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ABSTRACT 

Author Eugenia I. Millender 

Title Cumulative Trauma among Adult Mayas Living in Southeast 

Florida  

 

Institution Florida Atlantic University 

Dissertation Advisor Dr. John Lowe 

Degree Doctor of Philosophy 

Year 2013 

The toxic combination of social, psychological, environmental, cultural, and 

physiological trauma Mayas living in Southeast Florida face daily places them at higher 

risk for mental and physical disorders (Marmot & Wilkinson, 2006; WHO, 2010, 

September). The burden of disease is not limited to mental disorder comorbidities; 

psychological stress can also induce or exacerbate chronic medical diseases such as 

obesity, diabetes, and hypertension (Brunner & Marmot, 2006; Sridhar, 2007). This 

translates to high levels of morbidity, mortality, and disability among ethnically diverse 

populations (U.S. Department of Health and Human Services, 2001). The continuation of 

this disregard will add to the health disparity of this nation by delaying assessment, 

treatment, and development of interventions. The purpose of this study was to explore 

cumulative trauma as it related to social determinants of health and pathophysiological, 

psychological, and health behaviors of 102 adult Mayas living in Southeast Florida. The 

trauma profile for the Mayan population sample obtained through this study reflected 
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high exposure to different types of trauma; collective identity trauma was most frequently 

reported, followed by survival trauma, achievement trauma, secondary trauma, and 

personal identity trauma, with high rates of repetition of the same traumas. Cumulative 

trauma emerged as the most significant type of trauma, in that it addresses the 

combination of all similar and dissimilar traumas in the lifespan of a person. Data also 

revealed that language combined with literacy level may play a role on how populations 

such as the Mayas report symptoms, as Spanish is a second language for Mayas, with few 

being able to read it fluently. The findings in this study confirmed that high levels of 

cumulative trauma dose and the social determinants of health are embedded throughout 

the cultural experience of the Mayan people, which in the present day manifests as mild 

forms of depression symptoms for women and moderate alcohol use risk for men. 

Key words: Maya; alcohol; ASSIST; cumulative trauma; Beck Depression Inventory-II; 

genocide; Guatemala; Hispanic; social determinants of health  
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CHAPTER 1. CUMULATIVE TRAUMA AMONG ADULT MAYAS LIVING IN 

SOUTHEAST FLORIDA 

The purpose of this chapter is to provide an overview for a study that explored 

factors influencing mental health and alcohol use in adult Mayan people, whose trauma 

and stress are often overlooked when they are classified as Hispanic. It highlighted 

historical trauma as a significant factor in the current social determinants of health and 

the significance of the accumulation of trauma among the Mayas. 

What’s in a Name? 

In the Shakespearean tragedy Romeo and Juliet, the star-crossed lover, Juliet, 

proclaims 

What's in a name? That which we call a rose 

By any other name would smell as sweet.  

(Shakespeare: Romeo and Juliet, II, ii, 1-2) 

The story unfolds to reveal that denying the full significance of a name can have 

disastrous results. In the case of Mayas in the United States, the name represents 

disregard for the true ethnic background of a multitude of diverse populations, 

contributing to ignorance of issues vital to the health and wellbeing of individuals from a 

wide variety of unique cultures (Millender, 2011). 

A major concern generates from the Office of Management and Budget (1997), in 

that it does not delineate the numerous groups that are labeled as Hispanics, an all-

inclusive term that categorizes any person from Mexico, Puerto Rico, Cuba, Central or 
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South America, and others of Spanish origin as Hispanic, a term that refers to ethnicity, 

not race (see Appendix A). Currently, the Office of Management and Budget (1997) 

includes over 20 subgroups under the categorization of Hispanic or Latino. This broad 

categorization is frequently under dispute due to the intragroup variability manifested by 

the numerous specific cultures, languages, health beliefs and practices, and a plethora of 

immigration-related historical, economic, and political dynamics that were/are associated 

with the history of these diverse groups (Alegria, Woo, Takeuchi, & Jackson, 2009; 

Millender, 2011). 

A lack of clarity creates confusion in the research literature, muddles evidence-

based practice guidelines, and impedes the exploration of cogent variables that need to be 

better understood in our global efforts to reduce and eliminate health disparities among 

the various cultural groups (Institute of Medicine [IOM], 2002; World Health 

Organization [WHO], 2003). An enduring debate is related to the lack of specificity 

around the numerous ethic groups that associate themselves with certain countries, 

politics, language variation, and ideology within the world community. As mental health 

disparities have become more evident among the numerous ethnic and culturally diverse 

populations, it has become apparent that researchers, clinicians, and policymakers must 

do a better job of clarifying and defining the parameters under investigation in the 

particular group to which they refer (Alarcon & Ruiz, 2009; Alegria et al, 2009; 

Westermeyer, Hollifeld, & Cañive, 2010). Research from the theoretical perspective of 

the Social Determinants of Health Model suggests that race, ethnicity, gender, 

socioeconomic status, education, environment, health behaviors, beliefs, and other 

variables are critical when disentangling the antecedents associated with unacceptable 
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morbidity and mortality (Commission on the Social Determinants of Health [CSDH], 

2008; IOM 2002; Marmot & Wilkinson, 2006; Pleis, Ward, & Lucas, 2010). 

Mayas in Central America 

In Guatemala, a Central American nation bordered by Mexico, Belize, El 

Salvador, and Honduras, about one-half of the population is Mayan Indian or descendants 

of Mayan Indian ancestors (Foster, 2007). These groups of Guatemalans have endured 

centuries of war, internal violence, exile, marginalization, genocide, and other trauma; 

these prolonged traumas have been perpetrated upon them ever since the Spaniards 

invaded their country in the early 16
th

 century (Central Intelligence Agency [CIA], 

2011b; U.S. Department of State, 2010). Even though their lives may become 

increasingly complicated by social and environmental challenges, Mayan immigrants 

leave their homeland to escape ongoing traumatic experiences, such as genocide and 

discrimination, in Guatemala. Unfortunately, they experience some of the same traumas, 

such as human rights violations, a climate of fear and terror, social isolation, and death at 

the hands of local or Guatemalan soldiers that cross the borders when they migrate to 

Mexico, a neighboring country, where many settle temporarily before migrating on to the 

United States (Montejo, 1999; U.S. Department of State, 2010).  

Mayan Exodus to the United States 

Hispanics accounted for 56% of the population growth in the United States 

between 2000 and 2010 (Ennis, Ríos-Vargas, & Albert, 2011). This phenomenal growth 

has and will continue to create ethnically and culturally diverse communities throughout 

the nation. According to the U.S. Census Bureau, Guatemalans made up 1.1% of the 

Hispanic population with 372, 487 people in 2000. In 2010 Guatemalans surpassed the 
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one million (1,044,209) mark. Currently, they make up 2.1% of the nation’s Hispanic 

population. In 2010, the growth of Guatemalans (180.3%) outpaced that of Mexicans 

(54.1%), Cubans (43.8%), and Puerto Ricans (35.7%; Ennis et al., 2011). Guatemalan 

immigrants are now the sixth largest population of people with Hispanic origin living in 

the United States; they are the second largest group of Central Americans, outnumbered 

only by El Salvadorans (2011). Mayas have come to the United States in search of 

opportunities for better and more productive lives, especially since the 1980s (Burns, 

2001), and, with each passing year, the flood of Guatemalan expatriates has continued to 

increase. There is every indication that this increasing trend will persist (see Appendix 

B).  

Mayas in Florida 

Motivated by concern for the wellbeing of their families, and armed with high 

hopes of finding community settings that allow for growth, safety, and survival, many 

Mayas have been attracted to Florida (Burns, 1993; Hiller, Linstroth, & Vela, 2009). 

Florida has become the adopted home to the second largest population of Guatemalan 

immigrants in the United States; over 83, 000 Guatemalans live in the state, which has a 

total population of 18.8 million (Ennis et.al, 2011). Hence, the diversity in the region has 

multiplied exponentially.  

The American lifestyle presents many challenges along with opportunities. A 

profile of the Mayan population in southern Florida could be depicted as: (a) under-

employed; (b) belonging to the lower socioeconomic class; (c) uneducated; (d) having 

little access to healthcare; and (e) neither English nor Spanish speaking–in fact, Mayas 

speak one of more than 22 distinct languages (Hong, 2010; Montejo, 1999; Dockterman, 
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2011). Even in the United States, Mayan immigrant communities have been fraught with 

internal conflict, violence, and an overlay of hopelessness about the future (Burns, 2001). 

There is limited scientific literature documenting the long-term health 

consequences associated with the daily social, political, and economic stressors of Mayan 

people who have immigrated to the United States in search of enhanced wellbeing and a 

better life for themselves and their children (Millender, 2010). Even less is known about 

how they cope with these stressors in their new country, the United States. What is 

known, however, is that mental health disruption and substance abuse disorders have 

been associated with morbidity and mortality among Mayan people. 

Significance of the Problem 

Mental Health and Substance Abuse Worldwide 

For centuries, physical illnesses were the priority in professional and lay health 

systems. However, health is more than the absence of physical illness; it encompasses the 

state of physical, mental, and social wellbeing; therefore, mental health is an essential 

dimension of health (WHO, 2010, September). In recent years, mental health and 

substance use has rapidly become a top health priority. There are over 450 million people 

worldwide living with some form of a mental disorder, and one out of four experienced 

the symptoms of a mental disorder during their lifetime (WHO, 2010, September).  

Substance abuse, predominately alcohol and smoking, accounts for 5.6% of the 

world’s annual disease burden (WHO, 2010, December). Social, psychological, and 

biological factors, including stress, have placed mental health and substance use disorders 

as leading contenders of disability and health burden (Marmot & Wilkinson, 2006; WHO, 

2010, September). Future planning suggests that by the year 2020, mental health 
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disruption and substance abuse disorders will surpass all physical illness as the leading 

causes of disability worldwide. Combined, they will shorten lives by more than 28 years 

among persons who suffer from these preventable and treatable burdensome disorders, 

with the leading two mental health disorders responsible for the years of life loss being 

depression and alcohol use (WHO, 2011a, 2011, October).  

Mental illness, one of the most devastating conditions in the world, can have 

consequences that mirror those associated with cancer, heart disease, and other maladies 

(WHO, 2003). In 2000, depression was the fourth highest contributor to the global burden 

of disease, as measured by the potential years of life lost because of mortality-- also 

known as disability adjusted life years. By 2020, it is projected that depression will rank 

second as a health problem among all individuals worldwide, who are burdened by this 

treatable illness (WHO, 2011a). Currently, depression affects about 121 million people 

worldwide; it is the second cause of disability adjusted life years among males and 

females between the ages of 15-44 and is responsible for 850,000 lives lost due to suicide 

worldwide (2011a). Equally disturbing is the fact that fewer than 25% of individuals 

suffering with depression have access to treatment; this can be attributed to lack of 

insurance, limited health system resources, unavailability of trained providers, and the 

relentless presence of social stigma (2011a). The lack of access, limited education, and 

stigma help to widen the treatment gap, and may explain the excessive consumption of 

alcohol among poor people worldwide.  

Despite the years of life lost to alcohol, 55% of adults consume it, and more than 

2.5 million people die from its use across the world community. Significantly, alcohol is 

responsible for more deaths worldwide than HIV/AIDS, violence, or tuberculosis (WHO, 
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2011b). Alcohol is also responsible for social issues such as violence, child abuse and 

neglect, and workplace disruptions (WHO, 2011b). Alcohol- related comorbidities 

include chronic medical conditions such as diabetes and hypertension (WHO, 2011b). 

Risk factors for mental illness and substance abuse increase with poverty and lower 

educational levels (Marmot & Wilkinson, 2006). The unequal distribution of social 

gradients, such as poverty and education, leads to the unequal distribution of poor health, 

morbidity, and mortality (Marmot, 2005). Collectively, these gradients create the social 

determinants of health (CSDH, 2008), as described by numerous researchers such as 

Wilkinson and Marmot (2003), and Blas and Kurup (2010). In spite of the compelling 

statistics linking alcohol use, poverty, and poor health, little is known about the mental 

health status or alcohol use of the estimated 370 million indigenous people worldwide, 

who represent over 70 countries, who face persistent socio-economic pressures. Mayas 

face toxic combinations of the social determinants of health: marginalization, conflict, 

and displacement, both social and geographical (Solar & Irwin, 2007). These 

circumstances may explain why adult Mayas who live in South Florida have high 

incidences of mental health and substance abuse disorders; with stress at the center of 

their lives, coping in an estranged environment requires continuous novel coping skills 

(Millender, 2010; WHO, 2007, October).  

Mental Illness and Alcohol Use in the United States  

Even though the increase in the prevalence of mental illness in the United States 

is a trend that has been constant over the past 20 years, the availability of adequate 

resources related to improving mental health and decreasing substance abuse in the 

United States is not keeping pace with the number of individuals seeking mental health 
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and substance abuse treatment. In the United States, in 2007, nearly 24 million adults 

ages 18 to 64 were reported to have some form of mental illness or substance abuse 

disorder. This statistic reflects an increase of almost 11 million people in the decade 

beginning in 1997 (Brown, 2011). In 2008, the World Mental Health Survey indicated 

that the lifetime risk for the top four mental disorders in the U.S. population was 36% for 

any anxiety disorder, 31.4% for any mood disorder, 25.6% for any impulse-control 

disorder, 17.4% for any substance use disorder, and 55.3% for any disorder (Wang et al., 

2011). In 2009, 8.4 million adults in the United States reported having serious thoughts of 

suicide; nearly 15 million people experienced at least one major depression episode, and 

more than 45 million adults reported living with someone who has a mental illness 

(Substance Abuse and Mental Health Services Administration [SAMHSA], 2010). These 

alarming numbers are of major concern; yearly, one in every two Americans is diagnosed 

with a mental health disorder.  

