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Who Are Unaccompanied Minors (UMs)?
Asylum-seeking unaccompanied minors (UMs) are immigrant youth who crossed the United
States (U.S.) border without a legal guardian. A UM can be defined as “a child who has no
lawful immigration status in the U.S.; has not attained 18 years of age; and, with respect to
whom, there is no parent or legal guardian in the U.S., or no parent or legal guardian in the
U.S. available to provide care and physical custody” (U.S. Department of Health and Human
Services, 2020a).
THE NORTHERN TRIANGLE
Over 400,000 UMs have crossed the U.S.
border since 2003 (Office of Refugee
Resettlement, 2020a), predominately coming
from an area known as the “Northern Triangle”
comprised of Guatemala, Honduras, and El
GUATEMALA
HONDURAS
Salvador (Office of Refugee Resettlement,
2020b). Since 2012, the number of UMs seeking
asylum has grown dramatically. In 2019, a record
EL SALVADOR
number of UMs (69,488) were referred to the
Office of Refugee Resettlement, the office responsible for the care of UMs under the U.S.
Department of Health and Human Services with the Administration for Children & Families
(U.S. Department of Health and Human Services, 2020b).

For the purposes of this toolkit, we use the abbreviation “UM” to describe asylum-seeking
former unaccompanied immigrant children. We believe that UM is a non-dehumanizing and
non-othering term. We use the term “minor” because the children are under the age of 18.
In FY 2019, 84% of UMs who crossed the border were 13 years or older, while only 16% of
UMs were under the age of 13 (Office of Refugee Resettlement, 2020c). Although there is
overlap in care, this Toolkit does not specifically address needs of unaccompanied refugee
children who entered the U.S. with legal immigration status. The term caregiver is used
throughout this toolkit to describe the caregiver living now in the U.S. with the UM, this
caregiver can be a biological parent or a family member that is sponsoring the UM.

Why a Toolkit
Specifically
Focused on
Care of UMs?
Tens of thousands of immigrant children
come to the U.S. annually (US Customs
and Border Protection, 2020), but the
majority arrive with their parents or
close family members. Although UMs
are similar to non-UM immigrant children
in many ways, UMs have inherently
unique needs. UMs are specifically
marginalized because of their age,
their separation from parents and
relatives in their home countries, the
hazardous journeys they undergo by
fleeing their countries and crossing into
the U.S. alone, and their adjustment
to living in a new culture with parents
or guardians who did not raise them
(Office of Refugee Resettlement, 2020c).
Due to their complicated histories and
living situations, many UMs struggle with
their past histories of trauma, new U.S.
families, and new culture.
We hope that our toolkit will (1) raise
awareness about UMs among medical
and mental healthcare providers,
(2) help address needs of UMs and
their families, and (3) help provide
adequate healthcare to UMs living in
the U.S.
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What is the Journey for UMs?
Leaving their country: UMs make the difficult decision to leave their families in their home
countries, predominately from the “Northern Triangle”, to travel primarily by foot over
thousands of miles to the southwestern border of the U.S. As shown in Figure 1, there
are several predominate routes from the Northern Triangle through Mexico that UMs and
other Central American immigrants take to the U.S. UMs in 2019 and 2020 arrived in larger
numbers to El Paso and Rio Grande in Texas, as compared to other U.S. Border processing
centers (see Table 1). With around 76,000 UMs having encounters with U.S. Customs and
Border Protection in 2019 and around 30,000 in 2020, due to political laws on reducing
immigration to the U.S. UMs come to the U.S. because a successful journey is often their
last hope to reunite with family, avoid death by violence (especially gang violence), to
escape extreme poverty or abuse, to flee political oppression, to find work to support
their families, or to access education (Jani, 2017).
FIGURE 1
Predominate routes from the Northern Triangle through Mexico to the U.S.

Common Migrant Routes from Northern Triangle through Mexico
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TABLE 1
Unaccompanied minors, Encounters by Sector
Region

FY 2019

Big Bend

FY 2020

779

526

Del Rio

3,621

2,199

El Centro

2,688

1,607

El Paso

16,159

4,835

Laredo

2,521

2,641

Rio Grande

34,523

10,258

San Diego

3,335

1,855

Tucson

5,105

5,949

Yuma

7,289

687

76,020

30,557

BORDER TOTAL

Note. From U.S. Customs and Border Protection, 2020, U.S. Border Patrol Southwest Border Apprehensions
by Sector Fiscal Year 2019 & 2020, Southwest Border Unaccompanied Children (0-17 yrs. old) Encounters,

https://www.cbp.gov/newsroom/stats/sw-border-migration/usbp-sw-border-apprehensions-fy2020

Arriving in the U.S.: After UMs cross
the border, they are predominately
apprehended, detained by U.S. Customs
and Border Patrol for up to 72 hours,
and subsequently transferred to shelters
throughout the U.S. (Congressional
Research Service, 2019). Under the Flores
Settlement, a 1997 court settlement
agreement, shelters are required to provide
food, clothing, education, medical services,
and case managers for UMs who are
working towards unification or reunification
with a vetted guardian who can act as
a sponsor during the UM’s immigration
legal proceedings (Byrne & Miller, 2012;
Human Rights First, 2018). Sponsors are
often biological parents that are here in
the U.S., legal guardians, or other adult
family members who go through a vetting
process to sponsor and care for the UM
(Office of Refugee Resettlement, 2020d).
The average stay for UMs in a shelter
during 2020 has been 152 days, mostly
dependent on the time needed for the

