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Abstract 

Without Country or Kin: How a Fragile Existence Influences Birth Trauma Perception and 

Responses in Mexican Immigrant Mothers 

Ellen Frickberg-Middleton  

Traumatic birth is a term used to describe a wide-range of negative physical and mental 

birthing events and outcomes. An estimated one-third of women perceive mental trauma during 

birth. Aside from deterioration of maternal mental health, the effects of perceived traumatic birth 

can be observed in the entire family. Although research shows the relationship of traumatic birth 

to mental health, the majority has focused on European or European-American women. The 

profound psychological impact of birth trauma has been passed off as common to all women 

without considering culture, race, or context. Little is known about birth trauma experiences of 

Mexican immigrant women. Since Mexican immigrants comprise the largest ethnic-minority 

group in the United States attention to perceived traumatic birth on their health status is clear. 

The purpose of this dissertation research was to describe and understand the impact of a 

perceived traumatic birth, the range of responses produced, and the life course context in which 

it occurs in Latina immigrants from Mexico. 

Although recruitment took place in a low-income community-based health center in 

Fresno, California, most interviews were conducted in the participants’ homes. In addition to 

field observation and photography, twenty-one interviews were conducted with seven Mexican 

immigrant mothers who provided first-person accounts of their perceived traumatic births and 

the life course context in which it occurred. Facilitated by a certified Spanish interpreter, all 

interviews were recorded, transcribed verbatim and analyzed via an iterative grounded theory 

process. 
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The results suggest that, in addition to the birth event, for these Mexican immigrant 

mothers, the process contributing to perceived traumatic birth is embedded in the profound 

adversity of their unique life context. The burden of crossing a militarized border, the fear of 

deportation, and lack of trust, mandates a self-protective silence that obscures both the adversity 

they endure and the resulting maladaptive psychological responses. Consequently, for Mexican 

immigrant mothers, undocumented status, adversity, mistrust, and the self-mandated silence that 

surrounds it, may be major factors affecting not only their perceived traumatic births, but their 

overall health. Findings inform further research, practice, and policy related to the unique needs 

of Mexican immigrant mothers. 
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Chapter 1: Introduction 
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Introduction and Problem Statement 

Traumatic birth is a term used to describe a wide range of negative physical and mental 

birthing events and outcomes, including the birth of an premature or complex needs infant, the 

death of an infant, obstetric emergencies, and near-death events that lead to maternal harm and 

morbidity (Geller, Rosenberg, Cox, & Kilpatrick, 2002). It is estimated that up to 34% of women 

are mentally traumatized by aspects of their birth experience (Olde, van der Hart, Kleber, & van 

Son, 2006; Soet, Brack, & DiIorio, 2003). Maladaptive psychological responses from perceived 

traumatic birth experiences, in addition to being profoundly debilitating for women, can affect 

the physical and emotional health of the infant and the family as a whole (Ayers & Pickering, 

2001; World Health Organization, 2008). Although research has shown a relationship between 

traumatic birth and the mental health of mothers and their families, the majority of this research 

has focused on European or European American women from high income countries. Little is 

known about the perception of or psychological responses to traumatic birth from women of 

diverse cultures (Ayers & Pickering, 2001; World Health Organization, 2008). Furthermore, 

despite the increased risk of perinatal morbidity and mortality, little has been written about the 

psychological sequelae Mexican Latinas may experience (McGurie & Martin, 2007; Whitaker, 

Kavanaugh & Klima, 2010). Finally, since Mexican immigrants comprise the largest ethnic 

minority group in the United States and are projected to continue to account for most of the 

United States’ population growth (Pew Research Center, 2012), attention to perceived traumatic 

birth on health status is vital and the need for research of this large understudied population is 

clear. 
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Purpose of the Study and Specific Aims 

The purpose of the research is to describe and understand the impact of a perceived 

traumatic birth, the range of responses it produces, and the life course context in which it occurs 

in Latina immigrants from Mexico. This will be accomplished by exploring Latinas’ perceptions 

of the events and the influences that shape that perception.  

Specific aims are to:  

1. Characterize the vivid descriptors from their trauma stories and situate the event by 

describing life course circumstances and context that influence perceived traumatic 

birth among Mexican Latina immigrants. 

2. Develop an understanding of the impact and range of responses to perceived 

traumatic birth among Mexican Latina immigrant mothers. 

Thus, the core question of what is the impact of a perceived traumatic birth and the range 

of responses it produces in Latina immigrants from Mexico is embedded in and influenced by 

their life course context.  

Background and Significance 

There is strong evidence that perceived traumatic birth experiences, in addition to being 

profoundly debilitating for women, affect the emotional and physical health of the entire family 

(Ayers & Pickering, 2001; World Health Organization, 2008). Some research shows that Latina 

women are burdened with increased perinatal morbidity and mortality, little is known about their 

perception and response to such events as historically the research on traumatic birth perception 

and sequelae has focused on European or European American women from high income 

countries (Ayers et al., 2008; Guendelman, Thornton,Perez-Cuevas, & Walsh 2015; Healy et al., 

2006; Whitaker, Kavanaugh & Klima, 2010). Scholars argue that research must consider the full 
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range of cultural responses to birth trauma and note that studies of other cultures have been 

lacking (Ayers & Pickering, 2001; Olde et al., 2006; World Health Organization, 2008). What is 

known about the psychological responses to traumatic birth from women of diverse cultures is 

extremely limited. 

Furthermore, in the United States foreign born Mexicans make up the largest ethnic 

minority group with 7.2 million babies born to 4.2 million Mexican immigrants, representing a 

2.5 million increase of Mexican/American babies born from the previous decade (Pew Research 

Center, 2012). Many of these Mexican immigrants are employed as seasonal farm workers in the 

Central Valley of California where this researcher works in a low-income women's health center. 

Observations by this researcher that foreign born Mexicans residing in the United States face a 

unique set of negative life course influences related to the economic need for immigration, 

family separation, poverty, unstable housing, culture, and racism are also supported  in the data 

(McGurie & Martin, 2007; Whitaker et al. 2010). However, little is known about how these 

adverse experiences may affect their perceptions and responses to the birth event. 

Increasing literature shows that contextual and life course factors such as excessive 

stress, poor social support, previous trauma, a history of childhood sexual abuse, intimate partner 

violence, inadequate pain relief in labor, high levels of obstetrical intervention, perception of 

poor care, and/or negative provider attitude may influence perception of traumatic birth (Beck, 

2004a; Creedy, Shochet, & Horsfall, 2000; Felitti et al., 1998; Lu & Halfon, 2003; Rodriguez et 

al., 2008). In addition, it is also known that each woman’s individual perception is also further 

influenced by her historical, cultural, and psychological background (Beck 2004a; Blackburn, 

2008). For example, Beck (2004a) found that births reported as traumatic by mothers were often 
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viewed as routine by clinicians. In fact, she titled her article, “Birth trauma: In the eye of the 

beholder” to make it clear that perception is unique to each woman (Beck 2004a).  

Although not all women who experience a perceived traumatic birth respond in a 

maladaptive way, such a response may seriously impair maternal mental health (Alcorn, 

O'Donovan, Patrick, Creedy, & Devilly, 2010). As stated, deterioration of maternal mental health 

can also affect physical and emotional health of the infant, other children, the family as a whole 

and creates higher health care costs (Ayers & Pickering, 2001; Walker et al. 2003; World Health 

Organization, 2008). Thus, a perceived traumatic birth experience and the psychological 

morbidity it may produce can be profoundly negative for the mother, her family, and the entire 

health care system.   

In addition to post-traumatic stress disorder (PTSD) and postpartum depression, 

maladaptive responses can include birth related postpartum psychosis, bipolar disorder, 

obsessive compulsive disorder (OCD), general anxiety disorder (GAD), dissociative disorders, 

and substance abuse (Ayers & Pickering, 2001; Beck, 2004b; Bennett,  2009a; Kennedy & 

MacDonald, 2002; Knudson-Martin & Silverstein, 2009; Perez Benitez, Zlotnick, Gomez, 

Rendon, & Swanson, 2013; Speisman, Storch, & Abramowitz, 2011). Prevalence and severity of 

these disorders, collectively known as perinatal mood and anxiety disorders (PMAD), varies. For 

example, although postpartum psychosis has a prevalence of only 0.1%-0.2%, symptoms such as 

delusions, impaired contact with reality and the risk of suicide and/or infanticide make the 

disorder profoundly serious to both the mother and her family (Bennett, 2009b; Doucet, Dennis, 

Letourneau, & Blackmore, 2009; Murray, Cooper, & Hipwell, 2003). In contrast, more common 

PMAD disorders such as postpartum depression can affect up to 15% of new mothers. Even 

though most women experience some “blues” that peak about the fifth day postpartum and lessen 
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in the days to follow, depressive symptoms lasting more than two weeks indicates depression 

(APA, 2013; Knudson-Martin & Silverstein, 2009). Although usually less severe than 

postpartum psychosis, postpartum depression can also be a debilitating psychological illness that 

causes severe feelings such as sadness, despair, guilt, anxiety, psychomotor agitation or 

retardation, insomnia or hypersomnia, and thoughts of death or suicide (APA, 2013; Knudson-

Martin & Silverstein, 2009). Furthermore, although PMAD disorders can occur separately, many 

symptoms overlap and some disorders such as depression, PTSD, and substance abuse 

commonly co-occur making individual prevalence difficult to determine. In addition, a 

preexisting psychological morbidity may influence the perception of trauma or exacerbate the 

response. Finally, it is important to note that a trauma experience during birth, regardless of the 

development of a disorder such as PTSD, can negatively impact psychological functioning of the 

mother (Soet et al., 2003). 

Definition of Trauma 

The definition of trauma, both physical and psychological, has undergone considerable 

professional debate. Thus, a concept analysis, and the definition to be used for the study purpose 

is provided. 

When trauma and post-traumatic stress disorder (PTSD) were first recognized in 1980, 

the Diagnostic and Statistical Manual of Mental Disorders (DSM-III) defined trauma as “an 

event that is outside the range of usual human experience and that would be markedly distressing 

to almost anyone” (APA, 1980). In 1994 the DSM-IV definition was changed to include 

“…threatened death or serious injury, or a threat to the physical integrity of self or others” 

(Turnbull, 1998, p. 90). Consequently, due to the subjective term “threatened,” perceived 

traumatic birth could now be considered as a cause of trauma symptoms and PTSD (Beck, 
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2004b; Soet, Brack, &Dilorio, 2003). Further modification in the DSM-IV-TR (2000) no longer 

required that a stressor or event be directly experienced by including the phrase, “or witnessing 

an event” (p. 463). The DSM-IV-TR from the American Psychiatric Association (2000) defined 

trauma as:  

A direct personal experience of an event that involves actual or threatened death or 

serious injury, or other threat to one’s physical integrity; or witnessing an event that 

involves death, injury, or a threat to the physical integrity of another person, or learning 

about unexpected or violent death, serious harm, or threat of death or injury experienced 

by a family member or other close associate. The person’s response to the event must 

involve intense fear, helplessness, or horror. (p. 463) 

Key modifications to the DSM-IV-TR definition of trauma in the current DSM-V include 

the addition of sexual violence or repeated exposure to details of the event as in vicarious trauma 

and the removal of responses of intense fear, helplessness, or horror because these criteria do not 

predict the development of PTSD (APA, 2000; APA, 2013). Other additions for the diagnosis of 

PTSD center on responses of persistent negative emotional states and/or self-blame, self-

destructive behavior, delayed expression of six or more months, and now include preschool and 

dissociative subtypes (APA, 2013). 

Beck (2004a) defines the concept of birth trauma as “an event occurring during the labor 

and delivery process that involves actual or threatened serious injury or death to the mother or 

her infant” (p. 28). From Beck’s (2004b) definition of “birth trauma” one can gather that she 

speaks of both physical and psychological trauma. However, in some articles the terms traumatic 

birth or acute trauma refer only to psychological trauma (Ayers, 2007; Creedy, Shochet, & 
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Horsfall, 2000; Thompson & Downe, 2008). This discrepancy can lead to concept ambiguity and 

create confusion to research consumers.  

Finally, it is important to note that predetermined criteria do not take into account that 

perceived traumatic birth is relative, influenced by multiple contextual and life course factors, 

and may produce responses that are not easily categorized in diagnostic manuals or measured in 

research. Even if threat or injury is not an issue, many events such as separation, emotional 

abuse, and coercion may still be perceived as traumatic and can cause mental pathology (Briere 

& Scott, 2006). Thus, to provide clarity for the purpose of this study, birth trauma is defined as a 

psychological distress and/or pathology related to a perceived negative birth event or outcome. 

Assumptions of the Study  

The main assumption of the study is that a disadvantaged life context can not only 

negatively affect perception of the birth, but that perception can then increase the risk of physical 

and mental pathology. However, according to Glaser (1998), grounded theory expects the 

researcher to refrain from considering data with preconceived ideas. Thus, although 

philosophical perspectives about the relationship between life stress and pathology were used to 

guide a review of relevant literature and formulate an initial research approach, it was not 

imposed on the data analysis. The data were allowed to speak for themselves and after analysis 

was complete, a philosophical lens was again considered.  

Theoretical and Conceptual Perspectives 

Constructivist Grounded Theory and Symbolic Interactionism 

Grounded theory was the selected approach, and fundamental to any grounded theory 

study is Blumer’s (1969) symbolic interactionism. According to symbolic interactionism, 

meaning arises from social interaction, is modified through an interpretive process, and thus is 
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unique to each person (Blumer, 1969; Glaser, 1992). Formed on the foundation of symbolic 

interactionism, the aim of the inductive grounded theory process is to discover theory that is 

“grounded” in this meaning by structured analysis of qualitative findings (Charmaz, 2006; 

Glaser, 1978). Grounded theory modified by constructionism expands on this by recognizing that 

the results generated via this process are socially constructed between participants, researchers, 

and other forms of data; thus, both the analysis and final theory represent a collective 

interpretation (Charmaz, 2006). Although constructivist grounded theory will provide the needed 

direction to explore the underlying process of perceived traumatic birth in Latina immigrants, it 

has some limitations when considering life course context. 

Allostasis/Allostatic Load  

The body of literature on trauma and post trauma consequences has given little attention 

to the way life course affects perception, response, and potential mental pathology. Lu and 

Halfon (2003) argue that most research has been limited to looking at risk and resilience factors 

during pregnancy while ignoring differential life trajectories before pregnancy. Thus, due to the 

sociopolitical context that drives immigration and the potential negative life course influences 

such as poverty, family separation, and unstable housing, the framework of allostasis/allostatic 

load was employed to further understand the broader contextual influence on the perception of 

trauma. Allostasis/allostatic load theory posits that the brain's perception of chronic stress over 

the course of life creates a cumulative physiological and psychological risk to mental and 

physical health (Seeman, Singer, Rowe, Horwitz, & McEwen, 1997). The entire stress response 

stems from the perception of a negative event, thus perception dictates the response (McEwen, 

1997). However, in addition to vulnerability and maladaptation, the theory of allostasis/allostatic 

load also incorporates resilience via adaptive allostasis. Since this approach innately incorporates 
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stress and resilience from multiple sources, it is applicable to the study of variable and 

disadvantaged contexts, events, and environments (Gröer, 2010). Thus, when applied to Latinas’ 

perception of traumatic birth, the framework of allostasis/allostatic load allows the question to be 

examined from a broader sociopolitical, cultural, and life course context. Immigrant Latinas’ 

perspectives, possibly influenced by chronic life course stress (e.g., family separation, 

immigration, poverty, and unstable housing), may affect their perception and appraisal of the 

current stressor (Johnson, 2011; McEwen, 2003; Raphael & Smolensky, 2008; Squires et al., 

2012). Allostasis/allostatic load theory thus provides insight into cumulative influences of past 

adverse experiences and the adaptive or maladaptive responses in Latina immigrants. This 

framework helped to direct the review of the literature, inform the questions posed, and 

acknowledged how life course and environmental context potentially influence the perception of 

trauma. 

Conclusion and Innovation 

Meaning is derived from social interaction but is influenced by context and the life course 

history that surrounds that interaction (Blumer, 1969). Consequently, grounded theory modified 

by constructionism provided the direction to explore the underlying process of perceived 

traumatic birth, and allostasis/allostatic load theory guided exploration of the broader 

sociopolitical and cultural context that may have influenced the perception of trauma. 

What we know about the serious psychological impact of birth trauma has been passed 

off as common to all women without considering culture, context, race, class, ethnicity, or faith. 

Little is known about the underlying process of perceived traumatic birth in Latina immigrants 

from Mexico or the broader sociopolitical and cultural context that may influence the perception. 

Addressing this critical knowledge gap will increase our understanding of the impact and 
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responses to perceived traumatic birth among Latina immigrants, help identify the unique needs 

of Latina immigrant mothers, and allow providers to furnish care that is sensitive to these needs. 

Furthermore, it has the potential to improve public services and future policy decisions with the 

goal of reducing psychological morbidity of Mexican Latina mothers and their families.  

Organization of Dissertation 

Five chapters are included in this dissertation. This introduction comprises the first 

chapter and establishes the study problem, its significance, theoretical perspectives, and the need 

for the research via key identified gaps. Chapter two consists of a critical review of related 

literature and further identifies discrepancies and gaps. Chapter three describes the study design 

of constructivist grounded theory and the steps of the research method. Chapter four explains the 

results and analysis of the data. Chapter five re-engages the results with related theories and 

literature, explores interpretations, discusses implications, and concludes with suggestions for 

policy, clinical practice, and future research.   
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Chapter 2: Literature Review 
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The aim of this dissertation is to explore the process by which Mexican Latina 

immigrants perceive their birth as traumatic, describe the impact and range of responses this 

perception produces, and describe how their unique life course context influences this 

perception. The intent of this literature chapter is to use the theory of allostasis/allostatic load 

(McEwen, 2012) to organize and guide the critical review of relevant literature, not only related 

to the perception of traumatic birth, but to consider how the unique context of Mexican 

immigrants influences that perception and the resulting response. Thus, in addition to seminal 

and current research related to perceived traumatic birth, allostasis/allostatic load theory 

prompted review of literature relating to the sociopolitical, cultural, and life course context of the 

phenomenon. Positioning the question in the larger sociopolitical and cultural context 

acknowledges how factors such as the economic need for immigration, family separation, 

poverty, unstable housing, racism, and culture influence perception. By framing the question 

thusly, the intent is to create a starting point for research that acknowledges these contextual 

influences. Thus, studies exploring both perceived traumatic birth and the life course context in 

which it occurs are examined in this chapter. 

In preparing for this review, primary sources (original studies), secondary sources 

(review articles, meta-analysis, and meta-synthesis), and non-research sources (theoretical, 

opinion, case studies, and clinical literature) were all searched. A search of the major databases, 

Cumulative Index to Nursing and Allied Health Literature (Cinahl), Psyclit, psycINFO, 

Pubmed/Medline, and Sociofile, was conducted to retrieve English language publications using 

combinations of key words by which relevant studies might be indexed. The key words and 

phrases used for both core and contextual literature  were: “childbirth,” “birth,” “stillbirth,” 

“premature labor,” “premature delivery,” “cesarean,” “depression,” “anxiety,” “general anxiety 
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disorder,” “post partum sexuality,” “perception,” “postpartum,” “posttraumatic stress disorder,” 

“posttraumatic stress response,” “trauma,” “bipolar disorder,” “obsessive compulsive disorder,” 

“dissociative disorder,” “substance abuse,” “psychosis,” “life course stress,” “HPA axis,” “stress 

hormones,” “early life programming,” “genetics,” “epigenetics,” “adverse childhood events,” 

“child abuse,” “childhood sexual abuse,” “domestic violence,” “intimate partner violence,” 

“immigration,” “acculturation,” “racism,” “Latina,” “Mexican,” Hispanic,” “Indigenous,” 

“cultural,” “spiritual,” “discrimination,” “poverty,” “unstable housing,” “low food security,”  

“stress,” “adversity,” “response,” “adaptive,” “plasticity,” “social support,” “resilience,” 

“coping,” “maladaptive,” and “allostasis/allostatic load.” The reviewed articles were then 

narrowed down to keep the focus consistent with the research purpose and keep the information 

manageable. Limitations were acknowledged; however, if the research lacked overall rigor, it 

was excluded.  

A total of sixty-one articles contributed relevant information to the research question of 

the impact of a perceived traumatic birth, the range of responses it produces, and the context in 

which it occurs in Latina immigrants from Mexico. In-depth analysis was completed using 

twenty-nine core articles that looked at both normal and perceived traumatic birth and the 

resulting responses. The remaining thirty-two contextual articles considered life course factors, 

such as immigration and family separation, which may influence the perception of trauma. 

However, before proceeding to the selected articles, resilience and recovery are defined and an 

overview of birth related psychological morbidity is provided. 

Overview of Resilience, Recovery, and Birth Related Psychological Morbidity 

Adversity and stress are an unavoidable and fundamental part of life. As discussed in 

chapter one, responses to stress can result in either adaptive resilience (allostasis) or a 
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maladaptive response (allostatic load) (McEwen, 2000). When exposed to stress, ideally there is 

an adaptive allostatic stress response in which recovery occurs rather quickly; however, 

damaging maladaptive responses can also occur (allostatic load) (McEwen & Seeman, 1998). 

Although birth is normative, unexpected events that are traumatic or perceived as traumatic can 

occur. However, not all women who experience a perceived traumatic birth event exhibit a 

maladaptive psychological response (Alcorn, et al., 2010; Boorman, Devilly, Gamble, Creedy, & 

Fenwick, 2013). The pathology focus of the majority of the literature gives the impression that 

most responses to perceived trauma are maladaptive and/or dysfunctional, when in fact most 

traumatized people respond with healthy coping and resilience (Bonanno, Westphal, & Mancini, 

2011). Thus, the complete range of responses to perceived traumatic birth needs to be explored.  

Resilience to trauma, as defined by Bonanno et al. (2011) is “…an outcome pattern 

following a potentially traumatic event characterized by a stable trajectory of healthy 

psychological functioning” (p. 513). Although there may be minor transient disruptions, they 

generally do not affect daily functioning (Bonanno et al., 2011). Resilience or allostasis, a 

dynamic process of adaptation despite adversity, is the result of a collection of factors; some, like 

personality, that are stable over time and others that are resource dependent and variable 

depending on current and past life context (Bonanno et al., 2011; Ingram & Luxton, 2005; Mc 

Ewen, 2000). Although there is a fair amount of literature on resilience related to trauma, search 

of the major databases produced no articles specifically related to resilience or adaptation after 

traumatic birth or perceived traumatic birth.  

Recovery from trauma as defined by Bonanno et al. (2011) is, “…an outcome pattern 

characterized by elevated symptoms and functional impairment after a potentially traumatic 

event, followed by a gradual return to baseline functioning” (p. 515). Although there may be 
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initial acute distress and moderate to severe symptoms, with time there is recovery from 

symptoms and the person returns to previous healthy functioning (Bonanno et al., 2011). The 

limited studies on treatment and recovery from perceived traumatic birth have shown both 

effective and ineffective results from counseling and noted variable recovery times (Ganble et al. 

2005; Lavender & Walkinshaw, 1998; Small, Lumley, & Toomey, 2006). For example Small, 

Lumley, and Toomey (2006) did not find a single midwife-led debriefing/counseling session to 

improve mental health outcomes after operative birth; however, Gamble et al. (2005) found that 

a three-month follow-up midwife-led counseling intervention after a traumatic birth decreased 

depression, stress, and self-blame.  

As explained in chapter one, maladaptive psychological stress responses and disorders 

that can occur during the perinatal period or following a perceived traumatic birth include: 

depression, post-traumatic stress disorder (PTSD), postpartum psychosis, bipolar disorder, 

obsessive compulsive disorder (OCD), general anxiety disorder (GAD), dissociative disorders, 

and can be co-morbid with substance abuse (Ayers & Pickering, 2001; Beck, 2004b; Bennett, 

2009a; Kennedy & MacDonald, 2002; Knudson-Martin & Silverstein, 2009; Perez Benitez, 

Zlotnick, Gomez, Rendon, & Swanson, 2013; Speisman, Storch, & Abramowitz, 2011). This 

spectrum of disorders is collectively known as perinatal mood and anxiety disorders (PMAD). It 

is also important to note that although disorders can occur separately, many symptoms can 

overlap and some disorders such as depression, PTSD, and substance abuse commonly co-occur. 

Although in depth evaluation of all birth related psychological morbidity literature is beyond the 

scope of this review, brief explanations are presented for background. 

Depressive symptoms during pregnancy and postpartum occur across an continuum with 

most women experiencing “blues” that peak about the fifth day postpartum with lessening in the 
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days to follow (Knudson-Martin & Silverstein, 2009). However, postpartum depression can be a 

debilitating psychological illness that causes profound feelings of sadness, despair, guilt, feelings 

of inadequacy, anxiety, psychomotor agitation or retardation, withdrawal, difficulty 

concentrating, insomnia or hypersomnia, loss of interest, thoughts of death or suicide, that can 

interfere with daily functioning (APA, 2000; APA, 2013; Knudson-Martin & Silverstein, 2009). 

Physical symptoms of depression can include symptoms such as headache, chest pain, and 

fatigue. Affecting up to 15% of mothers, perinatal depression symptoms must last for at least two 

weeks before a diagnosis can be made; however the depression can persist for months (APA, 

2000; APA, 2013; Knudson-Martin & Silverstein, 2009). 

Criteria for the diagnosis of PTSD include a history of exposure to a traumatic event that 

meets specific stipulations and symptoms from each of four symptom clusters: intrusion, 

avoidance, negative alterations in cognitions and mood, and alterations in arousal and reactivity 

(APA, 2013). The sixth criterion concerns duration of symptoms; the seventh assesses 

functioning; and, the eighth criterion clarifies symptoms as not attributable to a substance or co-

occurring medical condition (APA, 2013). Research has estimated perinatal post-traumatic stress 

disorder to occur at rates between 1 and 7 percent (Alcorn, 2010; Ayers and Pickering, 2001; 

Beck, 2004; Creedy, Shochet, & Horsfall, 2000; Czarnoka & Slade, 2000; Olde et al., 2004; 

Soderquist, Wijma, & Wijma, 2006). 

With a prevalence of 0.1%-0.2%, postpartum psychosis is the least common of PMAD 

occurrences; however, the symptoms are profoundly serious to both the mother and her family 

(Doucet, Dennis, Letourneau, & Blackmore, 2009; Murray, Cooper, & Hipwell, 2003). Key 

features of postpartum psychosis are mood disturbances with a rapid vacillation between elation 

and depression, impaired contact with reality as manifested by delusions, hallucinations, and 
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confusion, and an abrupt unforeseen intense onset of symptoms that usually requires 

hospitalization (Doucet et al., 2009; Doucet, Letourneau, & Blackmore, 2012). It is essential to 

note that without treatment 4%-5% of mothers who suffer from postpartum psychosis commit 

suicide and 4% commit infanticide (Bennett, 2009b; Doucet et al., 2012). 

Symptoms of bipolar disorder include profoundly unstable emotional states that occur in 

distinct periods called "mood episodes" (Freeman et al., 2002). The extreme is the manic state, in 

which the person is overjoyed is contrasted to a sad hopeless state of a depressive episode 

(Chaplin & Cole, 2005; Freeman et al. 2002). Psychotic symptoms and explosive irritable moods 

can sometimes be seen which can interfere with daily functioning (Freeman et al., 2002). 

Postpartum psychotic episodes can occur in women with preexisting bipolar disorder or a family 

history of postpartum psychosis (Jones & Craddock, 2001). Freeman et al. (2002) found that 

hormonal fluctuation during pregnancy, birth, and postpartum can cause exacerbation of 

symptoms in women with preexisting bipolar disorder. Furthermore, up to 40% of women with 

bipolar will relapse during postpartum and many women are undiagnosed until after childbirth 

(Freeman et al., 2002). 

Obsessive compulsive disorder (OCD) is an anxiety disorder characterized by obsessive 

thoughts, ideas, or doubts that give rise to anxiety and distress (Speisman, Storch, & 

Abramowitz, 2011). Postpartum mothers with OCD may have distressing thoughts of infant 

harm, infant death, or have constant worry about danger (Speisman et al., 2011). Beck (2002) 

notes that many mothers will be silent about these obsessions because they feel others will not 

understand. The prevalence in the general adult population is 0.6% to 2.0%; however, 25% to 

70% of women report that childbirth, especially a negative birth experience, precipitated the 

development or worsening of OCD symptoms (Speisman et al., 2011). Due to limited research 
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and unreliable retrospective self-reports estimates of perinatal OCD are variable (Speisman et al., 

2011).  

Anxiety disorders in the perinatal period are less studied than depression, but it is 

becoming clear that they are as prevalent as and may be co-morbid with depression (O'Hara et 

al., 2012). Perinatal generalized anxiety disorder (GAD), which is characterized by undue worry 

that is uncontrollable and irrational, has a prevalence rate of about 7% at six months postpartum 

(O'Hara et al., 2012).  

A dissociative experience refers to phenomena of depersonalization, derealization, 

amnesia, out of body experience, and/or altered time perception and body image (Zambaldi, 

Cantilino, Farias, Moraes, & Sougey, 2011). Dissociation, a coping response, is used when a 

painful experience reminds the person of previous trauma or abuse (Ayers, 2007; Burian, 1995; 

Kennedy & MacDonald, 2002). A study done by Zambaldi et al. (2011) found that in a sample of 

328 women, 11.3% experienced significant dissociation during childbirth. 

During pregnancy and postpartum, abuse of substances both legal (tobacco, alcohol) and 

illegal (cocaine, methamphetamine) can affect both mother and baby (Narkowicz, Plotka, 

Polkowska, Biziuk, & Namiesnik, 2013). In addition to preterm labor, miscarriage, abruption, 

and postpartum hemorrhage, the fetal effects in mothers who abuse substances can include fetal 

alcohol syndrome, fetal growth restriction, stillbirth, sudden infant death, and long term 

behavioral problems (Narkowicz et al., 2013; Sithisarn, Granger, & Bada, 2012). Research 

shows substance abuse co-occurs with postpartum depression at a prevalence of about 6.4% 

(Pajulo, Savonlahti, Sourander, Helenius, & Piha, 2001).  
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Influences that Shape both Positive and Negative Perceptions of Birth 

Research articles exploring both negative and positive birth perception are important 

when considering the range of experience and response. Consequently, seven selected articles 

explored general birth perception (Alcorn et al., 2010; Callister, 2004; Czarnocka & Slade, 2000; 

Beck, 1994; Green et al., 1990; Lavender, Walkinshaw, & Walton, 1999; Simkin, 1991) while 

the remainder of the articles focused on perceived traumatic or negative birth experience and the 

resulting responses. These seven articles explored both positive and negative birth perception 

from a normative or general approach. Only one article by Lavender et al. (1999) specifically 

focused on positive birth perception with themes including adequate support from partner, 

family, and staff, being informed, adequate pain relief, and perceived control (both self and 

external control). Surprisingly, Lavender et al. (1999) found women felt the greatest control and 

satisfaction when there was more intervention during the labor and birth. This is at odds with the 

research done by Creedy et al. (2000) and Moyzakitis (2004) who noted increased psychological 

trauma with more obstetrical intervention. However, it is noteworthy that Lavender et al. (1999) 

used a subset of women who had also consented to be in an intervention study; thus, it is 

plausible that selection bias could have influenced the results.  

Beck (1994), exploring temporal experiences of women during normal delivery, found 

that women had alterations in thought process, unclear thinking, and distorted time awareness 

with increased perception of time passage related to increased pain during labor. As discussed 

previously, this type of dissociative behavior may represent a coping response (Kennedy & 

MacDonald, 2002; Zambaldi et al., 2011). It is important to note that past intimate partner 

violence (IPV) or abuse can also prompt coping via dissociation during labor (Burian, 1995; 
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Kennedy & MacDonald, 2002). Carried forward from a past experience of violence or abuse, 

dissociation allows the women to avoid the current emotional and physical pain (Burian, 1995).  

Research on normal birth by Czarnocka and Slade (2000) showed significant levels of 

post-traumatic stress symptoms in 3% of their 264-woman sample. This is consistent with the 

results of the prevalence study done a decade later by Alcorn et al. (2010). Even after controlling 

for pre-existing PTSD and partial PTSD, clinically significant depression, and anxiety, Alcorn et 

al. (2010) found that 3.1% of mothers met full criteria PTSD. Czarnocka and Slade (2000) found 

that the perception of low partner support and control were associated with increased post-

traumatic stress symptoms. 