The World Mental Health Survey also stated that only a fraction of individuals 

suffering with a mental health and/or substance abuse disorder sought treatment within 

the first year of onset of signs and symptoms. Such delay in help-seeking forestalls or 

prevents prompt and efficient intervention for preventable and treatable disorders 

(SAMHSA, 2010; Wang et al., 2011). The U.S. government has acknowledged that 

mental health disorders are detrimental to individuals, families, and communities, but 

specific plans to address these conditions have not yet been developed (New Freedom 

Commission on Mental Health, 2003). Failure to plan for treatment is particularly 

troubling in light of the fact that 80-90% of mental health disorders are treatable (Office 

of Minority Health and Health Disparities [OMHHD], 2007). The lack of treatment may 
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explain the co-occurrence of substance use and mental disorders (U.S. Department of 

Health and Human Services [USDHHS], 2010). 

Comorbidity, the occurrence of two or more illnesses, is prevalent among 

individuals suffering with substance abuse (National Institute on Drug Abuse, 2010). 

According to data from SAMHSA (2010, 2011), substance use has been frequently 

associated with mental illness and notably exacerbates the illness. Individuals who suffer 

from substance use disorders are 2.5 times more likely to have a co-occurring mental 

illness when compared to adults without a substance use disorder (SAMHSA, 2010). 

Fifty-two percent of the U.S. population aged 18 and older drink alcohol regularly (12 or 

more drinks in the last year), with 61% being men (2010). Among this population, 29.8 

percent (13.4 million adults) had five or more drinks during one occasion in the past 30 

days; importantly, adults with mental illnesses were more likely to drink alcohol than 

were adults without mental illnesses (2010). Therefore, it is not surprising that, in 2009, 

out of the 45.1 million adults in the United States with mental illnesses, 19.7 percent (8.9 

million adults) met the criteria for substance abuse, and out of 20.8 million adults who 

had a substance use disorder in the past year, 42.8 percent (8.9 million adults) met criteria 

for a mental illness (2010). In the same national study (2010), 20.4 percent of individuals 

with severe mental illness and 13.6 percent of individuals with moderate mental illnesses 

also suffered from an alcohol disorder comorbidity.  

Costs of mental health disorders and alcohol use in the United States. The 

continuing increase in mental health and substance abuse disorder expenditure is 

accelerating at a phenomenal rate, faster than other disease prevention and treatment 

expenditures (Brown, 2011). During the ten-year span from 1997 to 2007, the persistent 
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increase in individuals with mental illnesses and substance abuse in the United States 

translated to a 13 billion dollar increase in treatment expenditures; the total was $36.5 

billion in 2007, compared to $23.5 billion in 1997 (2011).  

The estimated annual cost of substance abuse in the United States has been 

estimated to be $510.8 billion dollars a year, with alcohol accounting for $191.6 billion, 

followed by tobacco use ($167.8 billion) and drug abuse ($151.4 billion) (Miller & 

Hendrie, 2008). Alcohol negatively affects both personality and persona; it affects the 

ability to parent, to sustain healthy relationships, and to be gainfully employed 

(SAMHSA, 2009).  

During 2002-2007, 7.5 million children younger than age 18 years lived with at 

least one parent who abused alcohol. The common outcomes associated with this usage 

include child neglect, child abuse, trauma (including death) related to motor vehicle 

accidents, partner violence, job loss, and overall family dysfunction. Alcoholism can also 

cause harm to others through fetal birth defects (WHO, 2011b). The financial cost related 

to alcohol use makes this disease one of the most costly conditions in the United States.  

In addition to causing harm to others, alcohol use affects individuals by altering 

productivity levels and causing more than 60 different diseases and injuries, including 

death (WHO, 2011b). The prevalence and progression of diseases, such as diabetes and 

cardiovascular diseases, that are associated with alcohol use increase in level of severity 

with the volume of consumption (WHO, 2011a; 2011b). The new Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), released on May 18, 

2013, eliminated alcohol abuse and alcohol dependence, replacing them with alcohol use 

disorder either mild, moderate, or severe (American Psychiatric Association [APA], 
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2013). The prevalent thinking has been that alcohol use can be perceived on an illness 

continuum; therefore, a syndrome-type assessment spectrum could be presented that 

ranges from mild to severe and spectrum specific interventions could be applied (APA, 

2013; Heltzer, 2010). Such interventions could be the foundation for care that would 

decrease alcohol-use disparity gaps between ethnic groups. 

Disparities in mental illness and alcohol use disorders. Evidence indicates that 

mental health disparities exist across and within minority groups, such as between the 

larger Hispanic group and the Mayas (Jackson et al., 2010). The integration of culture 

and social factors were upfront in the new DSM-5 since culture gives meaning to 

symptoms, signs, and behaviors that must be understood in order to accurately make a 

diagnosis (APA, 2013). These disparities will continue to widen as long as the diversity 

between immigrant groups persists and the mental health system fails to keep pace with 

understanding ethnic differences (Jackson et al., 2010). Social factors, such as poverty 

and material conditions, have been documented as lethal antecedents to high morbidity 

and mortality throughout the world. Such compelling research propelled the DSM-5 to 

create a new section titled “Risk and Prognostic Factors” under each disorder. This new 

section looks at different social determinants of health to assist the clinician to better 

understand the lived experience of patients and how they relate to mental disorder (APA, 

2013). This improvement within the DSM-5 will help unique groups, such as the Mayas 

in America, who exemplify the connection between social factors and 

morbidity/mortality (Burns, 1993, 2001). Specific political and economic barriers 

confront the Mayan population, barriers that have caused Mayas to become the victims of 

circumstances that are creating a plethora of negative social factors affecting health. 
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These social factors create a backdrop of poverty resulting in a high prevalence for 

mental illness and alcohol use in Mayan people (Jackson et al., 2010). Culturally specific 

interventions are needed to address their health and wellbeing (Marmot & Wilkerson, 

2006).  

Results from the 2009 National Survey on Drug Use and Health (SAMHSA, 

2010) indicate that adults who self-identified as belonging to two or more races made up 

32.7% of individuals experiencing mental illnesses during the past year. On the other 

hand, groups that self-identified as being of a single race reported lower rates of mental 

illness: Native Americans: 21.6%, Whites: 20.7%, Hispanics: 17.8%, and African 

American: 17.9% (2010). This report provided a brief description of youth ages 12-17, 

indicating that 2 million youth suffered from depression. Much like their adult 

counterparts, females had a higher prevalence of depression and were more likely than 

males to seek treatment (2010).  

Hispanics and Blacks were more likely than were Whites to experience frequent 

feelings of sadness, hopelessness, and worthlessness; Native Americans were three times 

more likely than were White Americans to experience these feelings (USDHHS, 2010). 

Although both men and women experienced these feelings, women were more likely than 

were men to use mental health services. Whites (16%) and persons reporting two or more 

races (19.1%) were more likely to seek mental health care than Asians (3.5%), Hispanics 

(7.3%), or African Americans (7.7%). When treatment was provided to these minority 

groups, the care was considered to be inadequate (IOM, 2002; SAMHSA, 2010). 

Native Americans and Hispanics suffered disproportionally from substance abuse 

when compared to White Americans, African Americans, and Asians (OMHHD, 2007). 
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Alcohol tended to be the substance of preference among Hispanics; about 42% of the 

population drinks regularly (USDHHS, 2010). When these data were disaggregated by 

nationality, Puerto Ricans had a higher prevalence for alcohol use than Cubans, 

Mexicans, or other Latinos (Alegria et al., 2007), but many distinct groups, such as the 

Mayas, were not distinguished. Environmental exposures such as unsafe living 

conditions, variability in cultural assimilation, variability in social assimilation, and 

acculturation are just some of the factors that have been linked to alcohol use among 

these populations (2007). 

Social Determinants of Health 

The differences in mental illness and alcohol use rates may be attributed to social 

factors. Social factors that are predominant in one group may not necessarily be 

experienced by others, such as poverty, inequality, gender inequity, conflict, genocide, 

discrimination, and violence (Fisher & Baum, 2010; WHO, 2010, September). In view of 

these findings, Healthy People 2020, the nation’s spotlight on health, has developed 

objectives that will be used to guide approaches to the nation’s health care for the next 

ten years (USDHHS, 2010). In an effort to obtain a more comprehensive assessment 

which takes into consideration the understanding that health is embedded in sociocultural 

and economic context, the new DSM-5 also addressed social determinants of health by 

assessing temperamental risk factors prior to mental illness; these include environmental 

risk factors such as education and social economic status, and genetic and physiological 

risk factors such as gender (APA, 2013). Factors such as insurance coverage, economics, 

isolation, educational attainment, and language fluency may give some insight as to why 

certain groups are healthier than others (OMHHD, 2007). 
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Based on local and global research, it is a known fact that those adults of minority 

status who have less education, limited income, and thwarted productivity are more likely 

to experience feelings of sadness, hopelessness, worthlessness, and psychological distress 

(USDHHS, 2010). For example, in the Hispanic group, those living below the poverty 

level were more likely to experience higher levels of stress than those living above the 

poverty level (OMHHD, 2007). Similarly, unemployed individuals were more likely to 

have a mental illness than those with full time employment (SAMHSA, 2010). 

Unfortunately, the utilization of mental health services is lacking among members of 

diverse ethnic groups; all too often they cannot afford care (42.5%), do not know how to 

access care (18.5%), and experience language and cultural barriers that perpetuate the 

forestalling of help-seeking (2010). Numerous factors that contribute to these undesirable 

outcomes include inadequate education, low assimilation and acculturation, biases in 

health systems, distrust of health care providers, lack of insurance, and divergent cultural 

approaches to prevention and treatment of disorders (IOM, 2002; OMHHD, 2007, 2010; 

Wilkinson & Marmot, 2003).  

Overall, the socioeconomic status of minority populations is lower than that of 

Whites. The deprivation of social and economic resources combined with environmental 

stressors negatively influences the mental and physical health of minority populations 

(Jackson et al., 2010). Consequently, poverty brings heightened exposure to crime, poor 

education, unemployment, inadequate housing, and inferior healthcare; stress associated 

with these disadvantages contributes to mental and physical illnesses and exposure to 

substance use and abuse (2010). Prevention of substance abuse, mental illnesses, trauma, 

and the social determinants have been identified as four of the eight SAMHSA initiatives 
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for leading change from 2011-2014 (SAMHSA, 2011). These initiatives have been 

established to address stressors and traumatic experiences experienced by minority 

groups. 

Stressors. Disparities underlie stress. This concept was addressed in the new 

DSM-5 with the creation of a separate “Trauma and Stressor-Related Disorders” section 

(APA, 2013). Researchers and clinicians understand that people and groups express 

psychological distress differently following trauma combined with stress. Acute stress 

disorder can be experienced indirectly (as in trans-generational experiences), experienced 

directly, or witnessed (APA, 2013). Disparities in social, environmental, economic, 

structural, and interpersonal gradients produce experiences and emotions that induce 

stress, causing changes in the neuroendocrine system, which may manifest as one or 

several mental illnesses and or substance use/abuse conditions (Brunner & Marmot, 

2006). Stress is a biological response to the social environment that interferes with the 

person’s wellbeing and health status (2006). Stressors vary by cultural background; 

consequently, it is essential to understand the unique risk factors that are associated with 

individual ethnic groups (Choi, Meininger, & Roberts, 2006). Stressors may be amplified 

by circumstances, such as the struggle to maintain connections to one’s past while living 

in current political and economic realities, realities that may not show deference to the 

historical tussles that have a real and devastating influence on the present-day wellbeing 

of individuals and populations (Charbonneau-Dahlen, 2010; Montejo, 1999; Ruiz & 

Primm, 2010). 

Cumulative trauma. Cultural variation, immigration, and social and economic 

status are frequently simultaneously occurring and closely connected stressors, yet most 
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research has focused on single traumatic events (Jackson et al, 2010; Kira et al., 2008). 

Ethnic groups with a history of trauma such as genocide, oppression, violence, and war in 

their countries of origin frequently deal with perceptions of life in the United States 

through the lens of prior experience (Charbonneau-Dahlen, 2010; USDHHS, 2004). 

Populations that face extreme stressors and trauma (e.g. victims of war or genocide) are 

at higher risk for mental illness and social problems such as post-traumatic stress disorder 

(PTSD), depression, anxiety, poverty, lack of education, and lack of resources 

(Charbonneau-Dahlen, 2010; USDHHS, 2004; WHO, 2003). The complexity and 

combination of current and historical cultural, social, and environmental stressors and 

traumas tend to affect those with fewer economic resources the most, resulting in higher 

morbidity, mortality, and therefore, health disparities (CSDH, 2008; USDHHS, 2004). 

The combination of poverty, lack of family support, discrimination, 

marginalization, and violence can decrease tolerance to deal with relentless trauma, 

stressors, and adjustment to new realities (USDHHS, 2004). Given the accumulation of 

trauma experienced by Mayas, there is a critical need to learn about the combined 

influences of social determinants and extreme stressors on the mental illness and alcohol 

use of this population. The accumulation of traumas results in morbid patterns such as 

obesity, diabetes, depression, anxiety, PTSD, and substance abuse disorders 

(Charbonneau-Dahlen, 2010; Kira, 2001). To date, few studies have been conducted 

exploring the potential risks of cumulative trauma dose, that is, prolonged stress exposure 

combined with simultaneous exposure to trauma over the course of a lifetime, as it relates 

to the mental and physical status of adult Mayas living in Southeast Florida.  
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Statement of the Problem 

By the year 2020, mental, emotional, and substance abuse disorders are expected 

to surpass all physical illnesses as the leading cause of disability worldwide. The U.S. 

government has acknowledged that -inasmuch as mental health is essential to the overall 

health of individuals, families, and communities -cultural considerations combined with 

complicated social factors result in fewer help-seeking behaviors among ethnically 

diverse subgroups (USDHHS, 2001a). As a consequence of this inadequacy, disparities in 

mental health, physical health, and substance abuse disorders continue to widen among 

diverse populations like the Mayas (IOM 2002). The new DSM-5 (APA, 2013) and 

Healthy People 2020 (USDHHS, 2010) are just beginning to address the interactions 

among ethnicity, immigration, culture, alcohol use, trauma, and the social determinants 

that are related to healthy lifestyles (Jackson et al., 2010; USDHHS, 2010). Despite the 

fact that most mental illnesses are treatable, the gap continues to widen, resulting in high 

levels of disability, morbidity, and mortality. This could be aggravated by mental illness 

and medical conditions comorbidities (CSDH, 2008; Marmot & Wilkinson, 2006; WHO, 

2007, October; WHO, 2011a).  