UM to find a vetted guardianas many
sponsors don’t often have legal and are
at risk of being detained (Administration
for Children & Families, 2020). The
length of these stays has been steadily
increasing, with the average length of stay
just 66 days in 2019 (Office of Refugee
Resettlement, 2020b). Once released from
the shelter, UMs move into temporary
placement with a vetted guardian for the
duration of their immigration hearings.
Unfortunately, many UMs suffer significant
culture shock after coming to the United
States: Many UMs (1) have not had access
to consistent schooling, (2) have been
living on their own without parents or
structure, (3) have left their social support
structure of friends and family back home,
and (4) have significant physical and/
or mental health issues, while some (5)
only speak a native language, making
communication in English or even Spanish
very difficult (Terrio, 2015).
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Who Are We?
We are the Bridge UM team funded by the Robert Wood Johnson Foundation as part of
the Clinical Scholars program. Our team is dedicated to solving the wicked problem of
inadequate access, provision, and use of mental health services for UMs in the greater
Houston community. The Bridge UM team consists of:
• J
 ohanna Creswell Báez, PhD, LCSW,
Social Worker at Columbia University
School of Social Work
• Nohemi Garcia, LMFT, LPC, Licensed
Marriage and Family Therapist and
Licensed Professional Counselor
at Baylor College of Medicine
• Adriana Gutierrez, MA, LPC-S, Licensed
Professional Counselor and Supervisor
at Yes to Youth

• S
 anghamitra M. Misra, MD, Pediatrician
and Medical Director of Texas Children’s
Mobile Clinic Program and Associate
Professor of Pediatrics at Baylor College
of Medicine
• Padma Swamy, MD, MPH, Pediatrician at
Texas Children’s Mobile Clinic Program
and Assistant Professor of Pediatrics at
Baylor College of Medicine

Pictured from left to right:
Johanna Creswell Báez, PhD, LCSW;
Nohemi Garcia, LMFT, LPC;
Adriana Gutierrez, MA, LPC-S; and
Sanghamitra M. Misra, MD.
Not pictured: Padma Swamy, MD, MPH.

Funding
Clinical Scholars, a national leadership program for experienced health care
providers supported by the Robert Wood Johnson Foundation, provided funding
for this research and toolkit. Working in teams of members from diverse disciplines,
Clinical Scholars receive funding for projects addressing complex health problems
while extending their influence and impact as professionals and trusted members
of communities. The views expressed here do not necessarily reflect the views of
the Foundation.
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How Can I Provide the
Best Care Possible to UMs?
The vast majority of healthcare providers
work in busy settings, bear many responsibilities,
and have limited time in the workday. This Toolkit
offers simple recommendations that providers
can use to optimally care for and insure the wellbeing of UMs.

Our recommendations are informed
by interviews and focus groups with
UMs, their caregivers, healthcare
providers, mental health providers,
and community leaders.

Identifying and Connecting with UMs
Healthcare providers who work in settings with predominately immigrant populations likely
care for UMs. However, many providers may not know which of their patients are former
UMs. A provider needs to first work on building trust and understanding with the UM and their
family. After creating a framework of trust and understanding, providers can ask about their
immigration history and/or legal stressors. Providers should be thoughtful and considerate in
asking questions involving immigration history by considering their own intent and the impact
on the UM and their family, as care must be taken not to re-traumatize. Providers can support
trust by asking strengths based questions, such as asking them about their country and
culture. Further, providers need to consider what information is important to document so that
the UM’s legal status and well-being can be protected.

Framing Interview Questions in a Culturally Relevant and Trauma
Responsive Manner is Imperative

1. 
Conduct the interview in the

family’s preferred language.
Translation services should be
used if a clinic team member is
not fluent in the family’s preferred
language.

2. 
Use simple language and closed

ended questions requiring yes/
no answers to help families with
limited literacy and awareness of
health issues.

3. Use normalizing statements (e.g.,

“We ask all our patients/clients and
their families these questions”) to
help alleviate UM or caregiver fear

4. 
Be transparent about reasons for asking

questions (e.g., using statements such
as “We want to understand the patient/
client so we can address all of his or her
physical and mental health needs”) as a
way to create a framework of trust. And,
be transparent about the process (e.g.,
we will talk about x, y, z. If you are not
comfortable about y, we can take a break
and come back to it.)

5. 
Explain that the UM and family members

have the choice to not answer a question
and can decline to participate, which
emphasizes their individual voices and
ability to choose.

Once a UM is identified, it is imperative that trust be established early between the
UM, the caregiver, and the provider. Techniques for building trust and promoting
best care for UMs are discussed in detail in the Best Practices for Providers.
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Research Overview: Data Gathering
This Toolkit reports qualitative data collected from UMs, their caregivers, clinical providers
(healthcare and mental healthcare providers such as social workers and counselors), and
community leaders. We examined the primary themes identified from six focus groups
and two interviews to better understand the lived experiences of UMs in the context of
their complex mental health, medical, and social needs.

Our research priority is to promote social justice by raising awareness
and understanding of this marginalized population of UMs living in the U.S.
Our team interviewed
6 former UMs (ages
12-17), 8 Caregivers of
UMs, and 22 community
providers who care for
UMs in Houston, Texas.

