	hopefully	more	about	the	links	between	childhood	adversity	

and	adult	outcomes	in	immigrant	families.	Further	survey-based	research	in	immigrants	

similar	to	the	CDC-Kaiser	study	could	yield	interesting	clinical	findings,	but	it	is	my	
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ultimate	hope	that	those	who	have	the	ability	to	improve	children’s	lives	can	use	an	

expanded	immigrant	questionnaire	to	intervene	more	effectively	in	the	lives	of	immigrant	

children.	

	 According	to	Finkelhor,	negative	ramifications	of	ACE	expansion	are	possible.71		He	

argues	that	nationwide	screenings	of	ACEs	are	premature	until	we	answer	the	following		

“1)	What	are	the	effective	interventions	and	responses	we	need	to	have	in	place	to	
offer	for	positive	ACE	screening,	2)	what	are	the	potential	negative	outcomes	and	
costs	to	screening	that	need	to	be	buffered	in	any	effective	screening	regime,	and	3)	
what	exactly	should	we	be	screening	for?”70	
	

Screening	alone	does	not	correct	public	health	problems.	For	example,	when	data	about	the	

high	prevalence	of	domestic	violence	 in	the	U.S.	was	released,	many	healthcare	providers	

began	to	screen	for	domestic	violence,	but	screening	alone	did	not	reduce	the	prevalence	of	

domestic	 violence	 compared	 to	 control	 groups.70	 Clinicians	 considering	 screening	

vulnerable	 children	 of	 undocumented	 parents	 should	 consider	 this	 lesson	 before	

implementing	 a	 screening	 regime.	 If	 clinicians	 cannot	 provide	 appropriate	 resources	 to	

these	vulnerable	populations,	they	waste	precious	time	with	patients	screening	for	an	issue	

they	cannot	solve.		

	 Future	 research	 should	 weigh	 the	 costs	 and	 benefits	 of	 screening	 to	 determine	

whether	 screening	 is	 appropriate.	 Finkelhor	 argues	 that	 ACE	 screening	 may	 be	

uncomfortable	 for	 both	 patients	 and	 practitioners;	 it	 may	 negatively	 affect	 the	 doctor-

patient	 relationship.70	 Clinicians	 should	 also	 consider	 another	 consequence	 of	 ACE	

screening:	mandatory	 reporting	 laws.	 If	 ACE	 screening	 increases	 child	 welfare	 referrals,	

will	it	improve	the	lives	of	children?	As	researchers	and	clinicians	move	forward	with	ACE	

screening,	they	should	consider	these	consequences.		
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Limitations	

The	ACE	expansion	I	propose	focuses	solely	on	teenagers,	but	people	of	all	ages	are	

affected	by	immigrant	trauma.	I	acknowledge	that	my	proposal	has	limitations;	it	should	be	

expanded	to	include	the	experiences	of	adults	without	children	and	parents.	

Although	the	ACE	expansion	I	propose	focuses	on	teenagers,	I	anticipate	that	an	

expanded	ACE	score	will	be	associated	with	chronic	health	problems	in	adulthood,	such	as	

those	demonstrated	in	the	CDC-Kaiser	survey.4		Today,	using	an	expanded	ACE	score	can	

help	clinicians	find	vulnerable	children	and	intervene	with	social	services.	Tomorrow,	

clinicians	can	help	explain	the	link	between	childhood	adversity	and	adult	health	problems	

to	immigrant	patients	struggling	with	chronic	disease.	Eventually,	I	hope	that	clinicians	will	

tailor	individual	health	plans	toward	individuals,	which	include	both	the	psychological	and	

physiological	aspects	of	chronic	disease.		

ACE	expansion	could	also	stop	the	cycle	of	intergenerational	trauma	by	helping	

parents	recognize	and	intervene	in	the	lives	of	their	young	children.	At	some	pediatricians’	

offices—such	as	The	Children’s	Clinic	in	Portland,	Oregon72—clinical	staff	are	starting	to	

ask	parents	about	their	own	childhood	trauma.	When	clinicians	help	parents	with	high	ACE	

scores	recognize	their	own	childhood	trauma	and	how	that	childhood	adversity	affects	

their	interactions	with	their	children,	they	can	intervene	in	the	ACEs	cycle.72	With	adequate	

training	about	an	expanded	ACE	questionnaire	and	immigrant	experiences,	pediatrics	

offices	may	be	able	to	intervene	more	effectively	to	stop	the	cycle	of	ACEs	in	vulnerable	

immigrant	populations.	
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Future	Directions	in	the	Training	of	Young	Physicians	

	 Medical	school	faculty	should	incorporate	a	trauma-informed	perspective	in	their	

curriculum;	so	medical	students	are	better	equipped	to	provide	care	to	their	patients.	

Physicians	alone	cannot	solve	the	ACEs	problem;	therefore,	an	interdisciplinary	approach	

in	the	delivery	of	trauma-informed	care	must	also	be	taught.	Trauma-informed	care	is	an	

emerging	concept	in	medical	practice,	and	best	practices	have	yet	to	be	established.	