Mayas are generally not included in research addressing or distinguished as a 

Central American and Native Indian cultural group (Millender, 2011). Social 

determinants of health, self-perceived cumulative trauma experiences, and mental health 

status, including depression and alcohol use patterns, have been examined within the 

segment of population identified as Hispanic. Examination of the social determinants of 

health for the Mayan population warrants research attention. 
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Conceptual Framework 

If scientists and health care providers are to improve the mental illness and 

alcohol use disparities of all people, including the Mayas, they will have to ensure that 

their work is mindful, relevant, and respectful of culture (Montejo, 1999). Frameworks 

must include some aspects of the caring fundamentals, including trust, to examine factors 

influencing the health status of vulnerable and ethnically diverse populations, such as the 

Mayas, who may be skeptical of the healthcare system (Lowe, Riggs, & Henson, 2011). 

It is through caring that health professionals have been able to assist those who are most 

fearful and vulnerable to make meaning of suffering and to sustain a sense of hope 

(Watson, 2005).  

To explore the social determinants of health among South Florida Mayan people, 

two models have been integrated: the Human Caring model and the Social Determinants 

of Health Model. By overlapping these two models, the researcher has been able to 

explore the cumulative influence of social determinants on the mental health wellbeing of 

adult Mayas. Understanding these factors in the specific domain of the Mayas may help 

to facilitate the delivery of culturally appropriate care. Each of the models has been 

explicated in the following paragraphs. 

The first theory incorporated in this study was Boykin and Schoenhofer’s (2001) 

Nursing as Caring Theory. The assumptions of the theory include that persons are caring, 

whole in the moment, and live caring moment-to-moment. With this, personhood lives in 

caring that is enhanced through nurturing caring relationships; the center of nursing as a 

discipline and as a profession is caring (2001). 
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Caring is defined as actions that evoke sharing of mutual and intimate insights 

that help the other grow (Mayeroff, 1971). It is important to understand that, despite 

caring being a part of all human beings, not every act of a person is caring (Boykin & 

Schoenhofer, 2001). Caring is fundamental to interpersonal development expressed in the 

nursing situation; a key concept of this theory is described as lived experiences that are 

shared to understand and enhance personhood between the nurse and the nursed (2001). It 

is this focus and the nursing situation that allows Nursing as Caring theory to be 

transformed into practice by permitting intimate relationships to guide the identification 

of that which matters to the day-to-day life of patients (Bulfin, 2005). The dance of 

caring persons in the following illustration (see Figure 1) provides a visual model that 

brings together all the key elements of nursing as caring. The circular shape of the dance 

represents equal respect for all members of the circle that requires a mutual sense of 

“courage, trust, and humility” (Boykin & Schoenhofer, 2001, p. 36). Each dancer in the 

circle contributes something different and comes to know the other as a caring person 

with distinct roles and needs. This commitment to each other gives birth to caring 

relationships that allow the nurse to be able to investigate and understand calls for 

nursing and support (2001). To guide the investigation and understanding process, the 

Social Determinants of Health Model have also been used in this study. 
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Figure 1. The dance of caring persons. Reprinted with permission from A. Boykin, and S. 

O. Schoenhofer, 2001, p. 37, Nursing as Caring: A Model for Transforming Practice. 

Copyright 1993 by National League of Nursing Publications. 

Social Determinants of Health ModelIn 2005, the World Health Organization (WHO) 

created a commission tasked with addressing the social determinants responsible for 

causing illness and inequities among diverse populations throughout the world (Solar & 

Irwin, 2007). This work was the foundation for the development of the Social 

Determinants of Health Model, which has assisted in identifying multiple factors that 

influence the mental and physical status of Mayas living in Florida. Social determinants 

of health can be best defined as the complex types of conditions in which people live and 

work (CSDH, 2008). The overarching concept of the model indicates that social structure 

influences wellbeing, mortality, and morbidity via three possible pathways: material 

factors, psychosocial, and behavioral pathways (Marmot & Wilkinson, 2006).  

The first path includes social structure, employment, social environment, and 

material circumstances; these are referred to as the upstream factors, due to their indirect  
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causal influence on illness. Upstream factors are usually embedded in frightening social 

and political conditions that influence the wellbeing of individuals (CSDH, 2008). The 

lack of certain material structures have a greater negative influence on health, such as 

inability to obtain food and clothing, unsafe neighborhoods, overcrowded living 

conditions, inadequate education, lack of social support systems, and unemployment 

(Solar & Irwin, 2007). Individuals experiencing unsafe work environments, low job 

satisfaction, high emotional or physical demand, and lack of social support in the 

workplace, combined with low decision-making authority are at higher risk for unhealthy 

outcomes (Wilkinson & Marmot, 2003). The lack of these resources and exposure to day-

to-day inequalities presents itself as a constant in the lives of the Mayas.  

The second pathway of the model indicates that exposure to social inequalities 

can trigger a psychological response (stress), indirectly influencing health behaviors 

(Marmot & Wilkinson, 2006). Acute or chronic stressors that may manifest from the 

accumulation of negative living circumstances can result in high levels of cortisol and 

glucocorticoid hormone release (Brunner & Marmot, 2006). Prolonged exposure of the 

body to stress hormones causes alteration of the pathophysiology of the person, resulting 

in physical illness, such as obesity and/or diabetes, as well as direct links to biological 

pathways resulting in mental illnesses, such as depression (Brunner & Marmot, 2006; 

Wilkinson & Marmot, 2003; WHO, 2007a). The inability of individuals to cope with the 

accumulation of these stressors and illness may lead to unhealthy behaviors, such as 

alcohol consumption, or unhealthy eating habits (Solar & Irwin, 2007). 

Lastly, the Social Determinants of Health Model (see Figure 2) is influenced by 

the early experiences of the person, which may be trans-generational, including factors 
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such as genetics and culture. Early life circumstances, such as lack of education and 

historical trauma, can lead to lower socioeconomic status that later influences health 

status (Solar & Irwin, 2007; Charbonneau-Dahlen, 2010). It is believed that early life 

experiences, racism, for example, influences the next generation through biological 

expression (CSDH, 2008). The individual’s cultural values and early life experiences 

influence perception of health; it also instills a lack of trust in the health care system, 

resulting in failure to seek treatment (2008). Individuals from unique cultural groups, like 

the Maya, mistrust systems in general, thus erecting barriers to health systems (2008).  

 

Figure 2. The social determinants of health model. Adapted from “Social Determinants 

of Health and the Pathways to Health and Illness,” found in Brunner, E. & Marmot, M. 

G., (2006). Social Organization, Stress, and Health. In M. Marmot and R. G. Wilkinson, 

2006, Social Determinants of Health (2
nd

 ed.), Figure 2.2, p.9. Copyright 2006 by Oxford 

University Press.  
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Conceptual model for the study. A descriptive correlational study design was 

used to explore the social determinants of health among adult Mayas living in Southeast 

Florida. The Social Determinants of Health Model is grounded on the premises that social 

factors are largely responsible for an individual’s illness (Marmot & Wilkinson, 2006). 

For this study, an assumption has been made that the nursing situation is a context for 

discovering these factors (Boykin & Schoenhofer, 2001). The interpersonal connection of 

caring with implicit commitment and devotion to the Mayan population has to be central 

when connecting with this and any vulnerable populations who, based on their lived 

experience, may be hesitant to trust and see the other as a caring person (Mayeroff, 

1971). By intertwining these two theories, nursing will continue to advance as a 

discipline and a profession. Nursing has been distinguished by the ability to understand 

the social needs of diverse communities, and has been able to guide disadvantaged people 

toward wellbeing. 

The main premise of this study has been that social factors, particularly the 

accumulation of trauma and stress related to social inequalities, have had a significant 

influence upon the mental health among Mayan communities, leading to unhealthy 

coping skills (alcohol use) directly impacting the morbidity and mortality of this 

population (Fisher & Baum, 2010; Marmot & Wilkinson, 2006). In this study, morbidity 

and mortality have been conceptualized by measuring the level of risk factors for 

cumulative trauma, depression symptoms, and health behaviors (alcohol use) among 

adult Mayas. 

The conceptual model for this study adopted the Social Determinants of Health 

Model, with Nursing as Caring integrated into the model. It is through the development 
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of caring relationships that information is shared with the other (nurse) and factors that 

impact health are identified. The model represents the items that were identified and 

measured in this study as nurse-patient relationships developed. The client guided the 

provider to understand how they live and work. The provider then identified how social 

determinants of health (education, health insurance, employment, marital status, and 

years in the United States) influence cumulative trauma, health behaviors (alcohol use) 

and mental health (depressive symptoms) among adult Mayas. These factors can serve 

directly and/or indirectly to influence health; therefore serving as proxy to morbidity and 

mortality for this culturally diverse and rarely researched population. 

 

Figure 3. Nursing as caring as it relates to social determinants of health. Adapted from 

Brunner, E. & Marmot, M. G., (2006). Social Organization, Stress, and Health. In M. 

Marmot and R. G. Wilkinson, 2006, Social Determinants of Health (2
nd

 ed.). Copyright 

2006 by Oxford University Press.  
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Research Questions 

This study was conducted to obtain answers to the following research questions:  

Research Question 1: What are the social determinants of health (education, 

health insurance status, employment, marital status, and years in the United States) 

among adult Mayas living in Southeast Florida? 

Research Question 2: What is the level of cumulative trauma among adult 

Mayas living in Southeast Florida? 

Research Question 3: What is the level of depression symptoms among adult 

Mayas living in Southeast Florida? 

Research Question 4: What is the level of alcohol use among adult Mayas living 

in Southeast Florida? 

Research Question 5: What is the relationship of the social determinants of 

health (education, health insurance status, employment, marital status, and years in the 

United States), cumulative trauma, depression symptoms, and alcohol use among adult 

Mayas living in Southeast Florida? 

Hypothesis 5a:  There will be a significant relationship between social 

determinants of health and cumulative trauma among adult Mayas.  

Hypothesis 5b:  There will be significant relationship between social determinants 

of health and depression symptoms among adult Mayas.  

Hypothesis 5c: There will be a significant relationship between social 

determinants of health and alcohol use among adult Mayas.  

Research Question 6: What are the relationships between cumulative trauma, 

alcohol use, and depression among adult Mayas living in Southeast Florida? 
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Hypothesis 6a:  There will be a significant relationship between self-reported 

cumulative trauma and depression symptoms among adult Mayas.  

Hypothesis 6b:  There will be a significant relationship between self-reported 

cumulative trauma and alcohol use among adult Mayas.  

Definitions of Terms 

The following terms are conceptually and operationally defined for use in this 

study: 

Alcohol use disorder: A potential pattern of alcohol consumption that can be 

described based on severity (mild, moderate, or severe) based on clinical significance 

(APA, 2013; p. 490).Alcohol use was operationalized by assessing risk for alcohol use 

using the Alcohol Subscale Score in the Alcohol, Smoking and Substance Involvement 

Screening Test (ASSIST) tool (Humeniuk et al., 2008; see Appendix C). 

Cumulative trauma (CTS): The successive and combined exposure to multiple 

traumas over the lifetime of the person (Kira et al., 2008).  

Cumulative trauma was operationalized by totaling the scores (dose) of all the 

cumulative trauma sub-scales: Gender Discrimination, Personal Identity Trauma, 

Collective Identity Trauma, Torture, Attachment Trauma, Achievement Trauma, Survival 

Traumas, and Secondary Traumas derived from the Cumulative Trauma Scale (see 

Appendix D; Kira et al., 2008). 

Depression: A psychological disorder that may affect a person’s day-to-day life 

and ability to meet responsibilities (APA, 2013). Depression was operationalized by 

using the scores from the Beck-II (Beck, Steer, & Brown, 1996). 

Maya: Any descendent of the indigenous Mayan population (Burns, 1993).  
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Operationally, an individual was determined as being Mayan through self-

identification.  

Social determinants of health: Social, economic, and environmental gradients that 

influence the day-to-day overall health status of a person (Marmot & Wilkinson, 2006). 

Social determinants of health among adult Mayas was operationalized by 

collecting client’s demographics (education, health insurance status, marital status, 

employment, and years in the United States; see Appendix E), social environment (social 

structure factors), psychological characteristics (depression symptoms and cumulative 

trauma score), and health behavior (alcohol use).  

Social environment: The daily interaction of physical surroundings, cultural 

experiences, and social relationships in which people function (Barnett & Casper, 2001). 

Key components of social environment include industrial and occupational structure; 

socioeconomic status elements; support systems, cultural practices; beliefs about place 

and community, including historical social and power relations that can be experienced at 

multiple levels simultaneously (2001).  

Social environment was operationalized as either positive- or negative-based on 

the amount of social structure resources (employment, income, and health insurance) 

available to the sample.  

Social structure: The interrelationship of goods, services and policies that shapes 

social circumstances of an individual or group within a society (Lin, 2002; Williams, 

2003). 
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Social structure was operationalized by collecting sociodemographic attributes 

from a demographic survey: employment status, income, health insurance status, and 

years in the United States (see Appendix E).  

Sociodemographic characteristics: These reflect “a combination of sociological 

(related to sociology) and demographic (relating to populations) characteristics” 

(MacMillan, 2010). Sociodemographic characteristics (see Appendix E) were: 

Income: This includes earned or unearned wages, an indicator that most directly 

measures material resources (CSDH, 2007). Income was operationalized by one question 

“What is your weekly income?” 

Marital status: Reflects the civil status of an individual. Marital status was 

operationalized with a single question, “What is your marital status?” 

Employment: An individual’s occupation or activity in which they participate with 

the purpose of improving their socioeconomic status (CSDH, 2007). Employment was 

operationalized by a single question “Are you currently working?” 

Education: The number of years of formal education that may be used as strong 

indicator of early life and adult socioeconomic status (CSDH, 2007). Education was 

operationalized by a single question “How many years of formal education have you 

completed?” 

Health insurance: Includes any type of private or government health insurance. 

Health insurance was operationalized by a single question “Do you have health 

insurance?” 
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Years in the United States:  The number of years living in the United States. This 

was operationalized by asking one question “How many years have you lived in the 

United States?” 