We used a qualitative case study approach with an action
research design. Action research focuses on solutions to issues
that require immediate attention, explores ways of improving
practice, and emphasizes empowerment with a focus on social
change in conjunction with community members (Ivankova,
2015).

Action research includes a plan of action with cycles of development and implementation
(Stringer, 2014). We began by conducting a community needs assessment to understand
the needs of UMs. We then developed a list of Best Practices for Providers based on
their words. Lastly, we will use our Best Practices for Providers and this Toolkit to provide
training and support to providers working with UMs.

Research Steps:
• Interview questions were developed with feedback provided by community members.
• A
 pproval was obtained from the Baylor College of Medicine Institutional Review Board (IRB)
Protocol # H-44160.
• Data were collected in Houston, TX from April 2019 through November 2019.
• S
 ix focus groups and two interviews were conducted with UMs, their caregivers, clinical
providers (healthcare and mental healthcare providers such as social workers and counselors),
and community leaders. Interviewers were in pairs, with one native Spanish speaker in each pair.
• D
 ata were collected from six former UMs (ages 12-17), 8 Caregivers of UMs, and
22 community providers who care for UMs.
• P
 articipants were asked about the needs and challenges of UMs, how UMs have felt about living
in the U.S., how UMs are managing stress, and which services UMs are using in the community.
• A
 udio-recorded qualitative data were transcribed verbatim, translated to English when
necessary, and analyzed using the qualitative data analysis software, MAXQDA.
• T
 he data were analyzed and grouped into categories of information (codes) and then grouped into
broader perspectives (themes).
• A
 ccuracy of themes was checked with community members from a coalition group
supporting UMs.
• Best Practices for Providers was developed from the themes to support UMs.
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Joys and Challenges
of Working with UMs
In our interviews and focus groups, the 22 providers were vocal about the joys and
challenges they experience working with this marginalized population. The providers were
employees of federally funded health centers, schools, agencies, shelters, and medical
clinics with between 1-10 years of experience working with UMs. Many identified with these
youth personally, with one participant stating, “My parents were immigrants and I saw
them struggle...that is why I am interested in working with UMs.” Providers consistently
noted the UMs’ great resilience and how meaningful their work was to support these
youths while emphasizing the following joys and challenges in working with UMs:

JOYS

CHALLENGES

• B
 eing able to provide care to kids
who otherwise don’t have good
access to care
• Youth are very grateful, even for
small things
• Youth are tough, resilient
• Seeing small accomplishments
feels rewarding

• U
 Ms are children having to navigate
systems with little to no support for
everything, including basic needs,
schools, etc.
• UMs have culture shock and difficulty
adapting to new culture
• Lack of accessibility to health and mental
health services
• Lack of admin support in providing for
the many needs of UMs

OF WORKING WITH UMS

“  

 t the end of the day, we’re sitting in
A
a room with kids who traveled 1,600
miles on their own. I mean talk about
scrappy and resourceful and resilient,
right?

– Provider

“  


Despite
the fact they have been through
a lot, they are very charismatic.
They are very respectful. They have
very good values. That has been my
experience, and I love talking to them
because I always learn something from
them.

OF WORKING WITH UMS

“  
“  

It’s just always, always crisis.

– Provider

I t’s just the sense that immigrants
aren’t welcome...It’s just a pervasive
anxiety. It just feels like you’re being
slowly smothered by the uncertainty of
the future. Then, yeah, a lot of living in
the moment ‘cause you don’t know what
the next moment will be.

– Provider

– Provider
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Overview
The following are seven
key themes for better
understanding the lived
experiences of UMs in the
context of their complex
mental health, medical, and
social needs.
These themes come directly
from the voices of UMs, their
caregivers, clinical providers
(mental health clinicians,
social workers, doctors, etc.),
and community leaders.
Each theme will be described
in further detail alongside
quotes in hope that their
words will help community
providers better support UMs.
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UNDERSTANDING
THE LIVED
EXPERIENCES
OF UMS

Key Themes

1

The “Growing
Phase” of Normal
Teen Behavior

2

While navigating their
immigration journey, UMs
are also facing the normal
developmental changes that
occur with adolescence.

3
5

UMs Need
“Everything”
As one provider put it, the
biggest need for UMs in the
community is “everything”
and safety is the “umbrella”
under which all of these other
needs fall.

Caregivers Carry
Guilt: “We Want
to Give Them a
Better Life”
Caregivers expressed guilt
about not always being able to
give everything to their UM. The
caregivers were also worried
about their UMs’ safety and
adjustment in a new country.

7

UMs Experience
Discrimination
and Are Labeled
a “Bad One”
UMs experience discrimination
and racism that adversely affects
them, especially at school, where
some caregivers noted their child
had been labeled the “bad one.”

4

Legal Support Comes
Before Health

6

Financial Worries
and Sacrifices for
a Better Future

Legal issues were a significant
source of stress for UMs and
need to be attended to before
mental and physical health
needs can be addressed.

 oth UMs and caregivers
B
expressed worry about
not having enough money.
Caregivers discussed going to
great lengths to make a better
future possible for their UMs.