With a robust sample of 825 women, Green et al. (1990) explored how women’s feelings 

during labor affected psychological outcome. Feeling in control and the need for information 

emerged as recurrent themes which contradicted the article’s cited stereotype that women, 

especially less educated women, wanted professionals to be in charge (Green et al., 1990). In this 

study, women who did not feel in control, either of themselves or of their environment were least 

satisfied, felt less fulfilled, and had decreased emotional well-being (Green et al., 1990). As there 

are several meanings of the word control, Green et al. (1990) offered clarification; however, with 

the exception of Simkin (1991) this was not done with the other reviewed studies that identified 

control as a major theme. The types of control identified in the study by Green and colleagues 

included internal and external locus of control, self-control, and cognitive control. Internal locus 

of control is when individuals believe that they can control events that affect them and is key to 

personal agency and self-efficacy (Bandura, 1998; Green et al., 1990; Rotter, 1966). In contrast, 

external control is when individuals believe that events are controlled by environmental factors 

which they cannot change (Bandura, 1998; Green et al., 1990; Rotter, 1966). Self-control refers 
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to keeping one’s behavior in check, which participants felt was important to self-dignity. 

Cognitive control was defined as the use of a learned conditioned response to reduce pain and 

facilitate labor as with the Lamaze psychoprophylaxis method (Green et al. 1990; Lamaze, 

1958). Green et al. (1990) also acknowledged that with birthing, the word “control” may take on 

other meanings that are difficult to distinguish from one another. For example, in some studies, 

the word control was used interchangeably with decision making, communication, and 

negotiated care (Allen, 1998; Beck 2004b; Lavender et al., 1999). As control appears to be a 

recurrent theme in the majority of the studies reviewed, it would have been helpful for 

researchers to clarify the contextual meaning of the word to the participants.  

Callister (2004) explored the perceptions of both positive and negative narratives with 

culturally diverse mothers and found numerous influences that shaped their perception. Stories 

were collected from women living in Asia, North and Central America, South Africa, 

Scandinavia, the Pacific Islands, and the Middle East with the intent to improve culturally 

competent health care (Callister, 2004). Positive themes included courage, giving life, the power 

of birth, the respect for the capacity to give birth, enhancement of mastery, accomplishment, a 

common bond with other mothers, and a spiritual experience that made the one mother feel 

closer to God. Negative themes included lack of acknowledgement from their partner, intense 

anxiety, and fear. In addition to the cultural and linguistic influences, perspective was shaped by 

life context such as a history of infertility, unrealistic expectations, family stress, difficult 

pregnancy, birth defects, obstetrical emergencies, and family relationships. Women in the 

Callister (2004) study reported that sharing their birth story was both validating and cathartic. 

Simkin (1991) compared short and long term perceptions of a first childbirth to explore 

which factors were associated with satisfaction or dissatisfaction. High levels of satisfaction 
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were associated with feelings of personal accomplishment and control, while less satisfied 

women recalled having little or no control. Interestingly, Simkin (1991) found satisfaction had 

more to do with how women were treated by providers rather than the clinical aspects or level of 

intervention of their labors. In contrast, women with negative feelings recalled uncaring negative 

interactions with providers.  

The above mentioned articles add to the literature review by providing both positive and 

negative perspectives of normal childbirth which offers some balance to the pathology focus of 

much of the research. Satisfaction with labor was related to the amount of perceived internal and 

self-control and dissatisfaction in its absence (Czarnocka & Slade, 2000; Green, 1990; Lavender 

et al., 1999; Simkin, 1999). Although dissociation of time and alteration of thought process was 

seen with normal labors, it was also observed as a coping mechanism for women with a history 

of violence, abuse and perceived birth trauma (Beck, 1994; Burian, 1995; Kennedy & 

MacDonald, 2002: Thomson & Downe, 2008). Cultural and linguistic influences on perception 

were discussed by Callister (2004), of which most were positive themes that expressed a 

reverence to the birth process. In the Czarnocka and Slade (2000) study, 3% of women who 

experienced normal births showed significant levels of post-traumatic stress symptoms, 

supporting the notion that post-traumatic stress can occur with normal deliveries. Finally, Simkin 

(1991) found the level of intervention did not affect satisfaction as much as how women were 

treated by their providers. 

Birth-Related Psychological Stress Responses and Morbidity 

It is estimated that up to a 34% of women are mentally traumatized by aspects of their 

birth experience (Anderson & Logan, 2010; Creedy Shochet, & Horsefall, 2000; Olde, van der 

Hart, Kleber & van Son, 2006; Soet,, Brack, & Dilorio, 2003). Although most women will 
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respond with adaptive resilience, up to 15% can respond with a negative psychological outcome 

or PMAD (Knudson-Martin & Silverstein, 2009).  

The literature analyzed in this section includes articles that specifically explored 

perceived traumatic or negative birth events and the resulting sequelae. For clarity, common 

themes were placed into categories, which included the role of providers and institution, the 

impact on the mother, and the effects on relationships. It is important to note that rarely did the 

themes occur in isolation. On the contrary, theme clusters emerged indicating that perceptions 

can be complex and interdependent. 

Role of Providers and Institutions 

Due to the privileged status of the health-care provider in many cultures, power 

imbalance between patient and provider has historically met little resistance. This unequal 

relationship is maintained at times at the expense of the mother. For example, eight of the studies 

concluded that disempowerment, ignored opinions, provider attitudes, authoritarian decision 

making, and the unequal provider/patient relationship that silenced women contributed to the 

mother’s perceived traumatic birth (Beck, 2004a; Creedy et al., 2000; Elmir, Schmied, Wilkes, & 

Jackson, 2010: Knudsen-Martin & Silverstein, 2009; Sorenson & Tschetter, 2010; Malacrida & 

Boulton 2013; Mercer et al., 2012; Moyzakitis 2004; Thomson & Downe 2008). In addition, 

Sorenson and Tschetter (2010) found that negative provider behavior and disaffirmation were 

correlated with trauma symptoms and depression at six to seven months postpartum. 

Malacrida and Boulton (2013) explored the perspectives of middle class, mostly 

Caucasian women regarding their expectations and choices for birthing and found that despite 

medical and populist claims the women are driving the trend for increased intervention by 

pushing for a painless, controllable experience, 21 of the 22 women interviewed desired an 
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intervention-free birth. However, of the 22 participants, 20 women experienced intervention with 

the majority perceiving that the medical intervention was not a free choice, but a disempowering 

submission to medical authority. Other research showed mixed results with Creedy et al. (2000) 

and Moyzakitis (2004) noting increased psychological trauma with more obstetrical intervention, 

but Lavender et al. (1999) finding women perceiving the greatest control and satisfaction with 

increased intervention. However, it is possible that high intervention care can inadvertently 

increase perceived birth trauma. No literature could be found that explored Latina immigrant’s 

perception of high intervention birth. In addition, most indigenous Mexicans (many who come as 

immigrants to the United States) historically deliver with village midwives and generally never 

see a physician during pregnancy (Loewenberg, 2010). Thus, it is possible Latina immigrants 

may perceive a foreign high tech delivery as traumatic. 

In addition, inconsistencies were noted in birth trauma appraisal between the provider 

and the mother (Beck 2004a). In some cases, the mother’s perception of the birth event as 

traumatic was in conflict with the provider’s perception of the same birth being routine (Beck, 

2004a). Understanding how these discrepancies of perception affects care is limited 

In six of the studies included in this review, women described the need for information, 

communication, and explanations from their providers about the course of labor and the clinical 

interventions (Beck 2004a; Elmir et al. 2010; Lavender et al., 1999; Reynolds, 1997; Soet et al., 

2003; Thompson & Downe, 2008). In fact, Beck (2004a) surmised that better communication 

with the mother might avert the perception of trauma. The need for information and 

communication were interrelated with themes of decision making, agency, and participation in 

their own care. All of these elements emphasized the mother’s need to feel an internal locus 
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control over the situation (Ayers, 2007; Beck, 2004a; Elmir et al. 2010; Mercer, 2012; 

Moyzakitis, 2004; Thompson & Downe, 2008). 

The association between lack of support and poor provider care with trauma perception 

has been noted in previous research (Ayers 2004). Lack of support, care, and someone to 

advocate for the mother at challenging points of the labor are associated with increased anxiety, 

stress, vulnerability, and trauma perception (Anderson & Logan, 2010; Beck 2004a; Moyzakitis, 

2004; Thompson & Downe, 2008). A theme identified by Beck (2004a) “To care for me: was 

that too much to ask” (p. 28) which included thoughts of lack of support, privacy, dignity, 

humane treatment, and feelings of abandonment, left one participant feeling betrayed by the 

institutional system that was supposed to provide care.  

Regrettably, if mental pathology results from perceived traumatic birth, the blame is often 

placed on the mother without acknowledging the responsibility of the provider or institutional 

structure. Kitzinger (1992) suggests that to give a woman a mental illness label following an 

overwhelmingly stressful birth locates the problem away from her providers to a problem with 

the mother’s psyche, especially since medicine’s increased reliance on interventions has been 

done without addressing the psychological impact on the mother. The lack of attention to the 

relationship between power imbalance, institutional structure, and perceived birth trauma 

represents another research gap and an opportunity to look at factors such as empowerment, 

autonomy, and negotiation. 

Impact on the Mother 

Factors that shape perceived traumatic birth rarely occurred alone. On the contrary, the 

reviewed research revealed complex layering of adverse events and factors (allostatic load) that 

when experienced together exceeded the mother’s coping limits. The themes related to perceived 
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traumatic birth and potential responses usually occurred in combinations with much overlap 

lending to the complexity of the phenomenon. For example, Creedy et al. (2000) found that 

mothers who experienced a combination of high intervention, low levels of information, and 

perceived poor care were more likely to develop trauma symptoms than if these factors were 

considered separately. In addition, the combination of authoritarian decision making, being 

ignored, being stripped of dignity, and lack of control tended to result in anxiety, unease, and 

fear (Elmir et al., 2010; Thompson & Downe, 2008). In contrast, the combination of positive 

experiences such as being shown respect, receiving good communication, and the perception of 

control was associated with high levels of satisfaction (Callister, 2004; Green, 1990; Lavender et 

al., 1999; Simkin, 1991). 

Most articles included in this review focused on maladaptive mental and physical 

outcomes that ranged in severity from dissatisfaction about the birth to more serious physical and 

psychological morbidity such as chronic migraines, suicidal ideation, and PTSD. Even years 

after the perceived traumatic birth, Beck (2006) and Ayers (2007) found that for some women, 

certain situations triggered recall of the original event causing emotions so strong that women 

became physically ill. Somatization, expressing mental distress in the form of physical 

symptoms, was found in several studies including clinically significant complaints of headache, 

chest pain, asthma flare ups, digestive complaints, chronic fatigue, sleep disturbances, and sexual 

dysfunction (Allen, 1998; Ayers, 2006; Beck, 2006; Beck 2004b; Knudsen-Martin & Silverstein, 

2009).  

In addition to the study done by Beck (1994) exploring dissociative experiences during 

normal birthing, Ayers (2007) and Thomson and Downe (2008) also found dissociative 

behaviors in women with perceived trauma and post-traumatic stress symptoms. However, in the 
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scientific community there appears to be conflicting opinions about dissociative experiences with 

some scholars claiming it as a disorder and others referring to it as a coping mechanism that must 

be viewed in the actual context of the experience (Burian, 1995; Kennedy & MacDonald, 2002). 

Regardless of the label, research shows significant dissociation occurs in over 11% of births 

(Zambaldi et al., 2011). 

Avoidance of others and situations that reminded women of the perceived trauma, such as 

being with other mothers and babies or returning to the hospital, was associated with increased 

isolation and detachment (Beck, 2006; Elmir et al. 2010; Knudsen-Martin & Silverstein, 2009; 

Moyzakitis 2004). Beck (2006) found that women with chronic distress were re-traumatized and 

experienced heightened levels on anxiety, flashbacks, and panic on the anniversaries of their 

perceived traumatic birth. For example, some women had difficulty celebrating their child’s 

birthday as it created vivid recall of the trauma (Beck, 2006). 

In contrast, participants in five studies reported the validating and healing aspects of birth 

narratives and counseling (Callister, 2004; Gamble et al., 2005; Knudsen-Martin & Silverstein, 

2009; Mercer et al., 2012; Moyzakitis, 2004). The ability to share their experience in a safe, 

responsive, non-judgmental environment allowed women to accept their feelings and adjust their 

views of themselves and the situation (Knudsen-Martin & Silverstein, 2009). A study on the 

effectiveness of counseling after traumatic birth found that at three months postpartum, women 

in the intervention group not only perceived counseling as beneficial, but also reported decreased 

trauma symptoms, self-blame, stress, anxiety, and depression (Gamble et al., 2005). 

However, of all identified themes, the lack of control and being silenced were the most 

recurrent and impactful. In sixteen of the reviewed articles, feelings of lack of control, be it self-

control, locus of control, or cognitive control, was consistently seen in women with decreased 
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emotional well-being and mental pathology (Allen, 1998; Anderson & Logan, 2010; Ayers, 

2007; Beck, 1994; Beck, 2004a; Beck, 2004b; Czarocka & Slade, 2000; Elmir et al., 2010; Green 

et al., 1990; Kennedy & MacDonald, 2002; Knudsen-Martin & Silverstein, 2009; Lavender et 

al., 1999; Mercer et al., 2012; Reynolds, 1997; Soet et al., 2003; Thompson & Downe, 2008). In 

addition, Allen (1999) and Soet et al., (2003) reported that having no control was strongly 

associated with the perception of trauma, especially for mothers who experienced PTSD.  

The process of cultural, social, self, institutional, and/or authoritarian silencing reported 

in seven studies was also noted to have had a negative impact on mental health (Allen, 1998; 

Beck, 2004a; Ayers et al., 2006; Elmir et al., 2010; Knudsen-Martin & Silverstein, 2009; Mercer 

et al., 2012; Soet et al., 2003). Silencing contributed to both perceived traumatic birth and 

perpetuated the resulting mental morbidity. These silencing processes prevented women from 

validating their experiences, caused feelings of incompetence, created isolation, and maintained 

their distress (Allen, 1998; Ayers et al., 2006; Kitzinger, 1992; Knudsen-Martin & Silverstein, 

2009; Mercer et al., 2012). Some women remained silent due to fears of appearing ungrateful, 

having their baby taken away, having their emotions being viewed as trivial or invalid, avoiding 

the stigma of a mental illness label, or being emotionally unable to articulate a negative birth 

experience (Ayers, et al. 2006; Elmir et al., 2010; Kitzinger, 1992; Knudsen-Martin & 

Silverstein, 2009; Mauthner, 1998). Some cultures view social harmony as paramount and thus 

will not speak of their emotional distress or express it in more socially acceptable somatic 

symptoms (Kirmayer, 2001). Moreover, health care providers, family, and friends may 

unknowingly silence mothers whose experiences or responses do not conform to cultural or 

social constructions of motherhood (Creedy et al. 2000; Kitzinger, 1992; Knudsen-Martin & 

Silverstein, 2009). Some women became angry with themselves for acquiescing to medical 
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authority by remaining silent about their concerns and with family and friends who completely 

avoided the topic (Ayers et al. 2006; Beck, 2006; Elmir et al. 2010).  

The impact of perceived traumatic birth in some cases can be clinically diagnosable 

mental pathology such as PTSD (Alcorn et al., 2010). Using the DSM-IV criteria, Soet et al. 

(2003) and Alcorn et al. (2010) found the prevalence of PTSD to be 1.9% to 2.4% of mothers at 

4 to 6 weeks postpartum, but Ayers and Pickering (2001) and Creedy et al. (2000) found a 

slightly higher incidence of 2.8% and 5.6%. However, only Alcorn et al. (2010) controlled for 

preexisting PTSD, depression, and anxiety showing that full criteria PTSD can occur from 

normal childbirth. In the reviewed literature, the mental pathology specifically related to 

perception of traumatic birth included depression, post-traumatic stress response, PTSD, anxiety, 

substance abuse, and symptoms of OCD (Alcorn et al. 2010; Ayers, 2006; Ayers & Pickering, 

2001; Knudsen-Martin & Silverstein, 2009). In addition, Ayers and Pickering (2001) noted 

common co-morbidity of disorders like depression and substance abuse. Less explored is how 

perceived traumatic birth is related to other PMAD disorders like GAD, postpartum psychosis, or 

bipolar disorder. In addition, pre-existing mental pathology or experiences may prompt or 

aggravate the perception of trauma.   

Impact on Relationships   

“His birthday sits as a permanent barrier both in my relationship with my husband and in 

my sense of attachment to my child” (Beck, 2006, p. 387). In addition to the negative impact on 

maternal mental health, effects of perceived trauma can be seen on the infant, other children, 

relationships, and on the family as a whole (Allen, 1998; Ayers et al., 2006; Ayers & Pickering, 

2001, Beck, 2006). Elmir et al. (2010) found perceived traumatic birth to affect family 

relationships in multiple ways, including the mother’s ability to care for her infant, establish a 
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bond, fulfill her role as a mother, be intimate with her partner, or make decisions about future 

pregnancies.  

“I didn’t want to have sex after. I didn’t have sex for 7 years” (Ayers et al., 2006, p. 394). 

After a perceived traumatic birth many women avoided sex because it invoked thoughts of the 

birth, they were fearful of pregnancy, they were depleted emotionally, or they had disdain for 

being touched by their partners (Allen, 1998; Ayers, 2006; Beck, 2004b; Moyzakitis, 2004). 

Although some women blamed their partners or were angry with them for not acknowledging the 

trauma, they also longed for their support and empathy (Allen, 1998; Ayers, 2006; Creedy etal., 

2000). According to Allen (1998), the lack of empathy fostered isolation, leaving women to feel 

they must cope alone. Allen (1998) also found that men reported feeling rejected and were 

frustrated by the loss of intimacy and sexual contact. Several authors noted relationship 

breakdown (Allen, 1998; Ayers et al., 2006; Knudsen-Martin Silverstein, 2009). None of the 

women reported any positive effects on their relationships (Ayers et al., 2006). 

Some women who experienced perceived traumatic birth reported avoidance, rejection, 

or being over-protective towards their babies (Ayers et al., 2006; Ayers, 2007; Beck, 2004b; 

Elmir et al., 2010). Avoidance behaviors and being unable to feel close to their infants affected 

the maternal-child bond, and although for most this eventually gave way to attachment, many felt 

disconnected until the toddler years (Ayers, 2006; Beck, 2004b; Elmir et al., 2010). Even more 

grave were feelings of complete rejection as is expressed by the following quote, ‘‘I can 

remember thinking, you horrible thing, you’ve done this to me, and what are you doing here, you 

evil child’’ (Ayers et al. 2006, p. 395). Aggression, although not a common theme, was present 

and some women reported thoughts of harming their baby with one participant admitting to 

thoughts of strangling her daughter (Ayers et al. 2006). Although most women do not act on 
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these thoughts, it must be remembered that women with postpartum psychosis have committed 

infanticide (Bennett, 2009b; Doucet et al., 2012). 

Elmir et al. (2010) concluded that hyper-vigilance, which can be a symptom of PTSD, 

was one way of compensating for the loss, regaining control and overcoming perceived traumatic 

birth. Hyper-vigilant mothers became preoccupied with safety, potential harm, and were 

unwilling to leave their infant in the care of others (Allen 1998; Ayers et al., 2006). 

Breastfeeding was another behavior employed by some women to overcome their negative birth 

experience. Although some viewed breastfeeding as a way to compensate for a negative birth 

experience and succeed as a mother, others felt their breasts were just one more thing to be 

violated (Elmir et al., 2010).  

Although beyond the scope of this paper to explore in depth, it has been found that 

infants of mothers with poor mental health frequently show impaired cognitive, language, 

physical, and behavioral functioning (Murry, Cooper, & Hipwell, 2003). Furthermore, while 

research exploring the impact of impaired maternal mental health on partners and children has 

been limited, the available literature suggests that the effects far exceed the immediate birth and 

postpartum period and can have long term negative effects on family relationships (Ayers et al. 

2006). 

In summary, estimations that about one third of women and teen mothers perceive mental 

trauma during birth was supported in the literature reviewed in this section (Anderson & Logan, 

2010; Creedy et al., 2000; Olde et al., 2006; Soet et al., 2003). Furthermore, the literature 

revealed a complex layering of adverse interactions and events that prompted the perception of 

trauma and the resulting negative effects on mental health. The most recurrent and impactful 

themes identified were the lack of control and being silenced. Both silencing and perceived lack 
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of control, be it self-control, locus of control, or cognitive control, contributed to perceived 

traumatic birth and decreased emotional well-being. In contrast, respect, good communication, 

the ability to verbalize concerns, and perceived external control was associated with high levels 

of satisfaction (Callister, 2004; Simkin, 1991). 

Finally, although not well explored, inconsistencies of birth trauma appraisal between 

provider and mother were noted, and the profound effects of power imbalance and institutional 

structure on perceived birth trauma were identified. The limited research on the trauma appraisal 

of patient contrasted to the provider appraisal, power imbalance, and institutional structure on 

trauma perception creates an intriguing opportunity for future study. 

Life Course Context and Allostasis/Allostatic Load Theory 

Although the proposed research represents a specific point-in-time view of Latinas’ 

perceived traumatic births, the literature search, framed within the perspective of 

allostasis/allostatic load theory, considers the life course context that influences this perception. 

Thus, in addition to looking at perceived stress during pregnancy, it also acknowledges the 

interaction between factors before pregnancy.  

In most of the reviewed articles, there was inattention to the way life course affects 

perception, response, and potential mental pathology. Lu and Halfon (2003) argue that most 

research is limited to looking at risk and resilience factors during pregnancy while ignoring 

differential life trajectories before pregnancy. Although, some research acknowledges factors 

such as preexisting psychological morbidity, previous traumatic events, socioeconomic status, or 

being un-partnered, most did not and none considered how the cumulative influences of chronic 

exposure to stress over the life course affects perceived traumatic birth (Alcorn et al., 2010; 

Anderson & Logan, 2010; Ayers, 2007; Creedy et al., 2000; Czarocka & Slade, 2000; Soet et al. 
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2003). Although it is impossible to consider all potential factors that may influence perception, 

examining the question from a broader sociopolitical, cultural, and life course context 

acknowledges that perception is the result of multiple complex life course influences. 

Introduced in chapter one, the main assumption of allostasis/allostatic load theory is that 

exposure to life course stress creates a cumulative physiological risk to health (Seeman et al., 

1997). Thus, the theory prompts consideration of previously ignored differential life course 

trajectories creating a more comprehensive view of the influences on perception and response. 

When applied to immigrant Latinas’ perceptions of traumatic birth, the theory prompts the 

question to be examined from a broader sociopolitical, cultural, and life course context. 

However, understanding the effects of the mind-body network of regulation that occurs with 

allostasis/allostatic load is essential to appreciating the effects of cumulative life course factors. 

Consequently, the effects of the stress on the internal milieu via allostasis/allostatic load are 

presented next. 

Perception, Stress, and Internal Milieu 

As explained by allostasis/allostatic load theory, the brain initiates behavioral and 

neuroendocrine responses by determining what is stressful or benign. Influenced by the 

interacting effects of experience, early development, and genetics/epigenetics, it is the brain’s 

perception and mediator responses of the immune, endocrine, and neurologic systems to stress 

that result in either adaptive resilience (allostasis) or a maladaptive response (allostatic load) 

(McEwen, 2006). In addition, the brain’s perception of stress and the response of these systemic 

mediators reflect not only the influence of current negative or positive experiences but possibly 

key cumulative life course factors of experiences (e.g., child abuse, previous trauma,), early 

development (e.g., poor nutrition, poor parenting), and genetic/epigenetic risk (e.g., DNA, 
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methylation, telomere shortening) (McEwen, 2006). Thus, an individual’s current perception and 

response to stress (such as perceived traumatic birth) may be influenced by a cumulative history 

of positive or negative life course factors.  

The brain-directed behavioral and neuroendocrine response is carried out by means of 

alteration in sympathetic and parasympathetic nervous systems and the hypothalamic-pituitary-

adrenal axis (HPA), which controls the stress response by regulation of many body processes, 

including digestion, the immune system, mood and emotions, sexuality, and energy storage and 

expenditure (McEwen, 2006; Ozbay, 2007). Interestingly, the brain not only initiates the 

behavioral and physiological response, but via feedback can be negatively affected by it. It has 

been shown that remodeling of brain structure by altering behavioral and physiological responses 

can occur with the brain’s perception and response to traumatic stress (McEwen, 2006; Weiss, 

2007). This alteration, which can include neuronal damage and hippocampal atrophy, may cause 

impairment of cognitive function and psychopathology such as major depression and PTSD 

(McEwen, 2000; Weiss, 2007). On the other hand, research also shows that new neurons are 

produced in the denate gyrus region of the hippocampus all of adult life which indicates adaptive 

plasticity (McEwen, 1999; Snyder, Soumier, Brewer, Pickel, & Cameron, 2011). Thus, 

hippocampal damage and atrophy may be reversible.  

Genetic differences can also play a role in health. Different alleles, which are alternative 

forms of the same gene, can determine how a person will perceive and respond to different 

events (McEwen, 2006). For example, Caspi et al. (2003) found that individuals with one or two 

copies of the short allele of the 5-HTTLPR exhibited more depressive symptoms, diagnosable 

depression, and suicidality following stressful life events than individuals homozygous for the 

long allele. 
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In addition, cumulative life course stress can also affect gene expression and increase the 

risk of illness via epigenetics. Epigenetics refers to the environmental impact on gene expression 

which is independent of DNA sequence (Stahl, 2009). Epigenetics influences gene expression by 

determining which genes are turned on or off via transcription and translation (Stahl, 2009). A 

study on the effects of early development of rats done by Francis et al. (1999) found the 

nurturing behavior of a mother rat positively impacted her pups’ epigenomes, and the epigenetic 

pattern that was established remained into adulthood. Thus, highly nurtured rat pups tend to grow 

up to be calm adults, while rat pups who receive little nurturing tend to grow up to be anxious. 

Another way experience affects epigenetic gene expression is through telomere shortening. It has 

been shown that telomeres, the protective caps at the ends of chromosomes, become shortened in 

chronically adverse situations, triggering accelerated cell aging and cell vulnerability to cancer 

(Hou,  Zhang, Gawron, & Liu, 2012; Humphreys, Epel, Cooper, Lin, Blackburn, & Lee, 2011). It 

is theorized that epigenetic patterns can also predispose the next generation to a variety of 

illnesses such as preterm labor, certain types of cancers, and cardiovascular disease (Kuzawa & 

Sweet, 2009). 

However, only a handful of the allostasis/allostatic load based studies have considered 

the social, psychological, and cultural effects of allostatic load on health (Kaestner, Pearson, 

Keene, & Geronimus, 2009; Peek et al., 2010; Shannon, et al., 2007; Squires et al., 2012; 

Szanton, et al., 2005; Worthman & Brick, 2008). With the exception of Gröer (2010) who 

applied it to cardiovascular disease in women, the implications of gender on allostasis/allostatic 

load is also an area that has not been well studied. Consequently, the use of allostasis/allostatic 

load to explore the impact of perceived traumatic birth and the range of potential responses in 

immigrant Latina women from Mexico is a novel application of the theory. With that in mind, 
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what is presented next represents a potential theoretical association of historical life course 

factors and genetics/epigenetics on perceived traumatic birth and response. Again, the intent is 

not a comprehensive review of all contextual literature, but to expand scholarly thought by 

considering some examples of life course factors that may shape perception. 

Adverse Childhood Events, Violence, and Abuse 

Studies show that cumulative influences of adversity in childhood and throughout the life 

course are associated with increased physical and psychological morbidity (Felitti et.al, 1998; 

McEwen, 2012). Felitti et al. (1998) showed an additive correlation of adverse childhood events, 

such as abuse, neglect, and parental alcoholism, with increased adult risk of illness and death. In 

a study done by Kitzinger (1992), it was found that half of the women survivors of childhood 

sexual abuse (CSA) were reminded of assault during pelvic exams and childbirth. Although past 

trauma was not considered, Anderson and Logan (2010) found with Latina teens perceived 

traumatic birth was influenced by current partner violence. In addition, immigrant women from 

Mexico who experience IPV face additional stressors of social isolation, entrapment, language 

barriers, immigration issues, and exacerbating cultural factors, which have been shown cause 

high levels of psychological distress (Kelly, 2010; Montalvo-Liendo, 2009; Rodriquez et al., 

2008). According to Kearney (1999), the Latino norm of male dominance and female submission 

continues to promote and perpetuate the abuse. Consequently, for some Latina women, unique 

life course factors and cultural norms increase the risk of abuse and may influence current 

trauma perception. 
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Immigration and Factors that Drive It 

Unique historical life course factors potentially influence perceived traumatic birth 

among Latina immigrants from Mexico. The sociopolitical context that drives immigration, 

family separation, dislocation, and poverty may increase cumulative life course stress and 

negatively influence coping, resilience and perception of trauma. Raphael and Smolensky (2008) 

found that native born Hispanics suffer from disproportionate poverty due to the economic and 

political factors that prompt immigration. One political/economic factor that drives immigration 

is the 1993 North American Free Trade Agreement (NAFTA), which instead of creating jobs 

destroyed the livelihood of many rural Mexican farmers and forced people to immigrate to 

survive (Johnson, 2011; McGuire & Martin, 2007). Thus, for some Latinas the sociopolitical 

economic context that drives immigration may represent a unique negative life course factor that 

can influence perception of a current stressful event. 

Assimilation and Acculturation 

Results on healthy or unhealthy assimilation/acculturation of Latina immigrants from 

Mexico have been mixed. For example, Kaestner et al. (2009) found that repeated or chronic 

physiological adaptation to stressors of racism and socioeconomic inequalities is one cause of the 

unhealthy assimilation of Mexican immigrants over 45 years old. In addition, research by 

Williams, Neighbors, and Jackson (2008) found that racism and discrimination had adverse 

consequences on health with the strongest association with poor mental health. In contrast, 

Franzini and Fernandez-Esquer (2008) found better physical health among the least acculturated 

Mexican immigrants, and Escobar, Nervi, and Garza (2000) found that Mexican immigrants 

were significantly less likely than U.S. born Mexican-Americans to have a lifetime diagnosis of 

depression, OCD, or substance abuse. However, results may have been affected by failure to 
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account for possible cultural variations of expression of mental health problems (Kirmayer 2001; 

Franzini & Fernandez-Esquer 2004), undiagnosed physical or mental pathology due to lack of 

access to health care, or selection bias due to selective migration of healthily individuals 

(Heilemann, Lee, & Kury, 2002). Regardless, the articles reviewed show a complex interaction 

between sociopolitical factors, immigration, acculturation, and racism that although not well 

understood need to be considered. How these factors can influence perceived traumatic birth has 

yet to be studied. 

Cultural, Faith, and Care Disparities in Mexico 

Mexico is a pluricultural society of which 13% of the national population are the original 

inhabitants who have their own indigenous culture, traditions, languages, and beliefs (McGuire 

& Martin, 2007). In addition to Spanish, 62 indigenous languages are recognized and spoken in 

different regions of Mexico (McGuire & Martin, 2007). As a large majority of California 

immigrants are indigenous Mexicans, many of whom are women of childbearing age (Mines, 

Nichols, & Runsten, 2010), it is important to understand their cultural and contextual background 

as these factors may influence their perception of trauma with birthing. 

Although good prenatal care is available in larger cities and more affluent areas of 

Mexico, many indigenous Mexican women from the resource poor rural states of Oaxaca, 

Chiapas, and Guerrero never see a physician during pregnancy due to poor transportation 

infrastructure, lack of medical staff, or cultural and religious upbringing that make them 

distrustful of medicine (Loewenberg, 2010). In addition, poverty makes obtaining nutritious 

foods difficult, resulting in maternal and infant malnutrition with the state of Oaxaca leading the 

country in birth defects due to the lack of folic acid (Loewenberg, 2010). These disparities of 

care translate into an infant mortality rate three times the national average and a maternal 
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mortality rate twice the national average (Loewenberg, 2010). Thus, in addition to their cultural 

and religious beliefs that affect attitudes toward medical care, the stress possibly imposed by 

delivering in foreign U.S. hospital and the life course stress of many immigrant Mexican Latinas 

may shape their perception of birth trauma  

Coping, Resilience, and Adaptation  

Ozbay et al. (2007) found that high levels of social support appear to buffer or protect 

against the full impact of mental and physical illness. The review done by Ozbay et al. (2007) 

noted that even though a genetic predisposition (5-HTT gene) predicted depression in abused 

children, social support decreased their vulnerability. In addition, Elsenbruch et al. (2007) found 

strong social support during pregnancy to be protective and resulted in fewer pregnancy 

complications, especially in the presence of risk factors such as smoking and chronic distress. 

Furthermore, during the perinatal period, emotional support, birth narratives, and a therapeutic 

alliance with providers were all found to promote resilience and adaptation (Callister, 2004; 

Fenwick et al., 2012; Gamble et al., 2005). As no studies were found that addressed coping, 

resilience, adaptation, or the role of social support in Latina immigrants during pregnancy and 

birth, this represents another area of needed research. 