Significance of the Study 

Little is known about the mental health and alcohol use status of adult Mayas 

living in Southeast Florida. The toxic combination of social, psychological, 

environmental, cultural, physiological, and biological stressors Mayas face daily places 

them at higher risk for mental and physical disorders leading to disability and health 

burdens (Marmot & Wilkinson, 2006; WHO, 2010, September). The burden of disease is 

not limited to mental disorder comorbidities; psychological stress can also induce or 

exacerbate chronic medical diseases such as obesity, diabetes, and hypertension (Brunner 

& Marmot, 2006; Sridhar, 2007).This translates to high levels of morbidity, mortality, 

and disability among ethnically diverse populations (USDHHS, 2001b). The Mayas are 

rarely divided by nationality (Millender, 2011), therefore, the cumulative biopsychosocial 

and cultural stressor patterns leading to mental and physical disorders in this unique 

population deserved to be studied separately to avoid incorrect assumptions and 

inappropriate generalization. The purpose of this study has been to explore the 

relationship of cumulative trauma as it relates to social determinants of health (education, 

health insurance status, marital status, employment, and years in the United States), 

psychological health (depression symptoms) and health behaviors (alcohol use) of the 

Guatemalan Mayas living in Southeast Florida.  

In summary, the adult Mayan population’s health status is frequently ignored, and 

they are often mistakenly included under the Hispanic population (see Appendix A), 
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ignoring their culture, values, and health needs (Millender, 2011). In diverse and 

multicultural environments, health care providers must implement solutions that will 

bridge cultural and mental disparities. This study embraced the client as an equal partner 

in the nurse-client caring relationship to facilitate the identification of the social 

determinants of health, which are relevant to the mental health and health behaviors 

(alcohol use) of adult Mayas living in Southeast Florida. Increased diversity in the United 

States brings varied experiences, yet little is known about adult Mayas. This study 

bridges that gap. 
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CHAPTER 2: LITERATURE REVIEW 

The purpose of this chapter is to examine the social determinants of health of the 

adult Mayas; it examines how the accumulation of traumas affects physical and mental 

health status. To provide the background, this chapter starts with an overview of the early 

life and culture of the Mayas, followed by the variables of this study, and ending with the 

examination of the health behaviors associated with social determinants of health of adult 

Mayas. The predictor variables for this study were cumulative trauma and social 

determinants of health (education, health insurance status, employment, marital status, 

and years in the United States). The criterion variables were psychological characteristics 

(depression symptoms), and health behaviors (alcohol use). This chapter explores the 

literature related to the broader Hispanic population, Guatemalan population, and the 

Mayan population when available.  

Early Life of the Mayas 

To understand the status of the Mayas, it is necessary to understand their past; this 

will provide scientists and clinicians with better comprehension of the depth and breadth 

of the factors that contribute to Mayan people’s current health status. A brief overview 

about the Mayan history of and their experiences in Guatemala is provided as a context 

for the reader to delineate some of the political, historical, and economic issues that have 

helped to shape their realities in the United States 
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The Mayan Indians are native people of Central America, from regions that 

include present-day Guatemala, Belize, Honduras, and the five Mexican states of 

Yucatán, Quintana Roo, Tabasco, Campeche, and Chiapas. They had pure indigenous 

ancestry before Europeans entered their country in the 1500s (Burns, 2001; Foster, 2007; 

Wellmeier, 1998); subsequent intermixing occurred with Spaniards over the ensuing 

centuries. Over time, Spanish conquest resulted in families of mixed heritage, or mestizo, 

with Spanish and Mayan ancestry (see Appendix A). This racial category ultimately 

served to advance the extrication of land and natural riches from the Mayan people, as 

those with European bloodlines claimed dominance over full-blooded Mayans (Burns 

1993, 2001). Labels were created to describe those who were multiethnic, a mixture of 

Europeans and indigenous: Mestizo or Ladino (1993, 2001). 

This mixed heritage with the Spaniards created identity and political tensions 

among the Mayas and the more economically and politically powerful Spaniards. With 

Spaniard domination of the economic and political components of the country, 

enslavement of the Mayan people followed. Along with the Spaniards, the Mestizos also 

gained prominence, status, economic privileges, and political power (Burns 2001; 

Montejo 1999; Wellmeier, 1998). At the same time, Mayan people experienced La 

Violencia that came with genocidal violence, all in an effort to completely decimate the 

indigenous Mayan culture (Linstroth, 2009). Their devastation as a unique culture has 

been an ongoing process for more than five centuries (Hiller et al., 2009). 

For many centuries, the Mayas lived in a world of uncertainty, in fear of violence 

and genocide by Spaniards who forced Mayas to abandon their land and culture (Burns, 

1993: Pearcy, 2006; Wellmeier, 1998). Furthermore, from 1960 to 1996, the Guatemalan 
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Civil War resulted in the loss of tens of thousands of Mayan lives; complete Mayan 

villages disappeared (Montejo, 1999; Pearcy, 2006). During the civil war, the indigenous 

Mayas were victims of both the Guatemalan army and the guerrilla paramilitary 

(Linstroth, 2009; Montejo, 1999). Failure on the part of the Mayas to give up their land, 

language, and culture, at times, resulted in torture and/or death primarily by the 

Guatemalan army (CIA, 2011a; Hiller et al., 2009; Linstroth, 2009; U.S. Department of 

State, 2010). These experiences brought fear and the perception of danger, forcing 

hundreds of thousands of Mayan people to make a decision to exile (Foster, 2007; 

Montejo, 1999; Wellmeier, 1998). Armed only with their culture and traditions, many 

Mayas fled northward to Mexico, where approximately forty-two thousand Guatemalan 

Mayas were given political asylum. Further exploitation forced some Mayas to continue 

to migrate to the United States and Canada in an ongoing pursuit of safety (Montejo, 

1999; Wellmeier, 1998). During the 1980s, about 100,000 Guatemalans fled to the United 

States; despite the constant threat of violence, only a few were granted political asylum, 

since the United States had not been the country of first asylum --the first country the 

Mayas entered after leaving Guatemala (Burns, 1993; Pearcy 2006). Between the years of 

2007 and 2009, approximately 1,730 Guatemalans were given asylum status in the United 

States (Martin, 2011), which stands in stark contrast to the tens of thousands given 

asylum status in the 1980s and 1990s. This forced great numbers of Mayas to live in the 

United States undocumented and under tremendous stress (Burns, 1993).The 

accumulation of these historical events and the undermining of culture have made 

adjustment to the United States even more difficult and traumatic increasing the risk of 

mental illness and alcohol use (Lowe, 2006).  
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Culture/Ethnicity 

Despite attempts to eradicate the Mayan culture, cultural roots remain strong, but 

years of constant repression and repetitive trauma has provided critical risk factors for 

mental illness and alcohol use. The Mayas are a distinct group of people with their own 

immigrant history, language variations, health beliefs and practices, and acculturation and 

assimilation perspectives. This uniqueness has often been disregarded by the dominant 

culture, and even worst, efforts to eradicate the culture have occurred, led by labeling as 

Hispanic.  

Hispanic, a broad term, has been applied to numerous groups, but the concept is 

not well understood and has been misused and overused. Misappropriation of the 

Hispanic label (see Appendix A) is at the core of confusion about the health status of 

some groups (Alarcon & Ruiz, 2009; Alegria et al., 2009). It has its origins from the word 

Hispania, which is the Iberian Peninsula that is located in Europe and inclusive of Spain, 

Portugal, and the principality of Andorra (CIA, 2011b; Foster, 2007). The nomenclature, 

Hispanic, was imposed by Euro-Americans and integrated into the U.S. Census, the 

Office of Management and Budget, and other federal and state classification schemes, to 

describe individuals from countries in Central and South America (see Appendix A). 

In research, clinical practices, and policy, terms and definitions about ethnicity are 

seldom clearly presented; confusion prevails regarding self-reported identity, cultural, 

historical, political, and economic descriptors. Today, Guatemalans (including Mayas) 

make up 2.1% of the Hispanic population, and have become one of the fastest growing 

Hispanic subgroups in the United States (Ennis et.al, 2011). In the 2010 census, 

Guatemalan growth doubled from the 2000 census, and this very diverse group was more 
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likely than any Hispanic group to self-identify as indigenous (2011). Despite being the 

largest indigenous group in Central America and Mesoamerica -10 million strong -the 

indigenous Mayas are too often labeled as Hispanic or Latinos in the United States, a 

label with which they do not identify (Hiller et al., 2009; Millender, 2010). This all-or-

none label neglects the different experiences, stressors, social economic status, and 

physical and mental health status endured by the diverse population it represents. As this 

erroneous classification of people continues, it continues to add to the health disparity of 

this nation. 

Ethnicity plays a major role in the mental health status of many immigrants, 

indigenous, and refugee groups, since ethnic identity is related to harmful stressors that 

such groups experience (Beiser & Hou, 2006). When exploring the acculturation status of 

Guatemalan Mayas living in refugee camps in Mexico, Doná (1993) found that this group 

rarely attempted to assimilate into the culture of the host country. Instead, Mayan 

refugees sustained their own cultural identity rather than the culture of the host country. 

Differences between and within ethnic groups are determinants of health since not all 

groups share the same history or the same traumas, and “the history of indigenous people 

in the United States differs from those who came here as immigrants” (Weaver, 1998). 

For example, Mayan experiences of sustaining their indigenous culture and the struggles 

that accompany staying in the United States are based on the often-hopeless search for 

political asylum that keeps them in a state of constant persecution. Therefore, the sources 

of stress for this population incorporate their early life of historical trauma, including 

genocide, and current social, environmental, and psychological conditions as immigrants 
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in the United States. What has not been clearly examined is the level of cumulative 

influence these factors have had on mental illness and alcohol use of this population. 

Social Determinants of Health of Adult Mayas 

The Social Determinants of Health Model addresses health status on the 

presumption that the intersection of social structure, environment, material factors, and 

psychology influences the health status of an individual (APA, 2013; Marmot, 2005). In 

the presence of material and social deprivation, the effects may be noted through 

psychological stress, which can influence behavior directly or indirectly, such as alcohol 

use, affecting both mental and physical health status (Brunner & Marmot, 2006). The 

idea that the population is a homogenous group as it relates to assessment, diagnosis, and 

treatment is no longer valid (APA, 2013). Differences and uniqueness must be assessed. 

A literature review was undertaken to learn about the historical and current social 

determinants of health of adult Mayas. 

Social StructureHealth consequences are influenced by social, political and economic 

factors that affect the daily lives of individuals (CSDH, 2007). The accumulation and 

combination of these social structures over a life span makes up social determinants of 

health. The combined set of social systems continues to maintain social hierarchies that 

influence separation and health inequities (2007). When Mayas immigrated to the United 

States, they were hoping to sustain their culture as well as improve their social status 

(Foster, 2007; Pearcy, 2006). Discrimination continues today with the Ladino/Mestizo 

racial categories and socioeconomic hierarchy that placed Spaniards, Europeans, and 

other groups at the upper level of society, and the Mayas at the bottom (CSDH, 2007; 

Hiller et al., 2009). Such hierarchy shapes everyday circumstances, flow of social life, 



 

37 

and the availability of resources that are embedded in social policies that impacts 

education, employment, and income opportunities collectively known as social structure 

(Lin, 2002; Williams, 2003). In the United States, social stigma is built upon social 

structure. Although social structure is designed to create order; it often evolves into a way 

of separating and creating differences based on indicators of material circumstances, such 

as occupation status, income, education level, gender, race/ethnicity, nationality, and 

marital status (Williams, 2003). 

A primary stressor of the Mayas is related to their motivation to succeed and find 

employment, since this is directly linked to improving the welfare of their families in the 

United States and back home in Guatemala, (Millender, 2010). Like other immigrants, 

Mayas are challenged to address migration issues such as instability, economic distress, 

and inability to communicate (Carlsson, Olsen, Mortensen, & Kastrup, 2006; Duke, 

Bourdeau, & Hovey, 2010). Other post-migration stressors include uncertainty about the 

future, inability to find employment, and asylum-seeking (Laban, Gernaat, Komproe, van 

der Tweel, & De Jong, 2005). Historically, the Mayas often lack formal education and 

language skills; many prefer to do manual labor, such as cultivating the land, a type of 

labor that represents a link to their Mayan culture. Unfortunately, manual labor tethers 

them to the lower rungs of the social ladder, contributing to disparities across the course 

of life (Beiser & Hou, 2006; CIA, 2011a; Hiller et al., 2009; Miller, 1996). 

In the case of the Mayan immigrant, little information related to their social 

demographics in the United States is available, since this group is usually embedded 

within the broad Guatemalan population demographics. In 2009, 55% of Guatemalans 

did not have a high school education, compared to 39% of the Hispanic population. 



 

38 

Regarding average annual income, Guatemalans fared worse ($17,000) than Hispanics 

($20,000), and the general U.S. population ($28,900). Guatemalans (26%) are more 

likely than Hispanics (23%) and average U.S. Americans (14%) to live in poverty. 

Guatemalans lack health insurance at a higher rate (48%) than Hispanics (31%) and U.S. 

Americans (15%). They own fewer homes (32%) than Hispanics (48%) and average U.S. 

Americans (66%; Dockterman, 2011). These social statistics are often used to determine 

placement in the middle, upper, or lower class category of society (Smith, 2007). Lower 

social status and poverty have been linked to health disparities (Oliver & Hayes, 2008; 

Williams, 2008). 

Worries about the lack of education and pressure to achieve through finding 

employment are daily stressors of the Mayas (Melville & Lykes, 1992). Lower social 

class results in the increased prevalence of easily treatable and preventable physical and 

mental disorders (Conroy, 2006; Oliver & Hayes, 2008; Pearcy, 2006). Untangling and 

understanding the relationship between social structure and health among Mayan 

immigrants in the United States will assist in identifying the causal pathways and 

antecedents that contribute to health disparities in this population (Oliver & Hayes, 2008; 

Williams, 2003). Despite providing a good indicator of health disparities, social structure 

cannot be assessed exclusive of social environment if health status of the indigenous 

Mayas is to be understood. It has been noted that refugees and immigrants who typically 

hold on to their culture lack formal education, language skills of the dominant culture, 

and are more likely to be unemployed; the ensuing material deprivation results in rates of 

higher depression, jeopardizing overall mental and physical health (Beiser & Hou, 2006). 
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Social Environment 

The social relationships and the environment in which people live and work 

influence social status, community affiliation, and overall health status (Shaw, Dorling, & 

Davey-Smith, 1999). When the Mayas immigrated to the United States in search of a 

better social and economic life, they often experienced prejudice and discrimination in 

their new home (Foster, 2007). This experience has thrust many into enclave 

communities, where it is possible to escape racism and the discrimination associated with 

retaining one’s cultural values, clothing, language, and other ethnic behaviors (Burns, 

1993; Linstroth, 2009). This social isolation further adds to the invisibility of native 

groups and the disregard of their social and health needs (Linstroth, 2009; Lowe, 2006). 