UMs’ Needs
are Unique
Each UM is unique and it
is important to explore the
complex intersection of factors
impacting UM well-being.
Caregivers and UMs noted the
influences of acculturation and
feelings of being trapped.
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The “Growing Phase”
of Normal Teen Behavior

KEY THEME

1

Adolescence, a transitional period between childhood and adulthood, is characterized by
“development of health, competence and capacity” (Shlafer et al., 2014). In addition to
dealing with all the changes of adolescence from autonomy to purpose, UMs have the
additional stress of adapting to life in a new culture and developing new relationships
with caregivers.
UMs undergo the typical adolescent development relationship stages starting from early
(11-14 years) where changes occur in relationships with parents and friends, middle (15-17
years) where more focus is placed on peer groups and beginning romantic relationships,
and late (18-22 years) where more intimate relationships develop. Along with these social
changes in relationships and cognitive development, youth and UMs typically experience
a range of distance and interest in their own culture and traditions as they begin to
understand their own identity separate from their caregivers, friends, and the intersection
of their multiple identities (Hutchinson, 2019).
A majority of UMs are adolescents, with Office of Refugee Resettlement data from FY
2019 showing that 72% of UMs were above the age of 14 (Administration for Children
& Families, 2020). For many UMs, their adolescent development is on hold as they
navigate the immigration process (Sleijpen et al., 2017). As community providers, you can
support resiliency during this vital time by understanding the UM’s stage of adolescent
development and providing support. As one caregiver said, “But they don’t think like us,
they are teenagers, right?”

EARLY ADOLESCENCE
Early adolescence is characterized by physical
growth and development (Hutchinson, 2019). At
this stage, minors tend to have concrete thought
processes that are often black or white, such as
by describing situations as good or bad. One
youth shared that their experience in the shelter
was “horrible”:
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Interviewer:

What was your experience
in the shelters?

Youth:

Horrible

Interviewer:

Why?

Youth:

Because they gave us food
without salt

MIDDLE ADOLESCENCE
Middle adolescence is characterized by the want for independence (Hutchinson, 2019).
This independence can often lead to increased arguments between the caregiver and
teens. The caregivers shared how their UMs had wants that they could not always meet
and that sometimes their UMs would get “rebellious.” As providers, you can share with
caregivers what to expect during middle adolescence and guide them on how to balance
supervision and autonomy.

“  

 hey are in the growing phase, which is
T
also a problem.

– Caregiver

“  

 hey want everything. The children want
T
everything.

– Caregiver

Also at this stage, UMs may start to spend less time with family and more time with
friends, becoming more susceptible to peer pressure and more concerned with
appearance (Hutchinson, 2019). Middle adolescence is a period of autonomy where some
adolescents might be reluctant to share how they feel or when they have a problem,
especially when living with a new caregiver as demonstrated by the youth below.
Interviewer:

When you have a problem, who do you talk to?

Youth:

No one

As middle adolescence is characterized by a desire for independence, teens often
experience the need for privacy. Newly arrived UMs who are adjusting to living with new
caregivers may desire privacy not only from their adult caregivers, but from other children
and adolescents living in the house as well.

“  

My sister is always annoying me. That’s why I lock myself in the closet.

– Youth

LATE ADOLESCENCE
Late adolescence is characterized by a
period where the youth has a greater sense
of individuality and focus on the future
(Hutchinson, 2019). For example, one UM
teen recognized the contribution of their
caregiver and wanted to contribute as an
individual:

“  

 hey pay a lot of bills, and I would like
T
to contribute too, but I can’t, I can’t
afford it. And that’s what I think about,
because they aren’t able to help me a
lot, because they work too. That’s what
I think about if I were to get sick or
something.

These older teenagers also tend to be
capable of thinking abstractly and gauging
risk. This UM teen recognized the need to
learn the rules before learning to drive:

“  

I said to my mom, ‘Before you teach me
to drive, explain to me the rules so that I
can know a little bit.’

– Youth

– Youth
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UMs Experience Discrimination
and Are Labeled a “Bad One”

KEY THEME

2

Caregivers shared their concerns regarding discrimination and its impact on UMs.
Discrimination is a significant barrier to accessing care for many immigrants (Hacker et al.,
2015). UMs and Caregivers noted that they faced discrimination in schools, and caregivers
encouraged their UMs to address this discrimination. Self-advocacy was promoted, with one
caregiver telling her UM to “grab your phone and record them” when faced with an instance
of discrimination. With many immigrants fearing deportation and the effects of stigmatization,
self-advocacy is a way to navigate ongoing bias and discrimination (Olukotun et al., 2020).
Even though UMs experience discrimination from non-UMs, several UMs and caregivers
noted that they engage in discrimination. The historical impact of colonialism has resulted
in colorism, or discrimination against darker skin, anti-Blackness and anti-Indigeneity, which
especially impacts Afro-Latino populations and is still perpetuated today (Haywood, 2016).
Recognizing and addressing both anti-Black racism, anti-Indigeneity, and colorism is needed
to create a just and equitable society. Providers need to take an active stand against all forms
of discrimination, specifically anti-Black racism, in their work with UMs and their families.
Providers can hold this deep injustice and talk with children and providers about antiracist actions to create equity between racialized ethnic groups. Discussions can include
topics of power, anti-Black racism, white supremacy, colonialism, and colorism to raise
awareness and to [bold this] take action to overturn unjust discrimination.
DISCRIMINATION AND UMS
All participants noted that UMs experience discrimination and racism that adversely
affects them, especially in schools, where some caregivers noted that their child has been
discriminated against:

“  

I n my case, I work at a school in Las Americas. I can see how there are children from other
countries who behave rudely, and bad towards Hispanics, such as us. I think the children
know this and they say, “No, [but] that is why I don’t want to go.[school]

– Caregiver

When asked about living in the United States, one UM said that she experienced other
people as racist:

“  

I don’t like people…Because they are very racist.

