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Abstract

Background
Although there is growing recognition of the importance of person-centered maternity care, the needs and
perspectives of pregnant adolescents are rarely considered. The purpose of this study was to compare
the maternity care experiences of Mexican-origin adolescents in Guanajuato, Mexico and Fresno,
California from both youth and healthcare provider perspectives.

Methods
Qualitative interviews and focus groups were conducted with a total of 89 respondents, including
pregnant and parenting adolescents as well as providers between December 2016 and July 2017.
Adolescents also completed a short demographic survey prior to participation. Transcripts in English and
Spanish were coded and thematically analyzed using Dedoose software. Results were compared by
location and between youth and providers.

Results
Four themes emerged regarding patient-provider interactions: the need for communication and clear
explanations, respectful versus judgmental providers, engaging youth in decision-making, and a focus on
the age of the youth and their partners. While youth had similar perspectives and priorities in both
locations, youth in Mexico reported more negative healthcare experiences than youth in California.
Perspectives varied between the youth and providers, with providers in both California and Mexico
identifying several structural challenges in providing quality care to adolescents. In California, challenges
to supporting immigrant Latina adolescents and their families included language and translation issues
as well as barriers to care due to immigration status and documentation. In both locations, providers also
mentioned high patient caseloads and their own concerns about the youth’s life choices.

Conclusion
Youth-centered care requires more effective and respectful patient-provider communication, where
adolescents are engaged in their healthcare decision-making and delivery options. Changes in patient-
provider interactions can help improve the maternity care experiences and outcomes of Latina
adolescents. Healthcare systems and providers need to recon�gure their approaches to focus on the
needs and priorities of adolescents.

Background
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Adolescent pregnancy and childbirth is a key area of global health as it represents a critical intersection
between issues of maternal and child health, gender equity, and social determinants of health such as
educational attainment [1]. The adolescent pregnancy rate in Mexico remains one of the highest in the
region at 62 births per 1000 women ages 15–19 [2]. In the United States, Latina adolescents have among
the highest rates of adolescent pregnancies of any racial or ethnic group [3]. In California, nearly 75% of
all adolescent pregnancies are among Latina youth [4] with approximately one quarter of adolescent
births to foreign-born Latinas [5].

Professional policy statements for pediatricians and gynecologists highlight the unique needs of
pregnant adolescents and emphasize the importance of tailoring perinatal care to the developmental
needs of this population [6]. While there is a growing body of research regarding youth-friendly health
services and person-centered care, virtually none of these focus on pregnant adolescents or their
perspectives [7, 8]. Further, little is known about how adolescents perceive their maternity care
experiences, how their perspectives compare to those of their healthcare providers, or if this varies by
sociocultural context.

In addition, some populations may face additional barriers to accessing person-centered and quality care.
Previous research has found that certain groups including adolescents, unmarried women, women of low
socioeconomic status, and women belonging to ethnic minorities are at a higher risk of experiencing
disrespect and abuse in the provision of care [9]. In Mexico, young pregnant women with lower socio-
economic and educational levels and those living in more rural areas are less likely to receive the
standard of care [10]. Similarly, Latina adolescents in the United States are more likely to have inadequate
prenatal care compared to white adolescents or older Latinas [11].

This article explores the experiences of Mexican-origin adolescents receiving maternity care in two
different healthcare and cultural contexts – one in which they are in their home culture of Mexico and one
in which they are an immigrant group in California. It also compares the perceptions of the adolescents to
healthcare providers in both contexts.

Background and Signi�cance

The Institute of Medicine de�nes patient-centered care as, “providing care that is respectful of, and
responsive to, individual patient preferences, needs and values, and ensuring that patient values guide all
clinical decisions” [12]. Person-centered maternity care (PCMC) elaborates on this de�nition by focusing
on reproductive and maternal care and recognizing that respect and dignity, provider responsiveness,
communication, and patient interpersonal treatment are all integral pieces of the patient experience [13,
14]. Prior research from around the world has found positive associations between PCMC and maternal
and newborn health outcomes [15, 16]. PCMC has also been associated with higher levels of patient
satisfaction, and patient health outcomes [17].

While there is a growing emphasis on the importance of PCMC for maternal and infant health,
adolescents’ needs and perspectives are rarely considered. Past studies have found that young mothers
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report more pain, fear, and lack of control during their delivery experiences than women of other age
groups and that many adolescent patients describe their delivery experience as traumatic [18, 19].
Research on patient-provider interactions among adolescents in general primary care clinics has
highlighted youth’s concerns regarding con�dentiality and judgmental provider attitudes [20, 21]. One
systematic review that explored youth’s general healthcare experiences, found eight domains linked to
youth’s positive experiences of care including accessibility of services, staff attitudes, communication,
and youth involvement in health care [8].

Little is known about the maternity care experiences of pregnant and parenting Latina adolescents in
either the United States or Mexico. Recent research documents that Mexican immigrants experience a
reduction in healthcare access after they migrate to the United States and continue to face more
challenges in accessing health care as compared to the non-migrant population [22]. A small study of
Latina youth found that over 95% of the sample experienced personal and institutional barriers when
attempting to access prenatal care [23].

Given that pregnant and parenting adolescents are at-risk for receiving sub-optimal health services and
that Latinas affected by migration are more likely to have limited prenatal care, a greater understanding
of the healthcare experiences of pregnant and parenting Latina adolescents is needed. Notably absent
are studies that provide the perspective of both youth and their healthcare providers, as the providers’
perceptions and context may impact how they interact with pregnant youth and their delivery of services.
Thus, the purpose of this study is to compare the perinatal experiences and perspectives of Mexican-
origin adolescents and their healthcare providers in two distinct sociocultural and healthcare contexts —
Mexico and California.