Displays of ethnic pride invite additional criticism from the dominant host culture, 

compounding psychological distress and mental disorders (Beiser & Hou, 2006; Nesdale, 

Rooney, & Smith, 1997).  

Harrell (2000), in a discourse on racism and stress, offered the following 

definition of racism: 

A system of dominance, power, and privilege based on racial-group 

designations; rooted in the historical oppression of a group defined or 

perceived by dominant-group members as inferior, deviant, or undesirable; 

and occurring in circumstances where members of the dominant group 

create or accept their societal privilege by maintaining structures, 

ideology, values, and behavior that have the intent or effect of leaving 

nondominant-group members relatively excluded from power, esteem, 

status, and/or equal access to societal resources (p. 43). 

Mena, Padilla, and Maldonado (1987) explained that those immigrants who 

experienced higher and more intense levels of culture- or race-related stressors have been 

those who made a conscious effort to retain their ethnic identity, which contributes to a  
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sense of not belonging, and the intensified perception of discrimination. Race-related 

stress affects well-being (Harrell, 2000). Perceived racism was noted among 

Asian/Pacific Islander (80%) and Hispanic/Latino (32.4%) adolescents, contributing to 

increased environmental risk, such as violence, drug use, and worries about safety 

(Surko, Ciro, Blackwood, Nembhard, & Peake, 2005). Perceived racism and 

accumulation of traumatic experiences increased with age; early adolescents (11-14 years 

old) reported less exposure than middle (15-16 years old) or late (17-21) adolescents, but 

early adolescents were more willing to talk about their concerns, while late adolescents 

were more reticent. Racism is highly correlated with negative health and well-being; the 

stress of racism, in turn, affects psychological and physiological responses that 

undermine health; coping ability deteriorates, thereby increasing the likelihood of 

developing mental or substance use disorders (Harrell, 2000; Surko et al., 2005). 

In addition to enduring past and current discrimination, the Mayas also have to 

cope with the disruption to their social support networks. This includes the loss of formal 

support systems, including access to health care, as well as the loss of informal support 

systems, such as family and friends. Stress associated with the loss of these systems is 

negatively related to physical and mental health (Shaw et al., 1999). In one of the few 

studies with a Mayan sample, Warner (2007) explored social support of Mayan women 

living in a refugee community in Mexico. This research indicated that Mayan women 

with weak social support systems complained more of emotional, social, and 

psychological somatic symptoms than those with strong support systems. Warner also 

indicated that the absence of a mother (maternal social support system) among Mayan 

women, while having a negative influence upon culture- and gender-related traditional 
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roles, placed women at higher risk for isolation and domestic violence. Ethnic identity, 

racism, discrimination, lack of social support, and mental health are all closely connected 

for Mayan people who suffer extra ordinary trauma (Harrell, 2000; Warner, 2007). 

Pathological differences in a person or group cannot be differentiated without 

understanding the culture at hand, since presentation varies across cultures (APA, 2013). 

Trauma 

Despite the vast amount of literature describing the suffrage, genocide, 

colonization, and enslavement that many groups have experienced since the 1500s, the 

discussion of ‘trauma’ did not begin until 1866 in Europe (Fassin & Rechtman, 2009). In 

the 1800s, nervous disturbances that many railroad workers experienced after accidents at 

work caught the attention of John Eric Erichsen who attributed the changes to the nervous 

system describing the cluster of clinical symptoms as “railway spine” (Fassin & 

Rechtman, 2009, pg. 31). From the beginning, psychologists and psychiatrists debated 

this phenomena leading to a change in name to “railway brain” and finally given the label 

“trauma neurosis” by the psychiatrist, Dr. Oppeneheim (Fassin & Rechtman, 2009). 

Much of the discourse about trauma neurosis related to the possible intention behind the 

creation of the label as facilitating employee financial compensation, and the creation of 

new policies related to accidents at work, resulting in increased demand for the same 

mental health professionals who were primarily responsible for diagnosis of the illness 

(2009).  

Not until the 1940s was the idea of trauma moved from one of convenient 

compensation to victimization by Bruno Bettelheim, a psychologist who developed the 
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“survival model” of trauma, with the added aspect of collective social memory, thus 

giving birth to what is known today as historical trauma (Fassin & Rechtman, 2009).  

Historical Trauma  

Historical trauma is defined as cumulative emotional and psychological wounding 

over the lifespan and across generations, emanating from massive group trauma (Brave 

Heart & DeBruyn, 1998). Kira (2001) defined historical trauma as an imprint of the 

complex trauma that was externally inflicted on a group of people based on 

characteristics specific to the group and remains a part of their everyday lives. Historical 

trauma can be trans-generationally transmitted, as it is embedded in a lifetime of 

victimization and social structure consistently linking the past, the present, and the future 

(Fassin & Rechtman, 2009; Kira, 2001; Linstroth, 2009). Prolonged life exposure and the 

accumulation of trauma and stressful circumstances related to poor social, economic, and 

environmental factors may result in poor mental and physical health, as well as a 

premature death (Marmot & Wilkinson, 2006). Much like other native people in North 

America (Charbonneau-Dahlen, 2010), the Mayan native people from Central America 

have experienced centuries of stress and trauma from invasions, land capture, forced 

cultural transformation, erosion of their language, and loss of social and human capital 

(Foster, 2007; Montejo, 1999). In 2012, sixteen years after the end of the Guatemalan 

civil war, uprooted Guatemalans who sought refuge in the United States still live in 

extreme poverty, violence, distrust, and fear (Hiller et al., 2009; Dockterman, 2011), 

resulting in high levels of stress and trauma.  

Although it may be assumed that Mayas experienced historical trauma, it is also 

important to assess all potential traumas that may impact their morbidity and mortality. 
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Kira (2001) and Kira, Aboumediene et al. (2008, 2013) proposed a taxonomy to trauma 

that is theoretically and empirically based upon examining four types of traumas that 

include personal and collective experiences across a lifespan. The traumas are: Type I -

looks at events that happened one time only, Type II- looks at events that occurred 

multiple times and stopped, Type III-looks at events that are consistent and never 

stopped, and the last is Type IV- that looks at the accumulation of Type I-Type III across 

the lifespan. Some examples if the different types of trauma are Type I: bike accident, 

Type II: physical abuse, Type III: discrimination, and Type IV: all of the above (Kira et 

al., 2008). As the levels of trauma increase, so do the intensity and the potential impact 

on the individuals’ or groups’ mental and/or physical health (Kira et al., 2008). The 

concept of cumulative trauma (Type IV) is relatively new, and trauma that goes beyond 

the person is just beginning to be addressed in the new DSM-5; it indicates that 

“comprehensive use of lifespan information to assist in diagnostic decision making” is 

imperative (APA, 2013, p. 13). In the new DSM-5, trauma is now more inclusive of 

different forms of trauma and emotional reactions, allowing for diverse cultural groups’ 

perception and expression of trauma (2013). 

Any apprehension that may have come with the label of trauma was removed with 

the publication of the DSM-III that introduced the new diagnosis of post-traumatic stress 

disorder (PTSD; Fassin & Rechtman, 2009). A traumatic event was defined in the DSM-

IV as an event “the person experienced, witnessed, or was confronted with…that 

involved actual or threatened death or serious injury, or a threat to the physical integrity 

of self or others… [and invoked] intense fear, helplessness, or horror” (APA, 2000, p. 

467). This definition ignored historical types of trauma that could be transmitted from 
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one person to another or to a group. A traumatic event in the new DSM-5 is now 

inclusive of, but not limited to, direct experiences, medical incidents that qualify as 

traumatic, witnessed events, and indirect exposure, such as trans-generational trauma 

(APA, 2013, p. 274). Specific emotional reactions such as fear, horror, or helplessness 

have been removed as part of the criteria in recognition that different cultural groups 

experience and express trauma differently (2013). In effect, cumulative trauma is now a 

part of the new DSM-5. It is vital to recognize the psychological trauma the Mayan 

people face as the result of multigenerational trauma instilled early in life, which 

continually resurfaces through current fear of deportation and poor environmental factors, 

together with uncertainty about the future.  

Complex and Cumulative TraumaDeveloped to complete the perception of trauma, the 

concept of complex trauma encompasses specific types of forced and vicious trauma that 

persist indefinitely (Solomon & Heide, 1999). Exiled groups like the Mayas have 

multilayered trauma they have to cope with, particularly the trauma of forced loss and 

settling into a new social hierarchy and culture (Fassin & Rechtman, 2009; Linstroth, 

2009). Victims of complex trauma have greater risk of suffering severe psychological 

effects. The classification of cumulative trauma is appropriate in situations where clients 

face persistent and multidirectional stressors, which may or may not be accompanied by 

extreme trauma. 

Cumulative trauma has been defined as “a sequence of similar and or dissimilar 

traumas across the life span” (Kira et al., 2008, p. 64). Cumulative trauma involves a core 

traumatic experience (such as historical trauma) that sets the cornerstone for traumatic 

stress, triggering traumatic experience, which ignites psychological symptomology 
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(Charbonneau-Dahlen, 2010; Kira et al., 2008). Individuals who experience cumulative 

trauma can experience negative effects in multiple developmental functioning subsystems 

(Kira, 2001). Mayas who have experienced genocide, exile, and severe poverty are at 

high risk for manifestation of the multiple consequences of trauma, including identity, 

interdependence, attachment, and survival trauma. It is important to combine this 

information with external characteristics of the trauma to obtain an accurate traumatic 

assessment. 

Mayas typically do not connect the accumulation of multiple stressors to their 

mental illness and alcohol use status. Instead, they use terminology such as “thinking a 

lot” when asked about stress related to their social and environmental experiences here in 

the United States, including the inability to provide financial support for themselves or 

their families (Millender, 2010). When assessing this situation, one informant explained, 

“If I had work, I would not worry about my family back home and would not be thinking 

so much.” And another explained “If you don't work, this is stressful because if you don't 

have money to survive, pay the rent, and eat, you have nothing.” Both informants 

described social factors that impacted their day to day stress level, but there was no 

mention of mental illness; instead, they mention somatic symptoms such as lack of sleep 

or not eating because of their worries, which contributed to “thinking a lot” (p. 213). In a 

dissertation titled “Speaking in Their Own Voice, a Mayan adult informant described the 

combined history of trauma and current migration stressors:  

There is a relationship between the history of immigration and the history 

of trauma. The immigration is related to the trauma of the violence. But 

what I am saying that the war left poverty that the people have to migrate 

to find a better life, a job, because the violence caused a psychological 

trauma for the entire people. And from that poverty surfaces immigration. 
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And the immigration is causing trauma which is a separate psychological 

problem” (Conroy, 2006, p. 123).  

Part of the stress and trauma from immigration relates to social isolation, resulting in a 

wide range of health problems (Wilkinson & Marmot, 2003). 

The same sentiment of immigration stress in addition to trauma was noted in a 

study that included Somali adolescent refugees (11-20 years old), indicating that 

cumulative trauma correlated with PTSD and depression symptoms (Ellis, MacDonald, 

Lincoln, & Cabral, 2008). In this study, trauma was the primary predictor of PTSD, but 

post-resettlement stressors, acculturative stressors, and perceived discrimination further 

contributed to severity of PTSD and depression (2008). These results indicated that 

populations with previous traumas and current multiple stressors are at a particularly high 

risk for mental and physical health issues that contribute to disparities. 

When compared to specific subgroups within the larger Hispanic umbrella, 

Central American ethnic groups with similar history, such as the Mayas, have been 

shown to have higher levels of conflict, perceived stress, and lower self-esteem (Kliewer 

& Murrelle, 2007). Low self-esteem can play a vital health role- compromising for any 

individual, but especially for unique ethnic groups, like the Mayas, whose coping abilities 

may have been diminished by cumulative trauma making them more vulnerable to 

physical and mental disorders.  

Despite having a strong ethnic identity and proud cultural heritage, not being 

accepted by the dominant culture negatively influences the self-worth and self-esteem of 

an individual or group, thereby increasing the risk for psychological distress (Nesdale et 

al., 1997). Many minority adolescents in the United States find that the sense of being  
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different based on ethnicity and culture prevents them from developing positive self-

esteem; consequently, they develop higher risk for social stress and mental stress, and 

they have fewer resources compared to their European American counterparts (Choi et 

al., 2006).  

In recent years, the concept of trauma has evolved from physical and 

psychological trauma to cumulative trauma. This expansion is crucial in understanding 

patients that suffer from non-physical, diverse, and compound stressors, which were 

inadequately described by the DSM-IV definition of trauma, but now expanded in the 

new DSM-5. Nael (2012) measured cumulative trauma among a group of 290 Native 

Americans and identified that secondary trauma, survival trauma, personal identity 

trauma and collective identity trauma were the most frequent traumas experienced among 

this group of Native Americans. This study suggested that individuals may engage in 

unhealthy behaviors such as binge eating to avoid or deal with trauma throughout their 

lifespans. The accumulation of trauma, such as struggles to sustain cultural identity, can 

lead to physical and mental disorders (Kira et al., 2010). Knowledge of cumulative 

trauma and its effects are necessary for the development and utilization of appropriate 

intervention and assessment tools, which will assist in halting multigenerational mental 

illness among Mayas. 

Psychological Characteristics 

Traumas, stressors, and losses have earned indigenous groups like the Mayas a 

place on the list of the top ten most traumatized groups in the global community (WHO, 

2007, October). The accumulation of stressors and continual worrying increases the 

prevalence of psychiatric disorders among these groups (Laban et al., 2005). Much of the 
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research on Mayan mental health has focused on the country of first asylum, Mexico. 