In summary, the contextual literature reviewed, although not directly related to the 

perceived traumatic birth, show that perception can be shaped by both positive and negative life 

course influences and can result in maladaptation or adaptive resiliency (Felitti et.al, 1998; 

McEwen, 2012). Thus, immigrant Latinas’ perspectives, possibly influenced by chronic life 

course stress (e.g., family separation, immigration, and poverty) or other unstudied resiliency 

factors may affect their perception and appraisal of the current stressor (Johnson, 2011; 

McEwen, 2003; Raphael & Smolensky, 2008; Squires et al., 2012). 
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Although it is impossible to consider all potential factors that may influence perception, 

examining the question from a broader sociopolitical, cultural, and life course context 

acknowledges that perception is the result of multiple complex life course influences. In turn, 

this has the potential to affect perceived traumatic birth among Mexican Latina immigrants. 

Thus, how life course influences potentially affect perceived traumatic birth will be explored. 

Current Knowledge  

In addition to providing direction, current knowledge, identified knowledge gaps, and 

inconsistencies in the reviewed literature raised issues to be addressed and provided support for 

the research. Although drawn from different disciplines using an array of research strategies, 

current knowledge from the reviewed literature for the most part drew similar conclusions.   

Although up to 34% of mothers perceive their births as traumatic, the literature indicates 

causes of perceived traumatic birth are multiple and varied; thus, perceived trauma may not be 

caused by the same event in all women (Anderson & Logan, 2010; Creedy et al., 2000; Olde et 

al., 2006, Soet et al. 2003). Given that perception is variable, so too is the response. Although 

most women respond with adaptive resilience, up to 15% respond with a negative psychological 

outcome or PMAD (Knudson-Martin & Silverstein, 2009). However, it is important to note that 

all birth related studies were conducted in high income countries with predominately White 

European or European American women, providing support for the project with immigrant 

Latina women from Mexico. 

General birth perception articles investigated both positive and negative perspectives, 

which provided some balance to the pathology focus of much of the research. Satisfaction with 

labor was related to the amount of perceived external and self-control and dissatisfaction in its 

absence (Czarnocka & Slade, 2000; Green, 1990; Lavender et al., 1999; Simkin, 1999). Also 
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associated with high levels of satisfaction were respect, good communication, and the ability to 

verbalize concerns, (Callister, 2004; Simkin, 1991). Coping via dissociation was noted with 

normal labor, perceived traumatic births, and in women with a history of violence and abuse 

(Beck, 1994; Kennedy & MacDonald, 2002: Thomson & Downe, 2008). Cultural and linguistic 

influences on birth perception noted by Callister (2004) were mostly positive and conveyed a 

reverence for the birth process. Finally, Czarnocka and Slade (2000) found 3% of women who 

experienced normal births also showed significant levels of post-traumatic stress symptoms 

supporting the notion that post-traumatic stress can occur with normal deliveries.  

In contrast, the literature on perceived traumatic birth or negative birth experiences 

consistently showed that the psychological outcomes can be profoundly debilitating and negative 

for women, their partners, and their children. Elmir et al. (2010) found perceived traumatic birth 

to affect family relationships in multiple ways, including the mother’s ability to care for her 

infant, establish a bond, fulfill her role as a mother, be intimate with her partner, or make 

decisions about future pregnancies. Unfortunately, the distress caused by the perception of 

traumatic birth was rarely recognized, acknowledged, or addressed by health care professionals, 

partners, or family. In many cases, women reported the source of the trauma as the 

dehumanizing, authoritarian treatment they received from providers (Beck, 2004a; Beck 2004b; 

Beck & Watson, 2010; Elmir et al., 2010), and paradoxically, it was the providers that placed a 

psychiatric label on mothers without acknowledging their responsibility or that of the 

institutional structure (Kitzinger, 1992).  

In a few of the reviewed articles, the validating and healing effects of birth narratives 

were acknowledged; however, most women were not given the opportunity to discuss their 

feelings or express their concerns (Callister, 2004; Gamble et al., 2005; Kitzinger, 1992; 
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Knudsen-Martin & Silverstein, 2009; Mercer et al., 2012; Moyzakitis, 2004). Exploring the 

effects of chronic distress, Beck (2006) noted certain events, such as their child’s birthday or 

returning to the hospital, triggered recall of the trauma increasing anxiety, flashbacks, panic, 

somatic symptoms, and avoidance.  

The impact of perceived traumatic birth in some cases was shown to be clinically 

diagnosable mental pathology such as depression, post-traumatic stress response, PTSD, anxiety, 

substance abuse, and OCD (Alcorn et al. 2010; Ayers, 2006; Ayers & Pickering, 2001; Knudsen-

Martin & Silverstein, 2009). However, other PMAD disorders related to perceived trauma have 

not been well explored. Finally, it is also important to note that although disorders can occur 

separately, many symptoms can overlap and some disorders such as depression, PTSD, and 

substance abuse commonly co-occur (Ayers & Pickering, 2001; Pajulo et al., 2001). 

The most recurrent and impactful themes identified were the need for control and being 

silenced. Feelings of lack of control, be it self-control, locus of control, or cognitive control, was 

consistently noted in women with decreased emotional well-being and mental pathology (Allen, 

1998; Anderson & Logan, 2010; Ayers, 2007; Beck, 1994; Beck, 2004a; Beck, 2004b; Czarocka 

& Slade, 2000; Elmir et al., 2010; Green et al., 1990; Kennedy & MacDonald, 2002; Knudsen-

Martin & Silverstein, 2009; Lavender et al., 1999; Mercer et al., 2012; Reynolds, 1997; Soet et 

al., 2003; Thompson & Downe, 2008). In addition, the process of cultural, social, self, 

institutional, and/or authoritarian silencing was also noted to have had a negative impact on 

mental health (Allen, 1998; Beck, 2004a; Ayers et al., 2006; Elmir et al., 2010; Knudsen-Martin 

& Silverstein, 2009; Mercer et al., 2012; Soet et al., 2003). Silencing processes prevented women 

from validating their experiences, caused feelings of incompetence, created isolation, and 
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maintained their distress (Allen, 1998; Ayers et al., 2006; Kitzinger, 1992; Knudsen-Martin & 

Silverstein, 2009; Mercer et al., 2012).  

Although the effects of predisposing factors like IPV, CSA, un-partnered status, and 

psychological co-morbidity on perception of traumatic birth have been explored (Anderson & 

Logan, 2010; Ayers, 2007; Reynolds, 1997; Soet et al., 2003; Thompson & Downe, 2008), 

research on how exposure to cumulative life course stress has not. In most of the reviewed 

articles, there was inattention to the way life course affects perceptions, responses, and potential 

mental pathology. However, the allostasis/allostatic load framework prompts inclusion of 

previously ignored differential life course trajectories creating a more comprehensive view of the 

influences on perception and response (McEwen, 2006). This allows the question to be examined 

from a broader sociopolitical, cultural, and life course context acknowledging that perception is 

the result of multiple complex life course influences. 

While the contextual literature examined was not intended to be and does not constitute a 

comprehensive review, it did expand scholarly thought by considering some examples of 

contextual life course factors that may shape perception in Latina immigrants from Mexico. Life 

course experience, some which may be unique to Latina immigrants such as immigration, 

migration, and culture, are potential contextual factors that may influence perception and 

response to birth. Although the connection with perceived traumatic birth is only hypothesized 

and far from complete, it does create a starting point to acknowledge the broader historical life 

course context that may shape perception and response in Latina immigrants from Mexico.  

Knowledge Gaps and Research Rationale  

All studies have limitations and gaps. In addition, science continues, as it should, to 

evolve. Thus, it is with the utmost appreciation for the previous valuable research that I bring 
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forth the identified knowledge gaps that provide justification for the proposed research to 

describe and understand the impact of a perceived traumatic birth and the range of responses it 

produces in understudied, vulnerable Latina immigrants from Mexico. Framed with the lens of 

allostasis/allostatic load theory, many limitations and gaps centered around the failure to 

acknowledge life course history’s influence on perception. However, other limitations included 

poor external validity due to non-diverse populations, lack of attention to individual perceptions 

of perceived traumatic birth, recruitment and data collection methods that limited participation of 

poor minority women, pathology focus that ignored resiliency, and finally lack of all studies to 

acknowledge the need for a distress protocol due to the sensitive nature of the research. 

While there is literature available on prevalence, resulting pathology (usually PTSD or 

depression), and treatment of psychological trauma related to birth, very little focused on the 

individual perception of birth or perceived traumatic birth, and of the these studies the samples 

were mainly White European or European American women from high income countries. In 

addition, no studies were found that addressed perceived traumatic birth among immigrant 

Latinas from Mexico.  

Furthermore, it is possible that recruiting minority women may have been limited in 

previous studies by data collection methods, cultural, and/or personal reasons that influenced 

research participation (Draucker et. al, 2009; Lee, 1999). For example, the perceived traumatic 

birth studies by Beck (2004a; 2004b; 2006) recruited women solely from the Internet, and 

research done by Simkin (1991) and Soet et al. (2003) recruited only women enrolled in 

childbirth classes (Simkin, 1991; Soet, et al. 2003) which could have restricted the number of 

minority women. To facilitate inclusion of minority women, the research considered how 

language, unstable housing, migratory life styles, poverty, transportation problems, limited 
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access to care, and possible distrust of medicine may affect study participation by providing low 

burden data collection methods that are sensitive to the needs of Latina immigrants (Draucker et. 

al, 2009; Lee, 1999; Loewenberg, 2010).  

Of the limited studies on perceived traumatic birth, only a few focused on positive or 

general birth perception, while most focused on maladaptive responses to a negative birth 

experience. The focus on pathology in many of the studies runs the risk of providing an 

incomplete picture of the phenomena and may predispose scholars to look for and thus find 

illness, while ignoring behaviors or factors that promote healthy resiliency. Search of the major 

databases produced no articles specifically related to resilience or adaptation after traumatic birth 

or perceived traumatic birth. The approach of this study was to explore the range of responses to 

perceived traumatic birth, from adaptive resilience to maladaptive mental pathology. 

Furthermore, although some research acknowledged predisposing factors such as 

previous trauma exposure, psychological co-morbidity, socioeconomic status, or being un-

partnered, most did not. None considered how the cumulative influences of negative and positive 

life course exposures affect perceived traumatic birth. Integrating life course resilience factors in 

addition to life course adversity is the balance in keeping with allostasis/allostatic load theory. 

Conclusion 

Maladaptive psychological outcomes from perceived traumatic birth experiences, in 

addition to being profoundly debilitating for women, can affect the physical and emotional health 

of the infant, other children, her partner, and create higher health care costs. Several studies show 

that up to 34% of women are mentally traumatized by aspects of their birth experience (Creedy 

et al. 2000; Old et al., 2006; Soet et al., 2003), and although most of these women respond with 

adaptive resilience, up to 15% will respond with clinically diagnosable mental pathology such as 
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depression (Alcorn, 2010; Ayers and Pickering, 2001; Beck, 2004; Creedy et al., 2000; 

Czarnocka & Slade, 2000; Olde et al., 2004; Soderquist et al., 2006). Limited research with 

mainly White European and European American women shows that certain predisposing factors 

such as a history of IPV or CSA can influence perceived traumatic birth. However, in addition to 

individual predisposing factors, there is a growing body of evidence that cumulative negative life 

course influences are also associated with physical and psychological morbidity (Felitti et.al, 

1998; McEwen, 2012). Yet, none of the literature reviewed considered how cumulative negative 

life course influences affect perception and response to birth. 

Furthermore, California has the highest percent of foreign born Mexicans than any other 

state with Mexican immigrants making up the largest and fastest growing ethnic minority group 

(United States Census Bureau, 2012). This large Mexican immigrant Latina population, who are 

burdened with increased perinatal morbidity and mortality (Guendelman et al,,2015; Whitaker et 

al. 2010), face a unique set of negative life course influences. However, little is known about 

how these experiences may affect perceptions and responses to adverse birth events. In fact, only 

one reviewed article addressed perceived traumatic birth among Latina adolescents, and no 

studies were found with Latina adult or Latina immigrant mothers (Anderson & Logan, 2010).  

Allostasis/allostatic load theory applied to Latinas’ perception of birth trauma adds a 

piece of needed depth to previous research. It provides balance by considering that response to 

perceived traumatic birth can range from adaptive resilience to maladaptive mental pathology. 

Furthermore, it positions the question in the larger sociopolitical and cultural context, and it 

acknowledges how life course factors such as the economic need for immigration, family 

separation, poverty, unstable housing, racism, culture, and acculturation may influence 

perception and response. Thus guided by allostasis/allostatic load theory, this research addressed 
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this critical knowledge gap with this understudied, vulnerable population living in the United 

States. Finally, as this literature review concludes, attention is turned to the next chapter where 

selected study methods are discussed.  
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Chapter 3: Methods 
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Design 

The qualitative research methodology used to explore the process by which Mexican 

Latina immigrants perceive their birth as traumatic, describe the impact and range of responses 

this perception produces, and describe how their unique life course context influences this 

perception is presented in this chapter. Qualitative research uses an inductive emerging approach 

of inquiry that focuses on the way people perceive and make sense of their experiences and the 

world they live in (Holloway & Wheeler, 2002). The qualitative researcher generally collects 

data by reflexive interaction with informants and natural settings are typically used to 

incorporate context, look for patterns, and create a holistic description of the phenomenon 

(Creswell, 2007; Polit, Beck, & Hungler, 2001). Furthermore, qualitative research, in particular 

grounded theory, uses multiple sources of data and collection strategies and data is collected 

until saturation (no new data) is achieved (Charmaz, 2006; Creswell, 2007). When little is known 

about a phenomenon or how people respond, qualitative research is appropriate because it allows 

a detailed in-depth description and understanding of an issue, provides an opportunity to study a 

particular population, employs flexibility to account for unexpected data avenues, and identifies 

variables that can later be measured (Burns & Grove, 2005; Creswell, 2007). As little is known 

about the process by which Mexican Latina immigrants perceive their birth as traumatic, a 

qualitative grounded theory approach was employed. 

Fundamental to any grounded theory study is Blumer’s (1969) symbolic interactionism. 

According to symbolic interactionism, meaning arises from social interaction, is modified 

through an interpretive process, and thus is unique to each person (Blumer, 1969; Glaser, 1992). 

Formed on the foundation of symbolic interactionism, the aim of the inductive grounded theory 

process is to discover theory that is “grounded” in this meaning by structured analysis of 
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qualitative findings (Charmaz, 2006; Glaser, 1978). Grounded theory modified by 

constructionism expands on this by recognizing that the results generated via this process are 

socially constructed between participants, researchers, and other forms of data; thus, both the 

analysis and final theory represent a collective interpretation (Charmaz, 2006). Although 

constructivist grounded theory provided the needed direction to explore the underlying process 

of perceived traumatic birth in Latina immigrants, it had some limitations when considering life 

course context. 

Due to the sociopolitical context that drives immigration and the potential negative life 

course influences such as poverty, family separation, and unstable housing, the framework of 

allostasis/allostatic load was used to further understand the contextual influence on the 

perception of trauma. Allostasis/allostatic load theory posits that chronic exposure to stress over 

the course of life creates a cumulative physiological and psychological risk to health (Seeman et 

al., 1997). However, in addition to vulnerability and maladaptation the theory of 

allostasis/allostatic load also incorporates resilience via adaptive allostasis. Because this 

approach innately incorporates stress and resilience from multiple sources, it is applicable to the 

study of variable and disadvantaged contexts, events, and environments (Gröer, 2010). Thus, 

when applied to Mexican Latinas’ perception of traumatic birth, the framework of 

allostasis/allostatic load allowed the question to be examined from a broader sociopolitical, 

cultural, and life course context. Latina immigrants’ perspective, possibly influenced by chronic 

life course stress (e.g., family separation, immigration, and poverty), may have affected their 

perception and appraisal of the current stressor (Johnson, 2011; McEwen, 2003; Raphael & 

Smolensky, 2008; Squires et al., 2012). Allostasis/allostatic load theory provided insight into 

cumulative influences of past adverse experiences and the adaptive or maladaptive responses in 
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Mexican Latina immigrants. It helped to inform the questions posed and acknowledged how life 

course and environmental context potentially influenced the perception of trauma.  

Sample and Setting 

The target population was adult Mexican Latina immigrants who had experienced a self-

described difficult or frightening birth, had a complex-needs infant or infant demise, and who 

had resided in the United States for five years or less. Eligible study participants needed to 

be/have: a) Latina immigrants from Mexico; b) healthy volunteers; c) 18 years old or older; d) 

able to speak English or Spanish; e) per Committee on Human Research (CHR) stipulation at 

least 6 months postpartum; f) lived in the United States for five years or less; and g) experienced 

a self-described traumatic birth, had a complex-needs infant or infant demise. Exclusion criteria 

included: a) Latina immigrants from other countries (e.g., El Salvador, Chile, etc.); b) per CHR 

stipulation, currently receiving psychological counseling or treatment for preexisting 

psychological co-morbidity; c) less than 18 years old; d) unable to speak English or Spanish; e) 

per CHR stipulation, less than 6 months postpartum; f) lived in the United States more than 5 

years; or g) declined participation. Furthermore, based on their clinical judgment, the referring 

health care provider or the researcher determined if the participant should be excluded due to 

undue emotional distress. The emotional distress protocol will be further discussed in the ethical 

issues and human subjects assurance section. 

Of the seventeen women invited, two declined participation, five recruited participants 

were lost to follow after the six-month waiting period was satisfied, and three had yet to satisfy 

their six-month waiting period. Thus, at the time of this writing a total of seven women were 

interviewed on three separate occurrences culminating in 21 interviews. Elapsed time since their 

perceived traumatic event ranged from 6 months to 15 years. Two of the women had experienced 
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a fetal demise, one a neonatal death, one a traumatic birth process that resulted in a vaginal-rectal 

fistula, one experienced pregnancy induced hypertension (PIH) that necessitated an emergency 

cesarean, one had a cesarean for breech presentation, and one experienced habitual miscarriages. 

When interviewed, all women were living in California’s Central Valley; however, it is 

important to note that many were farm laborers that migrate across state lines and the U.S-

Mexican border to work seasonal crops. 

Recruitment took place from the Ambulatory Care Center (ACC) Women’s Clinic in 

Fresno, California. The ACC is a community-based family health center that provides low-cost 

or no-cost health care to underserved populations, of which a significant number are Mexican 

immigrants living in Fresno and surrounding rural areas. In addition to providing health care, the 

ACC is a practice site for medical students and residents from the University of California, San 

Francisco (UCSF) and UCSF Fresno Medical Education and Research Program. Furthermore, 

working at the ACC and caring for this underserved population as a nurse practitioner made this 

community-based family health center a practical and rich site for participant recruitment.  

With attention to privacy, safety, comfort, and convenience, the enrolled participants 

were interviewed at a location that was mutually agreed upon. Although most interviews and 

photography were done in participants’ homes, due to shared housing and request for privacy, 

two participants chose the ACC clinic and one participant’s interviews were conducted in the 

researcher’s parked car.  
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Qualitative Data Sources  

Qualitative research employs multiple data sources and collection strategies. 

Consequently, this study included an array of data sources to increase depth, accuracy, and 

validate findings. 

A demographic questionnaire (see Appendix A) was used to gather data about each 

participant. This included questions such as age, race, ethnicity, and place of residence. As 

Mexico is a pluricultural society, with a large indigenous population that speaks 62 dialects 

(McGuire & Martin, 2007), there was a risk of pigeonholing or placing participants in a rigid 

category that ignored inner group variation. Consequently, the demographic questionnaire asked 

what region of Mexico they were from, what languages other than Spanish they spoke, and how 

they identified themselves racially and ethnically. 

The semi-structured interviews started with a theme focused guide (see Appendix B) that 

allowed participants to tell their story in a narrative manner. A total of three interviews lasting 

approximately one hour each were conducted to elicit stories and experiences that provided rich 

qualitative data that informed the aims of the study. Besides clarification of previous 

information, the three interviews allowed for further questioning and data collection that was 

directed by previous data and evolving theory (theoretical sampling) (Strauss, 1987). 

Although the primary source of data was semi-structured interviews, other sources of 

data and various collection strategies were employed to enhance context. In addition to 

demographic data and observation, extant data sources, government reports, consulted experts, 

census data, news articles, and photography of field locations and artifacts, (not participants or 

their families) were used to increase the depth and breadth of the description. Although site and 

artifact photography was intended to aid the thickness of description, this researcher found it to 
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also stimulate a variety of interpretations and opinions. For example, the photo of the 

neighborhood mural (see Figure 2) not only prompted further theoretical sampling in areas of 

mandated silence, but also inspired conversation about social justice among research team 

members. Photos also aided reflexivity and incorporated an element of artfulness. In addition, 

consulted experts provided needed professional insight, clarified cultural meaning, and validated 

analysis. Consequently, the array of data sources provided for triangulation of perspectives, 

facilitated exploration and understanding of the sociopolitical and cultural context, aided 

descriptions, improved the accuracy of assessments, and enabled a more holistic view of the 

phenomenon. 

Data Collection 

Prior to recruitment, an in-service and “Dear Provider” letter (see Appendix C) was given 

to clinicians from the Ambulatory Care Center (ACC) Women’s Clinic to explain the study, 

criteria for inclusion, and recruitment process. Clinicians identified potential participants, gave a 

brief study introduction, and provided an English or Spanish information sheet that included 

contact information (see Appendices D & E). Interested women contacted the researcher via the 

phone number provided. Calls were facilitated as needed by certified Spanish health care 

interpreter. Potential participants were screened (see Appendix F), questions were answered, and 

interview appointments were made with eligible volunteers who chose to participate. Per a CHR 

stipulation, interviews were conducted at least 6 months after the event. 

Assisted by the certified Spanish health care interpreter, three one-hour interviews were 

conducted at a mutually agreed upon location that provided privacy and comfort. At the end of 

each interview, the participant was presented with $20.00 in cash. The certified Spanish 

interpreter was trained via role playing prior to the actual interviews. The women were reminded 
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at each interview that participation was voluntary and that they could decline participation 

without consequence at any time. 

At the initial meeting, the study was explained, the consent form was read aloud in either 

English or Spanish (see Appendices G & H), all questions were answered, and if the participant 

agreed, the consent was signed. To ensure understanding and reduce possible embarrassment or 

exclusion due to limited literacy, the informed consent was read aloud to all participants in the 

language of their choosing. In addition to a copy of the consent, all participants received a 

handout that included local community mental health resources and referral information (see 

Appendix I).  

The interview commenced with the demographic questionnaire (see Appendix A), 

followed by the semi-structured interview which was audio-recorded (see Appendix B). Each 

question was posed in English and then directly translated into Spanish by the certified Spanish 

health care interpreter. In turn, each participant response was then directly translated back to 

English by the certified Spanish health care interpreter. Although interviews were initially 

directed by an interview guide, theoretical sampling directed subsequent interviews and the 

women were given latitude to speak about what they felt was important. In addition to field 

notes, photography of locations and artifacts was employed to enhance field site and artifact 

description. As stated, extant data, such as news articles and governments reports were also used 

to explore the sociopolitical context that possibly drives immigration, family separation, and 

poverty. At the end of the third interview the participants were thanked for their participation, 

any last questions were answered, and the final payment was made.  

Field notes were written immediately after the interview to capture observations and 

impressions, while reconstructing events on paper. Memos explaining why attention was focused 
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on certain areas or why certain observations or events were documented provided transparency. 

Emerging themes, concepts and/or relationships provided direction for subsequent interviews 

(theoretical sampling). In addition, the certified Spanish interpreter kept a journal of memos that 

prompted discussions with the researcher, provided clarification, provided another perspective 

and also aided theoretical sampling at subsequent interviews. 

All interviews were transcribed personally by the researcher so that the nuance of tone, 

body language, pauses, and silence was not lost. In addition, since Hammersley and Atkinson 

(2007) warn that interview words void of cultural connotation may fail to provide accurate data 

about lived experiences, a Mexican cultural interpreter, who currently lives and works in Oaxaca, 

Mexico as a physician assisted with review of the de-identified interviews to discern and clarify 

the cultural meaning of certain phrases and words and validate findings. Finally, as none of the 

participants had ever received mental health care, to confirm assessments, a UCSF, Fresno 

faculty psychiatrist was consulted about various portions of the de-identified interview text.  

Study materials, recorders, and electronic media were stored in a locked filing cabinet in 

a locked office, accessible only to study personnel. All memos, audio recordings, transcripts, and 

photos were de-identified, password protected on the computer of the co-principle investigator 

and stored in a secure location. Selected text that was reviewed by the editor, cultural and 

language interpreters, the faculty advisor, or the consulted psychiatrist was also de-identified. As 

the study currently remains open, the password-protected, de-identified audio-recordings have 

yet to be destroyed. 

Emotional Distress Protocol 

It is necessary to acknowledge that sensitive topics have the potential to cause or 

exacerbate emotional distress and researchers must be alert and able to respond to adverse 
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emotional reactions by having a distress protocol in place (Draucker et. al, 2009). As stated, 

when initially consented, all participants were given a handout that included the number to the 

Fresno County Behavioral Health Department’s Perinatal Program and other local community 

mental health resources. Per the distress protocol, if the participants expressed concern about 

themselves or their family, they were given the handout of mental health resources again. If the 

researcher felt an immediate referral was needed, the ACC Integrated Mental Health Service care 

manager or the psychiatrist (both aware of the research project) were to be called. If the 

participant expressed thoughts of harm to self, others, and/or suicidal ideation and the ACC 

psychiatry service team was unavailable, 911 was to be called. No adverse reactions were noted, 

thus no direct referrals to mental health service were needed. 

Ethical Issues and Human Subjects Assurance  

The UCSF Committee on Human Research (CHR) approval for this pilot study (#10-

01368) titled, “Psychological responses to a traumatic birth among Mexican Latina immigrant 

women” was granted in 2010. A modification to include consent to photograph personal items, 

local neighborhoods and/or artifacts, but not participant or their families, was submitted and 

approved in 2011. Per a CHR stipulation, interviews were conducted at least six months 

postpartum; thus, identified potential participants were not interviewed until after this six-month 

waiting period was satisfied. Adhering to another CHR stipulation, questions about immigration 

status were not posed in this study, however, after the second and third interviews the women 

volunteered the information and passionately discussed the distress that being undocumented 

created in their daily lives. Sullivan and Rehm (2006) note that undocumented populations 

require increased researcher vigilance in sampling methods and participant protection. This 
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researcher is profoundly aware of her responsibility in maintaining the anonymity of these 

vulnerable participants.  

Although ethical guidelines were provided by the Belmont Report (1978), due to the 

unpredictable nature of qualitative research and the at times contradictory protections of 

participant autonomy, beneficence, and justice, the researcher must also be prepared for 

situations that require individual ethical judgment and response.  

Recognition of participant’s rights via informed consent, which includes a free decision 

to participate, decline, or withdraw, indicates respect for autonomy (Orb et al., 2001). Informed 

consent, which results from full disclosure, comprehension, and voluntariness (Belmont Report, 

1978), did not conclude with the signing of the initial document, but was verbally renegotiated at 

the start of each interview. Participants were reminded they could decline any questions or opt 

out at any time. As stated, in addition to all documents being provided in Spanish or English, the 

consent was read to them by the certified Spanish interpreter.  

Beneficence, per the Belmont Report (1978) requires researchers first to “do no harm” 

and secondly to “maximize possible benefits and minimize possible harms” (p. 6). Some 

considerations of beneficence include privacy, sensitive topics, balance of research and 

informant needs, and the effects of researcher presence on informant and family. For example, if 

children were present, participants were asked if they would like to reschedule. In another case, 

privacy was insured by conducting the interviews in the researcher’s parked car. 

The principles of autonomy and beneficence, however, can be contradictory (Orb et al., 

2001). Orb et al. (2001) asks, does passing over a potential informant because they may be too 

emotionally fragile deny autonomy and free choice, or is it avoiding harm? For example, in this 

research the CHR stipulation of waiting six months after the event to be interviewed possibly 
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disenfranchised five women who agreed to participate but needed to migrate for work and thus 

were unable to tell their story. Although well placed, the concern about harm may have 

eliminated the women's choice.  

Equal share and fairness are principles of justice (Orb et al., 2001). Justice encompasses 

avoiding exploitation and abuse in addition to recognizing the vulnerability of participants (Orb 

et al., 2001). Since one way to implement justice is giving a voice to minority and disadvantaged 

persons, this study may have provided a forum for a hidden marginalized population of Mexican 

immigrant women. 

Focused Analysis Informed by the Research Aims  

The focus of the analysis was to explore the process by which Mexican Latina 

immigrants perceive their birth as traumatic, describe the impact and range of responses this 

perception produces, and describe how their unique life course context influences this 

perception. 

Specific aims were to:  

1. Characterize the vivid descriptors from their trauma stories and situate the event by 

describing life course circumstances and context that may influence perceived 

traumatic birth among Mexican Latina immigrants. 

2. Develop an understanding of the impact and range of responses to perceived 

traumatic birth among Mexican Latina immigrant mothers. 

Per grounded theory methodology, a core category was identified and then other causal 

categories that contributed to the core were represented and explored (Strauss & Corbin, 1990). 

Generated from this core category can be a theory that represents a process that influences the 

behavior of people (Glaser, 2005). Using this process, which is described next, the core category 
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of a living a fragile existence was identified. As will be explained in the results chapter, the other 

categories that influenced the core (fragile existence), such as: self-mandated silence, mistrust, or 

having no control, represent the process that contributes to perceived traumatic birth. 

Methodological Strategies and Data Analysis 

Central to grounded theory is theory development through the concurrent process of 

analytic memos, constant comparative analysis, ongoing theoretical sampling, and systematic 

coding (Coyne, 1997; Strauss & Corbin, 1994). This iterative sampling/analysis process, which 

stops when saturation is achieved, was the approach of the data analysis. For clarity, the 

grounded theory process is explained in sections; however, many of these components are 

reciprocal and concurrent. A graphic representation of this process is provided in Figure 1. 

Analytic Memos 

Pivotal to grounded theory, memos prompt the researcher to analyze data early in the 

research process (Charmaz, 2006). Started even before the research begins and continued 

through the writing of the study draft, memoing recorded insights, hunches, and hypotheses 

provide a trail of logic of why certain decisions were made or why a certain avenue was explored 

(Strauss, 1987). Thus, early memos that recorded decisions about what data to collect or where to 

collect it were made prior to the start of the research. For example, the first aim of the study 

involved situating the trauma event by describing life course circumstances and context that may 

be unique to Mexican immigrants. This aim was directed by the main assumption of 

allostasis/allostatic load theory that exposure to stress over the life course creates a cumulative 

physiological risk to health (McEwen, 1997). Consequently, as this perspective directed the 

review of literature and data sources that relate to the sociopolitical, cultural, and life course 

context, it was noted in the early memos.  
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Figure 1. Iterative grounded theory process. Adapted from Draucker, Martsolf, Ross, & Rusk, 
2007.  
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As the data started to be produced, memos about interpretation of the data were recorded, 

which aided the formation of codes, categories, and directed further data collection via 

theoretical sampling. As the research progressed, memos became more focused and incorporated 

earlier data with an emphasis on major and minor categories and their relationship with each 

other. Advanced memos explored ideas about emerging theory. Further theoretical sampling 

validated emerging theory and ensured that core categories were well saturated with the goal of 

producing conceptually woven integrated theory (Strauss, 1987). For example, memos from the 

cultural interpreter facilitated saturation and validated the core category of fragile existence. In 

addition to aiding interpretation and providing a means of communicating the analytic process, 

memos provided an audit trail that increased rigor and credibility. 

Constant Comparative Analysis 

Analytic interpretation was facilitated by ongoing constant comparison. Constant 

comparison lets researchers compare data from the start of the project, allows comparison of data 

with emerging categories, identifies relationships between concepts and categories, and moves 

data beyond description to abstract categories and theory development (Charmaz, 2006; Strauss, 

1987). This iterative process was used to look for commonalities and differences, while directing 

deeper data probing via further theoretical sampling. Constant comparative analysis seemed to 

work in waves. The initial waves connected experiences like violence and fear of deportation to 

categories like self-mandated silence. The second and third waves further refined and 

consolidated categories like mistrust and silence to the more abstract core category of fragile 

existence.  
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Theoretical Sampling 

Once data collection and analysis started, theoretical sampling began. Directed by 

evolving theory rather than predetermined population parameters, theoretical sampling follows 

up on unexpected data and subtle differences, deliberately seeking certain persons, sites, or 

documents to render the maximum amount of data for category formation (Strauss & Corbin, 

1990). Theoretical sampling, however, was initiated after some key concepts were identified to 

avoid premature closure or redundancy of categories and was continued until saturation was 

achieved. The deluge of volunteered information about the profound adversity that surrounds 

undocumentedness was unexpected data that prompted further theoretical sampling. 