– Youth

With regard to this discrimination, many caregivers said that their UMs don’t want to
attend school because of negative experiences with both school staff/administrators and
other students. Many caregivers discussed ways they were teaching their children to take
action when experiencing discrimination, or were taking action themselves:

“  
“  

 he [a UM) said that they called her a b****, and a Latina and I don’t know what else. I told her,
S
‘Don’t talk back to them,’ I said, ‘Grab your phone and record them so you can show the school
what they are doing.’ That is what she did. She found out about all this [discrimination].

– Caregiver

I tell her [the principal], ‘The truth is you only notice what you want,’ that is what I told the
principal, and since then, they have not called me again.

– Caregiver
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Even though UMs and caregivers themselves are a marginalized and targeted population,
they also expressed mistrust toward racial groups and racism toward Black people.. It is
clear that this is rooted in colonialism and anti-Black racism that has long unfortunate roots
in countries that were colonized with unjust standards of white supremacy.

“  

I also see that my children like school, but sometimes there is so much discrimination in
those schools, from other cultures, other races, and all that. Especially from those—from
Blacks, there are children who are bad, and it is incredible what they are capable of.

– Caregiver

Some youth also noted similar fears towards Black people:
Interviewer:

When you left the shelter and first went to your house, what were you feeling?
What were you thinking?

Youth:

I wanted to go to Honduras too.

Interviewer:

Yes. I imagine that it felt strange. For many of you, it felt a little strange.

Youth:

I was scared because there were a lot of Black people.

Interviewer:

—and why did “Black people” worry you?

Youth:

Because they like to fight.

LABELED AS A “BAD ONE”
Caregivers noted that at school their children are often labeled as the “bad one.” Many
caregivers were worried about their children being labeled as bad in the school. The caregivers
were worried about how their children were being treated in school and noted that UMs were
often blamed for misbehavior. Caregivers talked about their UMs being bullied and how the
UMs were worried about repercussions due to their ongoing legal proceedings.

“  

 here was a time when he was accused
T
of misbehaving and it wasn’t him, it
was that they kept harassing him.

– Caregiver

“  

‘Why do you always blame her and only
her about things?’ I said. ‘Other kids do
it as well, and you only blame her. Only
her...just because she is not from here’

– Caregiver

Two caregivers talked about their pain and frustration at feeling that their children are
singled out and viewed as a “bad child” at school:
Caregiver 1:

But this is why we are saying, that if they already did something wrong, then they
are going to single them out, even if they speak up—

Caregiver 2:

Yes, from then on, they focus on them.

Caregiver 1:

—they don’t pay attention to what they say because they say, “No, you are a bad child.”

Caregiver 2:

It’s you.

Caregiver 1:

You are the bad one, and you are the one who causes the most problem.

15

KEY THEME

3

UMs Need “Everything”

In the United States there are clear concerns about the adequacy of care and resettlement
resources such as education, health, and social services that are provided to UMs released
to family or legal guardians while their asylum and immigration cases are considered in
court (Menjívar & Perreira, 2019). Further, the needs of UMs differ from other Latinx and
immigrant populations because of their unique mental health, education, social, and legal
needs (Evans, Diebold, and Calvo, 2018). UMs, caregivers, and providers all stated that the
biggest need for unaccompanied minors in the community is “everything” and that safety
is the “umbrella” under which all other needs fall.
Many UMs show great resilience in the face of substantial past and present adversities
(Hodes & Vostanis, 2019). Data have shown that children being held in immigration
detention experience high levels of mental health distress and have often experienced
stress and trauma before migration, during migration, and after immigration (MacLean et
al., 2019). Providers and caregivers noted that “mental health is very important,” but also
acknowledged that many UMs are not getting this support for many reasons, including
services not being “culturally appropriate or in a real-world setting where people can
receive services in a more normalized way.”
BASIC NEEDS
UMs talked about needing money, legal support,
medical care, food, transportation, and assistance
learning English. One youth said,

“  

I worry about certain things sometimes, about my
health, food. All of that, the rent. The money I earn isn’t
enough, so I worry.

– Youth

Similarly, caregivers said that the biggest needs
for unaccompanied minors living with them were
medical, dental, mental health, safety, and access to
food. One aunt put it clearly:

“  

 y niece needs medical attention, also dental work.
M
In that regard, yes, I need help with her, because I
don’t have a job. The only one who has a job is my
husband. We always need help because it’s not easy
here. Here it’s really expensive. Dental work is very
expensive. Medical attention is really expensive,
everything…so we always need help.

– Caregiver

“  

I t takes too long to get an appointment and
because of the cost.

– Caregiver
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Providers also noted the
overwhelming number of needs
faced by UMs:

“  

 asic needs I see as unmet
B
needs a lot; food, clothing, baby
items, and transportation. Any
need you can think of, I come
upon; housing.

– Provider

Providers were also concerned
about UMs and their families having
access to healthcare, including
medical, dental, and mental health
services:

“  

I feel like medical needs are
higher, as well as mental
health.

– Provider

SAFETY IS IMPORTANT
Providers emphasized that safety is the number-one priority for UMs and that safety is the
“umbrella” under which all other needs fall:

“  

 afety is number one, so I find—most UMs don’t need help with shelter until safety becomes an
S
issue, until they’re no longer welcome in the home, something has happened in the home, and
then it’s a really urgent basic need…they’re released with a plan in place, but then it breaks
down.

