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Investigations of the impact of ad-

verse childhood experiences (ACEs)

on health outcomes have been of ma-

jor public health importance in the past

several decades. The original studies of

ACEs were monumental because they

unveiled that seemingly common

family-level childhood stressors (e.g.,

maltreatment, family dysfunction) af-

fected individuals’ health throughout

their lifetime.1 Individuals who experi-

ence ACEs, which are stressful and po-

tentially traumatic experiences during

childhood, are more likely to engage in

substance use2,3 and suffer from the

main leading causes of death (e.g., car-

diovascular and respiratory diseases,

cancer).4 However, a major limitation of

the original ACE studies was that parti-

cipants were mostly White, middle-

income, highly educated adults.5 Thus,

although public health interventions

have been developed to target ACE

prevention and detection, these were

developed while the experiences of a

substantial portion of the population

were neglected. In addition, assess-

ments of community-level stressors

that particularly affect racially/ethnically

minoritized and economically diverse

populations, many of which are rooted

in structural racism and discrimina-

tion,6 remain excluded from this work.

We argue that it is imperative to ex-

pand the conceptualization and assess-

ment of adversity in substance use

research, as exposure to both family-

and community-related ACEs (e.g., com-

munity violence, discrimination) increases

the risk of alcohol and drug misuse,

which is causally associated with disease,

disability, and early death. We posit that

increasing the number of studies focused

on examining the ways community-level

adversities affect substance use risk is

crucial in health equity research, as

community-level adversities dispropor-

tionately affect individuals of color and

those of low-income backgrounds.

ADVERSITIES ROOTED IN
STRUCTURAL RACISM
AND DISCRIMINATION

To elucidate pathways affecting the

health of minoritized communities, it is

necessary to expand our understanding

of what constitutes adversities, and how

we measure them. The Philadelphia

ACEs Study was launched with the goal

of identifying childhood adversities par-

ticularly salient to racially/ethnically and

socioeconomically diverse participants

residing in urban settings.5 Results from

the study showed that, among this pop-

ulation, certain adversities were de-

scribed as being more salient stressors

than those traditionally captured in

most ACE studies7 (herein referred to

as “traditional ACEs”). For example, pa-

rental separation was deemed a less

salient stressor during childhood than

community violence and economic

hardships.7 These “expanded ACEs”

include experiencing poverty, discrimi-

nation, bullying, community violence,

migration-related stressors, and foster

care involvement.7,8 Expanded ACEs are

mainly community-level stressors and

differ from traditional ACEs, which focus

on family-level adversities (e.g., abuse

and neglect, household dysfunction).8

Subsequent studies on expanded ACEs

have been conducted, including sec-

ondary data analysis of a prospective

longitudinal study that followed a major-

ity low-income Black cohort. Twenty

percent of this cohort only endorsed

expanded ACEs,9 meaning that had

they been surveyed for traditional ACEs

only, they would have been incorrectly

assessed as not exposed to ACEs.

Expanded ACEs reflect stressors that

are fundamentally caused by structural

racism and structural violence and play

out in policies and practices that per-

petually marginalize communities of

color.6,10 Many expanded ACEs, such as

living in an unsafe neighborhood or

experiencing poverty, represent experi-

ences that are concentrated in particu-

lar geographic areas, whereas others,

such as experiencing racism or the
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deportation of a family member, are

predominantly experienced by indivi-

duals from racially/ethnically minori-

tized groups. The conceptualization of

these ACEs cannot be separated from

the social environment or from the

intergenerational impacts of segrega-

tion, historical trauma, and racial trau-

ma.6 Fundamental cause theory

demonstrates how socioeconomic sta-

tus and racism are persistent and en-

during causes of health inequities, even

though the specific mechanisms linking

these fundamental causes with health

outcomes can change over time.11–13

These two fundamental causes can

work in concert (e.g., structural racism

causes socioeconomic inequality) but

also separately (e.g., racial inequalities

in health outcomes persist even when

socioeconomic status is held equal

between two groups). Williams et al.13

highlighted how racism operates to

affect health via structural factors, includ-

ing residential segregation, concentrated

poverty, disproportionate incarceration,

and anti-immigrant policies; these in turn

result in the disproportionate impact of

toxic stress on children of color over the

lifespan.14 Studying how racism and in-

equality shape exposure to traditional

and expanded ACEs, and how these in

turn affect substance use outcomes,

therefore requires conceptual and

methodological attention to analytic

approaches that model complexity, dy-

namic change over time, and interac-

tions between individuals and their

environment.

EXPANDED ADVERSITIES
AND THEIR ROLE IN
SUBSTANCE USE

Racial/ethnic disparities in substance

use have been previously documented,

but research on why and how these

disparities exist in the first place remains

underdeveloped.15 The ACE literature

has established that experiencing

traditional ACEs increases the risk of

developing substance use disorders in

adulthood (for a review, see Leza et al.3).

Theoretical frameworks linking ACEs and

health outcomes throughout the lifetime

posit that exposure to ACEs can lead to

impairments in socioemotional, cogni-

tive, and biological domains.16 There-

fore, individuals with these disruptions

in development can adopt health-risk

behaviors, such as substance use, to

cope with stress, which then places

them at higher risk for disease, disability,

and early death.17 Given that expanded

ACEs are rooted in structural racism and

discrimination, substance use may be a

major mechanism linking ACEs and poor

health in racially/ethnically minoritized

individuals.