Systematic Coding  

Grounded theory does not assume that the data are transparent and thus employs rigorous 

coding that focuses data, enhances understanding, and results in theoretical abstraction and 

analytic interpretations (Charmaz, 2006). Coding, which links data collection and emergent 

theory, is closely connected to the process of analytic memos and theoretical sampling. The three 

types of coding used were open, axial, and selective.  

Open coding 

Open coding represents the process of breaking down the data via line by line 

examination to form provisional concepts (Charmaz, 2006; Draucker et al., 2007; Strauss 1987). 

The process of constant comparison was then employed to collapse these concepts into 

categories. The purpose of memos and theoretical sampling with open coding was to follow early 

ideas about relevancy and collect as many relevant categories as possible. During this phase, 

multiple categories were identified such as fear, escaping, suffering, and violence. These were 

later consolidated into core and other major categories such as fragile existence and mistrust. 
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Axial coding 

After the data are broken apart by open coding, axial coding was used to connect 

categories in novel ways by linking codes to contexts (Strauss & Corbin, 1990). Memoing and 

theoretical sampling were used with axial coding to identify the relationships and variation 

among categories, to refine, validate, and create core categories, and to explore ideas about 

tentative theory (Charmaz, 2006; Strauss & Corbin, 1990). The process of relating categories to 

the core category was done by means of looking at causal conditions that led to the phenomenon. 

Furthermore, specific theoretical sampling of certain actions, events, or experiences assisted in 

understanding how, when, and why theoretical categories varied and identified which categories 

were not well saturated (Charmaz, 2006; Draucker et al., 2007). 

Selective coding 

When core categories have been established, coding moved to a more abstract level of 

selective coding that weaved the previously broken down data back into a story line by 

connecting categories and proposing a hypothesis that predicts relationships (Charmaz, 2006; 

Creswell, 2007). Memos at this point influenced core categories and ideas about emerging 

theory. Discriminate theoretical sampling was used to verify the emergent theory and further 

refine categories that were not well saturated. For example, once the core category of fragile 

existence was identified, participant accounts were further validated by the Mexican cultural 

interpreter. 

Constructivist Grounded Theory Modifications 

Finally, although modifications by the constructivist grounded theory approach added 

more reflexivity, modesty, and representation of contradictions, it did not abandon the original 

grounded theory components such as memos, constant comparison, theoretical sampling, and 
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coding (Charmaz, 2006; Mather, 2008). Memos incorporated reflexive interpretations and 

conclusions and acknowledged that results were co-constructed with participants. For example, 

how the researcher was overcome at times by the intensity and rawness of the data was 

discussed. 

Rigor and Validity 

Assurance of accurate interpretation of the meaning and experience that is presented in a 

believable way reflects credibility and authenticity (Lincoln & Guba, 1985; Sandelowski, 1986; 

Whittemore et al., 2001). The challenge of validity in qualitative research also centers on the 

paradox of incorporating rigor, art, and dependable findings among a variation of methods 

(Whittemore, Chase, & Mandle, 2001). However, elements of constructivist grounded theory that 

promote rigor, such as a detailed audit trail, also allow for artfulness, credibility and validity via 

reflexivity and strategies like excerpts, photography, and raw text.  

The iterative components of the grounded theory process are imbued with operational and 

analytical structure that promotes data saturation and rigor. Rigor via memos that were active 

throughout the research process provided explanation of study protocols, descriptions of and 

rationale for informant selection, acknowledgement of assumptions, and direct initial and 

ongoing sampling that confirmed data (Charmaz, 2006; Hammersley & Atkinson, 2007). In 

addition, detailed field notes enhanced rigor by not only providing for thick description of 

settings, experiences, and discourses, but also by adding to the audit trail explaining why certain 

decisions were made (Charmaz, 2006; Hammersley & Atkinson, 2007). The use of iteration 

between data collection and analysis allowed for exploration of numerous data avenues, 

confirmed data, helped explore contradictions, directed further theoretical sampling, and 

promoted saturation. Furthermore, triangulation with multiple data sources, such as interviews, 
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extant data, and field description/photography, was employed to explore consistency and 

variation of data and to validate findings. For example, in addition to interviews, incorporating 

the strategy of extant data in the form of current news on immigration and site photography 

provided context about the factors that drive immigration and potentially increase life course 

burden for Mexican Latinas. In addition to member checking, getting feedback from informants 

and the cultural interpreter not only provided a validity check, but added depth to the description. 

Finally, excerpts from informants provided an avenue for artfulness, an added degree of 

authenticity, and reduced the risk of losing raw meaning via excessive abstraction (Charmaz, 

2006; Hammersley & Atkinson, 2007).  

In addition to the rigor of three one-hour interviews, the generic elements of the research 

process were tailored to meet the proposed study needs. Charmaz (2006) encourages the same 

researcher to both collect and analyze the data, to capture the nuances in emotion, body 

language, and silence as she finds that meanings are often found in the emotions expressed, not 

only in the words spoken. Consequently, so that the nuance of tone, body language, pauses, or 

silence would not be lost, all transcription was done by this researcher and then reviewed by the 

certified Spanish interpreter who was present at the interviews. Participants were also asked to 

review interpretations to see if the meaning was consistent with theirs. Finally, to confirm 

assessments and clarify data,, the aforementioned cultural interpreter who lives in Oaxaca, 

Mexico, and the UCSF, Fresno faculty psychiatrist, were consulted about various portions of the 

de-identified interview text. As noted earlier, the certified Spanish interpreter who was present at 

the interviews also wrote insightful memos about her observations. 
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Conclusion 

The ultimate goal of research is to deliver benefit to the population studied (Battiste, 

2008). If research is not created in collaboration with informants, then the results, even from 

rigorous collection methods, is solely the etic interpretation of the researcher, which is of little 

benefit to the population under study. Consequently, as little is known about the underlying 

process of perceived traumatic birth in Latina immigrants from Mexico or the broader 

sociopolitical, cultural, and life course context that may influence this perception, grounded 

theory modified by constructionism was used in this study.  

Furthermore, designing the research approach around the framework of 

allostasis/allostatic load positioned the question in this larger sociopolitical, cultural, and life 

course context. This acknowledged how factors such as the economic need for immigration, 

family separation, poverty, unstable housing, and culture influenced perception and provided a 

more holistic view of the phenomenon.  
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Chapter 4: Results 
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Analysis Approach 

The focus of the analysis was to explore the process by which Mexican Latina 

immigrants perceive their birth as traumatic, describe the impact and range of responses this 

perception produces, and describe how their unique life course context influences this 

perception. Via an iterative grounded theory process of data collection and concurrent analysis, 

the data were co-constructed between the researcher, the participants, extant data and consulted 

experts (Charmaz, 2006). This constructivist grounded theory approach, provided a firm footing 

for this qualitative study.  

Per grounded theory methodology, a core category central to the phenomenon was 

identified and then other causal categories that contributed to the core category were represented 

and explored (Strauss & Corbin, 1990). Generated from this core category was a theory that 

represents the process by which the participants viewed their births as traumatic and explains 

how this perception influenced their behavior (Glaser, 2005). A graphic representation of the 

analysis via grounded theory was provided in Figure 1. Informed by the aims, the core category 

of “living a fragile existence” was identified. Consequently, other categories that influenced the 

core (fragile existence), such as immigration, self-mandated silence, mistrust, or perceiving no 

control, represent the process that contributes to perceived traumatic birth. Although the context 

of fragile existence is not the only factor influencing perceived traumatic birth, for these 

Mexican immigrant mothers it was found to be the central factor. Also, it is important to note 

that even though some of the reported negative experiences represent historical events, they can 

profoundly affect the current perception of trauma. Hence, the question of what is the impact of a 

perceived traumatic birth and the range of responses it produces in Latina immigrants from 

Mexico is embedded in and influenced by this core category of fragile existence. In addition to 
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the birth event, the process of living a fragile existence was found to contribute heavily to a 

perceived traumatic birth. The process by which Mexican Latina immigrants perceive and 

respond to their birth as traumatic is presented in Table 1. 

Table 1 

Process by Which Mexican Latina Immigrants Perceive Their Birth as Traumatic 

Their fragile existence influenced their behaviors of self-mandated silence and mistrust that not 
only affected how they perceived and responded to their negative birth events but also obscured 
their distress to providers 

The birth events 
 
-Fetal demise  
(2 participants) 
 
-Neonatal death  
 
-Rectovaginal fistula 
 
-PIH resulting in C/S 
 
-Scheduled C/S for 
breech 
 
-Habitual late term 
spontaneous abortions 

Themes/conditions influencing 
perception of trauma 

 
Context related: 
 
-Fragile existence (core category) 
 
-Silence: Self-mandated, a form of 
legitimate discourse, and a barrier to 
communication 
 
-Living in the shadows 
 
-NAFTA influenced undocumented 
immigration 
 
-Mistrust 
  
Event related:  
 
-A novel experience: High-tech, low-
touch care 
 
-No control and peritraumatic 
dissociation 
 
-Experiencing the demise alone  
 
-Receiving care/needing caring 
 

Impact and responses 
Psychopathology/ 
Coping/Resilience 

  
-Depression 
 
-Anxiety 
 
-Substance abuse 
 
-Dissociation 
 
-Resilience/recovery via: 
   -Children 
   -A sense of presence 
   -Faith and spirituality 
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Along with the results of the researcher’s memos, interview analysis, extant data, and 

photography, analysis of selected de-identified text by a cultural interpreter and a psychiatrist are 

presented in this chapter. Thus, to confirm assessments and clarify data, a cultural interpreter, a 

physician who currently lives and works in Oaxaca, Mexico, and a UCSF, Fresno faculty 

psychiatrist, were consulted about various portions of the de-identified interview text. The 

certified Spanish interpreter, who was present at the interviews, also wrote insightful memos 

about her observations.  

Three interviews with each woman not only allowed analysis confirmation with the 

participants at subsequent interviews, but also fostered a level of rapport that changed the type of 

telling from guarded to candid. It is unlikely that a single interview would have captured the 

richness and depth of the participant’s view. The women were given latitude to speak about what 

they felt was important and precedence was given to the personal voices via raw text. The most 

poignant and representative excerpts from the transcripts are included to increase understanding 

of the categories, the process by which they influence the fragile existence core, and the resulting 

responses and impact. Finally, other elements of an qualitative approach, such as extant data in 

the form of photography, maps, and documents, were utilized. This triangulation of data not only 

validated the accounts, but also facilitated exploration of the sociopolitical and cultural context 

that may be unique to Latina immigrants. 

Although theoretical saturation was achieved in categories such as silence and fragile 

existence, the Committee on Human Research (CHR) stipulation requiring a six-month waiting 

period before interviews could be conducted hindered data collection and may have created a 

barrier to saturation in other categories such as response to trauma. On the other hand, the three 

one-hour interviews and the multiple forms of extant data aided the goal of thick description and 
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lended credibility to the analysis. Three more participants have agreed to participate; thus, the 

plan is to continue data collection after they satisfy the six months of waiting. Finally, although 

multiple contextual categories related to social disadvantage such as structural racism and 

exploitation were identified, they are beyond the scope of this dissertation to discuss in depth.  

Sampling and Interview Context 

As proposed, recruitment took place at the Ambulatory Care Center (ACC) Women’s 

Clinic in Fresno, California. The ACC is a community-based family health center that provides 

low-cost or no-cost health services to underserved populations, of which a significant number are 

Mexican immigrants living in Fresno and surrounding rural areas. Time since their perceived 

traumatic event ranged from 6 months to 15 years. Of the seventeen women invited, two 

declined participation, five recruited women were lost to follow after the six-month waiting 

period was satisfied, and three have yet to satisfy their six-month waiting period. Thus, at the 

time of this writing a total of seven women have been interviewed on three separate occurrences 

culminating in 21 interviews. The CHR stipulation of waiting for six months after the event to be 

interviewed possibly disenfranchised five participants who needed to migrate for work and thus 

were unable to tell their story.  

As discussed in chapter three, due to the potential of the research topic to cause or 

exacerbate emotional distress, a study distress protocol was in place. Although some participants 

became emotional, none displayed a level of distress that required the protocol to be 

implemented. In fact, the majority of participants found the process of discussing their situations 

and perceived trauma as therapeutic, and many were grateful for the opportunity to share their 

experiences. 
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Participant Characteristics 

Mexico is a pluricultural society of which 13% of the national population are the original 

inhabitants who have their own indigenous culture, traditions, languages, and beliefs (McGuire 

& Martin, 2007). This diversity was also reflected in the study participants as two participants 

self-identified as indigenous and spoke indigenous dialects of Nahuatl and Mixteco Alta in 

addition to Spanish. Sixty-two indigenous dialects are recognized and spoken in different regions 

of Mexico (McGuire & Martin, 2007). Due to the translation services or hospital personnel who 

spoke Spanish, most participants did not feel the language barrier was a problem in their care or 

during the research. The average education was at the 6th grade level; however, the husband of 

one of the participants and another participant who is waiting to be interviewed have never 

attended school and are totally illiterate. Many had moved back and forth across the border 

multiple times. Only one woman had her parents living in the United States. Of the seven 

participants interviewed, two of the women had experienced a fetal demise, one a neonatal death, 

one a traumatic birth process that resulted in a vaginal-rectal fistula, one experienced pregnancy 

induced hypertension (PIH) that necessitated an emergency cesarean, one had a cesarean for 

breech presentation, and one experienced habitual miscarriages. Although not all pregnancies 

were planned, all of the women indicated they were excited to be pregnant. Participant 

characteristics are provided in Table 2. 
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Table 2 

Participant Characteristics 

Age Range (median) 19-47 (31) 
Ethnicity  
     Self-identified as indigenous Mexican 2 
     Self-identified as Mexican 5 
Languages fluently spoken Spanish 7, English 0, Nahuatl  1, Mixteco Alta 1 
Education Range 2nd to 11th  (Average 6th grade education)   
Marital status  
     Married  4 
     Partnered  1 
     Separated 1 
     Single  1 
Current place of residence of 
husband/partner/father of baby 

4 living in the home 
1 unknown 
2 in Mexico 
 -1 in Mexico due to deportation 
 -1 in Mexico due to separation 

Current employment status 3 yes, 4 no 
     Type of current work Field work, packing house, babysitting, party rental 
     Type of previous work Field work, packing house 
      Seasonal work 5 yes 

2 no 
      Migration required for work 5 yes 

2 no 
Income  4  answered, 3 declined to state 
     Income per month  
 

Range $300-1,800  
average $1,075 
(sporadic due to seasonal work) 

Place of residence of parents 6 Both parents reside in Mexico  
1 Both parents reside in California 

Housing  
     Currently housed 6 
     Homeless 1 
     Number of families per household 5 (1 family) 

1 (2 families in household)) 
1 (homeless) 

Years residing in the United States 4 to 17 (most migrated across the border multiple 
times) 

Place of birth in Mexico Guadalajara, Michoacán, Oaxaca, Guerrero 
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Living a Fragile Existence 

To understand the perception of birth related trauma in the study participants, it is 

essential to comprehend the historical and current context in which it occurs. By the second and 

third interviews, three participants passionately discussed the brutal context of abject poverty and 

child labor that prevented them from continuing their education, limited access to health care, 

social injustice, drug related crime and community violence in Mexico that drove them to flee. 

All but one participant spoke of family violence and alcohol abuse. Three women discussed how 

limited access to contraception prompted women they knew in Mexico to do at-home "natural 

abortions" that entailed drinking chemicals or procedures facilitated by the village midwife. 

Unfortunately, many of the problems, such as poverty, violence, and limited access to health 

care, did not cease at the U.S.-Mexico border, and all women spoke of the emotional distress 

caused by the constant fear of deportation. According to Lu and Halfon (2006), research on 

pregnancy and birth disparities “...needs to move beyond reductionistic comparisons of 

individual-level risk factors and begin to develop more comprehensive models that examine the 

influences of multiple factors at multiple levels over the life course” (p. 24). 

Although the fragile existence core category encompasses sub-categories such as silence, 

living in the shadows, mistrust, and having no control, none of these categories are distinctly 

separate; on the contrary, they were found to be closely interdependent. Furthermore, even 

though some historical factors and previous traumas may not be the direct cause of a perceived 

traumatic birth, the context sets the stage for the perception. This broader narrative is essential to 

understanding the unique context of Mexican immigrant mothers. 
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Silence as Legitimate Discourse and Self-Mandated Silence  

Silence strongly influenced all categories and was found both within and without their 

cultural group. Further theoretical sampling increased understanding of the use and significance 

of silence, not only in communication and culture but also in self-protection and mistrust of 

others. 

For clarification, it is important to make a distinction between the natural pauses or what 

Bruneau (1973) describes as silence-sound-silence units of speech from the type of contextual 

silence that communicates meaning in and of itself. For example, a pause to collect a thought is 

different from the imposed silence prompted by being emotionally overwhelmed. The former 

being a functional pause, while the latter is communicative discourse. Also considering the 

discourse properties of silence, Pittam and Scherer (1993) explain that human listeners are well 

equipped to accurately decode a relatively large number of emotional states on the basis of 

varying speech length, rate, pitch, loudness, and silence. Interestingly, the limitation imposed by 

not being fluent in Spanish actually increased this researchers awareness of other forms of 

telling. Lacking the ability to understand all that was said during the process of translation 

prompted this researcher to look beyond the spoken word to other forms of expression that 

surround and contain communication. Emotional markings of communication such as sighs, 

trembling lips, and silence were observed and noted in the memos. Listening, watching for cues, 

and personally transcribing all data enabled decoding of most of this nonverbal communication. 

These assessments were later validated by the participants at subsequent interviews. Of the 

observed cues, silence was by far the most pervasive. Recurring silence was prompted by 

numerous intentional and non-intentional reasons; thus, it quickly became a saturated category. 

In addition, it was noted that context created the atmosphere for the silence and thus was 
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essential to its meaning. For example, at times the silence was abrupt and spontaneous, prompted 

by overwhelming grief, intentional and self-protective due to lack of trust, or calm and reverent 

as in the presence of the deceased. Silence in the data was found to communicate: mistrust of 

others, such as health care providers or coyotes (a Mexican colloquial term for paid human 

smugglers that facilitate border crossing); the need to remain undetected; fear; concealment of 

violence; reverence for the deceased; profound grief; self-protection or protection of others; 

avoidance of ridicule or gossip; oppression; and exploitation. In fact, silence was so pervasive 

with these Mexican immigrants that it appeared to be part of cultural socialization in a context 

where adversity is the norm. Silence, at times, was mandated for survival. 

Silence was also common within their families and cultural groups. Five participants 

stated they had never shared the stories about their lives or birth experiences with anyone, not 

even family. This cultural consensus of silence about violence, trauma, or adversity was 

explained by RG-P82. 

RG-P82: “I just leave everything I have with me…I keep it inside…we the Latinos we 
have the issue…we don’t ask you how are you doing…or how are you feeling…if you 
are having problems that is your life!…that is your business!…deal with it!…I don’t 
want to hear about it!…that's what I think about Latina women.” 

Silence at times was used to guard against family ridicule. To protect herself, RG-P8 

never spoke to her family about her problems.   

RG-P82: “...even to my sisters and my brothers, they don’t know anything about what I 
have been through.” 

Researcher: “Why would you not talk to your sisters and brothers about it?” 

RG-P8: “Because everyone has a different thinking. There are ones that will listen to you 
and then there are ones who won’t listen to you and maybe they will make fun of you 
instead of helping.” 

Concerned about gossip PA-P5 never spoke to anyone about the death of her daughter. 

However, she longed inside for someone to ask her. 
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PA-P5: “... I don’t like other people to know what I am feeling... because sometimes they 
talk to another person and then another person about it... gossip” 

PA-P5: “...I feel inside me that I want somebody to ask what I went through...” 

Researcher: “Does it help to share?” 

PA-P5: “yes, a lot (sí mucho)...because the first time I came and talked to you I felt very 
well…because I haven’t talked to anybody about it, and no one was asking... I feel better 
when you invite me to do this …I have the opportunity to talk about this and I feel more 
relaxed.” 

As discussed, there could be several factors influencing silence. The above excerpts lend 

to an unspoken consensus of cultural silence that is prompted by a need to remain undetected, 

protect oneself from ridicule, and/or gossip. Possibly they are so overwhelmed with their own 

problems they have no capacity to be burdened with the problems of others. Maybe this 

collective silence maintains everyone’s anonymity and protects the group as a whole. Although 

PA-P5 initially resisted telling, she had a deep desire to tell and found healing when she did. 

Finally, near the women’s clinic where many of these participants were recruited, a mural 

was photographed (see Figure 2). Via this researcher's interpretation, the inclusion of Martin 

Luther King and Cesar Chavez seems to not only represent a cause of social justice, but the 

covered  mouths of the women possibly acknowledges the mandated silence required of Mexican 

immigrant women. Your interpretation is invited. 
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Figure 2. Neighborhood mural 

Living in the Shadows 

The need to stay undetected is represented by the category of living in the shadows. This 

category in turn contributes to the context of a fragile existence, which influences the perceived 

trauma. For these participants, staying undetected (hence their silence) was essential. 

Keeping with the CHR stipulation of not asking about immigration status, the question 

posed was, “Tell me why and how you came to the United States.” Participants were always 

reminded that it was not necessary to answer and they could decline any or all questions. 

Increased trust in subsequent interviews changed the type and amount of telling. In fact, for 

many the intentional self-protective silence gave way and a deluge of information came. It was 

rapid, emotional telling; the release of a story never before told. The social issues raised by these 

powerful accounts were consistent with the extant literature and confirmed with the cultural 

interpreter living in Oaxaca, Mexico, who reviewed many of the de-identified transcripts. The 

intent of the following varied excerpts is to create a picture of the context that motivated these 

women to risk illegal border crossing. 
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MV-P923: “...so for me it was leaving poverty for a better life …parents are sending their 
children here (to the U.S.) so the children won’t be involved in gangs...Mexico is having 
a lot of drug trafficking…and also they take women...it’s very very ugly…” 

RG-P81: “...so because of what happened to me I want everything different…I want my 
kids to have an education….I feel like if the kids go to school and they are smart and they 
learn…they will go forward…through my children I am going to try to leave my bad 
experiences in Mexico behind me.” 

Due to the poverty and low wages in rural Mexico, the need for children to work the 

fields to help support their families was explained by several women as common. With the 

exception of one participant who completed the 11th grade, most of the interviewed women had 

only a 2nd grade education, citing poverty as the reason they could not continue their education. 

In major Mexican cities child labor has decreased due to social programs like “Oportunidades” 

that pay parents to keep their children in school, however, an estimated 882,000 children 

between the ages of 5 and 13, mostly in rural areas, continue to work (Orraca, 2014). Of interest, 

much of what they produce ends up on American tables. 

RG-P81: “For us it’s normal... I started working when I was 9 years old…my dad he took 
us with him to work....contract labor…the money was never enough because my dad 
would drink too much…it was never enough...that’s why I could not continue school.” 

MV-P923: “We didn’t have anything…nothing we were very poor, our rancho (hut) and 
it was made from the coco palms the leaves...we would work with our parents picking 
mangos and papayas… because my parents didn’t have enough food to take care of us.” 

Three women who were from rural areas discussed how limited access to contraception 

prompted some women to do at-home “natural abortions.” MV-P923 explained the dangers. 

MV-P923: “...they would use natural things that they would take…there was nothing 
available…women would have hemorrhage…(silence)...my mom almost died one 
time…” 

Family violence was noted throughout the interview transcripts. In this researcher's 

experience, asking Mexican immigrant women in a clinic setting about violence is usually met 

with a rapid denial or complete silence. This may be prompted by lack of trust, self-protection, 
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cultural privacy, and/or the need to remain undetected. Interestingly, by the second or third 

research interview, most participants passionately spoke of family and/or intimate partner 

violence (IPV). Two had witnessed their mothers being abused by their fathers, three had 

experienced IPV, and one suffered severe physical abuse from her father to the point of being 

suicidal. Both RG-P81 and MV-P923 explained that in addition to the poverty and community 

violence, it was family violence and substance abuse that caused them to leave. 

RG-P81: “...my father was a migrant worker…he would go to the U.S. and would come 
home and I started seeing him become more and more violent with my mother …my 
father would drink a lot and he would try to scare my mother with guns…in Mexico the 
men can do anything they want.” 

When asked if her mother ever told anyone or called the police, RG-P81 responded: 

RG-P81: “No...In Oaxaca if you call the police they are already sold to the bad people, so 
when they come you don’t know if they are going to help you or do something bad to you 
...they all work together…” 

MV-P923: “…over there we tolerate violence we tolerate everything…there is no help 
like we have here…the laws they don’t work…” 

Researcher: “So in Michoacán if a woman is being abused by her husband…what can she 
do about that?” 

MV-P23: “Nothing!” 

With the promise of an education, MS-P2 was 16 years old when she came to the U.S. 

with her father. However, she explained that when she wasn’t working the fields, cooking, or 

cleaning, her father kept her locked in her room. When she began protesting and told her father 

she wanted to attend school and be with friends, she was met with a repeated cycle of the 

following: 

MS-P2: “...he started… grabbed my hair and pulling me around and he threw me over the 
bed and started hitting me very bad and he had like a table and he hit me against that… 
and I was crying and crying because he grabbed me with all his strength…and I didn’t 
know you could call the police here…” 
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The cultural interpreter living in Oaxaca, Mexico confirmed that violence and the silence 

that surrounds it, especially in rural areas, is a big problem in Mexico. She wrote that many girls 

are sold and married off to older men, increasing the risk for abuse. Also, the violence she 

explained “is so pervasive that many women expect it and even though there are laws against 

violence, many women are afraid to accuse, so nothing is ever done about it.” (Dr. Bricia Cruz-

Matus, personal communication, January 11, 2015). 

The above excerpts exemplify the abject poverty, violence, and societal problems that led 

these participants to risk crossing the border into the U.S. It helps create an understanding of 

what these women were trying to escape. In addition, it exemplifies the generational notion that 

opportunity, education, and life in general can be improved in the U.S. 

“We moved at night”: The dangerous process of border crossing 

For these women, not only is Mexico a hostile place to live, but the process of escaping 

was also fraught with danger. Not only were they exploited by the coyotes (paid human 

smugglers) who charge up to $8,000 to cross, there was fear of gangs who prey on migrants, 

especially women, trying to get into the United States. According to Rama and Diaz (2014), 

4,000 women disappeared in Mexico from 2011-2012, many who were the victims of rape and 

murder as they tried to cross into the U.S. Furthermore, the Binational Migration Institute (2013) 

explains that the increased numbers of deaths in the last few years is partly related to the stepped 

up enforcement that drives immigrants into the remote desert areas along the Arizona-Mexican 

border where many die from exposure. In this section, three participants describe the process and 

perils of border crossing. Taping sponges to their shoes to obscure their footprints, they traveled 

at night to avoid detection. It exemplifies the essential need for self-protective silence, the need 

not to exist.  
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From near death due to abandonment by the coyote in the Arizona desert, to being stuffed 

under the seat of a car, the process of crossing was so brutal for many of these women that its 

inclusion is essential for describing their unique context. The text speaks for itself and lends to 

the subsequent category of mistrust of others discussed later. 

RG-P82: “The coyote is the one that starts you the right way and tells you where to 
go…then they goes back …then a manager/person in charge (the "encargato" who works 
for the coyote) is the one that when you reach a certain point he brings you to wherever 
you’re going to be picked up…I was really scared…” 

Besides the two participants who spoke of personally being caught and deported, another 

participant's husband was deported shortly after the stillbirth of their daughter and was still 

detained in Mexico at the time of the research interview. Deportation separated families, added 

stress, and reinforced the essential need to stay undetected. The following participant explains 

the difficulty of trying to get back into the U.S to her husband and children after deportation: 

RG-P82: “...in Arizona sadly it is very very difficult…they put charges on me in 
Arizona…they charge me like I am a criminal in Arizona…over there it’s like that they 
charge you very bad…they really don’t like immigrants a lot there.” 

Two participants stated that groups crossing in Arizona were made up of families, 

children, and sometimes pregnant women. As these two women personally knew people who 

died, they were very aware of the danger.  

MV-P923: tone changes speech slows “...there are so many people who have died in the 
desert...(silence)....” 

One participant described her own brush with death after she was abandoned by the 

coyote (paid human smuggler) in the Arizona desert. After two days of walking without food or 

water, she wanted only to be found by immigration: 

RG-P82: “...we were coming in a van and immigration started following, so he dropped 
us and took off…we had no food or water …we ended up walking walking walking... we 
were so exhausted and so hungry we couldn't walk... the only thing we wanted at that 
moment was for immigration to come for us,  …we had been eating flowers and grass … 
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we ended up in the United States in a little tiny village with some trailers...an old man 
found us…we were dehydrated...” 

Signs posted on the border warn migrants of the desert’s deadly peril (see Figure 3). 

Despite these posted signs the interviewed women were profoundly aware of the danger they 

faced. 

 

Figure 3. Caution sign. Translation: “Careful!  Don't expose 
your life to the elements. It’s not worth it!” (Clark, 2006)  

This above participant, RG-P82, divulged the name of the coyote to immigration and was 

later threatened over the phone when she arrived back to her family in Fresno. 

RG-P81: “He (the coyote) called and said...I know where you are, I know you 
cooperated, I know where you live, I’m going to get you and if they deport you again I 
will be waiting for you…just because you gave us up…you cooperated with the 
Americans doesn’t mean they will help you…they’re still going to deport you and I will 
be waiting for you.” 

RG-P81: Speaking through tears… “I have applied for asylum right now…(crying) so 
when I’m eating or sit at the table to eat, or when I’m in the park with the children…I 
always thank God ....(silence)...I ask God for help…I have to go to court to see if they 
will grant my asylum … the children are American and what would my life be like 
without my children?!” 

The children of RG-P81 were present during the above conversation in the trailer where 

this family of 5 lives. The children quietly listened as their mother told her story. Due to the 

children and the nature of the conversation, the option of rescheduling had been given, to which 
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she replied, “No...they need to understand” (Interesting to note, the children were already 

receiving counseling through their school). The extreme difficulty of the situation was 

acknowledged and the following question posed, “What sustains and motivates you?” This was 

followed by 15 seconds of emotionally imposed silence, tears; then more silence. She collected 

herself to speak and replied, “Look at my children.” 

Three of the women described several crossing attempts before being successful and 

spoke of the suppressive coping mental attitude needed to brave the dangers. They spoke of the 

importance of not thinking about what they were doing. 

MV-P923: “…the risk is not only immigration can catch you but also you can be 
raped…there are gangs that come and steal everything you bring…there are animals, 
snakes, and spiders it’s very dark when you are walking and you can step on any 
animal…very very dangerous…” 

MV-P923: “The point is that you don’t think (no pensar) when you are going you just 
walk and walk you just do it, you don’t think about those things you just go and go and 
go…and no one complains all the persons are quiet, they just go…I think it’s the same 
for everyone.” 

The above de-identified excerpts were reviewed by the consulted UCSF, Fresno faculty 

psychiatrist. The psychiatrist's assessment was that this is an example of the “proper” or evolved 

use of coping defenses. He explained that as part of Freud’s defense mechanisms of suppression, 

repression, denial, and dissociation, when people sense or predict danger they begin to try to (or 

their minds choose to) disengage from the physical world by retreating into numbness or fantasy 

to prevent experiencing the full force of the trauma that might follow. Per his assessment, she 

was fully conscious of the choice, so she was employing suppression, with repression or 

dissociation to defend her further if needed. (S. Hersevoort M.D., personal communication, 

February, 26, 2015).  

MV-P923, via coping defenses, chose to disengage and guarded herself against being 

overwhelmed so the needed task could be done. The role of coping mechanisms will be 
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addressed later in this chapter under the subheading “No Control and Peritraumatic 

Dissociation.” 

The brutal process of border crossing profoundly impacted participants and their families. 

These women were fearful, victimized, threatened, and treated like criminals. Three participants 

spoke of the process of mentally removing themselves via coping mechanisms, such as the 

described suppression, to manage the their fear. However, despite successful border crossing 

their struggle continued. After arriving in the U.S., the daily impact of living in the shadows 

continued to take its toll. Family violence did not cease at the border, poverty remained, 

exploitation continued, and the constant fear of deportation loomed. As many women were 

already emotionally depleted upon arrival, they had little reserve to face this ongoing adversity. 

In this section, participants described life and work in the United States.  

Poverty despite Work  

Farm labor in the U.S. often times requires a circuit of travel as workers follow seasonal 

crops. One participant spoke of traveling to Washington for the apples and berries and then 

returning to Fresno to tie vines, trim trees, and pick grapes. The origin and route of travel is 

illustrated in Figure 4. Interestingly, this migration map, which represents the six thousand mile 

trek of Mexican farm workers (Holmes, 2006), also mirrors the migration route described by two 

participants in this study. 
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Figure 4: Migration map. Showing the circuit of travel from 
Oaxaca, Mexico, through Arizona, to the Central Valley of 
California and to Washington State (Holmes, 2006). 