– Provider

Caregivers also talked about safety and how many unaccompanied minors lacked adequate
safety in their countries of origin, with the desire for safety being their reason for immigrating:

“  

That is the reason why we bring our children here: we are afraid for them.

– Caregiver

Further, it is important that providers are alert to any concerns for the UMs safety in their
household or with their caregivers. It is important to note that UMs have greater risks for
exploitation and human trafficking through the process of migration (Fong & Cardoso,
2010). Providers can ask UMs if they feel safe and complete ongoing safety assessments to
protect UMs.

ACCESS TO MENTAL HEALTH
Providers and caregivers noted
how hard it is to access mental
health services and that many
youths are not using them as
much as is needed. However,
parents and caregivers agree
there is a need for mental health
support. As one parent said:

“  

I t [mental health] is important.
It’s very important. I think so. For
me, it’s very important. Imagine
the conditions that he arrived in,
although nothing happened on the
way here, one suffers. He was very
skinny and very depressed those
first days.

– Caregiver

Both caregivers and providers talked about how mental health services were difficult to
access even though they are available:

“  

I also think there are services available, but they’re not necessarily culturally appropriate
or in a real-world setting where people can receive services in a more normalized way

– Provider
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Legal Support
Comes Before Health

KEY THEME

4

In the United States, immigration courts are characterized as civil courts (not criminal
courts). Due to this distinction, the U.S. government is not required to provide attorneys
for UMs to aid them through immigration proceedings. To support UMs through this
process, nonprofit and governmental organizations provide pro bono legal services
to UMs. Although there are available resources, up to 90% of UMs face deportation
proceedings without an attorney (NCSL, 2020).
Data traced back to 2004 demonstrate that UMs are more successful in proceedings if
they have the help of an attorney. For example, in 2014, 12% of UMs who had an attorney
were deported, while more than 80% of UMs who did not have an attorney were deported
(TRAC, 2020).
Because of the incredible stress surrounding immigration proceedings and the UMs’
vital hope that they have a successful outcome, UMs and their caregivers experience
significant anxiety and worry regarding these proceedings and accessing pro bono legal
services. For youth, this concern can result in stress, anxiety, and depression.
To support mental health and address mental health concerns, legal needs must be
addressed. A physician stated that:

“  

 he one that stands out to me the most is legal aid, because for many of these children, they come
T
out of the shelters and there is uncertainty...and this affects how they function day-to-day because
they are living with that uncertainty of not knowing if they are going to stay here legally.

– Provider

Youth require responsive legal support for themselves and their parents/caregivers. One
youth mentioned:

“  

 he lawyer that we have...when my
T
mom calls her, she almost never
answers, so my mom is worried
because I am going to turn 18, and
she doesn’t answer.

– Youth

Youth need trusted legal support
for themselves and their parents/
caregivers. As one community
leader clearly stated:

“  

 e’ve seen that in legal services
W
where we’ve had to really do a
lot of trust building for people to
seek services, like ‘Kids In Need of
Defense.’ Even though these are
free services…there’s fear that
those services aren’t legitimate.

– Provider/Community Leader
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Caregivers Carry Guilt and Worry:
“We Want to Give Them a Better Life”

KEY THEME

5

Even though caregivers feel grateful that their children are now living with them in the U.S.,
they experience guilt about not being able to give their children or relatives everything they
want. Caregivers continue to feel guilt for having left their children in their country of origin
years ago. They want their children to learn from their struggles to have a better life than they
did, with one caregiver noting their sacrifice and current situation with the phrase, “I don’t want
you to end up like me.”
PARENT’S RELATIONSHIP WITH YOUTH: “ONE NEVER WANTS TO LEAVE THEIR CHILDREN.”
Some parents come to the U.S. and leave their children with a family member in their country
of origin with the hope of bringing their child to the U.S. Many parents are optimistic that this
reunion will be soon, however the separation is often much longer and can be up to 10 years.
Many parents remain in constant contact while separated from their children, and are relieved
when UMs arrive to live with them. The adjustment period can be challenging for both the child
and the caregiver, as it can take time to rebuild relationships.. Some children experienced a
sense of abandonment from their caregivers, which caregivers found hurtful. One parent cried
for weeks whenever their child would approach them about their relative who raised them
remaining behind in their home country. The parent said:

“  

 es, they do suffer a lot, and I agree with the part he mentioned about them confronting
Y
us because that happened to me with him. In the beginning, I felt hurt. I cried all night for
a month or a month and a half because he would say to me, “You are not my mother. My
mother is the one who is back in Honduras because she raised me.

– Parent

“  

Several caregivers agreed that leaving their children was a very difficult decision:
 hey are a part of us, so it does hurt a lot, but I talk to him. I tell him, “I am your mother. I
T
am your friend.” I explain, “Yes, I left you behind, but not because I wanted to. As a mother,
one never wants to leave their children.

– Caregiver

CAREGIVERS WORRY ABOUT SAFETY
Caregivers worry about the dangers in their U.S. neighborhoods as many UMs arrive to lowincome neighborhoods where safety continues to be a concern. The caregivers noted that
they wished that there were less dangers for their UMs, as compared to their home countries:

“  
“  

 hey want some chips, or a juice or something, they go and get it themselves, because there
T
is no danger from a car or from someone, and here, it’s different.