However, there is little research literature focused on the Mayan population living in the 

United States, and the cumulative effects of previous and current traumas such as the fear 

of deportation. The combination of these traumatic experiences may explain why Central 

American populations like the Mayas have high need for mental health care (USDHHS, 

2001), and why their unique mental health needs in the United States should be assessed. 

Psychological characteristics and ethnicity/culture. Caution must be used when 

examining the risk of psychiatric disorders, as great variability exists among ethnic 

subgroups (Alegria et al., 2009). For example, Puerto Ricans have a higher prevalence of 

anxiety and are more likely to suffer from PTSD, whereas Mexicans tend to suffer more 

from depression disorders (Alegria et al., 2007). First-generation immigrants from 

Hispanic countries living in the United States appear to have lower rates of mental illness 

compared to second- and third-generation Hispanic immigrants (Choi et al., 2006; Mui & 

Kang, 2006). Grouping all Hispanics beneath one umbrella promotes dismissal of 

ethnicity and culture, creating barriers to mental health services (U.S. Public Health 

Service, 2000). Without appropriate ethnicity identification, one cannot accurately 

measure population changes, mental health outcomes, and emerging mental problems. 

Nor can one improve mental health systems, or develop effective culturally relevant 

interventions. The Mayas struggle under the misclassification of Hispanic along with the 

cultural impetus to obliterate their identity. Health professionals must come to know 

specific minority cultures if promoting and maintaining well-being is the goal (Leininger 

& McFarland, 2002). 
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The Mayas are committed to sustaining their ethnic and cultural indigenous 

identity, which creates numerous traumas (Born, 1970). The constant struggle to validate 

ethnic identity and individuation can potentially lead to a sense of alienation and loss of 

control (Kira, 2001); furthermore, isolation does not come without some effect on mental 

health status (Lipsedge & Littlewood, 1997). 

Psychological characteristics and trauma. Sabin, Cardozo, Nackerud, Kaiser, 

and Varese (2003) provided the first epidemiological study that assessed the prevalence 

of mental illness among Mayas living in a Chiapas refugee camp located in Mexico. The 

sample was composed of 170 Mayan refugees, with women making up 58.2% of the 

sample. The results indicated that each participant experienced at least one traumatic 

event, with the mean average being 8.3 traumatic events. Lack of food, water, and 

housing were identified as the top three traumatic events. In another study, Sabin, Sabin, 

Kim, Vergara, and Varese (2006) assessed the mental health status of Mayas who lived in 

refugee camps in Mexico for 12 to18 years before being repatriated to Huehuetenango, 

Guatemala. This study was made up of 176 participants, with an age range from 17 to 81, 

and a mean age of 38.8 years. Age difference was assessed by subgroup (17-35 and 36-

81), and the majority of the sample were women (64.2%). The study reported that 

participants had experienced 5.5 traumatic events on average, and had observed 7.3 

traumatic events. Post-traumatic stress disorder was associated with being seriously 

wounded or having a close alliance with a person who had been mutilated. Anxiety was 

associated primarily with being sexually assaulted, being female, and having 6-12 

children. Depression was associated with having 6-12 children. As with the previous 

study, lack of food, water, and housing were identified as the top three traumatic 
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experiences. The Sabin et al. (2006) study, unlike the previous study (Sabin et al., 2003), 

expanded the timeline to include traumatic events which may have occurred pre-

immigration. 

Melville and Lykes (1992) assessed systemic violence, trauma, psychological 

symptoms, and sociocultural effects among Mayan children, ages 8 to16 years, living in 

orphanages in Guatemala, and Mayan children exiled in Mexico refugee camps. The 

study found that the social structure of both sets of Mayan children promoted a life full of 

fear, anxiety, and uncertainty. Both groups identified losing a parent as the most 

traumatic experience, and they believed that violence was still prevalent in Guatemala. 

Children who lived in the orphanages in Guatemala were fearful of talking about their 

experiences due to suspicion of retaliation, thus enforcing a culture of silence. On the 

other hand, the Mayan children living in Mexican refugee camps demonstrated 

willingness to share their experiences; however, fear of deportation forced them to hide 

their Mayan cultural identity. 

Conroy (2006) assessed the mental health of adult Mayas living in the United 

States from the perspective of resilience in the light of a history fraught with extreme 

trauma. He examined the range of emotions revolving around survival, such as memories 

of rationing food to stay alive. Conroy observed that some Mayas remained completely 

overcome by their negative traumatic experiences. Linstroth (2009) also indicated that 

memories from traumas influenced a small group of Mayas living in Southeast Florida by 

developing a sense of “we” that manifested in a collective trans-generational trauma that 

derived from narratives as a larger cultural transmission. In this case, traumatic memories 

of genocide and discrimination were shared from community members and/or family 
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members as a method of sustaining their culture and unique history, resulting in 

individuals regarding the group’s experience as their own. Sharing memories by 

storytelling allows a person or group to make meaning of their experience by connecting 

their past, present, and future and provide healing potential for their traumatic 

experiences (Liehr & Smith, 2008). Other important factors associated with overcoming 

negative experiences were time, which is necessary to help heal emotional wounds, the 

sense of community, family, and religion as a way of making sense of the war 

experience, particularly due to the way that religion brought together the cultural and 

communal way of life of the Mayan people (Conroy (2006). Challenges related to coping 

and violation of the Mayan culture were exemplified when participants described 

situations when there could be no actual burial of the deceased due to the lack of a 

physical body; this represented a grievous violation of Mayan cultural respect for life and 

death (Conroy, 2006; Linstroth, 2009).Such ongoing trauma, which had its beginning at 

the time of initial Spanish conquest, means the Mayas have endured unceasing onslaught 

with multiple stressors; this makes assessing the effect of that stress essential to 

understanding the mental health of this group. 

Cumulative trauma and mental disorders. The accumulation of stress 

stemming from racism and discrimination is pathogenic to the overall mental health of 

Mayas. In Sabin et al. (2003), exposure to multiple trauma resulted in 11.8% of a sample 

of 170 meeting symptomology criteria for PTSD, 54.4% had anxiety symptoms, and 

38.8% had symptoms of depression. Post-traumatic stress disorder symptoms were 

identified more frequently among those participants who had reported being close to 

death and/or had witnessed the disappearance of others. Participants, who witnessed a 
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massacre, were wounded, and who experienced more than seven traumatic events were 

more likely to have symptoms of heightened anxiety. Depressive symptoms were 

associated with being a woman, a widow, experiencing more than 13 traumatic events, 

and/or witnessing the disappearances of others (2003).  

Sabin et al. (2006), during comparison of both studies, showed no significant 

statistical differences on the level of PTSD (11.8% vs. 8.9%) or depression (38.8% vs. 

47.8%), but the anxiety level among Mayas in Mexican camps was significantly higher 

than that of Mayas who were repatriated back to Guatemala (54.4% vs. 17.3%). Anxiety 

may have been higher among Mayas in Mexican refugee camps due to their belief that 

returning to Guatemala might result in their death (Sabin et al., 2006). Women were 

significantly more likely to be affected by mental illness than were men (23.8% vs. 

15.6%). Women, in general, are more likely to suffer from depression than are men, 

which may be attributed to a combination of factors, such as a family history, hormonal 

changes during specific times of life (e.g. puberty, postpartum, and menopause), and their 

response to stressful and traumatic events (National Institute of Mental Health, 2009).  

A study in Guatemala (Rivera, Mari, Andreoli, Quintana, & Ferraz, 2008) 

measured the prevalence of mental illness among Mayas who were disabled during the 

civil war. Post-traumatic stress disorder was prevalent among this sample, with women 

again making up the majority of this group; dysthymia (persistent heaviness of heart and 

pervasive sadness), and depression were the prevalent mental illnesses. Forty-four of the 

99 participants were identified as having endured a lifetime of mental illness. Miller 

(1996) looked at the mental health of second-generation Mayan children living in refugee 

camps in Mexico. This study found that the mental health of Mayan girls was positively 
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correlated to the mental health of their mother. The results pivoted around the traditional 

cultural duties of boys, who are expected to perform labor-consuming tasks, and girls, 

who traditionally perform domestic tasks, so the cultural duties of girls promoted 

increased time between mother and daughter. Daughters were more likely than were sons 

to display symptoms that mirrored the same depression symptomology as their mothers.  

These studies indicate that Mayan people have suffered considerable damage 

related to their socio-emotional status and the accumulation of trauma and stressors, and 

which inexorably link the past, present, and future. The studies revealed that a lack of 

early detection and treatment might result in trans-generational traumatic experiences and 

psychological problems. This study was designed to assess the mental health of adult 

Mayas who live in the United States. 

Health Behavior 

Behavior is linked to ethnic patterns, history, and identity (Anderson & Kelley, 

1998). Research on Mayan mental health has shown that this group experiences high 

levels of perceived stress, high levels of conflict, and low self-esteem (Kliewer & 

Murrelle, 2007). The accumulation of trauma and stressors is alarming; studies indicate 

that mental illness among immigrants may lead to increased alcohol use, drug use, and 

risky behaviors (Johnson, VanGeest, & Cho, 2002; Larson & McQuiston, 2008). 

Individuals and populations that have experienced trauma and multiple stressors are a 

much higher risk for dysfunctional behavioral consequences, such as co-occurring mental 

health and substance abuse disorders; these may be the result of cumulative traumatic 

experiences (Kira, 2001). However, there is no data linking cumulative trauma and 

alcohol use among indigenous Mayas living in the United States.  
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Larson and McQuiston (2008) studied a group of predominantly Mexican 

adolescents (11 to13 years old) and found a correlation between acculturation and health 

concerns that were gender-specific. Girls were more concerned with unsolicited physical 

contact and aggressive male behavior, which could potentially increase their risk for 

emotional, physical, and domestic abuse. On the other hand, boys experienced more 

stress over money and alcohol. At the same time, both boys and girls expressed concern 

for the health of their family regarding diabetes, cancer, and excessive drinking (2008). 

This study concluded by showing that life transitions such as immigration affected the 

community, the family, and the children in many ways; the health of all was affected by 

others who indulged in unhealthy behaviors to alleviate stress, such as excessive 

drinking, as this impaired the ability to provide socio-economic stability for their 

families. Financial instability potentially necessitated that boys engage in farm labor 

during their school summer break, introducing stress early in their lives, as well as 

potential exposure to alcohol (2008).  

The majority of alcohol consumption is done by Mayan males who drink at 

irregular intervals, but indulge in long periods of binge drinking (Kanteres, Lachenmeier, 

& Rehm, 2009). A number of Mayan women expressed concern about their spouses’ 

alcohol consumption, mainly because this habit resulted in less money for food (Nagata, 

Valeggia, Barg, & Bream, 2009). Mueser et al. (1998) explained that between 51 and 98 

percent of public mental health clients diagnosed with severe mental illness have trauma 

histories, and high prevalence for substance abuse. Alcohol is the drug of prevalence among 

immigrants and indigenous populations (Duke et al., 2010). In a study that assessed Mayas 

living in Guatemala who suffered disabilities as a result of the civil war, alcohol use was 
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not prevalent (Rivera et al., 2008), but the study explained that this may have been related 

to the fear to disclose alcohol use, due to the potential for such disclosure to jeopardize 

disability benefits. The opposite was found in a group of California day laborers that 

included adult Mayas. Duke, Bourdeau, and Hovey (2010) indicated that alcohol use was 

a prevalent lifetime difficulty that correlated with stress, such as anxiety and depression. 

Some of the anxiety and depression stemmed from concerns over leaving families and 

loved ones behind and a lack of support systems. Similar results were noted in a small 

pilot study indicating that some Mayas used destructive approaches like alcohol use to 

deal with daily stress (Millender, 2010). 

The review of the literature as it relates to alcohol use among Mexican and 

Central American immigrant laborers indicated that alcohol use behaviors might lead to 

other unhealthy behaviors, such as unprotected sex, driving while drinking, increased 

violence, injury, and loss of income (Worby & Organista, 2007). Whereas this article 

does not speak of Mayas specifically, it is assumed that they were included under the 

umbrella Central American. The study found a number of explanations for male 

immigrant drinking behaviors, including working at low-paying and physically dangerous 

jobs, living in substandard housing, discrimination, emotional stress, and lack of support 

systems (2007). The study also found that the longer an immigrant remained in the 

United States and began to assimilate to the host culture, the more likely they were to 

drink alcohol; with more moderate drinking occurring daily or frequently, and heavy 

drinking occurring sporadically. 
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Summary 

In conclusion, investigating the influence of social determinants of health on 

cumulative trauma profiles, the mental, and health behaviors of adult Mayas living in the 

United States may provide valuable insight into identification of possible risk factors 

unique to this population. This knowledge will facilitate the fields of nursing and mental 

health to bridge the gap by coming to know the relationship between traumatic 

experiences and health outcomes, creating a foundation for promoting culturally relevant 

care. Nurses and health professionals must be made aware that mental health conditions, 

behavior, and culture are closely connected (Schim, Doorenbos, Benkert, & Miller, 

2007). Often times, behaviors are expressions of complex culture-stress connectives, 

signaling the need for treatment, observation, or intervention. Understanding culture-

stress connections may help professional healthcare providers to understand what triggers 

health threatening behaviors in a culturally unique population like the Mayas. 
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CHAPTER 3: METHODS 

The purpose of this chapter is to briefly describe this descriptive-correlational 

study. The overall purpose of the study was to explore the relationship of social 

determinants of health and cumulative trauma as they related to the alcohol use and 

depression symptoms of adult Mayas living in Southeast Florida. This chapter begins by 

describing the research design such as setting and sample, including sampling procedure. 

This chapter ends by discussing a small pilot study, each measurement instrument, data 

collection, including data management, data storage, and data analysis. 

Research Design 

This study used an exploratory descriptive and correlational research design. This 

design allowed the researcher to identify and explore relationships between variables 

(Brink & Wood, 1998), such as social determinants of health, cumulative trauma, alcohol 

use, and depression symptoms. The predictive variables for the study were social 

determinants of health (age, gender, marital status, and years in the United States) and 

cumulative trauma. The relationship of the predictive variables with depression 

symptoms and alcohol use was evaluated.  