Because work was sporadic and low paying, many remained in poverty. All participants 

were either currently working in the fields or packing houses or had done so in the past. The 

work was heavy, the days were long, and because pay was dependent on how much they 

produced, one participant explained that they skipped breaks to increase yield. As earnings were 

well below the poverty line, relying on public assistance was the only way some of these 

participants survived. The following excerpts describe the work and pay in the fields (el campo). 

RG-P82: “...we were working with the grapes and now we stop for two months and now 
we start with trimming of the trees….now we will trim the trees for two months and we 
will finish and we will rest for 3 months…we save a little of the money we make, we 
save some for that period of time that we are not working… I think for the month we do 
$600... so you can see poverty here too, not only in Mexico…when I decided to go for 
the welfare I didn’t have a penny on me I didn’t have one tortilla (una tortilla nada)…I 
had nothing!” 

MS-P23: “When I was working and the work was very heavy I could earn 40 or 50 
dollars (a day)…when I got slow I got 30 or 20 dollars…” 

Researcher: “You were working more slowly because of your pregnancy?” 

MS-P23: “Yes” 
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RG-P8: “There are good ones and bad ones (foremen)... some of them scream at us and 
tell us we are doing a bad job…the foreman are out walking and they scream at us and 
tell us they are going to lower the price per pound that we pay you....we always 
complained about not enough bathrooms …we also complain about not enough water or 
not close enough water…” 

NAFTA Influenced Migration 

A critical political/economic factor driving immigration that needs to be acknowledged is 

the 1993 North American Free Trade Agreement (NAFTA). The free market neo-liberal 

economic policy of NAFTA eliminated tariffs between Canada, the U.S., and Mexico, resulting 

in a flood of U.S corn imports into Mexico putting many small rural farmers out of business. 

NAFTA, blamed for the loss of 2 million Mexican farm jobs, has forced many to immigrate to 

survive (Holms, 2013; Johnson, 2011; McGuire & Martin, 2007). Mexico's poor have 

unarguably been the victims of the international economic policy of NAFTA.  

Effects on Trust and Trust Formation 

For some, mistrust was exhibited in self-protective silence. The constant fear of 

deportation, exploitation by their employers, and threats from coyotes, did not exactly foster a 

context of trust. Examples of perceived trustworthiness of health care providers and trust 

formation are given in the excerpts below. 

MS-P23 was from a small rural village where births were attended by lay midwives 

(parteras), one of which was her grandmother. Her first experience with any hospital was in the 

U.S. for a cesarean delivery due to breech presentation. She spoke of her lack of trust in her 

American providers who cared for her during her delivery. 

MS-P23: “...in Oaxaca ...my grandmother was the partera for my mother…she helped 
with all the children…” 

Researcher: “Were you born at home?” 

MS-P23: “Yes…and my grandmother was the partera…here I don’t trust people, I trust 
my grandma, but I don’t trust them.” 
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Prompted by the need to remain undetected, MS-P23 was later reluctant to give an 

opinion about her care. 

Researcher: “What do you think the providers could have done differently?” 

MS-P22: “I don’t know…(silence)…” 

Researcher: “Before we talk about it again I want you to think about it... I want you to 
understand that it is ok to tell us…because if we don’t know what to do differently, we 
can’t make it better.” 

In the next interview the question was posed again and the reason for silence became 

evident. 

MS-P23: “I won’t criticize them” 

Researcher: “Why?” 

MS-P23: “Because I don’t want to have problems here…because I am not from here so 
maybe they can tell me to go away.” 

As evidenced in the following interview text, the researcher had a previous patient-

provider relationship with the next participant RG-P8. When asked why most Mexican 

immigrants deny or are silent about intimate partner violence, her answer revealed that the 

silence was related to concerns about trust. 

RG-P8: “Yes, I think a lot of women don’t really say the truth…(long thoughtful 
silence)... I’m going to be very honest with you, because I know you and I know you 
really care about me, but if it was another person I probably won’t tell because I don’t 
think they really care about me…meaning you give the trust” 

The concept of trust was again brought up in a later comment by RG-P8   

RG-P8: “...I didn’t know you very well and then you come and tell me about all the help 
you can do. I said why does she care about me? ...It was weird… but because I know you 
very well I accept that” 

Researcher: “Did you not trust doctors and nurses before?” 

RG-P8: “No…before no ...but when I met you it’s different…when you told me about the 
HOPE  program (a prenatal home visit program) when I was pregnant with my son and I 
started believing in you and that you will help me.” 
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The above excerpts from these Mexican immigrant mothers reveal the profound 

adversity, mistrust, and human struggle many health care providers, including this researcher, 

have not been privy to. In addition to the birth event, the sociopolitical context that drives 

immigration, family separation, poverty, and the silence that surrounds it all may increase 

cumulative life course stress and negatively influence coping, resilience, and perception of 

trauma related to birth. 

Although the above narrative is broad, establishment of the context was essential to 

understand how it affects their perceptions of birth. The results of the next section will focus on 

the event of perceived traumatic birth and describe the impact and range of responses this 

perception produces. 

Birth Events Influencing the Perception of Trauma  

As the current and historical context of adversity, fragile existence, has been identified as 

the unique factor influencing perceived traumatic birth among Mexican immigrant mothers, in 

this section other contributing conditions that influence the perception and meaning of the actual 

birth will be explored. The interviews revealed several main birth related conditions that 

contributed to perceived traumatic birth. Themes influencing the perception of trauma included 

the following: a novel hospital experience; high-tech, low-touch care; having no control; 

experiencing the demise alone; and receiving care/needing caring. As discussed before, these 

themes were not distinctly separate but highly interrelated. The impactful text of this section 

speaks to the participants’ unique perception and meaning of their births. 

As stated earlier, the events that prompted the perceived trauma varied. Two of the 

women had experienced a fetal demise, one a neonatal death, one a traumatic birth process that 

resulted in a vaginal-rectal fistula, one experienced uncontrolled hypertension that necessitated 
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an emergency cesarean, one had a cesarean for breech presentation, and one experienced habitual 

miscarriages. The responses to the perceived trauma represented a continuum of coping that was 

at times adaptive and at other times not. Of particular interest was one interview from a 

participant who many in health care, including this researcher, had what would be considered a 

non-traumatic delivery event. However, her adverse life course history, unknown to her 

providers due to her silence and lack of trust, set the stage for trauma. Her story is presented 

below. 

A Novel Hospital Experience: High-tech, Low-touch Care 

MS-P2, an indigenous woman who spoke the dialect of Natuatl in addition to Spanish, 

had a scheduled cesarean due to a breech presentation. This operation was not an emergency and 

resulted in the birth of a healthy baby girl. Although this researcher did not review her medical 

record, it is assumed she was given the standard preoperative education and informed consent 

was obtained. From the perspective of many health care providers, a scheduled cesarean for a 

breech presentation is rather routine; however, to MS-P2 this experience was profoundly 

traumatic. Her history and current struggle were the foundation of her perceived traumatic birth. 

At the age of 16 MS-P2 had immigrated with her father from a small rural village in 

Oaxaca, Mexico, with the promise of education. In Oaxaca, the closest hospital, which she had 

never seen, was almost 2 hours away via a dirt road. Births in her village were attended by a lay 

midwife, who happened to be her grandmother. As previously explained, after arriving in the 

U.S. she was dominated and abused by her violent father who, when she was not working the 

fields, kept her locked in her room. At 18 she moved in with a boyfriend and soon became 

pregnant. Unfortunately, this relationship was also conflicted, and right before the birth of her 

daughter she found herself homeless and unemployed. She had no family with her when she 
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delivered and was brought to the hospital by another woman at the shelter where she was 

staying. Her description of her cesarean metaphorically exemplifies the context of her life. 

MS-P23: “…and I feel like my body was very numb….and I think they take everything 
of me...my bones...my breath.... even my heart... (silence)... I thought I was going to 
die...I ask God where are you?… please help me!” 

This poignant description of a cesarean from a woman who had never experienced any 

hospital, let alone a high-tech U.S. hospital, “They take everything of me...my bones...my 

breath....even my heart,” appears to parallel her life. It speaks to the fragile existence that shaped 

the perception of her birth event, “Taking everything,” being emptied, being alone, being 

stripped, similar to gutting a fish. She literally had everything taken from her, her relationship 

with her father, her relationship with the father of her baby, her home, and her ability to care for 

herself and her child. She was completely alone. The following excerpt exemplifies her despair 

during her hospital stay. 

MS-P23: “...I spent the night by myself and I couldn’t get up because it was very painful 
…and I was asking God…why is my father not here? …why is not my baby’s father 
here?…I was crying…(silence)…it was three days in the hospital by myself…then they 
brought me back to the shelter.” 

Her birth experience was a continuation of the trauma and adversity in her life. Her 

postpartum course included 2 months of depression, for which she never received care, and a 

wound dehiscence which required an emergency room visit and follow-up wound care. As 

research has shown psychological stress can negatively affect wound healing (Gouin & Kiecolt-

Glaser, 2012) it would be interesting to know if this impacted her recovery. In the following 

excerpt, this same participant explains to her providers (possibly unaware she was homeless) that 

she is sad:  

MS-P23: “... I told them I was sad so they gave me these numbers that I could call…and 
they told me it will be difficult, but you will be recovered from this…be patient…” 

Researcher: “So did you call any of the numbers?” 
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MS-P23: “No, because I didn’t have a phone.” 

This high-tech, low-touch care was totally foreign to her, and she faced it all alone. This 

likely contributed to her distress. Furthermore, the burden of action to call was placed on this 

homeless depressed participant, who needed to maintain her anonymity. Also, it’s important to 

consider that even if she had access to a phone, her depression may have immobilized her from 

calling. Possibly if her homelessness and limited access to communication had been noted, she 

could have been given an appointment with a mental health provider before she left the clinic. 

No Control and Peritraumatic Dissociation 

Out of options and perceiving no control, one participant responded to her birth event 

with a dissociative experience. During a long arduous labor that resulted in a recto-vaginal 

fistula, GG-P6 had a peritraumatic dissociation. Although as a Mexican immigrant, adversity 

was known to her, she denied other similar responses to past experiences. Thus, this dissociative 

response was novel. In addition to the injury that caused the fistula, shortly after the birth her 

daughter was found to be epileptic. Thus, in addition to dealing with her daughter’s seizures, she 

was consumed by her own problems with stool incontinence, self-image, depression, and three 

surgeries over the course of a year to repair the damage.  

As explained in the literature review chapter, a dissociative experience refers to a 

phenomena of depersonalization, derealization, amnesia, out of body experience, and/or altered 

time perception and body image (Zambaldi, Cantilino, Farias, Moraes, & Sougey, 2011). 

Dissociation, a coping response, can occur when a painful experience reminds the person of 

previous trauma or abuse (Ayers, 2007; Burian, 1995; Kennedy & MacDonald, 2002).  

During the course of her labor GG-P6 felt something was wrong. She had more pain than 

with her first child and repeated requests for pain medication seemed to fall on deaf ears. Fearful 

that she and her daughter were in danger, she tried to communicate her concerns, but felt 
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ignored. The two days of events, which she had no control over, prompted a peritraumatic 

dissociation. They are exemplified in the following excerpts. 

GG-P6: “I had so much pain (mucho dolor) ...I was stressed... I thought me and my 
daughter will die…I was hoping they would do a c-section... my husband told me to 
scream, because maybe if you scream they will come and do a c-section…” 

This participant never did resort to screaming, however, if she and her husband felt 

screaming for attention was the only method of expressing need, possibly something was lacking 

in the communication between provider and patient. 

GG-P6: “…when they told me that they were not going to do a C-section…I thought this 
is it …I’m going to die, because I thought I was in labor for too long, I was bleeding…so 
I thought I was going to die…” 

Overwhelmed with no perceived options, GG-P6 cognitively lost an entire day. 
 

GG-P6: “Monday they told me that the baby had stopped breathing inside…Then I did 
not remember for a whole day…who came to visit to talk or talk to my husband 
…afterwards they told me about it…I don’t remember any of that…people came to see 
me at the hospital and I don’t remember...” 

Researcher: “Why do you think you don’t remember?” 

GG-P6: “I don’t know, …(silence) …for a whole day I didn’t feel anything…I was 
sleeping…I was unconscious…right before I came back I could see a green prairie…I 
was walking…I was walking…I was walking… following a light…finally when I got to 
the light I told my husband…I have something warm between my legs and he checked 
and I was bleeding.” 

By anyone’s standards this is a horrific birth event with profound sequelae. She had no 

control over what was happening to her. She stated several times that she longed for her mother. 

Her peritraumatic dissociation represented her last resort coping mechanism after she tried and 

failed to get help, not only to manage her pain but also to communicate her distress.  

Overwhelmed with fear and pain and out of options, this participant's psyche removed the 

situation from her hands. She still recalls nothing. Her statement “right before I came back” 

indicates that she perceived herself removed, not present; thus, her peritraumatic dissociation at 
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that moment protected her. However, the trauma may have set her up for the depression she later 

experienced. 

Experiencing a Fetal Demise Alone 

Two of the women learned of and delivered their demised infants alone. The dreadful 

news was discovered in different ways, but what was consistent with both providers and their 

patients was the difficult emotional process that included a series of painful steps to confirm 

what was feared. The participants felt the nurses and physicians were not being honest; however, 

from the perspective of providers, the diagnosis had to be confirmed before the news could be 

shared. The following excerpts exemplify the painful discovery process, the events that followed, 

and the emotionally imposed silence of recalling the event.  

ML-P12: “It was normal….all of the pregnancy …on Sunday I went to the hospital 
because I did not feel like my baby was moving…but I didn’t feel bad…I was feeling 
ok…pause …Um”… (sighs…20 seconds of silence….participant starts to cry) 

Researcher:… softly…“Muy difícil (very difficult)… (silence)… Do we need to stop?” 

ML-P12: “No, yo quisiera continuar (I would like to continue)” 

ML-P12: “On that Sunday I woke up…I told my husband that I wasn’t feeling the 
baby… the doctor told me if I couldn’t feel the baby I should go to the hospital…the only 
thing I was feeling was that like my stomach…like pum pum pum… Pulsación” 

As ML-P12 had no family to leave her children with, she and her husband took their 

children with them to the hospital. Due to the children, she was taken into the labor and delivery 

unit alone. Alone is how she received the news. 

ML-P12: “When they checked me they figured out that the baby…the heart was not 
going on…they did not want to tell right away what was going on…They told me that the 
machine wasn't working…and I figured out that something was wrong…because how can 
it be that the hospital has a machine that is not working! … so they brought another 
machine and they said it wasn’t working either…they told me, we don’t understand what 
is going on but this one is not working either…they told me they are going to bring in a 
machine to make you an ultrasound…so they did an ultrasound and they couldn’t find the 
baby’s heart either…and they said that maybe it was the baby’s back…but I realized now 
that…my baby…(silence)... something was wrong…they asked me who are you with and 
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I told them I was with my husband…they asked why is he not with you right now? …I 
told them we have 2 more kids and the babies can’t come in!” 

Another participant with a fetal demise, PA-P5, was also alone when she learned of her 

daughter’s death. She also delivered alone as her husband was at home caring for their other 

children. 

PA-P5: “When the baby was born my husband wasn’t there…I felt very alone because I 
didn’t have my family with me…I feel like if someone from my family was able to be 
with me…(silence, sigh)…I would like someone…like my parents, my brother, or my 
sister …” 

An alert and compassionate nurse realized PA-P5’s situation and communicated 

caring with her actions. 

PA-P5: “I felt very grateful for the nurse who hugged me that day when everything 
happened…I felt like someone was worried about me …when he (her husband) couldn't 
do it because he had to go back and take care of the children …I think you feel 
well…when someone is worried about you and they feel the pain that you are having.” 

ML-P12 felt the stillbirth of her daughter affected the treatment she received after 

delivery. She explained that she was segregated, in pain, and ignored by the staff that she 

described as annoyed and busy. The following excerpts describe her perception. 

ML-P12: “… they (the staff) are working and they are busy…but they weren’t very 
nice…(pause)… and I think the people were like very irritated (sangrona)… after I had 
the baby they took me to this place…where they take all the persons that have this kind 
of thing…I was having pain in my stomach and I told them to please come! please come! 
…come and do something!…and they just ignored me like I wasn’t having the pain” 

Researcher: “Do you feel like they were avoiding you?” 

ML-P12: “Could be…could be, because when people are having that kind of situation 
other people don’t want to be close to you….because they don’t know how you are going 
to react.” 

Researcher: “What did you need?” 

ML-P12: …(silence…10 sec…tears)… “My daughter!” 

It is important to note that this participant’s husband was deported one month after her 

stillbirth of her daughter, and he was still detained in Mexico at the time of this interview. 
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Although depressed and struggling financially, ML-P12 was trying desperately to hold 

everything together for her children. 

The process of confirming and delivering a fetal demise was profoundly distressing for 

these participants. Limited social support, common for immigrant families, compounded the 

distress for two participants who discovered the news and delivered their babies alone. Thus, 

understanding the context and recognizing the unique needs of immigrant mothers, as the one 

nurse did, is key. 

Providing an isolated private recovery area for women who experience a demise, a 

frequent practice, was viewed negatively by the participant ML-P12 who felt segregated and 

ignored. Possibly if she had been consulted about where she wanted to be rather than taken to a 

"place" or if her pain was better controlled, or if her husband could have been with her, she may 

have had a different perception of her care. She described her providers as annoyed and busy; 

however, it is important to acknowledge that providers involved in this difficult process may also 

be affected. This is not to excuse the behavior but to point out the possible need to acknowledge 

and address a provider’s own history of loss and/or better prepare them to support grieving 

mothers. 

Receiving Care/Needing Caring 

Self-protective silence initially hindered them from speaking honestly about their care; 

however, by the second or third interview participants spoke more freely. Opinions were mixed. 

Some were positive about aspects of the hospital experience, while others noted negative aspects 

of the care received. Three spoke of the stark differences between birth in their small rural 

villages and that of the high-tech environment of a U.S. hospital. From analyses of these excerpts 
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the category of care vs. caring emerged. The following excerpts explain how this category 

influenced their trauma perception.  

One participant spoke fondly of the personal type of caring received by birthing women 

in her village, such as the use of a scarf (rebozo) tied around the abdomen to help turn a breech 

baby or to ease pain, combing and braiding the mother’s hair, food in bed, and having someone 

wash their hands with warm water. However, she also seemed to equate high-tech and machines 

with safe care. There appeared to be a contrast between caring, which women received in her 

village, and safe care which is what she received during her cesarean in the U.S. The following 

excerpts by MS-P2 explain her thoughts. 

MS-P2: “so like for example when you have the C-section they put you in the bed…they 
put things…machines on you… they make sure you are all right”  

However, after the cesarean she longed for the personal caring she would have received 

in her village: 

MS-P2: “…so as soon as I had my baby, nobody combed my hair…nobody washed my 
hands, I had to do it with cold water! …if I would have come to my town my mom would 
have really been taking good care of me… silence…15 sec…” 

It seems she had a foot in each culture, preferring the personal attention in her Mexican 

village, but feeling high tech meant safe. Interestingly, the temperature of the water was one of 

the factors that she felt communicated caring. She was appalled that she had to wash her hands in 

cold water.  

Participant GG-P6 experienced a complex delivery experience that resulted in 

peritraumatic dissociation. She expressed her opinions of the care she received in one sentence. 

GG-P6: “You have a lot of machines, but you don't know how to be human.” 
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Perceived trauma extended beyond the hospitalization to the aftercare mothers received 

from their providers. Overwhelmed by grief, PA-P53 was further traumatized when the prenatal 

clinic staff was unaware of the loss of her daughter. 

PA-P53: “…when I came to the clinic they thought I was still pregnant! …I said I lost my 
baby…they say oh sorry we didn’t know.” 

PA-P53: “This is the place where I came so you could check my baby and listen to the 
heart…taking care of me …we are like living this moment together…you should have 
known…(voice drops off…silence…collects herself)…Why did you not know? I feel the 
clinic should have had the record of what was happening! …why did you not check?” 

In contrast, not all experiences with providers and staff were negative. Three participants 

noted positive aspects about their experience and the care they received from their providers.  

RG-P8: “…It’s very special here because they give you a lot of attention they take your 
blood pressure, they asked you how you are feeling and they see you often…and the end 
of my pregnancy my blood pressure went high… they don’t take your blood pressure 
there (in Mexico) … so they don’t know if you are having a condition or anything 
…maybe the baby would have died and maybe I would have died…I feel like here that I 
was so well taken care of.” 

MS-P23: “For me it’s better here because they take care of you and they give vitamins for 
the baby…here if I don’t have enough to eat they give me the numbers where I can find 
help…over there (in Mexico) there is nothing.” 

For PA-P22 being openly worried communicated caring. As she had limited family 

support she viewed the worry of her providers as caring. Although a topic for another study, 

understanding cultural meanings of worry may help providers understand how open worry can 

communicate care and concern. 

PA-P22: “I was in a lot of pain…I didn’t have my mother here…It is nice when 
somebody comes and hugs you…I felt very grateful for the nurse who hugged me that 
day when everything happened…I think you feel well when someone is worried about 
you and they feel the pain that you are having.” 

These participants were all very fragile not only due to their birth experiences but also 

due to the context in which it occurred. Although some had their partners with them, few had 

other family members and none had their mothers present when they delivered. Many of these 
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participants felt very alone. The word “sola” (alone) came up often. In addition to the 

professional standard care, they needed someone to understand who they were, to take a sincere 

interest in them, and worry about them; they needed their providers to be “human.” 

Impact and Response to Perceived Traumatic Birth 

All participants had a unique birth experience that, by their own assessment, was 

traumatic. Impact, responses, and recovery from the perceived traumatic birth were also variable. 

All but one participant who experienced a perceived traumatic birth exhibited some type of self-

described maladaptive psychological response. However, regardless of the origin, impact, or type 

of response, common to these women was the adversity and the limited social, psychological, 

and financial resources to address it. Not only did this influence perception it may have increased 

risk for maladaptation and impeded recovery. 

Perinatal Mood and Anxiety Disorders 

There are various maladaptive psychological stress responses and disorders that can 

occur during the perinatal period or following a perceived traumatic birth. This spectrum of 

disorders, collectively known as perinatal mood and anxiety disorders (PMAD), includes 

depression, post-traumatic stress disorder (PTSD), postpartum psychosis, bipolar disorder, 

obsessive compulsive disorder (OCD), general anxiety disorder (GAD), dissociative disorders, 

and can co-occur with substance abuse (Ayers & Pickering, 2001; Beck, 2004b; Bennett, 2009a; 

Kennedy & MacDonald, 2002; Knudson-Martin & Silverstein, 2009; Perez Benitez, Zlotnick, 

Gomez, Rendon, & Swanson, 2013; Speisman, Storch, & Abramowitz, 2011). However, as none 

of these women received formal diagnosis or mental health services, the labeling of depression, 

anxiety, or dissociation was based on their own assessment, the descriptions they provided to the 

researcher, or in consultation with the UCSF faculty psychiatrist. 
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Participants displayed different levels of adaptation and maladaptation. Only one of the 

participants seemed to have an adaptive response. Although this participant experienced PIH that 

necessitated an emergency cesarean and perceived the event as traumatic, RG-P82 responded 

with adaptive resilience. Of interest, she had a strong faith in God and was also the one 

participant who verbalized the most trust in her providers. Concluded from the interviews, the 

remainder of the participants had different degrees of maladaptive responses that included 

evidence of depression, anxiety, substance abuse, or experienced last resort coping such as 

dissociation. Interestingly, although most stated they were recovered at the time of the 

interviews, their emotions remained very raw. Suffering in silence, six of the seven participants 

had never told anyone about their birth event or the problems they experienced because of it.  

Depression, Anxiety, and Substance Abuse 

Six participants experienced depression lasting from 2 months to 3 years. One of the most 

profound depressions was experienced by PA-P5 who, after her second stillborn birth, retreated 

to her bedroom and decompensated to a non-functional state. She indicated that she was so 

immobilized by depression that she was unable to ask for help. 

PA-P5: “I stayed in my bedroom crying…I did not feel like taking showers or changing 
my clothes…it lasted a long time …3 months…” 

Participant EM-P6 stated she developed what she referred to as “shock.” Her 

description seemed consistent with anxiety or a panic attack. After the “shock” she 

experienced a deep depression for 6 months after the neonatal death of her son in Mexico. 

EM-P6: “I was with the C-section, so I didn’t see him for three days …when I went to the 
hospital it was one hour that he had died…I grabbed him but he wasn’t alive! …I 
couldn’t stop crying …I was so nervous…I wanted to go with my son …I pushed the 
nurse…I wanted to push people and hurt people…” 
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Shortly after the death of her son, this same participant immigrated alone to the U.S. to 

escape the violence from her partner. Feeling alone and depressed she abused alcohol for three 

years.  

EM-P6: “(When drinking alcohol) I would feel pleasure for myself… when you feel like 
you don’t have anybody…I felt very alone …then from that I started feeling 
depressed…” 

Dissociative Response  

As previously discussed, peritraumatic dissociation was experienced by one of the 

participants in response to a physically and emotionally traumatic birth experience. 

Although a dissociative response has been shown to increase the risk of PTSD, it is not 

always pathological (Ayers, 2007; Burian, 1995; Kennedy & MacDonald, 2002). 

However, following this dissociative experience this participant responded with, per her 

assessment, depression. Her depression was possibly exacerbated by the sequelae of the 

recto-vaginal fistula and her daughter’s epilepsy. Even though she denied this had ever 

happened before, the adverse context of her life may have left her little emotional reserve. 

The findings indicate she was overwhelmed with fear and pain and out of options; thus, 

possibly her psyche protected her by removing the situation from her hands. 

These women have limited social and psychological resources to manage their 

distress. This is possibly exacerbated by their fragile existence and the fear of deportation 

that mandates self-protective silence. As previously discussed, this self-mandated silence 

not only obscures their distress but may also prevent them for asking for help. However, 

responsibility also rests with providers to foster a more responsive level of care that 

promotes trust, is alert to clues of distress, and facilitates help for women who are trying 

to maintain their anonymity or may be too immobilized to act. 

Resilience, Hope, and Recovery 
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The importance of children 

All the women interviewed had a strong identification with motherhood. Children 

provided hope, allowed them to endure adversity, and aided recovery from trauma. This strong 

connection to their children prompted them to extend their thoughts and actions beyond 

themselves. The importance of children was summed up by participant GG-P62 with the 

statement, “They are my blood, my legacy.” The following statements exemplify not only how 

children were viewed, but also how they contributed to their mothers’ resilience. After 

experiencing a stillborn, ML-P13 commented: 

ML-P13: “I think the thing that really helped me was to have my children.” 

Her children’s influence on her recovery was explained by PA-P52. Although she stated 

that she knew help was available, she was so overwhelmed and immobilized by her grief and 

depression that she could not leave her bedroom. Finally, realizing how this was affecting her 

children prompted her to engage with her family again. 

PA-P52: “I stayed in my bedroom crying…I did not feel like taking showers or changing 
my clothes…it lasted a long time …3 months…couldn’t even laugh …they (her children) 
would tell me…let’s go walking …let’s go to the store…they tried to make me feel 
better…they tried to keep me busy… I couldn’t stop thinking about what happened.” 

PA-P52: (Crying softly) “…I feel like they (the children) tried to help…but they also 
needed me too…” 

Researcher: “How did it feel to know they needed you?”  

PA-P52: “It made me think…how they were looking at me… they made me realize I had 
to be there for my family.” 

Another participant had been physically abused by her father and attempted suicide. 

However, the birth of her daughter changed her thoughts about self-harm. 

MS-P2: “… it changed because, before I was thinking I would hurt myself …to go in the 
street so a car would hit me…but when I had my baby I said, I don’t know how I am 
going to do it but I have to work and provide for my girl.” 
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The nurturing mother role of one participant helped her to recover. The process of 

breastfeeding her son allowed EM-P72 to positively redefine her loss of her previous child. 

Breastfeeding her son contributed to her resilience. 

EM-P72: “When I’m breastfeeding him I remember the baby …I can’t really explain the 
feeling that I have…but I feel very beautiful to be able to give my children breast 
milk…when breastfeeding I feel full of love…” 

A sense of presence 

In addition to helping maintain a sense of presence with their infants, memory boxes, 

photos and urns also gave mothers and families a tangible connection and increased 

understanding of the loss. ML-P12 explained the following to her children.  

ML-P12: “…I told them that the baby wasn’t with us…and couldn’t stay with us…(voice 
shaking)… because she was an angel…(pause sigh)…but they could see her here (the 
urn) and they could see the photos…and they knew it was their sister…(softly 
crying…long pause) …and she is in heaven and she is taking care of us…(long silence 15 
sec.)” 

During the interview, the participant retrieved her daughter’s small porcelain urn (see 

Figure 5). It was overwhelming to witness what happened when the urn entered the room. The 

children, who had been consumed in noisy play during the interview, became immediately silent 

and quietly approached the table where the urn was placed. A solemn reverent hush fell over us 

all as we admired the porcelain painting that adorned it. All was quiet and still for about 30 

seconds. Her 7-year-old son broke the silence with a hushed voice explaining that inside was his 

baby sister.  
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Figure 5. Infant urn 

The power of the infant urn to impose a spontaneous reverent silence made its inclusion 

essential. It also prompted a conversation between this researcher and other members of the 

research team about the emotions it evoked and what it represents. Again your interpretation is 

invited.  

Faith and spirituality 

In addition to their children, all but two participants referenced faith and spirituality as 

key to making the context of their lives and birth events bearable. Many looked to God to live 

with adversity, provide emotional protection, make sense of their loss, and manage their distress. 

Two participants spoke of their belief that God would never give you more than you could 

handle. This was expressed in the statement, “Dios aprieta pero no ahorca,” translated as God 

puts pressure on you but does not strangle you. 

Expressions of faith varied with some only speaking about it and others displaying 

religious artifacts. One very faithful participant had erected an elaborate shrine in the corner of 

her trailer and explained that she placed fruit and money offerings on the open Bible to draw the 

souls of her relatives (see Figure 6). Experiencing a recent deportation and currently in the 
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process of applying for asylum, this same participant stated that her children and her faith were 

what sustain her. 

RG-P83: “I do it for my children… so they have an education…tears come pause 
…silence 5-6 sec…I am very close to the church…(crying) …church and looking at my 
children…” 

 

Figure 6. Faith-based shrine 

Making sense of loss, participant ML-P12, who suffered a stillborn, commented: 

ML-P12: “…I think I did everything that was in my hands…and she didn’t stay with us 
because God did not want it…and we can’t go against God’s will…” 

Three participants previously had or shortly after the event established support in places 

of worship. In this place of worship they found the “family” they desperately needed. For 

example, after months of profound untreated depression, one participant sought a church 

connection to make sense of her daughter’s death. The following excerpts from three participants 

exemplify their thoughts about faith. 

PA-P52: “…because when you are sad you feel depressed and if you go there maybe 
there is a way you can think about all of this…” 

MV-P91: “I’m alone (SOLA) …the only family I have is the church I go to…a Christian 
church…they come and see me and they visit me and they are like my family here…” 
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When asked about the source of her strength after the loss of so many pregnancies, MV-

P91 responded: 

MV-P91: “…then when I started knowing God and going to the church I think he is the 
one who gives me the strength…but even before everything God is there for you and 
provides for you and he gives you the strength even though you don’t realize it…” 

Finally, although unemployed, alone, and homeless at the time of the interview, the 

following participant statement exemplifies her resilience. She was far from defeated. 

MS-P23: “I have had a lot of things happen…but here I am.” 

Interestingly, only one participant mentioned the support from her partner; thus, it 

appeared the resilience, hope, and recovery was mainly through their children, faith, and 

connection with a place of worship. Children and faith provided a strong sense of purpose that 

sustained them.  

Impact on the family 

Although the impact on the family was not the focus or intent of the research, the effects 

of a perceived traumatic birth on the children and partners of the participants was observed and 

needs to be acknowledged as a topic for another study.  

Conclusion 

The focus of the data analysis was to explore the process by which Mexican Latina 

immigrants perceive their birth as traumatic, describe the impact and range of responses this 

perception produces, and describe how their unique life course context influences this 

perception. To understand the trauma, it was essential to comprehend the adverse context in 

which it occurred. Considering this context of adversity, the results suggest that for these Latina 

immigrants from Mexico the process leading to perceived traumatic birth occurred long before 

the pregnancy began. The excerpts from these Mexican immigrant mothers revealed the 

profound adversity and human struggle many health care providers, including this researcher, 
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have not been privy to. Clandestine crossing of a heavily guarded border and fear of deportation 

mandate self-protective silence. However, this mandated silence also obscures the violence, 

exploitation, and adversity they endure. Thus, their undocumented migrant status and the silence 

that surrounds it may be the major factor affecting not only their perceived traumatic births but 

also their overall health.  