However,	preliminary	findings	suggest	that	trauma-informed	practice	can	improve	

outcomes	by	reducing	use	of	both	the	emergency	room	and	primary	care.73		Practitioners,	

particularly	those	in	the	primary	care	setting,	can	act	as	gatekeepers	for	those	who	have	

experienced	ACEs.	Understandably,	Primary	Care	Providers	(PCPs)	report	unease	when	

discussing	traumatic	experiences	with	their	patients.74	Although	trauma	is	difficult	to	

discuss,	this	discomfort	leads	to	undetected	and	therefore	untreated	trauma-related	

symptoms.	

	There	are	substantial	gaps	in	medical	education	regarding	ACEs;	the	traditional	

medical	school	curriculum	does	not	include	trauma	informed	and	culturally	competent	

practices.75Medical	students	who	underwent	a	six-hour,	trauma-informed	training	report	

gains	including	“knowledge,	recognition,	and	understanding	of	trauma’s	impact;	ability	to	

establish	patient	safety;	and	increased	confidence	and	comfort	to	discuss	trauma	with	

patients.”75	These	students	also	identify	a	lack	of	appropriate	resources	to	adequately	treat	

patients	with	extensive	trauma	histories.	Students	reported	that	asking	about	trauma	

would	be	unwarranted	without	appropriate	mental	health	services,	but	these	mental	health	

services	are	not	traditionally	integrated	in	the	primary	care	model.75		
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As	a	future	Texas	medical	student,	I	am	particularly	interested	in	the	

implementation	of	culturally	competent,	trauma	informed	education	practices.	Informing	

aspiring	doctors	about	the	effects	of	childhood	trauma	early	in	their	education	could	

improve	their	abilities	to	communicate	and	gain	the	trust	of	their	patients.	Implementing	

these	practices	in	Texas	is	particularly	difficult	due	to	the	ethnic,	racial,	and	cultural	

diversity	in	this	state.	The	medical	literature	is	rich	with	strategies	to	deliver	linguistically	

appropriate	and	culturally	competent	care,	but	teaching	these	practices	about	each	identity	

group	in	Texas	is	impossible.	Medical	school	faculty	should	focus	on	teaching	culturally	

competent	care	about	immigrant	families	because	Texas	has	a	long	history	of	immigration.		

Immigrants	across	the	nation	suffer	from	health	inequities	because	immigrants	are	

disproportionately	uninsured,	and	a	large	portion	has	low	incomes.	In	addition,	physicians	

typically	are	not	trained	to	deliver	trauma	informed,	culturally	competent	care	to	

immigrants.	

Maleku	and	Aguirre	describe	a	negative	cycle	of	healthcare	experiences	that	may	

actually	dissuade	immigrants	from	further	seeking	out	healthcare.76	The	lived	experience	

of	many	immigrants	includes	acculturation	stress,	language	barriers,	unique	cultural	norms	

and	values,	and	low	health	literacy.	Without	proper	provider	training,	these	unique	

immigrant	experiences	may	lead	to	dissonance	in	the	patient-provider	relationship.	A	lack	

of	cultural	sensitivity	can	lead	to	feelings	of	disrespect,	discrimination,	and	helplessness.	As	

a	result	of	these	negative	experiences,	immigrants	may	avoid	the	U.S.	health	system,	

depend	on	home	remedies,	or	go	back	to	their	home	country	for	medical	services.	

Ultimately,	this	results	in	alienation	from	the	U.S.	healthcare	system	and	health	disparities	

in	immigrant	populations.76	
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An	expansion	of	the	ACEs	survey	and	teaching	about	this	expansion	in	medical	

school	is	a	good	start	to	ending	the	cycle	of	immigrant	health	disparities.	Ideally,	medical	

student	comprehension	of	the	immigrant	experience	will	begin	to	reverse	these	disparities.		

Compassionate	patient-provider	relationships,	respect	for	diversity,	and	understanding	

immigrant	adversity	empower	immigrant	patients.	When	immigrants	and	their	

experiences	are	respected,	they	are	more	comfortable	seeking	out	help	in	the	U.S.	

healthcare	system.76		

Conclusion	

	 Almost	two-thirds	of	respondents	to	the	original	ACE	survey	reported	at	least	one	

form	of	childhood	adversity.4	The	magnitude	of	the	ACEs	problem	currently	overwhelms	

the	educational,	healthcare,	and	criminal	justice	systems.	Significant	change	is	necessary	

for	the	success	of	future	health	promotion	programs,	and	indeed	significant	change	is	

underway	in	many	areas	of	the	country.	Schools,	home	visitation	programs	for	new	

parents,	and	pediatric	clinics	are	at	the	forefront	of	implementing	trauma-informed	care	in	

order	to	intervene	in	the	cycle	of	trauma.	

	 Nearly	five	and	a	half	million	children	of	undocumented	immigrants,	however,	are	

left	out	of	current	initiatives	because	the	ACE	survey	excludes	their	experiences.	These	

children	are	subjected	to	unique	stressors	that	most	native-born	American	children	do	not	

face:	xenophobia,	racism,	fears	about	family	stability,	economic	instability,	family	

dissolution	due	to	deportation	of	parents,	or	deportation	to	a	“home”	country	they	have	

never	known.	The	ACE	survey	must	expand	to	include	these	experiences	so	that	clinicians	

can	intervene	in	the	lives	of	these	children.	
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