Setting 

The participants were recruited from two community centers that serves adult 

Mayan people and other underserved populations in Southeast Florida. The directors and 

other key stakeholders of these community centers had expressed concern about the 
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mental health status and alcohol use of the Mayas. These community centers serve 

approximately 90-110 individuals each day from diverse backgrounds with a large 

portion having Guatemalan Maya ancestry. They provide a number of services that 

include providing a safe environment, assisting those who seek day labor employment, 

language proficiency and computer classes, and a link to community health services. 

Another location that was used for data collection was a community-based clinic operated 

by the Christine E. Lynn College of nursing. This clinic serves diverse populations, 

including Guatemalan Mayas that either are at high risk for or have diabetes.  

Sample 

Data was collected from a sample of 102 adult Guatemalan Mayas (39 female, 63 

male) between the ages of 18 and 70 living in an urban community area in Southeast 

Florida. Participants were required to (a) self-identify as Guatemalan Maya, (b) be 18 to 

70 years old, (c) be able to speak and understand Spanish or English, and (d) be interested 

in participating in the research study. The exclusion criteria were those who were: (a) not 

self-identifying as Maya, (b) younger than 18 years of age or older than 70 years of age, 

(c) unable to speak or understand Spanish or English, and (d) not interested in 

participating in the research study.  

Sample recruitment. The researcher was familiar with the community centers, 

having volunteered with them for four years prior as a nurse. The researcher recruited 

volunteers by being present at the centers daily. The visits began with a visit to the first 

center from 6:00 a.m. and 8:00 a.m., followed by a visit to the second center from 8:30 

a.m. to 10:00 a.m., and ending at the third site for the rest of the day for five days a week 

until sample size was obtained. Participants typically came into the centers seeking 
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assistance and a safe place to obtain day labor employment; this population tends to be 

made up largely of males. No flyers were used for recruitment. Because the literacy of 

this population is low, only face-to-face interaction was used for recruitment; 

furthermore, this allowed the researcher to build trust and a nurse-client relationship by 

being present to offer an invitation to participate. The researcher returned to the centers 

one afternoon a week when family activities were taking place to recruit female 

participants. Participants were also recruited from Christine E. Lynn College of nursing 

Diabetes Education and Research Clinic. Participants and community leaders were asked 

to inform community members, family, and friends to contact the researcher if others 

were interested in participating in the study.  

Sample size. The G*Power 3 computer software (Version 3.1.3) was used to 

calculate the required sample size (Faul, Erdfelder, Lang, & Buchner, 2007). Based on a 

formulation of 80 percent power, an effect size of 0.15 (R
2
 = 0.13), five predictors, and a 

significance level of 0.05 for a two-tailed test, a sample of 92 subjects was deemed 

sufficient to address research questions. Therefore, the information from a sample of 102 

provided relatively high reliability. 

Tool Language Validation  

The primary assessment tools that were used in this research, namely, the 

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST; see Appendix 

C), the Cumulative Trauma Scale (CTS; see Appendix D), and the Beck Depression 

Inventory-II (Beck-II) were given to three bilingual (Spanish and English) experts of the 

Mayan community for wording usage unique to this population. The experts were 

selected based on their daily exposure and communication with the Mayan community. 
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Wording suggestions were made once agreed upon by at least two of the three experts 

and noted by the researcher. Some of the word change included changing solia (used to) 

to queria (wanted), and patron (boss; person in charge) to forma (form; way of being; 

Beck-II). The leaders of the community center were instrumental in the implementation 

of this validation process.  

Measurements 

Four measures were used in the study. They include the ASSIST (WHO ASSIST, 

2002; see Appendix C), the CTS (see Appendix D), the demographic survey (see 

Appendix E), and the Beck-II (Beck, Steer, & Brown, 1996). Figure 4 presents a visual 

representation of the relationship between the various measurement tools. These were 

explained in the following paragraphs. 

 

Figure 4. Interrelationship of measurement tools used in this study. 
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Demographic survey. Participants provided information on the demographic 

survey regarding highest level of education completed, marital status (unemployed, part-

time, day labor, full time), age, gender, years in the United States, languages spoken 

(English, Spanish, other), and health insurance (yes, no). The demographic survey also 

assessed employment status (unemployed, day labor, part-time, full-time), and, in 

deference to the knowledge that many Mayas in Florida are day-laborers, weekly, rather 

than monthly income was assessed ($0; < $100.00; $100.01-$200.00; $200.01-$300.00; 

$300.01-$500.00; > $500.00); 

Cumulative Trauma Scale short form. The Cumulative Trauma Scale short 

form is based on the taxonomy of trauma theoretical model (Kira, 2001). The 32-item 

scale was developed using an Iraqi refugee sample to decrease Western influence on the 

tool and to make it culturally sensitive to refugee populations (Kira et al., 2008). The 

short form was created to incorporate the possibility of the short attention span and 

intolerance for long surveys of refugee populations (2008). The short form measures 

trauma type, trauma occurrence, trauma frequency, and trauma appraisal (2008). The 

trauma types are gender discrimination trauma (2 items), personal identity trauma (6 

items), collective identity trauma -social structure (3 items), torture (1 item), attachment 

trauma (2 items), achievement trauma (2 items), survival trauma (6 items), secondary 

trauma (7 items), uprootedness (1 item), divorced/remarried (1 item), cumulative stress 

trauma (1 item), and cumulative trauma (32 items). Each question can be assessed for 

occurrence based on experiencing or not experiencing the trauma. Each question can also 

be assessed for frequency, ranging from never to many times, and appraisal, ranging from 

extremely positive to extremely negative. The cumulative trauma profile and dose of 
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trauma experienced by an individual or group can be assessed by compiling the scores of 

each subscale.  

Table 1 

Cumulative Trauma Scale Sample Questions 

Type of Traumatic 

Experiences Sample Questions 

  

Collective Identity Trauma  Genocide, slavery, and discrimination 

 

Historical/Discrimination 

Trauma 

History of being oppressed, discriminated against  

Poverty Experienced being part of poor family 

Survival Traumas Life-threatening accident 

Achievement Trauma Unexpectedly fired, or failed or dropped out of school 

Secondary Traumas Witnessed violence 

Gender Discrimination Discriminated against because of gender  

Uprootedness Trauma Forced to move from favorite town, village or country. 

Personal Identity Trauma Violation of self/autonomy 

Sexual Abuse Sexually abused or raped or involved in unwanted sex  

Physical Abuse Physically abused or beaten up  

Cumulative Stress Trauma Nervous breakdown due to small but recurrent stressors 

Torture Jailed and/or tortured 

Attachment Trauma Abandonment 

Divorce/Remarriage Stress Remarried 

Cumulative Trauma Combination of similar and dissimilar traumas 

 

Reliability and validity of the Cumulative Trauma Scale-short form. Kira et al. 

(2008) tested the scale on 501 Iraqi refugees, ranging in age from 12 to 79 years old, who 

had faced previous traumas. The psychometric properties for this study indicated that the  
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reliability was adequate for adults overall (α = .850) both males (α = .839), and females 

(α = .854). The total average number of traumas experienced by this sample was 7.20 

with a standard deviation of 7.25. The construct validity was supported through the 

emergence of six factors that accounted for 58.73% of the variance: (1) collective 

identity/discrimination, (2) family, (3) secondary trauma, (4) personal identity or 

autonomy, (5) survival, and (6) attachment, resulting in the development of the short 

scale. Some items such as torture and warfare experiences loaded equally on collective 

identity, survival traumas, and secondary trauma, indicating multilateral traumas, as 

noted by the trauma taxonomy theory (Kira, 2001; Kira et al., 2008). In addition, the 

Cumulative Trauma Scale was found to have adequate convergent validity when 

compared with torture severity scores (.66), backlash trauma scale (.34), sociocultural 

adjustment (-.29), PTSD (.54), cumulative trauma disorder (.24), and poor health (.37). 

Furthermore, the cumulative trauma scale showed significant predictive validity for poor 

health (β = .24) and PTSD (β = .57) (Kira et al., 2008).  

In a recent dissertation, Nael (2012) tested the cumulative trauma scale on a group 

of 290 Native American adults ages 18 to 69 from 45 different tribes in Oklahoma. The 

scale yield a Chronbach alpha of α = .88 in this native population with the sample 

experiencing an average of 12.89 different types of traumas throughout their lifespan. In 

this sample of Native Americans, 81.9% reported traumatic experiences related to 

growing up in an impoverished home, 62% reported experiences related to 

discrimination, and 44% reported witnessing the assault of another person (Nael, 2012). 

This particular sample shares a similar history of trauma of oppression, genocide, and 

discrimination like the Maya, but they lack additional traumas related to migration and 



 

64 

language barriers. The Cumulative Trauma Scale short form was translated into a Spanish 

(Castellano) version (see Appendix D) and piloted on two focus groups in South America 

(Robles, Badosa, Roig, Pina, & Feixas, 2010). Results are currently being analyzed and 

forthcoming.  

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST). In 

response to the overwhelming burden on health related to substance use, in 1997, the 

World Health Organization (WHO) developed the Alcohol, Smoking and Substance 

Involvement Screening Test (ASSIST; see Appendix C). This tool was selected due to its 

ability to identify current dependency, lifetime use, and risk of substance use (Humeniuk 

et al., 2008). Throughout the years, the tool has been revised and the latest version (V3.0) 

consists of eight questions covering tobacco, alcohol, cannabis, cocaine, amphetamine-

type stimulants, inhalants, sedatives, hallucinogens, opioids, and other drugs. The total 

score, ranging from 0-37, can be translated into the risk of health problems and type of 

intervention needed as follows: low health risk and no intervention (0-10), moderate risk 

and brief intervention (11-26), and high risk and more intensive treatment (27+; Solar & 

Irwin, 2007).  

This study will only use the alcohol subscale sections of the tool. This tool allows 

the researcher to obtain an alcohol involvement score (sum of questions 2-7), current 

frequency (past 3 months) of alcohol use score (question 2), dependence score (sum of 

questions 1, 2, 3, 6, 7), and abuse score (sum of questions 1, 2, 4, 5, 6).  

Reliability and validity of the ASSIST.  The initial ASSIST (V1.0) consisted of 

12 questions and was intended to be culturally neutral. Between 1997 and 1999, phase I 

testing of the ASSIST took place with a sample made up of 236 participants from nine 
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different sites around the world, including the United States, Australia, Brazil, India, 

Ireland, Israel, UK, Gaza Strip, and Zimbabwe, yielding reasonable internal validity and 

reliability (WHO ASSIST, 2002). The results from Phase I resulted in a decrease of 

questions, from 12 to 8, and creation of the ASSIST (V2.0). In 2000, phase II of the 

ASSIST (V2.0) was tested in on 1047 participants from the United States (148), Brazil 

(147), Zimbabwe (150), Australia (150), India (150), UK (149), and Thailand (153). The 

internal consistencies (Cronbach’s Alpha), of the domains of the V2.0 were .80. Only 

specific substance involvement domain (hallucinogens and other) and current frequency 

of substance use domain internal consistency were less than .80. Alcohol subscale scores 

were correlated with those recorded by the Alcohol Use Disorders Identification Test 

(AUDIT; r = 0.82, p < 0.001; Humeniuk et al., 2008). The Cronbach’s alpha for the 

alcohol domain was 0.84. In addition, the ASSIST (V2.0) showed significant concurrent, 

construct, predictive, and discriminative validity (WHO ASSIST, 2002).  

Beck Depression Inventory-II (BDI-II). The Beck Depression Inventory II 

enables measurement of the presence of depression symptoms within the past week; it 

also allows measurement of the severity of these symptoms with the inventory of 21 

questions (Beck, Steer, Ball, & Ranieri, 1996). The Beck-II was the result of a revision 

on the BDI that included the addition and deletion of questions, and a closer alignment 

with the DSM-5 diagnosis for depression. The questions present psychological and 

physical symptomology of depression. The answers to the questions were scored on a 

Likert scale ranging from 0-3 with a total scoring ranging from 0-63. The scores can 

indicate the severity of depression symptoms and can be translated into the risk for health 

problems ranging from 0-13: minimal depression, 14-19: mild depression, 20-28: 
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moderate depression, to 29-63: severe depression (Beck, Steer, Ball et al., 1996; see also 

Beck, Steer, & Brown, 1996; Beck, Steer, & Garbin, 1988). 

Reliability and validity of the BDI-II. The BDI-II has been widely used and has 

yielded an alpha coefficient of α = .93 for college students and α = .92 in outpatients 

(Beck, Steer, Ball et al., 1996). In further testing with an undergraduate student sample of 

1022 undergraduate college students, an alpha coefficient of α = .91 was achieved 

(Dozois, Dobson, & Ahnberg, 1998), indicating good internal consistency. These studies 

indicate that the BDI-II has a significantly high internal consistency and adequate 

validity. Wiebe and Penley (2005) compared the psychometrics of the English and 

Spanish versions of the BDI-II with a sample of 937 undergraduate psychology students. 

Again, the BDI-II yielded a coefficient of .89 for the English version and .91 for the 

Spanish version. Last, this study also indicated adequate validity; items were positively 

skewed in both languages, and there was not significant change in model from the 

English BDI-II version to the Spanish BDI-II version (2005). 

Wilson-VanVoorhis and Blumentritt (2007) examined depression symptoms on a 

group of 131 Mexican American youth ages 13 to 19. The sample was created of youth 

from a residential treatment facility, juvenile correctional facility, and alternative 

education facility. This sample yielded an internal consistency of the BDI-II of .90. This 

study described that symptomology of depression presented differently in this group 

loading high on cognitive-somatic factor and affective factor than other groups.  

Grothe et al. (2005) explored the use of the BDI-II on a group of 220 African 

American adults ages 20 to 81. This study showed an internal consistency of .90 and high 

cognitive as well as somatic factors. These studies indicate that different groups have 
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different presentation of depression symptoms; therefore, it is important to assess the 

Mayan population separately.  

Prior to Data Collection  

This study was presented at a health committee meeting, including key 

stakeholders in the Mayan community, volunteers that have devoted time to improve the 

health of the Mayas, and the director of the community center. A letter of support was 

obtained from the director of the community center.  