With the exception of one participant, most of the perceived traumatic birth events 

created profound distress that resulted in maladaptation. None of the resulting responses of 

depression, anxiety, substance abuse, or last-resort coping, such as dissociation, were ever 

treated. With notable exceptions, provider responses to their distress ranged from complete non-

acknowledgment to cursory advice that lacked a tangible plan for effective support, diagnosis, 

and treatment. Possible factors affecting the behavior of the providers may have included 

unrecognized distress and the lack of awareness of the context of adversity. The range of 

provider attitudes and responses to traumatic birth represents a neglected but important area of 

future research. Finally, the results of this analysis will be reengaged with both theory and 

literature and discussed in the next chapter.  
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Chapter 5: Discussion 
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Most prevalence studies note that up to 34% of mothers perceived their births as 

traumatic (Anderson & Logan, 2010; Creedy et al., 2000; Olde et al., 2006, Soet et al., 2003). 

Aside from deterioration of maternal mental health, the negative effects of perceived traumatic 

birth can be observed in the infant and the family as a whole (Ayers & Pickering, 2001; World 

Health Organization, 2008). Maladaptive responses from perceived traumatic birth experiences, 

in addition to being profoundly debilitating for women, can affect the physical and emotional 

health of the infant, mother infant attachment, other children, and fathers (Ayers & Pickering, 

2001; World Health Organization, 2008). Although some research shows that Latina women are 

burdened with increased perinatal morbidity and mortality, little is known about their perception 

and response to such events as historically the research on traumatic birth perception and 

sequelae has focused on European or European American women (Ayers et al., 2008; 

Guendelman et al., 2015; Healy et al., 2006; Whitaker et al., 2010). Furthermore, as Mexican 

immigrants comprise the largest ethnic minority group in California and are projected to 

continue to account for most of the United States’ population growth (Pew Research Center, 

2012; United States Census Bureau, 2012), the need for research of this large understudied 

population is clear.  

The aim of this dissertation was to explore the process by which Mexican Latina 

immigrants perceive their birth as traumatic, describe the impact and range of responses this 

perception produces, and describe how their unique life course context influences this 

perception. Via an iterative grounded theory process of data collection and concurrent analysis, 

the data was co-constructed between this researcher, the participants, extant data, and consulted 

experts. This constructivist grounded theory approach, provided a firm footing for this qualitative 

study.  
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The inclusion of life course context inherently creates a broad narrative. However, 

according to Lu and Halfon (2006) research on pregnancy disparities “needs to move beyond 

reductionistic comparisons of individual-level risk factors and begin to develop more 

comprehensive models that examine the influences of multiple factors at multiple levels over the 

life course” (p. 24). Although an in depth evaluation of the all the factors that contribute to 

Mexican immigrant mothers’ adverse life course context was beyond the scope of this 

dissertation, acknowledging their influences may expand scholarly thought by considering some 

examples of contextual life course factors that may shape perception. In this context the results 

suggest that for these Mexican immigrants, the process leading to perceived traumatic birth is 

possibly embedded in the life course adversity (fragile existence) that was present long before 

the pregnancy began. This fragile existence influenced their behaviors of self-mandated silence 

and mistrust that not only affected how they perceived and responded to their negative birth 

events, but also obscured their distress to providers. Although some aspects of healthy adaptation 

to perceived traumatic birth were found, for most women, the adverse and low-resource context 

contributed to different types of maladaptation in the form of depression, anxiety, and substance 

abuse, or prompted last resort coping such as dissociation. The resilience and recovery found was 

mainly through their children, their need and desire to mother them, trust in their providers, their 

faith, and connection with a place of worship. A representation of this process was presented in 

chapter four (see Table 1). Consequently, in addition to the birth event, this discussion will 

address the foundational influence of a fragile existence on perceived traumatic birth and the 

resulting responses. 
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Engagement of Findings with Framework  

The main assumption of the study was that an adverse life course context can not only 

negatively affect perception of the birth, but that perception can then increase the risk of physical 

and mental pathology. However, according to Glaser (1998) grounded theory expects the 

researcher to refrain from considering data with preconceived ideas. Thus, although 

philosophical perspectives about the relationship between life stress and pathology via the lens of 

allostasis/allostatic load theory was used to guide a review of relevant literature and formulate an 

initial research approach, it was not imposed on the data analysis. Initial questions remained 

general so as not to lead participants. Not until the analysis was complete was the philosophical 

lens again considered.  

Upon completion of the analysis, the perspective of the allostasis/allostatic load 

framework was again considered. Allostasis/allostatic load posits the perception of chronic stress 

over the course of life (allostatic load) creates a cumulative physiological and psychological risk 

to mental and physical health (Seeman et al.,1997). In contrast to allostatic load, the model 

defines health (allostasis) as a state of responsiveness and resiliency (Seeman et al., 1997). The 

adverse life course context of the Mexican immigrant Latina participants, who responded to a 

perceived traumatic birth with maladaptation, supports the theoretical perspective that chronic 

stress from multiple sources increases the risk to health. Furthermore, it was concluded that 

although present, the observed recovery and resiliency (allostasis) was hindered by self-

mandated silence, mistrust, and a low resource context. For example, when applied to Mexican 

Latinas’ perspective of birth trauma, allostasis/allostatic load theory poses an explanation of why 

these immigrant mothers may have viewed and responded to their experience differently. The 

participants perspective, possibly influenced by their fragile existence (e.g., family separation, 



114 

immigration, deportation, and poverty), may be different, thus, so is their perception and 

appraisal of the current stressor (Johnson, 2011; McEwen, 2003; Raphael & Smolensky, 2008; 

Squires et al., 2012). This is not to say that all Mexican immigrant women will perceive and 

respond in a similar fashion to a negative birth event; however, it could imply that an adverse 

low resource context may increase the risk of a traumatic perception to such an event and impede 

recovery when it occurs. How the findings align with the framework of allostasis/allostatic load 

is presented in Figure 7. 

  



115 

 

 

  

Figure 7. Overlay of findings with framework 

Framework 
Allostasis/allostatic load  

Perception life course stress creates a cumulative risk to physical and mental health 

Findings 
Fragile existence: influencing self-mandated silence and mistrust 

Adverse life-course context 
 Poverty, immigration, border crossing, deportation, undocumentedness,  

family separation, violence, fear, exploitation, unstable housing,  
political and socio-economic factors, low resources 

 

Negative birth event 
Embedded in fragile existence 

Influenced by: high-tech low-touch care, perceived 
lack of control, receiving care/needing caring, 

experiencing the birth alone, dissociation 

Perceived traumatic birth  
Influenced by both fragile existence and negative birth event  

Adaptive response: 
Allostasis: resilience, and recovery 

Findings: 
 

-Faith and connection with a place of worship 
-Children and their need and desire to mother 
-A sense of presence 
-Trust in their providers  
 
(Allostasis was hindered by self-mandated silence, 
mistrust, and a low-resource context) 

Maladaptative response 
Allostatic Load: cumulative stress  

 Findings:  
 

-Anxiety 
-Depression 
-Substance abuse 
-Peritraumatic dissociation  
 (last resort coping) 
 
(Distress obscured by self-mandated silence)

Their fragile existence influenced their behaviors of self-mandated silence and mistrust that not 
only affected how they perceived and responded to their negative birth events but also obscured 
their distress to providers. 
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Engagement of Findings with Literature  

The grounded theory approach was used to look at the process of experiencing and 

responding to a perceived traumatic birth. This process revealed that each situation of perceived 

traumatic birth was unique; however, the context of adversity (fragile existence) that influenced 

the perception was common to all of the immigrant mothers interviewed.  

Although some of the birth experiences of the women in the study resonate with the 

literature, other study findings on the adverse life course context related to immigration and 

deportation of women were extremely limited. Most immigration studies looked at both sexes 

and ignored the gender vulnerabilities or the needs of female migrants, especially in relation to 

pregnancy, birth, and children (Leite, et al., 2010; McClure et al., 2015; McGuire & Martin 

2007; Vega, Kolody, & Valle, 1987). Research by Hilfinger Messias, McEwen, and Clark 

(2015), Kaestner, Pearson, Keene, and Geronimus (2009), and Sullivan and Rehm (2005) noted 

the negative effects of psychosocial and environmental stress on the physical and mental health 

of Mexican immigrants, but again they considered both sexes. Furthermore, no data was found 

about the responses of adult Mexican immigrant mothers to perceived traumatic birth or the 

adversity that influences the perception. Sullivan and Rehm (2005) note that although the 

undocumented immigration has been addressed by disciplines such as sociology, anthropology, 

and economics, it is rarely acknowledged in health research. Consequently, due to this 

knowledge gap, many providers, including this researcher, who provide care for Mexican 

immigrant mothers have been unaware of the profound adversity they face. The findings of this 

study indicate that in addition to the birth event, adverse life course context related to 

undocumented immigration, the factors that drive it, and the silence and mistrust that surrounds it 

negatively affected perception, response, and recovery.  
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Silence as Discourse and Self-mandated Silence 

There has been minimal attention to the silence in qualitative data. Some qualitative 

researchers view silence as an obstacle to the desired verbal response. For example, Calister 

(2004) noted that silence may be needed when waiting for a participant to respond; however, this 

researcher found that silence many times was the response. Furthermore, Kalamaras (1994) notes 

that silence in Western post-structural theory “is most often represented as a condition the 

speaking subject must overcome, an abyss or lack that inhibits one’s power to make meaning” 

(p. 1). In these interviews, silence was not a condition to overcome, but a form of legitimate 

communication. Thus, its presence as discourse was noted throughout the categories and its 

multiple causes and implications acknowledged and analyzed. 

In addition to being context dependent, recurring silence in the study results was 

prompted by numerous intentional, non-intentional, and cultural reasons. For example, at times 

during the interviews the silence was abrupt and spontaneous prompted by overwhelming grief, 

intentional and self-protective due to lack of trust, or calm and reverent as in the presence of the 

deceased. Although reasons for silence can be numerous, the following reasons were identified 

and confirmed with the participants: mistrust of others such as health care providers, law 

enforcement, or coyotes (paid human smugglers); the need to remain undetected; self-protection; 

fear; avoidance of ridicule or gossip; abuse; cultural attitudes toward authority and privacy; 

reverence for the deceased; oppression; exploitation; and profound grief and despair. Some of the 

silences were normative, such as reverent or grief-imposed silence; however, others related to 

oppression, abuse, and/or the need to maintain anonymity obscured distress and prevented 

needed care.  
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The process of silence and silencing due to various reasons surrounding negative 

perceptions and responses to birth was evident in both the literature and the results of this study. 

The interviews revealed a reciprocal causation to silence from providers, the women themselves, 

and institutional protocols. For example, ignored distress during labor possibly caused one 

participant to retreat into silence and then a spontaneous peritraumatic dissociation. Fearing 

deportation, another participant, although deeply traumatized by her hospital experience, would 

not criticize her providers. Finally, an institutional policy of automatic calling to reschedule 

missed prenatal visits re-traumatized and silenced another participant who had a fetal demise that 

was unknown to the clinic staff. Feeling hurt and devalued, this particular participant isolated 

herself and never returned to the clinic. Her distress and three months of untreated depression 

were never shared with anyone until the research interview.  

In support of these findings, eight studies concluded that disempowerment, ignored 

opinions, provider attitudes, authoritarian decision making, and the unequal provider/patient 

relationship that silenced women contributed to mothers’ perceived traumatic births (Beck, 

2004a; Creedy et al., 2000; Elmir et al., 2010; Knudsen-Martin & Silverstein, 2009; Sorenson & 

Tschetter, 2010; Mercer et al., 2012; Moyzakitis 2004; Thomson & Downe 2008). In addition, 

the process of cultural, social, self, institutional, and/or authoritarian silencing reported in seven 

studies was also noted to have had a negative impact on mental health (Allen, 1998; Beck, 

2004a; Ayers et al., 2006; Elmir et al., 2010; Knudsen-Martin & Silverstein, 2009; Mercer et al., 

2012; Soet et al., 2003). Similar to the study findings, previous literature found silence and 

silencing processes prevented women from validating their experiences, created isolation, and 

maintained their distress (Allen, 1998; Ayers et al., 2006; Kitzinger, 1992; Knudsen-Martin & 

Silverstein, 2009; Mercer et al., 2012). 
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Furthermore, silence among family members about the violence, trauma, and adversity 

they endure was cited by three participants as common. This possibly lends to an unspoken 

consensus of cultural silence that is prompted by a need to remain undetected, protect family 

privacy, protect oneself from ridicule, and/or family gossip. Kearney (1999) explains that “in 

many (Mexican) communities, belief in family sovereignty and privacy perpetuates neighbors’ 

and family members’ silence about even blatant abuse” (p. 133). A review of the literature by 

Ramirez-Rodriguez (2006) estimated that in Mexico IPV by men towards their heterosexual 

partners ranges from 15 to 71%. A robust study of 18,902 women done by Avila-Burgos et al. 

(2009) reported Mexican women experience an overall IPV rate of 25 %, but noted the rates are 

higher among younger, less educated women. Finally, some cultures view social harmony as 

paramount and will not speak of their emotional distress or problems (Kirmayer, 2001). As one 

participant stated, “even my sisters and my brothers, they don’t know anything about what I have 

been through.”  

Furthermore, it’s important to note that both speaking up and being silent carry risk. For 

example, although the self-protective silence prevented detection, it also prevented providers 

from understanding and addressing their distress and the violence and adversity that predisposed 

them to it. Thus, the fragile existence that mandated self-protective silence also obscured the 

violence and adversity they endured. In many cases the silence seemed to perpetuate their 

distress, possibly leading to a maladaptive response.  

Although many silences were noted in the interviews and literature, the silence that was 

unique to these Mexican immigrants was the self-protective silence essential to their anonymity. 

The lack of literature addressing how this self-mandated silence related to undocumented status 

affects the health of Mexican immigrants represents a major knowledge gap. 



120 

Living a Fragile Existence 

To understand the perception of trauma, it is essential to comprehend the historical and 

current context in which it occurs. By the second and third interviews, four participants 

passionately discussed the brutal context of abject poverty, child labor, limited access to health 

care, social injustice, drug related crime and community violence in Mexico that drove them to 

flee. All but one participant spoke of family violence and alcohol abuse. Three women discussed 

how limited access to contraception prompted women they knew in Mexico to do at-home 

“natural abortions” that entailed drinking chemicals or procedures facilitated by the village 

midwife. Four spoke of the inability to continue school due to the need to support their families. 

Unfortunately, many of the problems such as poverty, violence, and limited access to health care 

did not cease at the U.S.-Mexico border, and all women spoke of the emotional distress caused 

by the constant fear of deportation.  

Although limited, the violence, poverty, lack of education, and poor access to health care 

these women spoke of was also found in the literature. For example, how Mexican immigrants’ 

unique context affects responses to IPV was explained by a few authors. Previous research found 

that immigrant women from Mexico who experience IPV face additional stressors of social 

isolation, entrapment, language barriers, immigration issues, and exacerbating cultural factors, 

which have been shown to cause high levels of psychological distress (Kelly, 2010; Montalvo-

Liendo, 2009; Rodriquez et al., 2008). 

Mexico’s highly restrictive abortion laws and low access to contraception and health care 

force many Mexican women, especially in poor rural areas, to self-induce abortions or undergo 

procedures from traditional providers (Juarez, 2013). Due to unsafe methods and unhygienic 

environments, many rural women suffer serious health consequences such as hemorrhage and 
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infection (Juarez, 2013). Participants’ stories about child labor and limited education were 

consistent with Hawley (2008) who found that not only is there a lack of quality education in 

Mexico, but attendance, especially in rural areas, is poor due to the need for children to work to 

support their families. Furthermore, Leite et al. (2010) explain that Mexican immigrant women 

living in the U.S. have the lowest educational attainment, are less likely to receive prenatal care 

in the first trimester of pregnancy, have the least access to health care, and are more likely to live 

in low income families than any other minority group. In addition, despite their worse health 

status, pesticide and toxin related illness, occupational hazards, and increased risk of congenital 

birth defects and stillbirth, farm workers have many barriers to health care (Holmes, 2006; 

Mobed, Gold, & Schenker, 1992; Slesinger, 1992).  

Not only was Mexico a hostile place to live, but the clandestine process of escaping was 

also fraught with danger. The participants revealed that during the process of border crossing 

they were fearful, threatened, treated like criminals and profoundly aware of the increased risk of 

death, violence, and rape they faced as women. Three participants spoke of mentally removing 

themselves via coping mechanisms, such as suppression, to manage their fear. 

The Binational Migration Institute (2013) explains that the increased numbers of deaths 

in the last few years is partly related to the stepped up enforcement that drives immigrants into 

the remote desert areas along the Arizona-Mexican border where many die from exposure. 

Furthermore, according to Rama and Diaz (2014) 4,000 women disappeared in Mexico from 

2011-2012, many who were the victims of rape and murder as they tried to cross into the U.S. 

Even security forces have been involved in the sexual abuse and disappearance of women; 

however; due to fear and intimidation, victims and witnesses rarely testify (Rama & Diaz 2014). 
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Consequently, in recent years border crossing has become increasingly dangerous, especially for 

women. 

Living in the Shadows 

The participants also spoke of how their struggle and need for anonymity continued after 

successful border crossing. After arriving in the U.S., the daily impact of living in the shadows 

continued to take its toll on both participants and their families. As many women were already 

emotionally depleted upon arrival, they had little reserve to face the ongoing adversity. 

Interviews revealed their constant fear of “being caught” during the process of finding 

employment and working. Although the participants explained that migration to follow the crops 

was essential, it created anxiety due to the increased exposure and risk for arrest and deportation. 

In particular, one participant, who was deported after being discovered by immigration in a 

Washington strawberry field, has never returned to the area. Overcome with emotion she recalled 

the pain of her six months of separation from her family during her detention and feared she 

would be permanently deported. Through tears RG-P82 explained, “The children are American 

and what would my life be like without my children?” 

According to Wessler (2011) in the first six months of 2011 more than 46,000 

undocumented parents of U.S.-citizen children were deported or detained by the federal 

government. The tragic result is that families are not only split, but due to lack of close relatives 

and limited social support many of their U.S.-citizen children are then placed in the foster care 

system (Hilfinger Messias, McEwen, & Clark, 2015, Wessler, 2011). As with the example of this 

participant above, deportations and detainments broke apart struggling families, placed already 

vulnerable children at risk, and reinforced the need for self-mandated silence to maintain their 

anonymity. 
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Interviews also revealed the harsh working conditions imposed by some U.S. farmers that 

included limited water and bathroom facilities and exploitation from their employers who would 

walk among them and threaten lower pay unless more was produced. Consistent with these 

findings, research by Holmes (2006) described the severe physical and emotional conditions of 

field work and explained that if workers failed to produce the required pounds of fruit per hour, 

they were fired and made to leave the camp. Thus, to meet this requirement migrant workers 

took few or no breaks and limited their water intake, so they did not have to use the facilities 

(Holmes, 2006).  

A critical political/economic factor that heavily contributes to undocumented migratory 

pressure is the 1993 North American Free Trade Agreement (NAFTA). The free market neo-

liberal economic policy of NAFTA eliminated tariffs between Canada, the U.S., and Mexico, 

resulting in a flood of U.S. corn imports into Mexico, putting many small farms out of business. 

NAFTA, blamed for the loss of 2 million rural Mexican farm jobs, has forced many to immigrate 

to survive (Holmes, 2013; Johnson, 2011; McGuire & Martin, 2007). Although there is much 

dialog in the literature about the effects of immigration, most of it fails to acknowledge the 

policy impact of NAFTA on the suffering of Mexican families split apart by this phenomenon 

(McGuire & Martin, 2007). Moreover, the anti-immigrant sentiment that prompts the U.S. to 

maintain a heavily guarded border, while simultaneously ignoring that it was the U.S.-led 

economic policy of NAFTA that put 2 million Mexican farmers (mostly indigenous) out of work, 

is blatantly hypocritical. It leaves many in rural Mexico with no choice but to leave their families 

and risk their lives crossing a dangerous border to be employed by waiting U.S. farmers who 

need their labor. Consequently, mired in hypocrisy, we erect walls to keep them out and 

criminalize them if they are caught all the while remaining dependent on their labor.  
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Native-born Mexicans suffer from disproportionate poverty and poor health due to the 

economic and political factors that drive immigration (Holmes, 2006; Raphael & Smolensky, 

2008). The cumulative adversity they face not only takes a toll both mentally and physically, but 

also influences their perception of reality and thus their behavior. With notable exceptions, (Berk 

& Schur, 2001; Hilfinger Messias et al., 2015; Kaestner, Pearson, Keene, & Geronimus, 2009; 

McGuire & Martin, 2007; Sullivan & Rehm, 2005), literature has largely ignored the effects of 

undocumented immigration on the mental and physical health of this large ethnic minority 

population of native-born Mexicans.  

Even less is known about the level of danger and degree of adversity related to 

immigration and deportation of Mexican women. Although interviews were replete with 

examples of former and current danger, struggle, and adversity, as stated, there is limited 

literature related to gender vulnerabilities of female migrants, especially in relation to violence, 

pregnancy, birth, and children. This adversity and their constant need to remain undetected made 

them mistrustful, mandated silence, possibly contributed to their perceived traumatic births, and 

obscured the resulting distress from their providers. The conclusion from the participant 

interviews was that their unique adverse life course history potentiates the risk of psychological 

trauma, including perceived birth trauma.  

Although the context is unique to Latina immigrants from Mexico, results of increased 

physical and mental morbidity are consistent with the cumulative influences of other types of 

adversity in life course research. Life course research shows that cumulative influences of 

various types of adversity in childhood and throughout life are associated with increased physical 

and psychological morbidity (Felitti et.al., 1998; McEwen, 2012). Felitti et al. (1998) showed an 

dose-response association between adverse childhood events (ACE), such as abuse, neglect, and 
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parental alcoholism and increased adult risk of illness and death. Specific to pregnancy, Lu and 

Halfon (2003) discuss how differential life course exposures both before and during pregnancy 

are linked to the emotional and physical health of both the mother and the infant. These 

exposures constitute both resiliency and risk factors not just during pregnancy but represent the 

mother's life course history and effects of cumulative allostatic load on pregnancy outcomes (Lu 

& Halfon 2003). Finally, studies done by Kitzinger (1992) and Reynolds (1997) found that 

women survivors of adult or childhood sexual abuse were reminded of assault during pelvic 

exams and childbirth, predisposing them to a perceived traumatic birth.  

Specific to immigrants from Mexico, a study by Kaestner et al. (2009) found that 

repeated or chronic adaptation to stressors was the cause of unhealthy assimilation of Mexican 

immigrants. A review of the literature by Sullivan and Rehm (2005) found the fear of 

deportation, the context of adversity, and the hypervigilance required to remain undetected 

negatively impacted mental health of Mexican immigrants. Consequently, for Mexican 

immigrant mothers, undocumented status, adversity, mistrust, and the self- mandated silence that 

surrounds it, may be major factors affecting not only their perceived traumatic births, but their 

overall health. 

Other provocative questions and thoughts are also raised from these findings and the 

related literature. Not only do most providers not ask, but CHR stipulations also hinder 

researchers from considering undocumented status; however, it may be a major factor affecting 

their health. Furthermore, as stated, the fear of deportation that mandates self-protective silence 

also obscures the violence and adversity they endure. Sullivan and Rehm, (2005) note that 

although research in the disciplines of anthropology, sociology, public policy and economics 
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address undocumented status, in health research it is mostly ignored. Providers and researchers 

are conditioned not to ask and Mexican immigrants are conditioned not to tell.  

Birth Events Influencing the Perception of Trauma 

Clinicians make assessments about events experienced by their patients. These 

assessments then influence the care provided. However, research by Beck (2004a) found that 

births often assessed as routine by clinicians were perceived as traumatic by the mothers. Thus, 

the meaning of an event to a health care provider may be vastly different from the meaning to the 

patient. Is care solely based on the clinician's perception of the event while the patient's 

assessment is subjugated or ignored? Does a high-tech authoritarian approach in health care 

further traumatize and silence marginalized populations?  

The interview analysis revealed several main birth related themes and conditions that 

contributed to perceived traumatic birth. These included a novel hospital experience, high-tech 

low-touch care, receiving care/needing caring, experiencing the event alone, and having no 

control. Although the impact of having control is consistent with other research, other results, 

like the effects of a novel hospital experience, may represent new findings unique to this 

population. Also, it is important to note that rarely did the themes and conditions occur in 

isolation, indicating that perception can be complex and interdependent. In fact, previous 

research notes that when negative factors, such as high intervention, ignored opinions, perceived 

poor care, or lack of control, are considered collectively, they increase the risk of trauma 

symptoms (Creedy et al., 2000; Elmir et al., 2010; Thompson & Downe, 2008). 

All participants had a unique birth experience that by their own assessment was 

traumatic. Impact, responses, and recovery were also variable. All but one participant who 

experienced a perceived traumatic birth exhibited some type of maladaptive psychological 
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response. However, regardless of the origin, impact, or type of response, common to these 

women was the life course adversity (fragile existence) and the limited social, psychological, and 

financial resources to address it. Not only did this influence the perception and increase the risk 

for maladaptation, it also may have impeded recovery. This supports the main assumption of the 

study that a disadvantaged life context can not only negatively affect perception of the birth, but 

that perception can then increase the risk of physical and mental pathology.  

A novel experience: High-tech, low-touch care 

Two indigenous participants had never been inside any hospital, let alone a high-tech 

U.S. hospital, and cited the unfamiliar surroundings and people they did not trust as a cause of 

their fear and distress, with one woman perceiving it as life threatening. One of these women 

fondly explained the personal type of caring received by home birthing women in her village in 

Oaxaca, Mexico, where her grandmother was the midwife. Birthing in her experience included 

the use of a scarf (rebozo) tied around the abdomen to help turn a breech baby or to ease pain, 

combing and braiding the mother’s hair, food in bed, and having someone wash the mother’s 

hands with warm water. In contrast, her poignant description of her high-intervention cesarean 

exemplified her overwhelming fear and thoughts of death in a totally unfamiliar environment 

surrounded by strangers she did not trust. 

I feel like my body was very numb….and I think they take everything of me….my 
bones….my breath….even my heart….silence….I thought I was going to die….I ask God 
where are you?….Please help me! ….Here I don’t trust people, I trust my grandma (the 
midwife), but I don’t trust them. (MS-P23) 
 
The literature search produced no specific data on Latina immigrants’ perception of high 

intervention birth or a novel hospital experience. Consequently, separate studies on high 

intervention birth and Mexican culture were explored.  
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Research on high intervention birth showed mixed results. A study by Malacrida and 

Boulton (2013) explored the perspectives of middle class mostly Caucasian women regarding 

their expectations and choices for birthing and found 21 of the 22 women interviewed desired an 

intervention-free birth. In contrast, Lavender et al. (1999) found women felt the greatest control 

and satisfaction when there was more intervention during the labor and birth. This is at odds with 

the research done by Creedy et al. (2000) and Moyzakitis (2004) who noted increased 

psychological trauma with more obstetrical intervention. However, it is noteworthy that 

Lavender et al. (1999) used a subset of women who had also consented to be in an intervention 

study; thus, it is plausible that selection bias could have influenced the results. Finally, research 

by Kitzinger (1992) raised concerns about medicine’s increased reliance on interventions that 

have been done without addressing the psychological impact on the mother.  

In relation to historical health care experiences, culture, and trust, Loewenberg (2010) 

found that many indigenous Mexican women from resource poor rural states of Oaxaca, Chiapas, 

and Guerrero never see a physician during pregnancy due to poor transportation infrastructure, 

lack of medical staff, or cultural and religious upbringing that make them distrustful of medicine. 

In addition, Holmes (2013) explains that due to a history of Spanish exploitation and racism, 

mistrust of any outsider is common in Mexican indigenous communities (Holmes, 2013). 

Participant RG-P8 an indigenous woman from Oaxaca spoke of her mistrust.  

RG-P8: “...I didn’t know you very well and then you come and tell me about all the help 
you can do. I said why does she care about me? ...It was weird… but because I know you 
very well I accept that” 

Researcher: “Did you not trust doctors and nurses before?” 

RG-P8: “No…before no ...but when I met you it’s different…when you told me about the 
HOPE  program (a prenatal home visit program) when I was pregnant with my son and I 
started believing in you and that you will help me.” 
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Considering the context of their lives, it is naive to think that they trust the care provided 

in U.S. hospitals and clinics. How does this lack of trust affect their trauma perception? Can 

trauma perception be reduced by fostering trust? In the example above, RG-P8 didn't understand 

and was initially reluctant to accept the offered help. However, a caring approach from a 

consistent provider aided the formation of trust, opened honest communication, and allowed her 

to accept needed help. Interestingly, of all the participants RG-P8 showed the most adaptive 

resiliency despite an emergency cesarean due to uncontrolled PIH. To foster effective care, 

establishing trust may be critical for these Mexican immigrant women.  

Finally, is there a structural problem with hospital/clinic care that prevents us from seeing 

or acknowledging our contribution to her trauma? If so, how should our structural approach for 

providing care be changed? Dialog for change may include the following: a core of consistent 

providers throughout her pregnancy to enable trust development; centering pregnancy (group 

prenatal care centered around assessments, education, and support); better translation services; 

initial and ongoing psychosocial assessments and referrals as needed via a program such as 

Comprehensive Perinatal Services Program (CPSP); and finally the most important, providing 

space and time to listen and learn who they are. 

The past experiences of these women were a sharp contrast to their high-tech American 

hospital births. Thus, in addition to their cultural and religious beliefs that affected mistrustful 

attitudes toward medical care, the distress imposed by a novel U.S. hospital experience and a 

historical context of adversity may have influenced their perception of trauma. This also lends to 

the next theme of receiving care/needing caring. 
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Receiving care/needing caring 

With two exceptions most women verbalized how a lack of human caring contributed to 

their distress. Interviews revealed that many of the women were re-traumatized, fearful, in pain, 

alone, and grieved, however, they perceived their distress and situations were ignored by 

providers. Being separated from their families, these women needed a deep level of personal 

support. Open worry from their providers was perceived as a sign of caring. One participant 

stated, “I think you feel well when someone is worried about you, and they feel the pain that you 

are having” (PA-P53). Due to the lack of family support, she desperately needed this deeper 

level of caring. 

Causes of perceived trauma even extended beyond the hospital to the aftercare one 

mother received in the clinic. Upon this woman’s return visit to the clinic, she was devastated 

that her providers were unaware of the stillbirth of her daughter. Her heart wrenching statement, 

“We are like living this moment together….you should have known!” (PA-P53), implies 

responsibility on both parts that is beyond mere medical care. As stated in the results chapter it's 

a shared goal; a relationship depth that results from a genuine connection. For these mothers 

limited family support made this level of connection essential. She imagined she would return to 

the clinic and have the staff, which she placed her trust in, acknowledge her profound loss and 

offer support. When she discovered that the staff did not know, she felt irrelevant and re-

traumatized, her trust destroyed. The onus of the responsibility was on the staff to gently 

embrace her with sincere recognition of her loss. They failed to do this. 

The exceptions were one participant who was deeply grateful for the caring hug from her 

nurse after she delivered her stillborn daughter alone and another participant who told of how a 

close relationship of trust with her provider helped her cope with her emergency cesarean. These 
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providers recognized and met the need for a more involved level of support and interaction; it 

was noticed by their patients. 

The association between lack of support and poor provider care has been associated with 

increased anxiety, stress, vulnerability, and birth trauma perception (Anderson & Logan, 2010; 

Beck 2004a; Moyzakitis, 2004; Thompson & Downe, 2008). Sorenson and Tschetter (2010) 

found provider disaffirmation negatively affected perception of a birth experience. A theme 

identified by Beck (2004a) “To care for me: was that too much to ask” (p. 28)  included thoughts 

of lack of support, privacy, dignity, and humane treatment, left women feeling betrayed by the 

institutional system that was supposed to provide care. Simkin (1991) found satisfaction had 

more to do with how women were treated by providers rather than the clinical aspects or level of 

intervention of their labors. Finally, Cacciatore (2010) noted that after a stillbirth, emphasis 

should be on relational care giving that recognizes the unique needs of patients and their 

families, is mindful of culture, and encourages an affirmative approach that reduces further 

trauma. Professional care can be efficient and safe, but is incomplete if is lacking in sincere 

actions that communicate deep concern and genuine empathy.  

These participants were all fragile, not only due to their birth experiences, but also due to 

the context in which it occurred. In addition to professional health care, they needed an involved 

level of interaction, someone to see them as people in their grief and vulnerability and take a 

sincere interest in them. They needed someone to live the moment with them. 