Research on traditional ACEs and sub-

stance use consistently finds that indivi-

duals exposed to traditional ACEs are

more likely to engage in alcohol and

drug misuse, and develop a substance

use disorder.3 However, investigations

into racial/ethnic differences in the as-

sociation between traditional ACEs

and substance use have yielded mixed

findings. For instance, although the as-

sociation between traditional ACEs and

alcohol use was weakest for White

respondents compared with racially/

ethnically minoritized individuals, the

relation between traditional ACEs and

illicit drug use was significant only for

White and Asian/Pacific Islander respon-

dents.18,19 This type of nuanced finding

points to the possibility that the behav-

ioral risks associated with traditional

ACEs vary among racially/ethnically di-

verse groups, and it merits additional

attention.

It is plausible that other risk patterns

specific to racial/ethnic subgroups will

emerge as studies examining expand-

ed ACEs increase. For example, Latinx

youths experiencing the expanded ACE

of deportation–migration stressors had

higher odds of alcohol use than those

who did not experience them.20 Re-

search suggests that, in addition to

being differentially affected by ACEs,

certain groups are also disproportion-

ately exposed to them. Black youths

were more likely to experience expand-

ed ACEs, whereas White youths were

more likely to report traditional ACEs.21

Researchers have also found that

males are more likely to experience ex-

panded ACEs (e.g., community violence)

and females are more likely to experi-

ence traditional ACEs, although these

findings are not specific to race/

ethnicity.5,9 Thus, an intersectional ap-

proach, such as one that examines

ways in which individuals with multiple

marginalized and minoritized identities

experience ACEs, is needed but

remains underdeveloped.

Most studies have not explicitly

examined ways traditional ACEs differ-

entially affect racially/ethnically minori-

tized groups. Further, no studies to our

knowledge have studied racial/ethnic

differences in studies focused on ex-

panded ACEs and substance use, but

expanded ACEs have been associated

with health risks such as substance mis-

use and a history of sexually transmitted

infections.7 Moving forward, we need to

incorporate both traditional and ex-

panded ACEs into studies that are ade-

quately powered to assess differential

levels of risk for population subgroups.

By doing so, we will gain a deeper un-

derstanding of risk and resilience path-

ways for racially/ethnically minoritized

groups that move beyond those narrow-

ly defined by traditional ACEs models,

which were derived from the experi-

ences of White and middle-income
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participant samples. If certain ACEs are

related to substance use for some

racial/ethnic groups and not others, it is

imperative to identify which protective

mechanisms are at play to harness

those findings into prevention efforts.

TARGETING
INTERVENTIONS TO
REDUCE DISPARITIES

Although ACEs are assessed via a

checklist and their cumulative scores

are used to estimate health behaviors,

all ACEs do not “weigh” equally. For in-

stance, in traditional ACE studies,

sexual abuse has a stronger weight

than other ACEs in predicting health

outcomes in the general population.22

Elucidating pathways of risk for tradi-

tional and expanded ACEs among

racially/ethnically minoritized indivi-

duals will better allow us to target inter-

ventions aimed at eliminating racial/

ethnic health disparities.

A multilevel conceptualization of

ACEs, including expanded ACEs,

emphasizes the structural and social

determinants of ACEs exposure,23

including income inequality and struc-

tural racism. Moreover, a multilevel

conceptualization also illuminates how

traditional ACEs are related to social

conditions. For example, at the commu-

nity level, financial stress and high rates

of unemployment can increase the like-

lihood an individual is exposed to

adversities within the home. At the na-

tional level, immigration policies and

enforcement practices result in

individual-level trauma that affects the

health of children of immigrant-origin

parents.10 Increased societal aware-

ness of the impact of ACEs has led to a

focus on identifying ACEs in childhood

to provide appropriate interventions

and mitigate the impacts of these

potentially traumatic events. However,

if these efforts are focused only on

individual-level interventions for coping

with trauma, they risk pathologizing

individuals and families without chang-

ing the underlying social conditions

that cause trauma in the first place.

Efforts to address expanded ACEs

should include upstream interventions

at the community and structural

levels—rather than focusing only on

the individual level—to more effectively

address racial/ethnic mental health dis-

parities.24 Disparities-reducing,

evidence-based community interven-

tions range from policies focused on in-

creasing generational wealth11 to

place-based interventions that address

social and environmental conditions by

leveraging community expertise and

cross-sector collaborations.14

Approaches such as these may be par-

ticularly powerful in decreasing expo-

sure to expanded ACEs because they

increase family economic stability and

improve neighborhood conditions. For

example, in a recent cluster random-

ized trial focused on predominantly

Black neighborhoods with high percen-

tages of low-income households, South

et al.25 demonstrated that remediation

of abandoned houses was associated

with reduced weapons violations and

reduced gun assaults in those neigh-

borhoods. For both traditional and

expanded ACEs, an emphasis on

addressing these structural and social

conditions via policies and structural

interventions will have a greater impact

on disparities in ACE exposure than

attempting to mitigate the impact of

these adversities at the individual level.

Given that socioeconomic status and

racism are fundamental causes of

health disparities,12 including dispro-

portionate exposure to expanded ACEs

and their health effects, structural

interventions aimed at reducing socio-

economic inequalities and dismantling

racist policies and practices are neces-

sary to make long-term progress in im-

proving health equity.

CONCLUSION

Investigations into the impact of ACEs

and health outcomes in the past de-

cades have focused on the causal im-

pact of ACEs on disease and early

death—the last two levels of the ACE

conceptual model.17 The expansion of

the ACE framework to include expand-

ed ACEs is a way to address a critical

gap in the original ACE study—namely,

a focus on how social and structural

inequalities further shape adversity. We

urge the field to shift the focus to the

first two levels of the ACE conceptual

model—(1) generational embodiment

and historical trauma and (2) social

conditions and local context17—by

expanding the conceptualization and

assessment of adversities in future sub-

stance use studies. In turn, this knowl-

edge can advance structural and

community-level interventions to pre-

vent ACEs and promote health equity.
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