Methods
Setting and Study Population

Respondents were selected from several communities in Fresno County, California, and Guanajuato,
Mexico. Guanajuato, Mexico, was selected as a traditional point of origin for migrants to California and
Fresno, California, was selected as a primary point of arrival for Mexican immigrants. Both settings are
major agricultural regions and re�ect a mixture of urban and rural communities.

Female youth were eligible if they were either pregnant or post-partum (within 12 months of delivery),
spoke English or Spanish, and were 14–20 years of age. Youth respondents in California were required to
either have migrated from Mexico or have at least one parent who had. A convenience sample of youth
participants in Mexico were recruited from public hospitals and clinics while youth in California were
recruited from several community-based organizations serving pregnant and parenting youth. Study
researchers had established relationships with clinics and organizations in both communities through
other projects, and staff at these sites recruited youth to participate when they sought services at these
sites. Health providers in both locations were selected who had experience providing care to pregnant
and/or parenting Latina youth. Providers were purposively selected from multiple institutions in each
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location to gather a range of professional backgrounds and experiences, including nurses, social workers,
health educators, and physicians. Recruitment and data collection stopped when saturation of responses
was complete [24].

Study Instruments

Qualitative data was collected using focus groups and in-depth interviews to gather individual histories
and experiences as well as build on group generated ideas [24]. Interview and focus group tools were pilot
tested and modi�ed accordingly.

Focus groups: Focus groups were conducted with an average group size of �ve young women who were
either pregnant or up to 12 months post-partum. Key topics covered in the focus groups included
participants’ experiences during perinatal care and services available for pregnant/parenting youth.
Focus groups averaged an hour in length.

In-depth interviews with female youth: Select youth completed an in-depth interview focusing on their
opinions and experiences receiving perinatal care and any complications related to pregnancy and
delivery. Interviews averaged 22 minutes in length.

In-depth interviews with health providers: Interviews with health providers focused on service protocols
and guidelines that they follow with pregnant and parenting youth, as well as their opinions about
pregnancy and care among that speci�c population. Each interview was approximately an hour long.

Demographic survey: Adolescent participants completed a short survey, developed by the researchers for
this study, containing questions about their socio-demographic characteristics and reproductive and
pregnancy histories prior to the focus groups and interviews.

The study protocol was approved by the the Institutional Review Board for the Human Research
Protection Program of the University of California, San Francisco (approval number 16-20062), and the
Committee of Investigation of the Secretariat of Health in Guanajuato, Mexico.

Data Collection

A bi-national team of trained and experienced researchers from Mexico and the United States conducted
all focus groups and interviews in the language preference (Spanish or English) of participants between
December 2016–July 2017. Researchers, four females and one male, represented two different
institutions and a range of disciplines including social epidemiology, public health, medicine, and
ethnography. Researchers were interested in conducting this study to identify ways to improve care for
adolescents. Prior to each interview and focus group, researchers introduced themselves, discussed the
purpose and process of the study, and provided written consent forms with details about the study. Active
parental consent was not required for this study per state and institutional guidelines. Before the focus
groups and interviews, youth participants completed a short demographic survey.
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Focus groups and interviews were typically held in classrooms or clinic meeting rooms. Focus groups
and interviews in Mexico took place in public hospitals and clinics while those in California were primarily
conducted in community-based organizations. Only researchers and participants were present during
focus groups and interviews. Respondents received a $20 gift certi�cate in California and received infant
supplies, such as diapers, in Mexico, in recognition of their time.

A note-taker typed responses and the focus groups and interviews were audio-recorded. Focus groups
were professionally transcribed verbatim in Spanish or English, and research staff transcribed interviews.

Data Analysis

This study used a modi�ed form of grounded theory in which a set of potential concepts and relations
were identi�ed based on the research’s initial socio-ecological model [25] and elements of patient-
centered care as well as through themes inductively identi�ed from the data [26]. This approach
maintains the essential elements of grounded theory including an iterative and reciprocal data-theory
relationship. Researchers developed a mixed coding system that used a combination of structural and
emerging coding [27]. An initial list of codes using the main research questions was created with
additional codes added based on further review of the transcripts and �eldwork notes [28]. The �nal
codebook contained 53 codes.

Three researchers coded the focus groups and interviews in the original language, with a fourth
researcher reviewing for inter-coder consistency. Throughout the coding process, the researchers met
weekly to review the process, clarify codes, and make minor modi�cations to the codebook to improve
reliability. In addition, a random sub-sample of nine interviews and three focus groups were coded by two
separate researchers (blinded to the coding of each other) and inter-coder reliability tests were performed
to ensure the consistency of the coding, obtaining an average Cohen’s kappa value of 0.88. If a quotation
was coded differently, researchers discussed the options and jointly agreed to a coding allocation. The
qualitative coding was conducted using Dedoose [29] and the survey data was analyzed in Excel.

Four researchers identi�ed patterns and relationships in each code and across codes and extracted
relevant themes. Additional sub-codes were developed based on the themes that emerged during
analysis. Commonalities and differences in themes between locations (California and Mexico), and
between youth and providers, were subsequently assessed. Stakeholders received a summary of �ndings
and were invited to provide feedback.