Experiencing the demise alone 

A common assumption of many providers (and researchers) is that marriage or co-

habitation implies some level of support. However, some of the findings in this study defied this 

assumption. Although six of the seven women were married or partnered, all women indicated 
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that being alone, feeling alone, and having limited support contributed heavily to their  emotional 

stress and “suffering.” Although some had their partners with them, few had other family 

members. Although they all verbalized a desperate need for their mothers, none had their 

mothers present when they delivered. Due to lack of family support, two women learned of their 

fetal demise and delivered their demised infants alone, as their partners were at home caring for 

their other children. In addition, the husband of one of these participants was deported shortly 

after the demise of their daughter. The word “sola” (alone) came up often.  

In much of the reviewed research, the level of available support was solely referenced by 

marriage or cohabitation; context, other sources of social support, or available family support 

was never mentioned (Alcorn et al., 2010; Ayers & Pickering, 2001; Czarnocka & Slade, 2000; 

Gamble et al., 2005; Sorensen & Tschetter, 2010). Research suggests that the lack of support, 

care, and someone to advocate for the mother at challenging points in labor is associated with 

increased anxiety, stress, vulnerability, and trauma perception (Anderson & Logan, 2010; Beck 

2004a; Moyzakitis, 2004; Thompson & Downe, 2008). Although not related to birthing, a study 

on Latino immigrants found that, for women, lack of family support was the main factor in 

increased allostatic load that resulted in negative effects on emotional and physical health 

(McClure et al., 2015). Although family ties are not always a positive influence, there is strong 

evidence that family participation in the care of individuals contributes to improved outcomes 

(Aldersey & Whitley, 2014; Thoits, 1982).  

Due to family separation and the constant risk of deportation which further undermines 

the tenuous support they have, Mexican immigrant mothers relied on limited support systems 

during stressful events. This limited and tenuous support appears to increase their risk for 

distress and perceived trauma. Multiple authors have found that high levels of social support 
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buffer or protect against the full impact of emotional distress and mental illness (Callister, 2004; 

Elsenbruch et al., 2007; Fenwick et al., 2012; Gamble et al., 2005; Ozbay et al., 2007). 

Consequently, providers and institutions need to be aware of the expanded role they may need to 

play in providing and/or arranging novel systems of support.  

Not being in control 

The interviews revealed that these women had little perceived control over their lives or 

their births. They cited that they were taught that life is very hard, adversity and violence is 

common, and there is nothing that they can do about it, so it’s tolerated. Their tolerance seemed 

to indicate a type of cultural or life context conditioning to adversity. Poverty, family separation, 

and violence in their lives were cited by many as “normal.” 

Control, in this context, is a concept that needs defining. Internal locus of control is when 

individuals believe that they can control events that affect them and is key to personal agency 

and self-efficacy (Bandura, 1998; Green et al., 1990; Rotter, 1966). In contrast, external locus of 

control is when individuals believe that events are controlled by environmental factors which 

they cannot change (Bandura, 1998; Green et al., 1990; Rotter, 1966). These women had limited 

internal locus of control and believed most events were externally controlled as evidenced by 

statements such as, “We tolerate violence….we tolerate everything….there is no help….there is 

nothing we can do about it!” (MV-P923) In another example, failed attempts at control and 

communication during an arduous labor caused one woman to utilize last resort coping of 

dissociation. Despite attempts for control, acquiescence was common for these women. 

However, this acquiescence eventually took its toll on their emotional health. Their self-

mandated silence hid the resulting distress to their providers, and the women suffered alone. 
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Control during the birth process was a recurrent theme in the majority of the studies 

reviewed. Although a meta-analysis describing women’s perceptions of traumatic birth found 

many common themes, such as lack of agency, dehumanizing treatment, disrupted relationships, 

and anger at themselves for being silent, having no control over their birthing experiences was 

the major theme identified in all ten studies (Elmir et al., 2010). In other research, satisfaction 

with labor was related to the amount of perceived internal and self-control and dissatisfaction in 

its absence (Czarnocka & Slade, 2000; Green, 1990; Lavender et al., 1999; Simkin, 1999). With 

a robust sample of 825 women, Green et.al (1990) explored how women’s feelings during labor 

affected psychological outcome. Feeling in control and the need for information emerged as 

recurrent themes which contradicted the article’s cited stereotype that women, especially less 

educated women, wanted professionals to be in charge (Green et al., 1990). In this study, women 

who did not feel in control either of themselves or of their environment were least satisfied, felt 

less fulfilled, and experienced more emotional distress (Green et al., 1990). Although no studies 

were found about perceived control in labor with Mexican immigrant women, Anderson and 

Logan (2010) found the prevalence of traumatic birth appraisal among Latina teens was one third 

and cited loss of control as an influencing factor.  

As previously explained factors that shaped perceived traumatic birth rarely occurred 

alone; on the contrary, both the findings and the reviewed literature showed factors influencing 

the perception of trauma to be a complex layering of adverse events that when experienced 

together exceeded the mother’s coping limits. The themes related to perceived traumatic birth 

and resulting responses usually occurred in combinations with much overlap lending to the 

complexity of the phenomenon. For example, the combination of authoritarian decision making, 

being ignored, being stripped of dignity, and lack of control tended to result in anxiety, unease, 
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and fear (Elmir et al., 2010; Thompson & Downe, 2008). In contrast, the combination of positive 

experiences such as being shown respect, good communication, and the perception of control 

was associated with high levels of satisfaction (Callister, 2004; Green, 1990; Lavender et al., 

1999; Simkin, 1991). 

Impact and Responses to Perceived Traumatic Birth 

The participant responses to the perceived trauma were both adaptive and maladaptive 

and included depression, anxiety, substance abuse, dissociation, and resilience. However, as 

none of the participants received mental health care, the assessments of these disorders and 

responses were made by the participants themselves, supported by their descriptions, and/or 

validated by the consulted psychiatrist. The lack of mental health care may point to 

underreporting of mental health problems, barriers to care, the need to maintain anonymity, 

mistrust, and/or cultural privacy in this population. In support of this, a study by Berk and Schur 

(2001) found undocumented status contributed to mistrust and made 39% of immigrants fearful 

about receiving medical care. 

No previous studies were found that specifically addressed perceived traumatic birth, 

depression, anxiety, substance abuse, or dissociative experiences of adult Mexican immigrant 

mothers. However, a robust study of 1,868 racially and ethnically diverse childbearing women, 

of which 58.8% were Latina, looked at the co-occurrence of depression, smoking, substance 

abuse, and IPV found that 20.4% of Latina mothers screened positive for depression, and of 

these 20.9% reported harmful drinking, 4.3% reported drug use, 23% reported substance use 

problems, and 3.5% reported IPV (Connelly, Hazen, Baker-Ericzen,, Landsverk,, & Horwitz, 

2013). In addition, the previously mentioned Anderson and Logan (2010) study found the 
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prevalence of traumatic birth appraisal among Latina teens to be one third. Unfortunately, neither 

study stated the country of origin or the immigration status of the Latina participants.  

As noted, the literature that is heavily based on European or European American women 

explains that the spectrum of perinatal mood and anxiety disorders (PMAD) includes depression, 

post-traumatic stress disorder (PTSD), postpartum psychosis, bipolar disorder, obsessive 

compulsive disorder (OCD), general anxiety disorder (GAD), dissociative disorders, and can be 

co-morbid with substance abuse (Ayers & Pickering, 2001; Beck, 2004b; Bennett,  2009a; 

Kennedy & MacDonald, 2002; Knudson-Martin & Silverstein, 2009; Perez Benitez, Zlotnick, 

Gomez, Rendon, & Swanson, 2013; Speisman, Storch, & Abramowitz, 2011). It is also 

important to consider that, although disorders can occur separately, many symptoms can overlap 

and some disorders such as depression and anxiety commonly co-occur.  

Depression, anxiety, and substance abuse 

All but one participant cited their perceived traumatic birth to be the cause of their 

depression, anxiety, and/or substance abuse. Although prompted by different perceived traumatic 

birth events, the most common maladaptive response was depression. The stated depressions 

lasted from two months to three years with the most profound being one woman, who after her 

second stillborn, retreated to her bedroom and decompensated to a non-functional state. She 

indicated that she was so immobilized by depression she was unable to ask for help.  

Again, never formally diagnosed, another participant developed what she referred to as 

“shock,” a description consistent with anxiety or a panic attack after the neonatal death of her 

son. So severe was her emotional reaction that she became violent with the nurse. The “shock” 

was followed by a deep depression for 6 months and alcohol abuse for 3 years. 
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Explained in chapter two, depressive symptoms during pregnancy and postpartum occur 

across a continuum with most women experiencing “blues” that peak about the fifth day 

postpartum with lessening in the days to follow (Knudson-Martin & Silverstein, 2009). 

However, postpartum depression can be a debilitating psychological illness that causes profound 

feelings of sadness, despair, guilt, feelings of inadequacy, anxiety, psychomotor agitation or 

retardation, withdrawal, difficulty concentrating, insomnia or hypersomnia, loss of interest, and 

thoughts of death or suicide that can interfere with daily functioning (APA, 2013; Knudson-

Martin & Silverstein, 2009). Physical symptoms of depression can include headache, chest pain, 

and fatigue. Affecting up to 15% of mothers, perinatal depression symptoms must last for at least 

two weeks before a diagnosis can be made; however, the depression can persist several months 

to a year (APA, 2000; Knudson-Martin & Silverstein, 2009). 

Anxiety disorders in the perinatal period are less studied than depression, but it has 

become clear that they are as prevalent as and may be co-morbid with depression (O'Hara et al., 

2012). Perinatal generalized anxiety disorder (GAD), which is characterized by undue worry that 

is uncontrollable and irrational, has a prevalence rate of about 7% at six months postpartum 

(O'Hara et al., 2012).  

Some research has shown that substance abuse co-occurs with postpartum depression at a 

prevalence of about 6.4% (Pajulo et al., 2001). However, this is significantly less than the 23% 

co-occurrence of depression and substance abuse found among Latina childbearing women by 

Connelly et al. (2013).  

Again, there was no literature looking at depression, anxiety, or substance abuse related 

to perceived traumatic birth of Mexican immigrant mothers, and the results of the literature 

related to the mental health of this immigrant population was mixed. Kaestner et al. (2009) and 



138 

Williams et al. (2008) found chronic adaptation to the stressors of racism and socioeconomic 

inequalities as one cause of the unhealthy assimilation and poor mental health of Mexican 

immigrants. Others have found that family separation and reduced support have contributed to 

anxiety levels that are greater than the general population (Familiar et al., 2011). A review of the 

literature by Sullivan and Rehm (2005) concluded the fear of deportation, the context of 

adversity, and the hypervigilance required to remain undetected negatively impacted mental 

health of Mexican immigrants. In contrast, Escobar, Nervi, and Garza (2000) found that Mexican 

immigrants were significantly less likely than U.S.-born Mexican-Americans to have a lifetime 

diagnosis of depression, OCD, or substance abuse. However, failure to account for possible 

cultural variation of expression of mental health problems, undiagnosed mental pathology due to 

lack of access or reluctance to seek care, silence about problems, or selection bias due to 

disproportionate migration of healthily individuals may have affected the results (Franzini & 

Fernandez-Esquer 2004; Heilemann et al., 2002; Kirmayer 2001; Raymond-Flesch, Siemons, 

Pourat, Jacobs, & Brindis 2014). The findings of this pilot study suggest that mental health 

problems in this Mexican immigrant population may be greatly underreported. 

No control and peritraumatic dissociation  

During her labor, multiple failed attempts to communicate her profound pain, fear, and 

distress to her providers caused one participant to experience a peritraumatic dissociation. When 

these repeated attempts to get help from staff failed, it reinforced her perception that the labor 

was out of control. 

I did not remember for a whole day….afterwards they told me about it….people came to 
see me at the hospital and I don’t remember….right before I came back I could see a 
green prairie….I was walking….I was walking following a light. (GG-P6) 
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In addition to the birth injury that caused a recto-vaginal fistula, this participant’s 

daughter was found to be epileptic. By anyone’s standards, this is a horrific birth event with 

profound sequelae. She had no control over what was happening to her. She stated several times 

that she longed for her mother. Overwhelmed with fear and pain and out of options, this 

participant’s psyche removed the situation from her hands. She recalls nothing. Her statement, 

“right before I came back,” indicates that she perceived herself removed, not present; thus, her 

peritraumatic dissociation at that moment protected her. However, the trauma may have set her 

up for the depression she later experienced.  

Peritraumatic dissociation, an alteration of conscious experience to disengage from a 

terrifying experience, has been noted to occur during childbirth (Kennedy & MacDonald, 2002; 

Vasquez et al., 2012; Zambaldi, Cantilino, Farias, Moraes, & Sougey, 2011). Sometimes linked 

to previous trauma, this profound coping response can affect time perception and body image 

and has also been shown to predict the development of PTSD (Ayers, 2007; Burian, 1995; 

Kennedy & MacDonald, 2002). A study done by Zambaldi et al. (2011) found that in a sample of 

328 women, 11.3% experienced significant dissociation during childbirth. 

The UCSF, Fresno faculty psychiatrist, was consulted about the interview text and the 

phenomenon of peritraumtic dissociation Per the psychiatrist's assessment, it was a classic 

peritraumatic dissociation, which he explained is part of a continuum of coping. As part of 

Freud’s defense mechanisms of: suppression, repression, denial, and dissociation, he explained 

that one can either chose dissociation as a tool or sometimes the psyche, as a last resort, chooses 

it for you. The more profound the perceived trauma, as with this participant, the more likely it 

will be taken out of one’s hands via spontaneous dissociation. He further explained that many 

people who experience trauma go into a haze that protects them like a pillow from everything 
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that is happening right now, and then once safe again the haze drops off. However, with 

dissociation, not only is the information gone but, similar to removing a tumor with margins, a 

piece of the human experience is also removed so the person does not mentally come within a 

mile of the trauma (S. Hersevoort M.D., personal communication, January 23, 2015). 

Resilience and recovery 

The interviewed women found resilience and recovery mainly through their children, 

their need and desire to mother them, a sense of presence, trust in their providers, their faith, and 

connection with a place of worship. Interestingly, although much of the reviewed literature spoke 

of the importance of a supportive partner, when asked about resilience and support for recovery 

none of the interviewed women mentioned their partners. However, despite their low resource, 

low support context, these women found ways to manage and survive.  

Resilience to trauma, as defined by Bonanno et al. (2011) is, “an outcome pattern 

following a potentially traumatic event characterized by a stable trajectory of healthy 

psychological functioning” (p. 513). In addition, resilience or allostasis, a dynamic process of 

adaptation despite adversity, is the result of a collection of factors, some like personality that are 

stable over time and others that are resource dependent and variable depending on current and 

past life context (Bonanno et al., 2011; Ingram & Luxton, 2005; Mc Ewen, 2000). Knudson-

Martin and Silverstein (2009) found most women responded to perceived traumatic birth with 

adaptive resilience; however, many of these depleted Mexican immigrant mothers struggled. 

Although their context of fragile existence, mistrust, silence, and the need to maintain anonymity 

may have lowered their threshold for trauma perception and made them wary of the limited 

resources available to them, they did find ways to prevail. 
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Children and the need to mother  

All the women interviewed had a strong identification with motherhood. Children 

provided hope, allowed them to endure adversity, and aided recovery from trauma. This strong 

connection to their children prompted them to extend their thoughts and actions beyond 

themselves. Several mothers found resiliency or support to recover from their debilitating 

depression in their need to mother their children. In particular, one participant mourned the loss 

of her first infant, but cited she found healing in breastfeeding her second child. Unable to 

mother her demised son, she showered and sustained her second child with nurturing from her 

breasts. Similar to a study by Elmir et al. (2010) who found that women viewed breastfeeding as 

a way to compensate for a negative birth experience, breastfeeding for this participant was 

comforting, helped to positively redefine her loss, and spoke to her resilience. 

A sense of presence 

In addition to helping maintain a sense of presence with their infants, memory boxes, 

photos and urns also gave mothers and families a tangible connection and increased 

understanding of the loss. During one home interview this investigator observed how the arrival 

of the infant’s urn into the room affected the behavior of the siblings. When the mother placed 

the urn on the table, the children’s noisy play abruptly changed to calm. A reverent hush fell over 

us all as we experienced the presence of the infant’s urn. All was quiet and still for about 30 

seconds until the participant’s seven-year-old son broke the silence by referring to the urn as his 

baby sister. Inclusion of the children not only allowed them to express their grief but seemed to 

aid the mother’s adaptive recovery. 

With the exception of Badenhorst and Hughes (2007) who argue that the common policy 

of taking photos, mementoes, or holding a demised infant has no empirical base and may be 
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harmful to the bereaved parents, most of the reviewed literature supported acknowledgment via 

keepsakes, photos and inclusion of other family members as important to recovery (Einaudi et 

al., 2010; Stringham, Riley, & Ross, 1982; Wilson, 2001). Looking at family bereavement after 

the loss of a child, Doran (2006) found the importance of keepsakes, the “novenario” (a nine-day 

faith-based ritual), and pictorial remembrances, and noted prolonged grieving and greater grief 

intensity among Mexican-American parents. As loss and grief may be culturally defined, what 

Western medicine defines as prolonged or maladaptive may be a normal response in some 

cultures (Badenhorst & Hughes, 2007; Doughty, 2009; Steen 2015). Regardless of the 

contrasting conclusions or cultural variations, the respect for parental autonomy in decisions 

related to their demised child was a common finding in all research (Badenhorst & Hughes, 

2007; Doran, 2006; Einaudi et al., 2010; Stringham, Riley & Ross, 1982; Wilson, 2001).  

Trust in providers 

With the exception of one participant, most women cited mistrust in their providers. This 

may have contributed to their perceived traumatic births. However, for the one participant, a 

caring approach by a consistent provider fostered trust, opened honest communication, and 

allowed her to accept the needed help she was initially wary of. Interestingly, despite her 

perceived traumatic birth she also showed the most adaptive resiliency of all interviewed 

participants. Trust in her providers along with her strong religious faith may have been 

contributing factors.  

No studies were found that addressed trust or mistrust of medical providers among 

expectant Mexican immigrant women; however, several authors have noted that Mexican 

immigrants have a general distrust of medicine and avoidance of health care due to cost and fear 

of deportation (Holmes, 2006; Loewenberg, 2010; Raymond-Flesch et al., 2014; Sullivan and 
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Rehm, 2005). Although not related to Mexican immigrant women, several authors have found 

that during the perinatal period, a trusting therapeutic alliance with providers promoted resilience 

and adaptation (Callister, 2004; Fenwick et al., 2012; Gamble et al., 2005). 

Faith and connection with a place of worship 

All but two participants referenced God’s help, faith, and spirituality as providing 

strength to withstand adversity, provide emotional protection, make sense of their loss, and 

manage their distress. In addition, two participants that had established connections in places of 

worship referred to the support from their “church family.” 

Expressions of faith varied, with some only speaking about it and others displaying 

religious artifacts in their homes. One faithful participant had erected an elaborate shrine in the 

corner of her trailer. Experiencing a recent deportation and currently in the process of applying 

for asylum, this participant stated that her children and her faith were what sustain her. 

Although some research notes negative emotions and oppressive traditionalism from 

religiosity (Alves, Alves Hda, Barboza, & Souto Wde, 2010), most of the reviewed literature, 

including a robust systematic review of 850 studies by Moreira-Almeida, Neto, and Koenig 

(2006) noted the positive effects of spirituality, prayer, and faith on mental and physical health. 

Supported in the research were the benefits of religiosity, such as greater self-confidence, 

increased social support, more internal locus of control, positive affect and better self-image 

while undergoing and recovering from stressful life events (Alves, et al., 2010; Doran, 2006; 

Ransford, Carrillo & Rivera, 2010). 

Findings showed that adaptation, resilience, and recovery from perceived traumatic birth 

were not tidy, linear, or time bound but a complex process that was affected by multiple factors 

such as context, culture, personality, and faith. Elements of adaptation occurred concurrently 
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with maladaptation as these women struggled to cope with the meaning of and responses to 

perceived traumatic birth. 

Significance and Meaning of Findings in Relation to the Research Question 

This analysis reveals the unique experience of Mexican immigrant mothers who had the 

occurrence of perceived traumatic birth. Although aspects of the findings related to the birth 

events are consistent with previous data, much of the unique context and adversity related to 

being an undocumented Mexican mother represents novel findings.  

The findings showed that the core question of what is the impact of a perceived traumatic 

birth and the range of responses it produces in Latina immigrants from Mexico is embedded in 

and influenced by an adverse life course context (fragile existence). This fragile existence 

influenced their behaviors of self-mandated silence and mistrust that not only affected how they 

perceived and responded to their negative birth events and obscured the resulting distress from 

their providers, but also impeded recovery. This not only affected their perception and responses 

to their births but potentially their overall health. 

Limitations 

All research methods have limitations. Although some can be mitigated, others are 

impossible to eliminate and must be acknowledged so readers can draw their own conclusions. A 

limitation of this study, and all qualitative approaches, is that the data collection and analysis was 

based on what the investigator believed was significant to the phenomenon. Although a variety 

of data collection methods were used, the type of extant literature, the selection of the interview 

questions, what was photographed, or the theoretical sampling done was also directed by the 

investigator who, although has worked with Mexican immigrants for 33 years, is of European 

ancestry and has limited fluency in Spanish. Although care was taken to validate the results by 



145 

member check, Spanish language interpreters, cultural interpreters, and confirmation via extant 

data, a subjective element in the results and analysis cannot be denied. It is for this reason that 

many of the excerpts were included to allow precedence to the personal voices of the 

participants. 

One CHR stipulation, in particular, posed a profound limitation to the study. The 

stipulation of waiting for six months after the perceived traumatic event possibly disenfranchised 

five participants who had agreed to be interviewed but needed to migrate for work and thus were 

lost to follow. Consequently, the results of this study may be incomplete. As no adverse events 

were noted nor any protocol violations filed, approaching the CHR to request removal of the six-

month waiting stipulation will be pursued. The plan is to keep this study open so the three other 

women who have verbally agreed to participate can be interviewed.  

Also, the limitations of cross-language, cross-cultural research needs to be 

acknowledged. According to Squires (2009), little attention is given to the impact of cross-

language research on findings, and the role or credentials of the interpreter are rarely discussed. 

However, for this study a certified translator/interpreter provided forward and backward 

translation of all written documents and served as the interpreter for all interviews. However, as 

it could affect study results, it is important to note that she is a native Columbian, not Mexican. 

Considering these factors, member checking was done frequently, triangulation was used, and a 

cultural interpreter living in Oaxaca, Mexico reviewed many of the de-identified transcripts to 

provide confirmation of the content.  

In addition to their needed anonymity that initially imposed silence, it must be noted that 

cultural values held by the group may have made them reluctant to share certain experiences. Lee 

(1999) noted that cultural expectations may prohibit discussion of certain topics. However, the 
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advantage of three interviews became clear as increased trust changed the type of telling. In fact, 

for many the intentional self-protective silence gave way and a deluge of information came. 

Nevertheless, the results may be limited to women who were willing to share their experiences 

with a researcher. Also, respecting the decision to decline, which two women did, was important 

and is noted. Furthermore, due to the asymmetry of the relationship and Mexican Latinas’ 

culturally influenced respect for authority, some informants may have been reluctant to correct 

the researcher. Thus, care was taken to invite correction throughout the interview process, as 

according to Putsch (1985) this minimizes misunderstandings, increases accuracy, and helps to 

capture cultural nuance. Finally, renegotiating consent with each interview and reminding 

participants they could opt out at any time was ethical and communicated respect. 

As Mexico is a pluricultural society with a large indigenous population that speaks 62 

dialects (McGuire & Martin, 2007), there was a risk of pigeonholing or placing participants in a 

rigid category that ignored inner group variation. Consequently, enrolled participants were asked 

what region of Mexico they were from, what languages other than Spanish they spoke, and how 

they identified themselves racially and ethnically. Two participants self-identified as indigenous 

and indicated they spoke dialects of Nahuatl and Mixteco Alta in addition to Spanish. Although 

information about the indigenous women that served as participants was included to improve 

accuracy, the inner group variation could pose a limitation. 

Finally, pointed out by the qualifying exam committee and one of the most significant 

limitations of this study was the pathology focus of the research which biased who was 

approached to participate. Thus, if repeated, the study focus would be simply be, birth perception 

of Mexican immigrant women. Not only would this reduce researcher selection bias and be more 
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acceptable to the CHR, but it would provide a more balanced view of both maladaptive and 

resiliency factors.  

Implications of the Research Findings and Future Research 

Although the implications are numerous, this discussion will be limited to key 

considerations and recommendations for policy, institutions, clinical practice, and future 

research. Of these, the most important implication may be to acknowledge that this pilot study 

has only pierced the surface of a unique problem that not only affects perceived traumatic birth, 

but possibly the overall health of immigrant Mexican mothers. This problem is the adverse 

context that is heavily influenced by undocumentedness, the silence that surrounds it, and the 

distress it produces. Consequently, undocumentedness needs to be explored as a major variable 

affecting the overall health of Mexican immigrant mothers  

Policy 

Conditioned by policy not to ask, providers and researchers have been hindered by the 

lack of accurate epidemiologic and demographic data on undocumented immigrants (Hilfinger 

Messias et al., 2015). Sullivan and Rehm (2005) note that documentation status is seldom 

mentioned in research on Mexican immigrants; however, it is a major factor affecting their 

health. Furthermore, public policy discourses surrounding immigration across the U.S.-Mexico 

border tend to neglect attention to the mental and social health effects these policies have on 

families and communities (McGuire & Martin, 2007). Adhering to the CHR stipulation, 

questions about immigration status were not posed in this study; however, after the second and 

third interviews the women volunteered the information and passionately discussed the distress 

that being undocumented created in their daily lives. Consequently, with the utmost care to the 

ethical implications and confidentiality required in all research and clinical practice, policy 
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should allow undocumented status to be acknowledged and explored as a major variable 

affecting the health of Mexican immigrant mothers. Only then will we begin to understand the 

needs of this hidden vulnerable population.  

Three women revealed continued problems with feelings of depression and anxiety; 

however, at the time of the interviews participants had lost the pregnancy and postpartum 

coverage and had coverage that was limited to family planning services. Although many states 

provide for emergency pregnancy related care, this care is usually terminated two months after 

the birth of the infant (Medicaid, 2015). As the onset of depression may not occur until three 

months postpartum and persist from several months to a year (APA, 2013; Knudson-Martin & 

Silverstein, 2009) many women have no coverage at critical times of need. Consequently, if 

follow-up mental health care is needed, the cost may prohibit women from seeking help. In 

addition, undocumented immigrants are ineligible for Medicaid and are prohibited from 

purchasing exchange coverage and applying for tax credits through the Affordable Care Act 

(Kaiser Commission on Medicaid and the Uninsured, 2012). As discontinuing pregnancy related 

insurance coverage at two months is not consistent with what we know about postpartum 

depression or other PMAD related illness, the health care system needs to explore options of 

extending postpartum coverage to meet the mental health needs of at-risk postpartum mothers.  

The need to travel within and across state lines for seasonal field work hindered the 

establishment of consistent medical care for many participants. Addressing fragmented care 

related to the need for migration may include a cross county and/or state network referral system 

that utilizes portable medical records and facilitates a warm hand off of prenatal patients to 

another provider. This may not only improve communication and continuity of care but possibly 

reduce the cost of repeated imaging and labs. 
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Two women learned of and delivered their demised infants alone because their partners 

needed to care for their other children. Lacking sensitivity to the needs of low resource migrant 

families, institutions may need to consider novel family centered ways to provide support at 

critical times. Although acknowledging the need, the clinical nurse specialist and perinatal 

bereavement coordinator at the institution where this research was conducted stated there is 

currently no emergency childcare services available for the families. (M. Burke R.N., personal 

communication, May 9, 2015). Consequently, providers and institutions need to be aware of the 

expanded role they may need to play in providing and/or arranging novel systems of support. A 

feasible option may be emergency hospital childcare for families with limited or no social 

support and resources.  

Consequently, from the institutional/systems level, novel ways to meet the needs of low 

resource migrant families via access to portable, low-cost, extended health coverage and a family 

centered approach that is sensitive to the limited support are areas to explore. 

Clinical Practice 

Implications for clinical practice may include subordinating algorithm-driven care and 

discovering who these women are via a process of relational knowing. This not only includes the 

sociocultural nuances but also understanding the self-mandated silence, inherent mistrust, and 

adversity that surrounds undocumentedness.  

We need to appreciate the importance of alert trained phone staff and medical assistants 

who are aware of and sensitive to emotional distress and current patient status. Phone staff 

should be trained to be alert to distress and provide basic mental health triage with instructions to 

hand off the call to a trained provider so that patients get prompt mental health attention if 

needed (Sands et al., 2013). 
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Distress was obscured as participants maintained self-protective silence or were silenced 

by the approach of their providers or institution. However, care with a consistent provider 

fostered communication and enabled one participant to develop a level of trust that allowed her 

to verbalized need and accept help. Beck (2004a) surmised that rapport and better 

communication with the mother might actually avert the perception of trauma. Consequently, a 

relationship with a consistent provider that facilitates communication needs to be further 

explored as a way to support these vulnerable women.  

Two participants had never been inside any hospital, let alone a high-tech U.S. hospital, 

and cited the unfamiliar surroundings and people they did not trust as a cause of their fear and 

distress. In addition to the above mentioned care with a consistent provider to promote trust and 

foster communication, hospital tours and prenatal classes in Spanish may increase understanding 

of what to expect and reduce fears related to an unfamiliar hospital environment. Improving 

cultural literacy and educating providers about the possible expanded role they may need play in 

providing and/or arranging novel systems of support may also reduce non-intentional omissions 

in care. 

Future Research 

Future research needs to further explore how the changing structure of immigration, self-

mandated silence, mistrust, and undocumentedness not only affects birth perception in Mexican 

immigrant mothers but also health seeking behaviors, access to care, and risk for illness. This 

may include how bureaucratic barriers such as complex registration, overburdened phone lines, 

institutional protocols, stigma, and provider attitudes affect care. Focus groups made up of 

immigrant mothers with lived experience and key community players, including volunteer and 
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faith-based organizations, may help to identify and develop novel support systems and facilitate 

access to these services. 

Presented here are but a few of the many implications of this study. As knowledge about 

this phenomenon is limited, the hope is for initiation of dialog that directs further needed 

research and prompts discussions about policy and practice interventions that address the unique 

needs of this hidden population of Mexican immigrant mothers. 

Reflexivity 

This investigator was overcome at times by the intensity and rawness of the data and 

responded at times with her own emotionally imposed silence and grief. Each situation of 

perceived traumatic birth was unique, but the context of adversity was so consistent it was like 

speaking to the same woman over and over again. The severity of the adversity was shocking. 

This reseacher shops with these women at the local grocery store. Our children attend the same 

schools. They are the compliant prenatal clinic patients. They are the women of this reseacher's 

Central Valley community. I thought I knew them. However, three one hour interviews with 

each participant afforded a different perspective. Although fear of deportation was known, the 

full impact of family separation, violence, rape, death, and other perils of border crossing were 

not. I was overwhelmed. This prompted a visit to some rural villages in Oaxaca, Mexico, in May 

of 2014. In addition to the opportunity to speak with a lay indigenous midwife, it provided this 

author with a firsthand view of the abject poverty these women were trying to escape.   

Mired in hypocrisy, we erect walls to keep them out with a collective cry of “Tighten the 

border!” without fully appreciating that U.S.-led economic policy of NAFTA put 2 million 

Mexican farmers (mostly indigenous) out of work. Thus, many have no choice but to leave their 
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families and risk their lives crossing a heavily guarded border to be employed by waiting U.S. 

farmers who need their labor.  

This researcher is beginning to realize how this adversity, this need live in the shadows, 

and the mandated silence the surrounds it impacts not only their perception of birth but also their 

overall emotional and physical health. Perceived traumatic birth among Latina immigrants from 

Mexico is a small piece of a larger sociopolitical problem this researcher previously had no real 

appreciation of. I will be forever indebted to these ladies that were brave enough to share their 

stories. The responsibility now sits with me to respect their anonymity and to use the information 

to hopefully impact change. 

Conclusion 

The lives of these immigrant Mexican women are unique in and of themselves and do not 

fit the social patterns or common understandings of childbearing women most providers are 

familiar with. The findings revealed the profound adversity and human struggle that many health 

care providers, including this researcher, have not been privy to. The results suggest that for 

these Mexican immigrants the process leading to perceived traumatic birth is embedded in the 

life course adversity (fragile existence) that was present long before the pregnancy began. This 

fragile existence, that is heavily influenced by undocumentedness, shaped their behaviors of self-

mandated silence and mistrust that not only affected how they perceived and responded to their 

negative birth events but also obscured their distress to providers. Although some aspects of 

healthy adaptation to perceived traumatic birth were found, for most women the adverse and low 

resource context contributed to different types of maladaptation in the form of depression and 

anxiety or prompted last resort coping such as dissociation. The resilience and recovery found 
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was mainly through their children, their need and desire to mother them, trust in their providers, 

their faith, and connection with a place of worship.  