– Caregiver

When describing their perceived fears of the dangers in their community and with
strangers, one caregiver said,
I don’t let my children cross the street by themselves, or anything. I am an overprotective
parent. I say— ‘Mommy, but we can go by ourselves. No, you can’t go.’ There are a lot of crazy
people out in the street. I get scared. I don’t let them.

– Caregiver
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KEY THEME

Financial Worries and
Sacrifices for a Better Future

6

Most studies on unaccompanied minors (UMs) have focused on their legal struggles,
health, and mental health, and fail to include the hardships faced by caregivers living in
the US with their UMs (Roth & Grace, 2015). UM caregivers, like any other parent, desire
a safe environment in which their youths can pursue happiness and life fulfillment. These
caregivers make the immense sacrifice of coming to the United States first and often bring
their children afterwards.
Immigrants often love their home countries, but leave due to violence and/or financial
issues (Berte, 2015). There is a wide range of feelings associated with their home country
from pride, joy, nostalgia to sadness and anger. However, when their children arrive in the
US, familial and financial struggles surge. One caregiver said, “We want to give them a
better life, but when we get here, it is not what we wanted.”
FINANCIAL WORRIES
The UMs and their caregivers talked about their financial stressors, declaring that “We
need help.” Caregivers want to be able to give children what they need and want, and
even when they try the best as they can, it is often still not enough. These financial
struggles exist because individuals are not being paid living wages. Many sponsors are
undocumented and many work under the table getting paid only in cash and well below
what they should be getting paid.
One caregiver talked about their struggles
to provide:

“  

 ometimes they want everything,
S
and we cannot give it to them,
because there is not enough.

– Caregiver

One caregiver contemplated going back
to their home country and said,

“  

 ife in the United States is not easy
L
for me. Sometimes I tell myself, ‘What
am I doing here? I am going back,’ but
there is nothing over there for me yet,
so how am I supposed to go back?

– Caregiver

The realization of not having enough
money was evident with one caregiver,
who said:

“  

I t is not easy here. You may be making
400 a week, but you have to pay your
bus fare, and this, and that, and when
you realize you don’t have enough to
buy a hamburger or something for
them…That is what you have to chew
and swallow.

– Caregiver

Some caregivers become even more
stressed when a major health issue arises
in the family. One caregiver said,

“  

 ere it’s really expensive. Dental
H
work is very expensive. Medical
attention is really expensive,
everything. In addition, I don’t have a
job, so we always need help. We need
help.

– Caregiver
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WORKING TO SACRIFICE FOR A BETTER LIFE:
“I DON’T WANT YOU TO END UP LIKE ME.”
Caregivers struggle in the workplace can include balancing childcare, low-paying jobs,
long hours, and/or discrimination. Parents want their sacrifices to have been worthwhile
and meaningful to their families. However, some children resent their parents for working
so much and still not having enough money to buy them what they want or to spend time
with them. One caregiver talked about her struggles with finding a job:

“  
“  

I have to work, and I don’t work, how do I do it? What do I do? I explain this to her…Who is
going to buy your socks and shoes?

– Caregiver

Caregivers talked about their sacrifices and encouraged their children to go to school so
they wouldn’t end up doing physical work, with one caregiver saying:
 y daughter asks why I work and work and work so much, and what I am doing here, just
M
working…Only to get by.

– Caregiver

Sometimes caregivers push their children because they want UMs to be more financially
successful than them. There may be pressure on UMs to succeed because of the
expectation that they take care of elders:

“  

 n Saturday and Sunday, when the
O
bosses don’t go in, I take my girls so
they can see what kind of work I do. I
tell them, “Do you want to do what Mom
does? Go to school, and pay attention
and don’t listen to what others say. Go to
school, because I don’t want you to end
up like me, working out in the sun.

– Caregiver

“  

I say to my child, ‘Come with me so you
can see how Mommy works, so you can
get an idea and decide you want to go to
school, instead.’ That’s what I tell her.

– Caregiver
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KEY THEME

UMs’ Needs Are Unique

7

Caregivers, providers, and youth all identified different levels of adjustment and
acculturation to their new environments. The youth’s ability to adapt is shaped “by their
own changing competencies in areas such as biological sensitivity to the environment
(e.g., propensity for risk-taking at school), social–emotional self-regulation (e.g., curbing
impulsive behavior when faced with discrimination), and temperamental tendencies”
(Suárez-Orozco et al., 2018). Providers should recognize that each UM is unique and
explore the complex interplay of acculturation, trauma, adolescent development, and
other factors in their work with UMs.

ACCULTURATION IS A CONCERN
Youth identified needing to know the language as well as understanding social rules in
their new culture as key factors in adjusting to the United States:

“  
“  

 here are differences in how we communicate. Maybe for you, it could be a bad word but for
T
us, it isn’t, because sometimes at school they take the words we say as bad words and they
aren’t.

– Youth

Learn the basics, study English...learn the rules here

– Youth

In thinking about giving advice to a friend who had just arrived to the U.S., the
youth continued to stress the importance of learning English and making the most
of opportunities:
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Youth 1:

Learn how to socialize.

Youth 2:

Learn English.

Interviewer:

Learn English, socialize.

Youth 3:

To make the most of the opportunities.

Interviewer:

For example? What opportunities?

Interviewee 4:

Like study, because if you don’t graduate, you won’t get a good job.