This study follows the consolidated criteria for reporting qualitative research [30]. Any Spanish
quotations used in this manuscript were translated by one bilingual researcher and veri�ed by a second
bilingual researcher.

Results
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A total of 89 youth and providers participated in the study, with greater numbers of Mexican youth
participating compared to the California sample. A slightly larger number of providers were interviewed in
California (Table 1). Most youth participants in Guanajuato, Mexico, received prenatal care from
governmental neighborhood clinics and delivered in the district maternity hospital. In contrast, the
participants in Fresno, California, received prenatal care from a variety of clinics and delivered in various
local hospitals.

Table 1: Focus group and interview participants, by location

  California Mexico Total

Number of focus groups 5 6 11

Focus groups total participants 20 39 59

In-depth interviews with youth 5 10 15

In-depth interviews with health providers 9 6 15

Total youth and provider participants 34 55 89

According to the information provided in a brief survey prior to participation, youth participants in both
settings were of similar age (17 years) and all were either pregnant or new parents. However, the
populations differed in other aspects (Table 2). In California, 88% of youth participants were parenting,
while in Mexico, 55% of participants were parenting at the time of their focus group or interview. Among
parenting youth, nearly 50% in Mexico report delivering via cesarean section (C-section) compared to 14%
in California.

Table 2: Demographics of youth focus group and interview participants by site
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  California (n=25) Mexico (n=49)

Age (average) 17.5 years 17.2 years

Relationship status    

Single 9 (36%) 3 (6%)

In a relationship, but not living together 6 (24%) 8 (16%)

Married/living with partner 10 (38%) 38 (78%)

Current pregnancy status    

Pregnant 3 (12%) 22 (45%)

Parenting 22 (88%) 27 (55%)

Ever previously pregnant    

Yes 4 (16%) 7 (14%)

No 21 (84%) 41(84%)

Delivery method of parenting participants California (n=22) Mexico (n=27)

Vaginal delivery 13 (59%) 9 (33%)

C-section 3 (14 %) 13 (48%)

Missing information 6 (27%) 5 (19%)

Youth and Provider Perspectives on Maternity Care  

Four cross-cutting themes emerged from youth and providers in both locations regarding patient-provider
interactions: communication and explanations, respectful or judgmental providers, engagement in
decision-making, and a focus on the age of the patient and their partners. Perspectives and concerns
regarding maternity care experiences varied widely between the youth and providers, regardless of
location. While youth generally focused on the positive and negative characteristics of their providers, the
providers were more likely to focus on structural challenges. Although similar preferences and concerns
emerged from youth in both locations, negative experiences were more common and often more severe
for youth in Mexico.

Patient-Provider Communication and the Need for Clear Explanations

Youth Perspectives

Youth in both locations described the importance of clear communication and explanations from
providers, although more youth in Mexico emphasized wanting explanations of clinical assessments
than in California. Many youth in both California and Mexico described interactions with providers where
they were not given clear explanations of what was happening and what clinical decisions were being
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made. Youth also described frustration with asking their health providers questions and not receiving
su�cient answers. One participant said:

“I had asked them what's the infection that [my baby] has; I wanted them to explain it better to me….They
made me feel really frustrated that they weren't really explaining it to me...I tried asking the nurse that was
in the NICU and they didn't know how to explain it to me…I do remember asking them and asking them.”
(Youth, California)

In California, a few youth mentioned feeling fearful of asking questions of their providers because the
provider made them uncomfortable. Many youth in Mexico indicated fear around the delivery of their
babies, in particular because they did not know what to expect since providers and clinic staff did not
always explain things to them.

P1: “The truth is, that I was scared as well. I went there without having pains, without anything, but when
they put me with the other patients, and I saw how they were feeling, I started to feel nervous.

P2: I was scared, too. I was thinking about what they were going to do to me.” (Youth focus group,
Mexico)

Many youth, but only in Mexico, recounted negative experiences of providers deliberately ignoring them
and asking to speak with their parents instead of directly interacting with the youth. One participant
explained how she learned that she would need a C- section:

“They explained it to my mom �rst and then my mom came to tell me that they had to do a C-section
[and] to not be scared. But it was my mom who explained it to me.”(Youth, Mexico)

One participant with a positive experience said:

“They explained everything to me. When I had the baby, they also explained it all again to me.” (Youth,
Mexico)

Provider Perspectives

Providers in both locations identi�ed several challenges in communicating effectively with their
adolescent patients, including personal opinions and structural issues. A few providers in both locations
expressed a desire to stress the risks involved in adolescent pregnancy, with one provider stating:

“I give them an overview of the possible complications of an adolescent pregnancy, so that they can take
into account what can happen and see that the decision they made is serious. Sometimes I tell them, it
may sound unpleasant, but I tell them—look, there is preeclampsia, diabetes, premature birth and because
of your age, it is very common that it can happen…We agree that although this is not the age to get
pregnant, that we will do everything possible to detect any problem early and that they know the signs
and or symptoms that might emerge.” (Provider, Mexico)
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One medical assistant in California discussed how they facilitate communication between doctors and
the young women as many adolescents feel uncomfortable speaking directly with their provider:

“Sometimes they don’t open up to the doctor but they will open up to us. Sometimes we’ll have to let the
doctor know if there’s, you know, something that comes up or there’s something that they need to
address.” (Provider, California)

In California, many providers described language barriers when communicating with immigrant youth
and their families, particularly when needing to convey di�cult information. Providers also discussed the
need for language services other than Spanish since many recent migrants from Mexico only speak
indigenous languages. As one provider said:

“There’s even some [patients] that speak only Mixteco… those are the ones that need the most care, the
most help… It’s a very guarded community. So, what stays within their community, happens between their
community and hush, hush, don’t say anything. So, it’s very hard if they bring an interpreter to get things
out of them, because they’re not going to tell us. If not, you know, it’s kind of hard to be translated when
the parent or a brother or a sister is present because they’re very guarded on what they say.” (Provider,
California)

Several providers in California also mentioned that concerns about insurance and immigration status
limited interactions with patients.