This pilot study on perceived traumatic birth among understudied Latina immigrants 

from Mexico is a starting point that furthers our understanding of this never previously studied 

phenomenon. It also identifies areas of needed research and helps identify some of the unique 

needs of Mexican immigrant mothers and their families who comprise the largest ethnic minority 

group in the United States. 
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Appendix A. Demographic Questionnaire 

Please do not write your name on this form. It will be stored separately from any other information that 
you complete in this study. The information will allow us to provide accurate descriptions for the study 
and will not be shared with anyone. Please select the one response that best describes you or fill in the 
blank as appropriate 

Age ______Race___________Ethnicity_____________________.  

What region of Mexico are you from? __________________ 

How many years/months have you lived in the United States________  

How many times have you moved in the past 5 years?______ Where do you live now?_______________ 

Where have you lived in the past 5 years? ___________________________________________________ 

Education:  

What is the highest grade or year of school you completed? _____ 

Do you speak English? ________________Spanish?_______________Other Languages?_____________ 

Relationship status and family:  

Married/Partnered______________  

Significant other________  

How long have you been in this relationship? __________________  

How many children are in your household? ____________________  

Ages of the children______________________________________  

Are these all your children? ________________  

If not, whose children are they? _________________  

Who else lives in your home? _____________________  

Do you and your partner live in the same home? ________________  

Where do your parents/siblings live? _______________________________  

Does anyone else in your family support or help you? _____________________________  

Work:  

Do you work outside the home? __________________  

If yes, what type of work? ___________________________________  

How many hours per week do you work? _______________ Monthly income? _____________
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Appendix B. Interview Guide 

First, I would like to thank you for speaking with me about such an important event in your life. I would 
like to remind you why I am doing this study. Giving birth is important and different from one woman to 
the next. Your experience is important because it helps doctors and nurses understand these differences so 
they can take better care of Mexican Latina mothers and families. The purpose of the study is to learn 
about how Mexican Latina mothers respond to trauma related to difficult birth, a sick baby, or the loss of 
a baby.  
 
Your experiences are of great interest to us, because they help us understand the meaning of birth to 
Mexican Latinas.  

Is there anything you would like to ask me before we start?  
 
Initial questions:  

1) Tell me about yourself  

a) Your family?  

b) Your partner?  

c) (If appropriate) Your new son or daughter?  

d) Other children?  

2) Where have you lived in the past five years? 

3) Why did you move (i.e. to find work, to be closer to family?) 

4) Describe a typical day in your home before the pregnancy or birth?  

5) Describe the events that led up to the birth?  

6) What was going on in your life at that time?  

7) We know that women have different customs about birthing, what are yours?  
 
Intermediate questions:  

8) Describe what happened during or after the birth?  

9) What was it like?  

10) Can you describe the way it affected you?  

11) How do you think it affected your partner?  

12) (If appropriate) How do you think it has it affected your other children?  

13) (If appropriate) What are your feelings towards this baby?  

14) (If appropriate) Tell about your thoughts and feelings when you learned your baby was sick?  

15) Tell me about your thoughts and feelings about your birth experience?  

16) What helps you manage?  

17) Who helps you manage? 

18) What do you think are the most important ways to manage? 
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19) What have you learned from this experience?  

20) We know that women have different customs:  

a. What are yours about sick children?  

b. What are yours about difficult birth?  

c. About a baby who dies?  

d. What, if anything, would you have done differently if you were living in Mexico 

21) Why do you think this happened?  

22) What are your thoughts about the us (the researchers), the medical community (doctors, 
nurses) 

 
Closing Questions:  

23) After having this experiences what advice would you give to another mother with a similar 
situation?  

24) Anything else that comes to you want to say? 

25) Anything else you think I should understand better? 

26) What was it like to participate in the interview? 
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Appendix C. Study Information for Health Care Provider 

Dear Health Care Provider:  

Dr. Carol Dawson Rose, RN, PhD and Ellen Middleton, RN, NP, PhDc from UCSF School of Nursing, 
are doing a pilot study to try to understand the how Latina women respond to a difficult or frightening 
birth. 

Although research has been done on perinatal depression, mood and anxiety, birth-related psychological 
trauma and Post Traumatic Stress Disorder (PTSD), the vast majority has been conducted with White 
European or European American women. Little is understood about the experience of traumatic birth in 
other cultures. 

The purpose of this pilot study is to describe and understand the range of psychological responses of 
Latina’s experience and to explore the impact of traumatic birth on these understudied Mexican 
immigrant mothers. The results will serve as a foundation for future study and will help us all to better 
understand how to provide appropriate care to women who experience birth related trauma.  

We are recruiting healthy volunteers who/are: 

-Latinas from Mexico 

-At least 18 years old 

-Spanish or English speaking 

-Have given birth within the past 5 years 

-At least 6 months postpartum 

-Have lived in the United States 5 years or less 

-Experienced a self-described traumatic birth, had a complex needs infant or infant demise  

Volunteers will be asked to meet with Ms. Middleton and a Certified Spanish Health Care Interpreter at a 
location of their choice and talk about their experiences. Interviews will last no longer than 60 minutes 
and volunteers will meet with Ms. Middleton no more than three times. At the end of each interview 
volunteers will receive $20.00 in cash, with a maximum payment of $60.00. We will never at any time 
ask questions or collect data about immigration status. 

 If you have a patient who meets these criteria and who may be willing to participate, please give her the 
recruitment letter included in this packet. 

Thank you so much for your help with this important research. 

Sincerely, Ellen Middleton, RN, NP, PhDc 
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Appendix D. Study Information for Participants 

University of California San Francisco Research Study 

A chance for Latina mothers to tell their birth story 

 

Dear Patient: 

Dr. Carol Dawson Rose, RN, PhD and Ellen Middleton, RN, NP, PhDc from the UCSF, School of 
Nursing are doing a study to try to better understand what it is like to be a Latina who has had a difficult 
birth, had a sick baby, or who lost a baby at birth. 

A woman’s birth is important and is different for every woman. However when a woman has a difficult 
birth, has a sick baby, or loses a baby, it affects her relationship to her children, her partner, and other 
people important to her. Doctors and nurses who care for women after birth want to help, but they have 
limited information how best to do so. Because you have had a difficult birth, had a sick baby or lost a 
baby, you may be able to help us better understand how to help other women just like you. 

 We are looking for healthy women who/are: 

-Latina women originally from Mexico 

-At least 18 years old 

-Speak Spanish or English 

-Given birth within the past 5 years 

-Have given birth at least 6 months ago 

-Lived in the United States for 5 years or less 

-Had a very difficult birth, a sick baby or lost a baby at birth or soon after 

Women who are interested in talking with us and who are eligible will be asked to meet with Ms. 
Middleton and an interpreter at a location of their choice to talk about their experiences. The interviews 
will last no longer than 60 minutes. If you are willing, you will be asked to meet with Ms. Middleton no 
more than three times. At the end of each interview you will receive $20.00 cash. Being in the study is 
completely up to you and you can stop at any time. We will never at any time ask questions about or 
collect data about immigration status. 

If you think you might be willing to talk with us, please call Ms. Middleton at (559) 353-0280 to speak 
with her directly or ask questions about the study. 

Thank you!  
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Appendix E. Study Information for Participants (Spanish) 

Universidad de California San Francisco 

Estudio de Investigación 

Una oportunidad para las madres latinas de contar su historia del parto 

 

Estimada paciente: 

La doctora Carol Dawson-Rose, NR (Enfermera Registrada) PhD (Doctorado) y Ellen Middleton, NR 
(Enfermera Registrada), PN (Enfermera), estudiante de  doctorado en la UCSF (Universidad de California 
San Francisco), de la Escuela de Enfermería están haciendo un estudio para tratar de entender mejor lo 
que significa ser una latina que ha tenido un parto difícil, ha tenido un niño enfermo, o han perdido un 
bebé al nacer. 

El parto de una mujer es importante y es diferente para cada mujer. Sin embargo, cuando una mujer tiene 
un parto difícil, tiene un bebé enfermo, o pierde un bebé afecta la relación  con sus hijos, su pareja y otras 
personas importantes para ella. Los médicos y enfermeras que atienden a las mujeres después del parto 
quieren ayudar, pero tienen información limitada de la mejor manera de hacerlo. Porque usted ha tenido 
un parto difícil, ha tenido un bebé enfermo o perdió un bebé, puede ayudarnos a comprender mejor cómo 
ayudar a otras mujeres como usted. 

Estamos buscando a mujeres saludables que sean:  

 mujeres latinas originarias de México 
  De Por lo menos 18 años de edad 
 Hablen  español o inglés 
 Haya dado a luz durante los últimos cinco años 
 Han pasado por lo menos 6 meses desde que su bebé nació 
 Ha vivido en los Estados Unidos por 5 años o menos 
 Tuvo un parto muy difícil, un bebé enfermo o perdió un bebé al nacer o poco después de su 

nacimiento. 
 
Las mujeres que están interesadas en hablar con nosotros y que son elegibles se les pedirá reunirse con la 
señora Middleton y un intérprete en una ubicación de su elección para hablar sobre sus experiencias. Las 
entrevistas no durarán más de 60 minutos. Si está dispuesta se reunirá con la señora Middleton no más de 
tres veces. Al final de cada entrevista recibirá $20.00 dólares en efectivo. Participar en el estudio es 
completamente voluntario y usted puede parar en cualquier momento. 

Si usted piensa que podría estar dispuesta a hablar con nosotros, por favor llamar a la señora Middleton al 
(559) 353-0280 para hablar con ella directamente o hacer preguntas sobre el estudio. 

Gracias  
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Appendix F. Phone Screening Tool for Potential Participants 

Hello and thank you for interest in our study. Dr. Carol Dawson-Rose, an Associate Professor in the 
Department of Community Health Systems at University of California, San Francisco and I, Ellen 
Middleton NP, PhDc from UCSF are conducting a study to better understand the experiences of Latina 
mothers who have had a difficult birth, a sick baby, or lost a baby. Taking part in the study is voluntary 
and once you agree to take part you can leave the study at any time. You will be asked to take part in one 
to three interviews that will last no longer than 60 minutes each. At completion of each interview you will 
receive $20.00 in cash for taking part in the study, the maximum amount paid will be $60.00. We will 
never at any time ask questions or collect information on immigration status. 

“Before I can determine if you are eligible to take part in the study I need to ask you a few questions:” 

1) Did you immigrant from Mexico?..from another country, not eligible… 
2) How long have you lived in the United States?...if more than 5 years, not eligible. 
3) How old are you? If less than 18 years old, not eligible… 
4) Do you speak either English or Spanish?...if no, not eligible 
5) When did you deliver?..if more than 5 years ago, not eligible 
6) Did you have a difficult birth, sick baby or loss? …If no, not eligible 
7) Would you be willing to tell us about your experiences? …If no, not eligible 
8) Are you currently receiving counseling for any psychological problems?.. If yes, not eligible 
9) Are you currently experiencing emotional issues that may cause you to harm yourself or 

others?...if yes, go to Option B 
 

Option A: (Criteria met) “Well, it appears based on your answers that you are eligible to take part in the 
study. Are you still interested?  Do you have any questions that I can answer before we schedule a time to 
meet?” 

Schedule date and time____________________ 

“Thank you for contacting me about the study. I look forward to meeting you and hearing more about 
your experiences.” 

Option B: (Criteria not met) If the potential participant is currently receiving counseling for psychological 
problems or expresses concern about her own mood or current state of health they will not be eligible for 
the study. 

“I’m sorry, but at his time it does not appear that you are eligible to be in the study. I thank you for the 
time you have taken to inquire about the study.”  

NOTE: 

If caller expresses concern about themselves, or their family they will be given the phone number to 
Fresno County Behavioral Department of Behavioral Health, Perinatal Program: 1 (559) 600-1033. 

If the caller expresses thoughts of self-harm and/or suicidal ideations they will be asked, “I would like to 
ask if you are having thoughts about hurting yourself or others at this time?” if yes… 
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“May I have a verbal contract for safety that you will not attempt to hurt yourself or others and that you 
will ask to seek help for these thoughts and feelings that you have had?” If caller expresses that they are 
not currently at risk of hurting themselves, but they have had thoughts about it in the past the following 
phone number and resources will be given: 

Mental Health Services: 

1) Fresno County Behavioral Department of Behavioral Health, Perinatal Program:  
1 (559) 600-1033. Accepts Medi-Cal and uninsured. 

2) Children’s/Infants mental health : Outpatient Services 559-453-8918, Rural Services  
1-800-654-3937, Crisis Services 559-453-3860 

3) On-Site Counseling Center: 1 (559) 452-1796. Self pay based on sliding scale: $25 to $45 per 50 
minute session. 

4) The Well Community Church Counseling Center: 1(559) 326-5100 ext. 5300 
5) Psychological Service Center at Alliant International University: 1 (559) 253-2277. Self pay on 

sliding scale: $20 to $50 per 50 min session. 
6) www.CalmHappySafe.org for more mental health and parent support resources.  
7) National 24 hour suicide prevention lifeline number 1(800) 273-TALK 
8) Emergency Psychiatric Services 1(559) 453-5124 

 

If the caller refuses to contract for safety then state: “I am concerned that you may have thoughts 
about hurting yourself or others. Are you with anyone right now, such as a friend or family 
member?”  

-Continue to talk with the caller while emergency personnel are contacted on another line. Tell the 
caller “I’m worried that you may harm yourself or others, I am calling emergency services and I’m 
going to tell them about your situation.” Ask the callers location so the information can be given to 
the emergency personnel. If they refuse to provide information and declines assistance, the 
researcher will provide the National Suicide Prevention Lifeline number. The researcher will 
contact 911 and provide as much information as possible. 
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Appendix G. Study Consent Form 

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 
CONSENT TO PARTICIPATE IN A RESEARCH STUDY 

 

Study Title: Psychological responses to a traumatic birth among Mexican Latina immigrant women. 

This is a research study about how Latina mothers respond to a difficult birth, a sick baby or the loss of a 
baby. The study researchers, Carol Dawson Rose, RN, PhD an Associate Professor in the Department of 
Community Health Systems and Ellen J. Middleton, NP, PhDc from the UCSF department of Family 
Health Care Nursing will explain this study to you.  

Research studies include only people who choose to take part.  Please take your time to make your 
decision about participating, and discuss your decision with your family or friends if you wish. If you 
have any questions, you may ask the researchers. 

You are being asked to take part in this study because you are a healthy Latina mother who had a difficult 
birth and/or had a sick baby, or lost a baby. 

Why is this study being done? 

The purpose of this study is to help doctors and nurses understand how Latina mothers respond to their 
difficult birth, a sick baby or the loss of a baby so they can take better care of Latina mothers and 
families. This study is not financially supported from outside resources and will be financially supported 
through personal funds of the Co-Primary Investigator (researcher). 

How many people will take part in this study? 

About 20 people will take part in this study. 

What will happen if I take part in this research study? 

If you agree, the following procedures will occur: 

First, you will need to have the following “screening” tests or procedures to find out if you can participate 
in the main part of the study: 

- An initial screening telephone contact will be made to determine if you can participate in the 
study. If the screening exam shows that you can be in the main part of the study and you choose 
to continue, this is what will happen next. 

- You will meet with Ms. Middleton and a certified Spanish health care interpreter at a location of 
your choosing that will provide privacy and comfort and be interviewed.  

- You will be asked to fill out a sheet about some personal family information. 

- The researcher will ask you to describe your birth experience. This interview will take no more 
than 60 minutes. 

- If you are willing, a second and third interview will take place to clarify information and gather 
more complete information so that researchers can better understand your experience. 

- Ms. Middleton will make a sound recording of your conversation. After the interview she will 
type into a computer what is on the recording. She will remove any mention of names or other 
identifying information. Once the transcription has been reviewed and compared to the recording, 
the recording will be destroyed. 

- Study Location: All procedures will be done at a location that is mutually agreed upon between 
you and the researcher. The location will provide for privacy, comfort and safety for you, the 
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interpreter and Ms. Middleton. 

How long will I be in the study?  

Participation in the study will involve one to three interviews of no more than an hour each. The total 
length of the time for the study will be 3 hours. 

Can I stop being in the study? 

Yes.  You can decide to stop at any time.  Just tell the study researcher or staff person right away if you 
wish to stop being in the study. 

Also, the study researcher may stop you from taking part in this study at any time if she believes it is in 
your best interest or if the study is stopped. 

What side effects or risks can I expect from being in the study? 

- Some of the interview questions may make you uncomfortable or upset, but you are free to decline to 
answer any questions you do not wish to answer. You are free to end the interview at any time. 

-If you do not want to continue an interview, you may request to reschedule at a later time.  

-Confidentiality: Your records will be handled as confidentially as possible; however, participation in 
research may involve loss of privacy. Only Ms. Middleton and Dr. Dawson-Rose and those working with 
the research study will have access to your records and will never ask questions or collect information on 
immigration status. After the interview information has been transcribed from the audio recording and 
verified, the recording will be destroyed. Your name or other personal information from the interviews 
will not be used in any reports or publications.  

Are there benefits to taking part in the study? 

There will be no direct benefit to you from participating in this study.  However, the information that you 
provide may help doctors and nurses better understand Latina’s experience of psychological birth trauma. 

What other choices do I have if I do not take part in this study? 

You are free to choose not to participate in the study.  If you decide not to take part in this study, there 
will be no penalty to you.  You will not lose any of your regular benefits, and you can still get your care 
from our institution the way you usually do. 

Will information about me be kept private? 

We will do our best to make sure that the personal information gathered for this study is kept private.  
However, we cannot guarantee total privacy.  Your personal information may be given out if required by 
law.  If information from this study is published or presented at scientific meetings, your name and other 
personal information will not be used. 

- Suspected child abuse or neglect: If during the interview process you reveal information that 
suggests that a child has been abused or neglected by you or anyone else, Ms. Middleton is 
required to report this to Child Protective Services for further investigation. 

- Suspected harm or suicidal thoughts: If during the interview process you reveal information that 
suggests that you have thoughts of hurting yourself/others or share thoughts of suicide, Ms. 
Middleton may call 911 and emergency personnel if she feels there is immediate danger.  

Organizations that may look at and/or copy your research records for research, quality assurance, and data 
analysis include: 

 UCSF’s Committee on Human Research 

What are the costs of taking part in this study? 
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You will not be charged for any of the study treatments or procedures. 

Will I be paid for taking part in this study? 

In return for your time, effort and travel expenses, you will be paid $20.00 per interview for taking part of 
the study; the maximum payment amount will be $60.00. You will be paid in cash at the end of each 
interview. 

What are my rights if I take part in this study? 

Taking part in this study is your choice.  You may choose either to take part or not to take part in the 
study.  If you decide to take part in this study, you may leave the study at any time.  No matter what 
decision you make, there will be no penalty to you in any way. You will not lose any of your regular 
benefits, and you can still get your care from our institution the way you usually do. 

Who can answer my questions about the study? 

You can talk to the researchers about any questions, concerns, or complaints you have about this study.  
Contact the researcher Ms. Ellen Middleton at (559) 353-0280 or Dr. Carol Dawson-Rose at (415) 597-
9338. 

If you wish to ask questions about the study or your rights as a research participant to someone other than 
the researchers or if you wish to voice any problems or concerns you may have about the study, please 
call the Office of the Committee on Human Research at 415-476-1814.  

Photography of personal items, local neighborhoods and/or artifacts.  

_____I agree to have photos taken of personal items, local neighborhoods and/or artifacts by the 
researchers and give them authorization to publish/disseminate these photos for academic purposes both 
in print and electronically. I understand that I will not receive payment or any other compensation in 
connection with these photos.  

_____I do not agree to have photos taken of personal items, local neighborhoods and/or artifacts by the 
researchers and do not give authorization to publish/disseminate these photos for academic purposes 
either in print or electronically.  

CONSENT 

You have been given a copy of this consent form to keep. 

PARTICIPATION IN RESEARCH IS VOLUNTARY.  You have the right to decline to be in this study, 
or to withdraw from it at any point without penalty or loss of benefits to which you are otherwise entitled. 

If you wish to participate in this study, you should sign below. 

 

   

Date                      Participant's Signature for Consent 

 

   

Date            Person Obtaining Consent 

 

____________________________________________________________________________________ 

Date Witness Signature   
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Appendix H. Study Consent Form (Spanish) 

UNIVERSIDAD DE CALIFORNIA, SAN FRANCISCO 
Consentimiento para participar en un estudio de Investigación 

 
Título del Estudio: Respuestas psicológicas de un parto traumático entre las mujeres inmigrantes 
Mexicanas Latinas. 

Se trata de una investigación sobre cómo las madres latinas responden ante un parto difícil, si tienen 
su bebé enfermo, o han perdido a su bebé. Las investigadoras del estudio,  

Carol Dawson-Rose (enfermera registrada, PhD (Doctorado) y profesora Asociada al Departamento 
comunitario del sistema de salud, y la señora Ellen Middleton, RN (enfermera registrada), BSN 
(Licenciada en enfermería) NP (Enfermera) de la UCSF (Universidad de California San Francisco) 
del Departamento de Enfermería del cuidado de la Familia y salud le explicarán este estudio a usted.  

En el estudio de investigación se incluye solo a las personas que deseen formar parte. Por favor 
tómese su tiempo para tomar una decisión sobre su participación, y discutir su decisión con su 
familia o amigos si así lo desea si tiene alguna pregunta puede hacerla a las investigadoras. 

Se le pide participar en este estudio porque es una madre Latina saludable que tuvo un parto difícil 
y/o tuvo un bebé enfermo o ha perdido a su bebé.  

¿Por qué se realiza este estudio?  

El propósito de este estudio es ayudar a los doctores y enfermeras a entender como las madres 
Latinas responden ante un parto difícil, tienen un bebé enfermo, o ante la pérdida de un bebé de 
manera que ellos puedan ofrecer un mejor cuidado a las madres Latinas y sus familias. Este estudio 
no cuenta con el apoyo financiero de fuentes externas y será financiado a través de los fondos 
personales del investigador Co-primario.  

¿Cuántas personas participarán en el estudio?  

Alrededor de veinte personas participarán en este estudio.  

¿Qué pasará si tomo parte en este estudio de investigación?  

Si está de acuerdo, los siguientes son los procedimientos a seguir:  

En primer lugar, usted necesita una revisión médica de prueba o procedimientos para determinar si 
puede participar en la parte principal de este estudio:  

- Un contacto telefónico será realizado para determinar si puede participar en el estudio. Si la 
revisión muestra que usted puede estar en la parte principal del estudio y decide continuar esto es 
lo que seguirá.  

- Usted se reunirá con la señora Middleton y un intérprete en español certificado en el área de la 
salud en un lugar de su elección que le proporcione privacidad, comodidad y donde será 
entrevistada.  

- Se le pedirá que llene una hoja sobre cierta información personal familiar.  

- El investigador le pedirá que describa la experiencia del parto. Esta entrevista no tomará más de 
60 minutos.  

- Si usted lo desea, una segunda y tercera entrevista se llevarán a cabo para aclarar información 
más completa, de modo que los investigadores puedan entender mejor su experiencia.  



214 

- La señora Middleton hará una grabación de sonido de su conversación. Después de la entrevista 
ella escribirá en la computadora lo que está en la grabación. Se eliminará cualquier mención de 
nombres u otra información de identificación. Una vez que la transcripción ha sido revisada y 
comparada con la grabación esta se destruirá. 

- Ubicación del estudio: Todos los procedimientos se harán en un lugar que sea de mutuo acuerdo 
entre usted y el investigador. La ubicación proporcionará privacidad, comodidad y seguridad para 
usted, el intérprete y la señora Middleton. 

¿Cuánto tiempo estaré en el estudio?  

La participación en el estudio implica de una a tres entrevistas de no más de una hora cada una. El 
total de tiempo para el estudio será de tres horas.  

¿Puedo dejar de participar en el estudio?  

Si usted puede decidir dejarlo en cualquier momento. Sólo dígale al investigador o miembro del 
personal de inmediato si desea dejar de participar en el estudio. 

Además, el investigador del estudio puede pedirle que deje de participar en este estudio en cualquier 
momento si ella considera que es lo mejor para usted o si el estudio se detiene. 

¿Qué efectos secundarios o riesgos puedo esperar al participar en el estudio?  

-Algunas de las preguntas de la entrevista pueden hacerla sentir incómoda o molesta, pero  usted es 
libre de negarse a contestar cualquier pregunta que no desee responder. Usted   tiene la libertad de 
poner fin a la entrevista en cualquier momento.  

-Si no desea continuar con la entrevista puede solicitar un cambio de hora para después.  

-Confidencialidad: Sus registros serán manejados con la mayor confidencialidad posible; sin 
embargo la participación en la investigación puede implicar pérdida de privacidad. Únicamente la 
señora Middleton y la doctora Dawson-Rose y los que trabajan con el estudio de investigación 
tendrán acceso a sus registros. Después de que la información de la entrevista ha sido transcrita de la 
grabación y verificada, la grabación se destruirá. Su nombre u otra información personal de la 
entrevista no se utilizará en ningún reporte o publicaciones.  

¿Hay beneficios por participar en el estudio?  

No habrá ningún beneficio directo por participar en este estudio. Sin embargo, la información que 
usted suministre puede ayudar a los médicos y enfermeras a comprender mejor la experiencia 
psicológica de las Latinas con un parto traumático.  

¿Qué otras opciones tengo si no tomo parte en este estudio?  

Usted es libre de optar por no participar en el estudio. Si usted decide no participar no habrá sanción 
para usted. Usted no perderá ninguno de sus beneficios regulares y aún puede tener la atención por 
parte de nuestra institución de la manera que siempre se hace.  

¿Mi información personal se mantendrá privada?  

Haremos nuestro mejor esfuerzo para asegurarle que la información personal recolectada para este 
estudio se mantiene privada. Sin embargo, no podemos garantizar una privacidad total. Su 
información personal puede ser dada si así lo requiere la ley. Si la información de este estudio es 
publicada o presentada en reuniones científicas, su nombre y otra información personal no será 
usada.  

- Sospecha de abuso o negligencia infantil: Si durante el proceso de la entrevista usted revela 
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información que sugieren que un niño ha sido abusado o descuidado por usted o cualquier otra 
persona, la señora Middleton necesita informar al Servicio de Protección Infantil para una mayor 
investigación.  

- Sospecha de daño o pensamientos suicidas: Si durante el proceso de la entrevista usted revela 
información que indica que ha pensado en hacerse daño/o a otros o comparte pensamientos 
suicidas la señora Middleton puede llamar al 911 y al personal de emergencia, si ella siente que 
hay un peligro inmediato.  

Las organizaciones que pueda ver y/o copiar los registros de la investigación, la garantía de calidad y 
análisis de datos incluyen  

- Comité de Recursos Humanos de UCSF (Universidad de California San Francisco).  

¿Cuáles son los costos de participar en este estudio?  

No se le cobrará por ninguno de los tratamientos o procedimientos del estudio  

¿Me pagarán por participar en este estudio?  

A cambio de su tiempo, esfuerzo y gastos de viaje, usted va a recibir $20.00 dólares por entrevista 
por tomar parte en el estudio, la cantidad máxima de pago será de $60.00 dólares. Se le pagará en 
efectivo al final de cada entrevista.  

¿Cuáles son mis derechos si participo en este estudio?  

La participación en este estudio es su elección. Usted puede elegir entre participar o no en el estudio. 
Si decide participar en este estudio, puede retirarse en cualquier momento. No importa cuál sea la 
decisión que tome, no habrá ningún tipo de sanción. Usted no perderá ninguno de sus beneficios 
regulares y aún puede tener su atención por parte de nuestra institución de la manera que siempre se 
hace.  

¿Quién puede responder a mis preguntas sobre el estudio?  

Usted puede hablar con los investigadores acerca de cualquier pregunta, duda o queja que tenga 
sobre este estudio. Póngase en contacto con las investigadoras señora Middleton (559) 978-9512 o la 
doctora Carol Dawson-Rose al (415) 476-6042.  

Si desea hacer preguntas sobre el estudio o sus derechos como participante de la investigación a otra 
persona que no sean los investigadores o si desea expresar cualquier problema o inquietud que pueda 
tener sobre el estudio, por favor llame a la Oficina de la Comisión de Investigación Humanos al 
(415) 476-1814  

Fotografía de objetos personales, los barrios locales y/o artefactos  

____ Estoy de acuerdo que las investigadoras tomen fotos de objetos personales, barrios locales y/o 
artefactos y doy la autorización para publicar/difundir estas fotos con fines académicos tanto en 
forma impresa y electrónicamente. Entiendo que no voy a recibir pago o cualquier otro tipo de 
compensación en relación a estas fotos.  

______ No estoy de acuerdo en que las investigadoras tomen fotos de objetos personales, barrios 
locales y/o artefactos y no doy la autorización para publicar/difundir estas fotos con fines académicos 
ya sea en forma impresa o electrónicamente.  
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CONSENTIMIENTO  

Se le ha entregado una copia de este formulario de consentimiento para que la tenga.  

PARTICIPACIÓN EN LA INVESTIGACIÓN ES VOLUNTARIA: Usted tiene el derecho de 
negarse a participar en este estudio, o puede retirarse de él en cualquier momento sin penalización o 
pérdida de los beneficios a los cuales usted tiene derecho  

Si usted desea participar en este estudio, debe firmar a continuación.  

____________ ______________________________________________________  

Fecha     Firma de consentimiento del participante  

____________ ______________________________________________________  

Fecha     Persona que obtiene el consentimiento  

____________ ______________________________________________________  

Fecha     Intérprete de español certificada/traductora 
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Appendix I. Mental Health Resources and Referral Information Sheet 

 
Local Community Mental Health Resources and Referral Information 

Fresno County 
 
Mental Health Services Handout: 

1) Fresno County Behavioral Department of Behavioral Health, Perinatal Program: 1 (559) 600-

1033. Accepts Medi-Cal and uninsured. 

2) Ambulatory Care Clinics Integrated Mental Health Service, Care manager pager: (559) 262-3000   

3) Children’s/Infants mental health : Outpatient Services 559-453-8918, Rural Services 1-800-

654-3937, Crisis Services 559-453-3860 

4) On-Site Counseling Center: 1 (559) 452-1796. Self pay based on sliding scale: $25 to $45 per 50 

minute session. 

5) The Well Community Church Counseling Center: 1(559) 326-5100 ext. 5300 

6) Psychological Service Center at Alliant International University: 1 (559) 253-2277. Self pay on 

sliding scale: $20 to $50 per 50 min session. 

7) www.CalmHappySafe.org for more mental health and parent support resources.  

(If at any time you feel you want to harm yourself or others call 911) 

 
Emergency Food and Shelter:  
 

1) Community Food Bank 3403 East Central Ave., Fresno CA 93725-2542 (559) 237-3663 

2) Food Stamps Heritage Center (559) 453-4998 

3) Refugee Services for New Americans (559) 453-6092 

4) Marjaree Mason Center: 233-help (4357) shelter and services for victims of domestic violence. 

5) Housing Assistance Fresno County Phone Number: 453-6541 (provides access to services listed 

below) 

 Catholic Social Services - Any family with no means of support may qualify. 

 Emergency Housing Center - Helps provide temporary emergency shelter for CalWORKs 

eligible families. Information and referral services provided. 

 Evangel Home, Inc. - Single women and women with children (boys under age 9) accepted. 

 Fresno Rescue Mission - Temporary shelter for men or families with children. 

 Project Home Again - Matches homeless families with churches to help find permanent 

homes. 
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 YWCA Homeward Bound - Shelter for homeless women and children. Program fee is 30% of 

income. 

 YWCA/ Marjorie Mason Center - Thirty day free emergency shelter for women and children 

escaping domestic violence. Low cost transitional residential program for homeless women 

and women with children. 

 Housing Authorities of the City and County of Fresno - Section 8 and conventional housing 

programs assist eligible low to moderate income residents by subsidizing a portion of their 

rent. Home ownership programs available to qualified applicants. 

Substance Abuse: 

Substance Abuse Services (SAS), Fresno County (559) 453-6043  

Domestic violence and legal services: 

1) National Domestic Violence Hotline 

(800) 799-SAFE (7233) 

2) Rape Counseling Service & Hotline 

(559) 222-RAPE or 

(559) 497-2900 

3) Marjorie Mason 24-hour Hotline 

(800) 640-0333 or 

(559) 233-HELP (4357) 

4) West Fresno Crisis Center 

(559) 659-0232 

5) Mom & Kids Hotline 

(800) 640-0333 
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