CAREGIVERS AND UMS NOTED THAT THEY
FELT “ENCERRADO” OR TRAPPED AT HOME
Caregivers also noted the significant differences in living style between Central American
countries and the United States as one of many adjustments facing youths. Several caregivers
and UMs noted that they felt encerrados, or trapped at home, in the US compared to their
home countries. Several caregivers mentioned their worries about their children’s isolation: As
compared to their home countries, UMs in the United States might be living in a city for the
first time and experiencing a loss of green space, open spaces, or rural areas. Many UMs might
also be experiencing a loss of community and knowing their neighbors.

“  

 here is more freedom over there. For example, say, on the weekend, they go out, they play
T
outdoors, or they hang out on the street.

– Caregiver

Youth also identified the differences in lifestyle compared to Central America as an
adjustment of moving to the United States. The youth noted that they were bored and
often had to stay inside, which did not support them in exploring their new culture:

“  

It’s so boring being in the United States

– Youth

UMS ARE RESILIENT

“  

We are always inside

– Youth

Caregivers identified the emotional support
provided in their homes, as primary factor
in youth adapting to their new environment.
Caregivers noted that with love and time that
the youth began to feel comfortable:

“  

 hen she arrived, she felt something like,
W
different—like everything was new...But from
there, she adapted to how we live...now she feels
comfortable here.

– Caregiver

Providers identified children’s previous history
of trauma, the stressors of their current home
lives, and the children’s motives for coming to
the United States as factors in their ability to
adapt to their new environment:

“  
“  

I think it has a lot to do with their circumstance like
their home life, whether they had some trauma,
there, here, en route.

– Provider

I think their success here has a lot to do with that family support and developing that
relationship, and the time that the parent that’s already here—the family that’s already here—
puts into developing that relationship with the kids.

– Provider
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Best Practices for Providers:
Supporting Unaccompanied Minors
The Best Practices for Providers are recommendations for how to best support UMs.
Building trust and understanding each UM’s unique situation is an essential framework to
build on as you consider action steps that meet the needs of UMs and their families. This
guide is intended as a dynamic and flexible tool that recognizes the need to meet UMs and
their families where they are.
These practices are based on what UMs, caregivers, providers, and community leaders
find important and useful when caring for former UMs. The first section is a framework
for developing a relationship with UMs and their families, and the second section contains
action steps to take with UMs and their families.
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Best Practices
for Providers
Supporting UMs

FRAMEWORK TO DEVELOP A RELATIONSHIP
WITH UMS AND THEIR FAMILIES

Building trust
with UMs

• M
 ake a connection and take a genuine
interest in UM/family
• P
 ersonalize the approach to the
dynamic needs of the UM and family
• A
 sk about the family’s culture to guide
work/interventions

Understanding
UMs:

• Each UM’s situation is unique
• U
 Ms feel uncertainty about the future
and are living moment to moment
• UMs are worried about deportation
• Everything is a challenge
• U
 Ms need support in general (food,
housing, medical, legal, language,
mental health)
• U
 Ms are experiencing racism and
xenophobia

25

Best Practices
for Providers
Supporting UMs

ACTION STEPS TO TAKE
ASKING ABOUT IMMIGRATION HISTORY:
• S
 tart where the UM/family is and go slow when needed
• Be cautious about asking too many questions, without first developing a relationship and
understanding of trust
• Use strengths-based questions and ask questions within your scope of practice (e.g., mental health
workers who have trauma training asking about trauma)
• Ask basic questions to understand pre, during, and post migration strengths and areas of
concern
• Note areas of trauma, acculturation, and social support
• Listen for resilience

EMPOWERING UMS AND THEIR FAMILIES BY ADDRESSING THEIR SOCIAL NEEDS:
•
•
•
•
•

 et training and understand resources and services for UMs
G
Provide information on community services (specifically legal services)
Inform families about how to advocate for their rights
Support students and families in navigating schools
Note that families can feel overwhelmed by too much information

ADDRESSING PHYSICAL AND MENTAL HEALTH NEEDS OF UMS:
•
•
•
•
•

 sk about access to physical and mental health services
A
Inquire about family readiness to use physical and mental health services
Provide resources for physical and mental health services
Facilitate the UM/family’s connection to services
Provide psycho-education on trauma and trauma responses, to normalize mental health services
ADDRESSING SYSTEMATIC ISSUES THAT AFFECT UMS:

• Take a stance against racism and injustice
• Support policy/systemic change to address racism and xenophobia

ENSURING WELLNESS OF THOSE WORKING WITH UMS AND THEIR FAMILIES:
• P
 ractice self-care
• Get involved in networks for support and knowledge
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Conclusion and Hope
We hope this toolkit will

1. Raise awareness about UMs among medical and mental
healthcare providers

2. Help address the needs of UMs and their families
3. Help provide adequate healthcare to UMs living in the US
Providers are key to helping UMs navigate healthcare in the
US, providing culturally relevant and trauma responsive care.
Supporting these marginalized children in our communities is
a humanitarian issue. The majority of these children stay here
in the US, with those who have legal representation in court
proceedings staying here in greater numbers (Roth & Grace,
2015). These children are part of our community and deserve
high-quality healthcare. As one UM said, “I want to do many
great things because, in my country, I was just trying to survive.”

Please pass along this resource to others who are
helping UMs and their families so that the issues
faced by this vital group can be better addressed.
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