“I think especially the ones that have come here undocumented, or illegally, you know the fear of
accessing care…. A lot of them will �y very low, under the radar and don’t take services. You know they
might tap into MediCal for the baby once the baby is born but will take very minimal services out of fear
of having to disclose their immigration status.” (Provider, California)

Respectful or Judgmental Providers

Youth Perspectives

Youth most frequently mentioned the personal characteristics of their provider when re�ecting on their
maternity care experiences. Several youth in both locations appreciated feeling supported by their
providers and receiving “normal” treatment. As one youth in Mexico stated:

“They treated me well…since the start of my pregnancy until I recovered. Yes, they treated me well, really.
And they were very careful to think about everything.” (Youth, Mexico)

A few youth in California described feeling comfortable when providers and staff were non-judgmental,
respectful, and kind. Conversely, only one youth in Mexico mentioned feeling comfortable with their
provider. One participant said:

“They're really nice. They talk to you, they mostly focus on you and the baby… I felt very supported and
not judged because I was...a teen mom.” (Youth, California)
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One youth in California appreciated when providers treated them in an approachable manner and used
their names:

“I would walk in and they would already know my name so that’s why I like going there. Some doctors
they just see you as a patient and others they would actually know my name when I walk in.” (Youth,
California)

A few youth in both California and Mexico described providers who were rude and judgmental in their
interactions with them. One participant said:

“The doctor didn’t want to look after me, and even threw my papers at me; he was very rude. He threw the
papers at me and demanded that my mother be called because I was overreacting.” (Youth, Mexico)

Often, youth in Mexico felt they could not express pain or discomfort because providers would get angry
and pay less attention to them. Concerns about or experiences of pain, particularly around delivery, were
the most common negative issue among youth in Mexico. In contrast, only a few youth in California
mentioned pain. As one youth stated:

“If you are dramatic and loud, they hardly pay attention to you. There was a girl who had a one-year-old
and she was pregnant again, but she was screaming [during delivery] as if someone were killing her, so
they didn’t really pay attention to her, because she was overreacting.” (Youth, Mexico)

Many youth in Mexico, but only one participant in California, acknowledged the variation of experiences
within the same hospital or clinic depending on the provider. One participant described the different
providers at one hospital:

“The truth is there are doctors that are mean, but the doctor who delivered my baby was very good to me.
It depends on which shift you are on…because the night shift, truthfully, they are all very careless. I did not
like the night shift because they made fun of the girls.” (Youth, Mexico)

While some youth in California discussed having negative experiences with their initial providers, all of
them felt like they could switch providers. Indeed, many youth in California described switching to a
provider they liked better. One youth described her experience:

“I switched [doctors]. My [new] doctor was really nice. He told me everything. He explained everything to
me, what I could give [my baby to eat], after I had my baby and stuff like that. I really liked my doctor, he
was nice. It was just that one doctor [who was bad].” (Youth, Fresno)

Many youth in California also mentioned preferring female providers and would change doctors if they
were assigned a male provider.

Provider Perspectives
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Although mentioned infrequently, a few providers were aware of the criticisms from patients around lack
of respectful, patient-centered care. Providers most often attributed their inability to provide patient-
centered care to structural constraints, though some also recognized their own negative opinions
regarding adolescent pregnancy and their patients’ life choices.

Providers in both countries expressed concern about patient caseload and the resulting limits on how
much time they could spend per patient. In Mexico, one provider discussed how their caseload and the
insu�cient number of doctors limited the time they could spend with individual patients:

“We have to provide care to everyone, and if we cannot provide specialized care to a patient, then we just
get stuck. The truth is that we do not have much time to be focused on an actual medical appointment,
and evaluate the entire situation around a particular patient.” (Provider, Mexico)  

Providers in both locations also acknowledged their own underlying concerns about adolescent
pregnancy and its consequences. Many providers in California and a couple of providers in Mexico
focused on the tension they felt about what they perceived as being for the patient’s “own good.”
Providers discussed how personally di�cult it is for them when they strongly disagree with the life
decisions made by their pregnant and parenting adolescent patients. For example, one clinical provider in
California discussed the issue of staying in school:

“So I think the di�cult thing for me as a provider and the clash that I have sometimes is that with teens, I
want them to remain in school, and I sometimes get pushback, you know, because here I am, this
educated white person coming in telling her how to raise her child. You know this is not what goes well,
so you have to be really careful with that.” (Provider, California)

Similarly, one health educator in Mexico said:

“Sometimes I tell people, ‘We are sorry, it’s just that we sometimes worry.’… We can’t avoid it because they
worry us. That is, sometimes it does cause anger, how you put your life at risk, when we are offering you,
we are offering everything to plan your family and you don’t take advantage of it…[Then] I remember that
it isn’t my responsibility, that my responsibility is to just offer [options] and information, that I can’t force
them to make decisions, even for their own good.” (Provider, Mexico)

Shared Decision-Making

Youth Perspectives

In general, youth in California expressed more agency around decision-making, especially around their
delivery and clinical care, compared to youth in Mexico. When asked whether their provider had discussed
delivery options with them, one youth in California explained:

“I talked about it and I had made up my mind...I had barely got transferred to [the hospital] when they
asked... so they could write it down and keep the information. So on delivery day, I had said I wanted
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normal [delivery] and when I went in, I was already asking for a C-section. I'm like ‘I can't!’ And they're all
like, ‘oh you can. You're ready to open...’ … They ask you about it.” (Youth, California)

In contrast, youth in Mexico were rarely asked their opinion about their clinical care and most felt they
could not disagree or question clinical decisions. For example, many youth described having never
discussed the different delivery methods or their care plan with their providers. As one youth described:

“I hadn’t thought about…I’d never considered…well, how I wanted it to happen, normal [delivery] or C-
section.” (Youth, Mexico)

A common experience for youth in Mexico was arriving at the maternity hospital and being turned away
by providers who thought it was too early in the labor process. Many youth in Mexico described feeling
frustrated about being sent home after going into labor, stating that providers ignored their requests and
refused to admit them into the hospital. One youth ultimately gave birth outside the hospital because they
would not admit her:

“I started to feel bad on a Friday. I went to the Maternity Hospital on that Saturday and they told me I was
not ready yet, I was 1 cm dilated. On that Sunday, I could not take the pain any longer, and they told me
that I still had one week left. The doctor told me to stop bothering him… that I still had one week left… I
was assisted by a midwife when I was delivering, because in the Maternity Hospital, they did not want to
take care of me.” (Youth, Mexico)

Provider Perspectives

While some youth expressed frustration about being ignored or having their concerns dismissed,
particularly in Mexico, only a few providers mentioned the lack of youth engagement in decisions related
to their care. Some providers in California, but none in Mexico, discussed the power imbalance that exists
between providers and adolescent patients. They noted that many youth do not feel empowered to make
their choices known, especially around the time of delivery, or that the youth’s opinions are disregarded by
medical staff. As one health educator recounted:

“I think what we hear from their experience during delivery especially, that it’s sort of like happening
outside of them, there’s not a lot of, ‘well what do you want and what do you need?’…And some are like
really into this birth plan and ‘I’m going to do this!’ And they would go and the nurses would be like,
‘Uhhh!’ Just not even respectful of the fact that they had made this birth plan and they wanted these
certain things… It’s just ‘you don’t know,’ ‘we’re doing this for you’. I hear a lot of, ‘nobody explained to me
anything. They just did their things their way’. And they just feel like they weren’t in the loop.” (Provider,
California)

These interactions may make youth feel more disempowered within the healthcare system. Many youth
don’t know that they can question or have an opinion on the care that they receive. As two health
educators explained:
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P1: “Most of them do not [feel empowered], they are going to do whatever you tell them to.

P2: Yeah…they just said that’s what the doctor told them to do.” (Providers, California)

Another challenge related to decision-making is that medical staff may have preconceived ideas about
youth, which can affect the services they deliver. One provider in California explained:

“Their [youth] experience at the birthing center with nurses, they get this feeling of impatience with the
nurses because [the nurses] assume they know nothing. It’s been a big complaint or they have been upset
that [the nurses] immediately give the baby a bottle of formula and didn’t give her the opportunity to nurse
the baby �rst.” (Provider, California)

Focus on Age of Adolescent and Partner

Youth Perspectives

Many youth in California and a couple of youth in Mexico stated that clinic staff and providers focused
too much on their age or the age of their partners. During one focus group, two participants shared:

P 1: “My doctor told me I was too young and I was like, ‘okay.’”

P 2: “Mine too. He didn't tell me, he just looked at me and was like, ‘you're 15!?’” (Youth focus group,
California)

Similarly, one participant in Mexico said:

“Well, the �rst time [the doctors] saw me they said, ‘How come you will be turning 14 and will already have
your �rst child?’ At the beginning, they told me that I was going to be playing with baby dolls, but that
now I had to feed them for real.” (Youth, Mexico)

In California, some youth mentioned appreciating when providers did not make comments regarding their
age and instead treated them like “normal” patients. One participant explained that clinic staff:

“…didn’t ask me anything [about my age]. They just checked me and… she was asking me normal
questions.” (Youth, California)

Many youth in California, but none in Mexico, described uncomfortable situations when providers asked
questions regarding the father of the child. One participant said:

“When my doctor seen my age, he kept asking me a lot of questions and he was rude and he kept asking
for who was the dad and I was like, ‘Well, I don't know,’ because I wasn't sure what to say. ‘Well how old is
he?’ I was like, ‘I don't know’. I didn't want to reply. He was like, ‘Is he 13, 60, 30? Do you not know how
old?’ I don't know. So he made me feel so uncomfortable.” (Youth, California)
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One youth in California discussed being wary of providers’ questions  because of the potential impact
requiring reporting of their partner’s age:

“They ask a lot of questions...a lot. My sister-in-law when she was pregnant, the same clinic called the
cops on her. So, my brother had to go to court and everything…She was 13 and my brother was 15…and
he ended up still getting locked up for that.” (Youth, California)

Provider Perspectives

Similar to the youth respondents’ concern, providers in California described the negative in�uence of
mandated reporting. This legal requirement to report sex by an adult with a minor restrained patient-
provider communication. Health providers acknowledged that pregnant and parenting adolescents are
unlikely to be fully forthcoming given their status as mandated reporters. One provider described feeling
con�icted about their role as a mandated reporter and that the decision to report is not always as clear-
cut as it might seem:

“We didn’t ask about those things, even though we’re mandated reporters… like, I have a 23-year old dad
here, who really loves this 16-year old girl, and they’re a family and he is a good guy and he’s providing for
them and that would separate that family… There were some times that it was very morally con�icting
because, on one hand, you know and so you’re trying to constantly get information, but not too much
information. But, then also you know you do identify those times where you’re like this is a total predatory
relationship. And then you do make reports.” (Provider, California)

Similarly, another provider discussed a particular patient who was reported to Child Protective Services
(CPS):

“She was about second trimester when she came in…she was Mixteco and she was married, but she’s still
a minor so CPS got involved and took her and gave her a foster mom. That was the hardest because she
got taken from her husband [and] from everything that she knew.” (Provider, California)

While some Mexican providers discussed the age difference between their adolescent patients and
partners, mandated reporting laws differ in Mexico and, therefore, did not emerge as a theme.

Discussion
This qualitative study is the �rst to our knowledge that compares the maternity care experiences of
adolescents in the contexts of two countries and from both youth and provider perspectives. Although the
health care and sociocultural contexts differed, youth in both locations had similar perspectives and
preferences regarding their care and provider interactions. In contrast, different issues emerged from the
vantage point of providers, with a focus on several structural barriers, such as limited time per patient due
to high caseloads. In California, language barriers, mandated reporting requirements, and general barriers
to accessing health care, particularly among recent immigrants and those from indigenous groups,
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created additional di�culties. Improving working conditions and ensuring an adequate healthcare
infrastructure may improve the care patients receive [31].

Our �ndings on the importance of youth-centered maternity care �ll a gap between existing research on
person-centered maternity care and youth-friendly health services. As with prior studies, this research
highlights the need for effective patient-provider communication and shared decision making among
adolescent patient populations [32, 33]. Youth described frustration when receiving unclear explanations
of what was happening in their clinical care, while providers described tensions around communicating
what was for the patient’s “own good”. As Teagle and Brindis previously found, “inadequate patient-
provider communication may represent one of the single most important non�nancial barriers to care” for
adolescents [34].

Power imbalances between the adolescent patient and clinicians and a lack of agency in decision-
making were also found in both locations. Particularly in Mexico, youth often had little choice over their
provider or control over their delivery and worried about expressing pain in front of providers. This mirrors
similar �ndings in Mexico that identi�ed authoritarian behaviors by providers and passivity among
patients, especially when patients were perceived to belong to a lower social class [35]. Adolescents may
be more likely to experience discrimination and disrespect by providers due to the intersectionality of their
young age, poverty, and immigration status [36, 37].

Our �ndings suggest that the maternity care experiences of Latina adolescents can be improved through
a commitment to person-centered practices and more effective patient-provider communication, where
the adolescent patient is treated respectfully, included in their healthcare decision-making, and informed
of their rights and options. Health care professionals working with youth should receive training in
motivational interviewing and develop skills to address their unconscious biases to reduce lecturing and
increase patient self-e�cacy. A recent review of practices to promote respectful care found that skills-
based training on values, transforming provider attitudes, and interpersonal communication showed
promise [31].

Similar to research in other settings and to literature in both youth-friendly services and person-centered
care, youth in both countries preferred respectful, non-judgmental care [38, 39]. Youth often felt judged by
providers who focused on the patient’s young age or were made to feel uncomfortable by providers who
questioned them about the father of the child. Recent research shows some providers may disrespect
their patients as a coping mechanism in high stress, limited-resource healthcare environments and
disregard the patients’ preferences when they do not conform to the physician’s clinical experiences or
assumptions [37, 40]. In California, concerns about mandated reporting requirements of the partner’s age
appeared to act as a barrier to establishing inter-personal trust. Currently, California health care providers
are not required by law to ask their minor patients the age of their sexual partners, but are expected to ask
relevant questions based on each provider’s professional judgment and to report situations with
signi�cant age differences [41]. Our �ndings suggest that health providers need further clari�cation and
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training regarding the legal requirements of mandated reporters and how to appropriately inquire about
the partners of adolescents.

This study had several limitations. The generalizability of this study’s �ndings is limited by the speci�c
healthcare contexts of the two locations and the type and number of providers interviewed. In Mexico,
most adult respondents were healthcare providers working in a hospital setting, while in Fresno,
respondents represented a broader array of professionals working with pregnant and parenting
adolescents, which likely in�uenced their perspectives and responses. Similarly, adolescent participants
in Mexico were recruited primarily from clinics and hospitals, while those in California were often
recruited from community-based organizations and had more varied clinical care. Recruitment for eligible
youth participants was more di�cult in California due to the additional requirement that the person or a
parent must have migrated from Mexico. Furthermore, some eligible participants in California may have
elected not to participate due to concerns about disclosing their immigration status, although that was
not part of the study. In spite of these limitations, these �ndings can help inform clinical interventions and
policies to promote youth-centered and culturally sensitive care and improve the quality of care for this
underserved patient population.

More research is needed to ascertain if the key themes found in this study are applicable to the maternity
care experiences and perspectives of adolescents in other settings and cultures. Future research should
assess if improvements in youth-centered maternity care are associated with improved health outcomes
and reductions in C-section rates among adolescents and if experiences vary by type of provider.

Conclusion
Youth-centered maternity care, in which adolescent patients are fully engaged in decision-making and
treated respectfully, can positively impact the experiences of the adolescent as well as shape future
healthcare seeking behaviors. Many providers and healthcare professionals often lack the capacity,
resources, and infrastructure to offer this type of care. Additional training, clinical guidelines, and
improved healthcare infrastructure may help to address individual and structural challenges. Greater
emphasis is needed to address the speci�c concerns and issues facing pregnant adolescents, particularly
in limited-resource settings and immigrant communities.

Abbreviations
CPS
Child Protective Services
C-section
Cesarean Section
PCMC
Person-Centered Maternity Care



Page 18/22

Declarations
Acknowledgements

The authors are grateful to the following team members for conducting data collection or providing
feedback on drafts of this article of Felipe Rodriguez, Ivan Pantic, Mayra Chávez-Courtois, and the
National Perinatology Institute of Mexico. We would also like to thank Dr. Maria del Carmen Larios García
and others at the Secretariat of Health in Guanajuato, Mexico for their assistance in recruiting
adolescents and providers.

Authors' contributions

MD and AGG contributed to the conception and design, data collection, data analysis, wrote and revised
the manuscript. NP contributed to data analysis, wrote �rst version of the manuscript, and reviewed later
versions of manuscript. CDB contributed to the review and revision of the manuscript. All authors read
and approved the �nal manuscript.

Availability of data and materials

Full qualitative transcripts are available upon request from the corresponding author.

Ethics approval and consent to participate

This study was approved by the Institutional Review Board for the Human Research Protection Program
of the University of California, San Francisco (approval number 16-20062), and the Committee of
Investigation of the Secretariat of Health in Guanajuato, Mexico. All participants were provided with
written informed consent prior to participation. Active parental consent was not required for this study per
state and institutional guidelines, and the ethics committees of both countries approved of the parental
consent waiver.

Funding

This study was funded by The Research Program on Migration and Health, administered by the Health
Initiative of the Americas at the University of California, Berkeley School of Public Health. The funders
had no role in the study design, data collection and analysis, decision to publish, or preparation of the
manuscript.

Competing interests

The authors have no competing interests to declare.

Consent for publication

Not applicable.



Page 19/22

References
1. Finer LB, Zolna MR: Declines in unintended pregnancy in the United States, 2008-2011. N Engl J Med

2016, 374(9):843-852.

2. Adolescent fertility rate (births per 1,000 women ages 15-19)
[https://data.worldbank.org/indicator/SP.ADO.TFRT?name_desc=true]

3. McDonald JA, Mojarro O, Sutton PD, Ventura SJ: Adolescent births in the border region: a descriptive
analysis based on US Hispanic and Mexican birth certi�cates. Matern Child Health J 2015,
19(1):128-135.

4. California Department of Public Health: Adolescent Births in California 2000-2016. In.: Maternal,
Child and Adolescent Health Division 2018.

5. California Department of Public Health: California Teen Birth Rates, 1991-2011. In. Sacramento, CA:
California Department of Public Health; 2013.

�. Fleming N, O'Driscoll T, Becker G, Spitzer RF, Canpago C: Adolescent Pregnancy Guidelines. J Obstet
Gynaecol Can 2015, 37(8):740-756.

7. Toomey SL, Elliott MN, Schwebel DC, Tortolero SR, Cuccaro PM, Davies SL, Kampalath V, Schuster
MA: Relationship between adolescent report of patient-centered care and of quality of primary care.
Acad Pediatr 2016, 16(8):770-776.

�. Ambresin AE, Bennett K, Patton GC, Sanci LA, Sawyer SM: Assessment of youth-friendly health care:
a systematic review of indicators drawn from young people's perspectives. J Adolesc Health 2013,
52(6):670-681.

9. WHO: The prevention and elimination of disrespect and abuse during facility-based childbirth. In.
Geneva: World Health Organization; 2015.

10. Barber SL, Bertozzi SM, Gertler PJ: Variations in prenatal care quality for the rural poor in Mexico.
Health Affairs 2007, 26(3):w310-w323.

11. Osterman MJK, Martin JA: Timing and adequacy of prenatal care in the United States, 2016. Natl
Vital Stat Rep 2018, 67(3):1-14.

12. Institute of Medicine: Crossing the Quality Chasm: A New Health System for the 21st Century. In.,
edn. Washington (DC): The National Academies Press; 2001.

13. Afulani PA, Diamond-Smith N, Golub G, Sudhinaraset M: Development of a tool to measure person-
centered maternity care in developing settings: validation in a rural and urban Kenyan population.
Reprod Health 2017, 14(1):118.

14. Tuncalp, Were WM, MacLennan C, Oladapo OT, Gulmezoglu AM, Bahl R, Daelmans B, Mathai M, Say
L, Kristensen F et al: Quality of care for pregnant women and newborns-the WHO vision. BJOG 2015,
122(8):1045-1049.

15. Miller S, Lalonde A: The global epidemic of abuse and disrespect during childbirth: History, evidence,
interventions, and FIGO's mother-baby friendly birthing facilities initiative. Int J Gynaecol Obstet
2015, 131 Suppl 1:S49-52.



Page 20/22

1�. Austin A, Langer A, Salam RA, Lassi ZS, Das JK, Bhutta ZA: Approaches to improve the quality of
maternal and newborn health care: an overview of the evidence. Reprod Health 2014, 11 Suppl 2:S1.

17. Afulani PA, Kirumbi L, Lyndon A: What makes or mars the facility-based childbirth experience:
thematic analysis of women's childbirth experiences in western Kenya. Reprod Health 2017,
14(1):180.

1�. Zasloff E, Schytt E, Waldenstrom U: First time mothers' pregnancy and birth experiences varying by
age. Acta Obstet Gynecol Scand 2007, 86(11):1328-1336.

19. Anderson C, Logan D: Impact of traumatic birth experience on Latina adolescent mothers. Issues
Ment Health Nurs 2010, 31(11):700-707.

20. Lim SW, Chhabra R, Rosen A, Racine AD, Alderman EM: Adolescents' views on barriers to health care:
a pilot study. J Prim Care Community Health 2012, 3(2):99-103.

21. Daley AM, Polifroni EC, Sadler LS: “Treat me like a normal person!” A meta-ethnography of
adolescents' expectations of their health care providers. J Pediatr Nurs 2017, 36:70-83.

22. Martinez-Donate AP, Ejebe I, Zhang X, Guendelman S, Le-Scherban F, Rangel G, Gonzalez-Fagoaga E,
Hovell MF, Amuedo-Dorantes C: Access to health care among Mexican migrants and immigrants: A
comparison across migration phases. J Health Care Poor Underserved 2017, 28(4):1314-1326.

23. Torres R: Access barriers to prenatal care in emerging adult Latinas. Hisp Health Care Int 2016,
14(1):10-16.

24. Maxwell JA: Qualitative research design : an interactive approach, 3rd edn. Thousand Oaks, Calif.:
SAGE Publications; 2013.

25. Corcoran J: Ecological factors associated with adolescent pregnancy: a review of the literature.
Adolescence 1999, 34(135):603-619.

2�. Dey I: Grounding grounded theory: Guidelines for qualitative inquiry. San Diego: Academic Press;
1999.

27. Potter J, Levine-Donnerstein D: Rethinking validity and reliability in content analysis. Journal of
Applied Communication Research 1999, 27(3):258-284.

2�. Miles M, Hubrman A: Qualitative data analysis: An expanded sourcebook. Thousand Oaks,
California: SAGE Publications; 1994.

29. Dedoose: Dedoose Version 8.0.35, web application for managing, analyzing, and presenting
qualitative and mixed method research data. In. Los Angeles, California: SocioCultural Research
Consultants, LLC; 2018.

30. Tong A, Sainsbury P, Craig J: Consolidated criteria for reporting qualitative research (COREQ): a 32-
item checklist for interviews and focus groups. Int J Qual Health Care 2007, 19(6):349-357.

31. Bohren MA, Tuncalp O, Miller S: Transforming intrapartum care: Respectful maternity care. Best Pract
Res Clin Obstet Gynaecol 2020, 67:113-126.

32. Carvajal DN, Burrell L, Duggan AK, Barnet B: Repeat pregnancy prevention self-e�cacy in
adolescents: associations with provider communication, provider type, and depression. South Med J



Page 21/22

2012, 105(11):591-597.

33. Hoopes AJ, Benson SK, Howard HB, Morrison DM, Ko LK, Sha�i T: Adolescent perspectives on
patient-provider sexual health communication: A qualitative study. J Prim Care Community Health
2017, 8(4):332-337.

34. Teagle SE, Brindis CD: Perceptions of motivators and barriers to public prenatal care among �rst-time
and follow-up adolescent patients and their providers. Matern Child Health J 1998, 2(1):15-24.

35. Santiago RV, Monreal LA, Rojas Carmona A, Dominguez MS: "If we're here, it's only because we have
no money..." discrimination and violence in Mexican maternity wards. BMC Pregnancy Childbirth
2018, 18(1):244.

3�. Castro R, Frias SM: Obstetric violence in Mexico: Results from a 2016 national household survey.
Violence Against Women 2020, 26(6-7):555-572.

37. Smith-Oka V: Microaggressions and the reproduction of social inequalities in medical encounters in
Mexico. Soc Sci Med 2015, 143:9-16.

3�. Michels TM: "Patients like us": pregnant and parenting teens view the health care system. Public
Health Rep 2000, 115(6):557-575.

39. Harrison ME, Clarkin C, Rohde K, Worth K, Fleming N: Treat me but don't judge me: a qualitative
examination of health care experiences of pregnant and parenting youth. J Pediatr Adolesc Gynecol
2017, 30(2):209-214.

40. Diamond-Brown L: "It can be challenging, it can be scary, it can be gratifying": Obstetricians'
narratives of negotiating patient choice, clinical experience, and standards of care in decision-
making. Soc Sci Med 2018, 205:48-54.

41. Adolescent Health Working Group: Understanding Con�dentiality and Minor Consent in California: An
Adolescent Provider Toolkit. In.; 2010.

Additional Files
1. File Name: COREQ_Checklist

Title: COREQ (Consolidated criteria for Reporting Qualitative research) Checklist

Description: Qualitative research checklist

2. File name: Decker Questionnaire

Title: Focus Group/Interview Survey Questions

Description: Short socio-demographic survey developed by researchers and administered to youth
participants prior to focus groups and interviews.

3. File Name: Focus Group Tool



Page 22/22

Title: PIMSA Focus Group Tool

Description: Focus group guide that was developed for focus group with youth in California and Mexico

4. File Name: Interview Guide Adolescents

Title: PIMSA Interview Guide for Adolescents

Description: Interview guide that was developed for interviews with youth in California and Mexico

5. File Name: Interview Guide for Healthcare Providers
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