Research Procedures and Data Collection 

Prior to beginning recruitment, approval for this study was obtained from The 

Florida Atlantic Institutional Review Board. Participants were recruited from three 

different sites in Southeast Florida. The researcher obtained prior approval from the 

directors of each site to recruit participants. Recruitment and data collection were 

designed to occur concurrently during one visit lasting 30 to 45 minutes. Potential 

subjects were approached by the researcher to participate in the study. The researcher 

held data collection sessions where the researcher talked about the study and instructed 

participants how to complete the information packet, which contained six questionnaires 

that were filled out with pencils. Due to the low literacy level of this population, the 

researcher read the complete data collection package aloud in Spanish to each participant. 

Volunteers from each site were available to provide personal assistance for subjects who 

were not able to read the research tools in English or Spanish by reading each tool to the 

subject. Data collection packets included (a) an informed consent script (see Appendix 

F), (b) a demographic survey (see Appendix E), (c) Cumulative Trauma Scale (see 
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Appendix D), (d) ASSIST: Alcohol subscale (see Appendix C), and (e) Beck-II: Beck 

Depression Inventory-II. Data collection lasted less than 60 minutes.  

Each data collection session was conducted in the same sequential pattern to 

maintain consistency and prevent discrepancies. The sessions began with the researcher 

providing the subjects with the purpose of the study, procedures, benefits, and risk 

factors. The researcher focused on explaining confidentiality and providing a safe 

environment by indicating that subjects had freedom to withdraw from the study at any 

time. The participants were given the opportunity to address any concerns that they may 

have had regarding their role in the study. The researcher obtained written signed 

informed consent from the participants, and s/he was given a folder that included all 

surveys with a unique number to protect personal identity. 

After completing all documentation, each participant was given the results of their 

surveys. Participants that scored 21 or greater, indicating moderate depression on the 

Beck-II, and/or 27 or greater, indicating high risk on the ASSIST alcohol-subscale, were 

referred to the local healthcare district if they had insurance. Participants who did not 

have insurance were referred to a local, free clinic, or other community clinics that 

provide care at a reduced price. Participants that scored from 17 to 27 in the ASSIST 

alcohol-subscale were given the ASSIST feedback report card (see Appendix C). The 

researcher had the clinic address and phone number of these clinics ready for the 

participants. These clinics were known to the clients and the researcher, and have been 

frequently used by the Mayan population. The researcher assisted participants to make an 

initial appointment, and thanked them for their participation by way of a $10 gift 

certificate to a local retail store.  
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Data Management 

Data storage. All hard copies of surveys are being kept in the Christine E. Lynn 

College of Nursing office of the researcher in a locked cabinet. The researcher has also 

secured the master list with participants’ names and unique number. Surveys were 

labeled with the participants’ identification number to ensure confidentiality and privacy. 

Only the researcher retains access to the list with participants’ names and identification 

numbers, which are being kept in a separate locked cabinet.  

Derivation of General Research Hypotheses and Specific Research Hypotheses  

The first four questions were created to investigate the unique nature of the adult 

Mayan population. As one can see by examining the model for this research (Figure 4), 

the derivations of General Research Questions 1 through 6 represent the theoretical 

relationships that were proposed by the model itself.  

General Research Questions: 

Research Question 1: What are the social determinants of health (education, 

health insurance status, employment, marital status, and years in the United States) 

among adult Mayas living in Southeast Florida? 

Research Question 2: What is the level of cumulative trauma among adult 

Mayas living in Southeast Florida? 

Research Question 3: What is the level of depression symptoms among adult 

Mayas living in Southeast Florida? 

Research Question 4: What is the level of alcohol use among adult Mayas living 

in Southeast Florida? 
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Research Question 5: What is the relationship of the social determinants of 

health (education, health insurance status, employment, marital status, and years in the 

United States), cumulative trauma, depression symptoms, and alcohol use among adult 

Mayas living in Southeast Florida? 

Hypothesis 5a:  There will be a significant relationship between social 

determinants of health and cumulative trauma among adult Mayas.  

Hypothesis 5b:  There will be a significant relationship between social 

determinants of health and depression symptoms among adult Mayas.  

Hypothesis 5c: There will be a significant relationship between social 

determinants of health and alcohol use among adult Mayas.  

Research Question 6: What are the relationships between cumulative trauma, 

alcohol use, and depression among adult Mayas living in Southeast Florida? 

Hypothesis 6a:  There will be a significant relationship between self-reported 

cumulative trauma and depression symptoms among adult Mayas.  

Hypothesis 6b:  There will be a significant relationship between self-reported 

cumulative trauma and alcohol use among adult Mayas.  

Data Analysis 

All data obtained from this study was entered into a computer file for analysis 

using SPSS Windows, version 19.0 (Raynald, 2007). The data analysis took place in 

three phases that included reliability and potential validity of survey, descriptive 

statistical analysis, and multiple linear regressions. 
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Phase I: Reliability and potential validity of survey.  SPSS was used to 

complete reliability analyses for each scale to determine internal consistency for this 

unique Mayan population. 

Phase II: Descriptive statistical analysis. Descriptive and inferential statistics 

were utilized in this study. Means, standard deviations, and frequencies were used to 

answer the first three research hypotheses. The fourth and fifth research hypotheses were 

tested using correlations and multiple linear regression. Correlations and an alpha = .05 

was used for statistical significance to test the first order relationships between the key 

independent and dependent variables. This technique is the most appropriate when one is 

interested in assessing the strength and directionality of first-order relationships 

(Newman, Newman, Brown, & McNeely, 2006).  

Phase III: Multiple linear regression. Multiple linear regression (MLR) was 

used in analyzing the variance when predicting the criterion variable from the predictor 

variables, while controlling for (covarying) variables to test the possible alternative 

explanations for the alternative hypotheses (Stevens, 2009). Multiple linear regression is 

the most general case of the least squares solution, and it can be used any time any 

special case of the least sums of squares is used. Multiple linear regression was selected 

because it is more flexible than traditional analysis of variance and covariance. With 

MLR, one can write models that reflect the specific research questions being asked. This 

makes every test of significance a test of a specific hypothesis (Newman et al., 2006; 

Pedhazur, 1982; Pedhazur & Schmelkin, 1991).  

Details regarding the methodology and research design of this study have been 

presented in this chapter. Little research has addressed social determinants of health, 
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cumulative trauma, depression symptoms, and alcohol abuse among adult Mayas living 

in the United States prior to this study. Therefore, this research proposed to collect 

information that would have the potential to determine how this culturally unique 

population experiences and deals with cumulative trauma in the United States.  
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CHAPTER 4: FINDINGS 

Result of Data Analysis 

The results of the data analysis are presented in this chapter. The first part of this 

analysis used descriptive and inferential statistics to answer research questions one 

through four to provide essential information about this unique population. The second 

section addressed reliability of the surveys. The third data analysis section used multiple 

linear regression (MLR), ordinal regression, and bivariate correlation to answer questions 

five and six and address their hypotheses. The purpose of this study was to explore the 

relationship of cumulative trauma as it relates to social determinants of health (education, 

health insurance status, marital status, employment, and years in the United States), 

psychological health (depression symptoms), and health behavior (alcohol use) among 

Guatemalan Mayas living in Southeast Florida. The research questions of this study were:  

Research Question 1: What are the social determinants of health (education, 

health insurance status, employment, marital status, and years in the United States) 

among adult Mayas living in Southeast Florida? 

Research Question 2: What is the level of cumulative trauma among adult 

Mayas living in Southeast Florida? 

Research Question 3: What is the level of depression symptoms among adult 

Mayas living in Southeast Florida? 
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Research Question 4: What is the level of alcohol use among adult Mayas living 

in Southeast Florida? 

Research Question 5: What is the relationship of the social determinants health 

(education, health insurance status, employment, marital status, and years in the United 

States), cumulative trauma, depression symptoms, and alcohol use among adult Mayas 

living in Southeast Florida? 

Hypothesis 5a:  There will be a significant relationship between social 

determinants of health and cumulative trauma among adult Mayas.  

Hypothesis 5b:  There will be a significant relationship between social 

determinants of health and depression symptoms among adult Mayas.  

Hypothesis 5c: There will be a significant relationship between social 

determinants of health and alcohol use among adult Mayas.  

Research Question 6: What are the relationships between cumulative trauma, 

alcohol use, and depression among adult Mayas living in Southeast Florida? 

Hypothesis 6a:  There will be a significant relationship between self-reported 

cumulative trauma and depression symptoms among adult Mayas.  

Hypothesis 6b:  There will be a significant relationship between self-reported 

cumulative trauma and alcohol use among adult Mayas.  

Descriptive Analysis 

Descriptive analysis explored the characteristics of the sample concerning social 

determinants of health. The sample size totaled 102 respondents, adults identifying 

themselves as Guatemalan Maya living in Southeast Florida. A majority of the 

respondents were males, 61.8% (n = 63) compared to females 38.2% (n = 39). 
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Participants ranged in age from 18 to 69, with the mean age of 35.6 years (SD = 11.3). 

Participants were measured for height, weight, and waist circumference, and some of this 

information was utilized to calculate Body Mass Index (BMI). The sample’s mean BMI 

was 28.1 (SD = 4.3), with only 24.5% of participants having a BMI of less than 25. It was 

also noted that 16.5% of this sample had a waist circumference of 40 inches or greater, 

with a mean of 36.1 inches (SD = 4.0). The majority of the sample (72.5%) reported 

being in the United States six or more years with a mean of 9.3 years (SD = 5.6). The 

mean for formal years of education was 5.5 years (SD = 4.4) with 72.5% of participants 

having six or fewer years of formal education (see Table 2, for comparison by gender and 

total sample). 

Table 2 

Mean for Descriptive Data by Gender  

    

 

Females 

 

Males 

 

Total Sample 

Variables 

 

M SD 

 

M SD 

 

M SD 

Age 

 

36.6 9.1 

 

34.9 12.5 

 

35.6 11.3 

BMI 

 

28.8 5.0 

 

27.6 3.7 

 

28.1 4.3 

Waist 

 

36.5 4.3 

 

35.8 3.9 

 

36.1 4.0 

Yrs in the US 

 

10.5 6.1 

 

8.6 5.2 

 

9.3 5.6 

Yrs of Education 

 

4.5 4.6 

 

6.1 4.1 

 

5.5 4.4 

 

All participants spoke Spanish and survey questions were read in Spanish. One 

survey question asked if the participant spoke a Mayan language and 63.7% reported that 

they spoke at least one Mayan language. The top two Mayan languages spoken were 

Quiche: 16.7%, followed by Popti: 14.7% (see Table 3, for other common Mayan 

languages spoken within this sample). 
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Table 3  

Frequencies and Percentages for Mayan Languages  

Mayan Language n 

 

% 

Spanish Only 37 

 

36.3 

Awakatek 2 

 

2.0 

Kaqchikel 3 

 

2.9 

Mam 13 

 

12.7 

Popti 15 

 

14.7 

Q’anjob’al 11 

 

10.8 

Quiche 17 

 

16.7 

Tzutujil 4   3.9 

Note. n = 102. 

    

Almost all (97.1%) of the participants did not have health insurance. The majority 

of respondents were single, separated, or living with someone (86.2%), while only 10.8% 

reported being married. In terms of income and employment, 59.8% of the sample 

reported not employed or only employed as day labor, 32.4% reported having full time 

jobs, and 7.8% reported having part-time jobs. Income for this sample was measured by 

the amount of money the participant brought home each week. The majority (61.8%) of 

the participants reported a weekly income ranging from $200 to $500 per week. Only 

3.9% made more than $500 per week, while 34.3% made less than $200 per week (see 

Table 4, for gender-specific distribution of insurance, employment, income, and marital 

status).  
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Table 4 

Social Determinants Distribution by Gender 

Characteristic   Female   Male   Total Sample 

      n %   n %   n % 

Health Insurance 

         
   Yes 

  

2 5.1 

 

1 1.6 

 

3 2.9 

   No 

  

37 94.9 

 

62 98.4 

 

99 97.3 

         

Current Employment  

        
   Unemployed 

 

16 41.0 

 

6 9.5 

 

22 21.6 

   Day Labor 

 

14 35.9 

 

25 39.7 

 

39 38.2 

   Part-Time 

 

4 10.3 

 

4 6.3 

 

8 7.8 

   Full-Time 

 

5 12.8 

 

28 44.4 

 

33 32.4 

          

Weekly Income 

         
   $0-100 

 

20 51.3 

 

7 11.1 

 

27 26.5 

   $100.01-200 

 

6 15.4 

 

2 3.2 

 

8 7.8 

   $200.01-300 

 

6 15.4 

 

27 42.9 

 

33 32.4 

   $300.01-500 

 

6 15.4 

 

24 38.1 

 

30 29.4 

   > $500 1 2.6 

 

3 4.8 

 

4 3.9 

          

Marital Status 

         
   Married 

 

7 17.9 

 

4 6.3 

 

11 10.8 

   Separated 

 

9 23.1 

 

21 33.3 

 

30 29.4 

   Divorced 

 

2 5.1 

 

0 0.0 

 

2 2.0 

   Living with someone 15 38.5 

 

9 14.3 

 

24 23.5 

   Single 

 

6 15.4 

 

28 44.4 

 

34 33.3 

   Widowed   0 0.0   1 1.6   1 1.0 
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Reliability Analysis  

Reliability analyses were conducted to determine internal consistency of the three 

scales: the Cumulative Trauma Scale (CTS), the Beck Depression Inventory-II (Beck-II) 

and the Alcohol, Smoking and Substance Involvement Screening Test (ASSIST). The 

CTS is composed of four subscales; the first two-measure cumulative trauma dosage: 

occurrence and frequency of trauma. The last two measure trauma appraisal: negative and 

positive appraisal. For this analysis, only the cumulative trauma scales (32 items) of the 

CTS were used. For the ASSIST, the alcohol subscale (7 items) was included and all 

questions (21 items) from the Beck-II were used. All three scales had Cronbach’s alpha 

over .80: Cumulative Trauma Scale (.82), ASSIST Alcohol subscale (.84) and the Beck-II 

(.82). The cumulative trauma and ASSIST scale reliability are consistent with the 

literature. Cronbach’s alpha for the CTS ranged from .85 to .88 (Kira et al. 2008; Nael 

2012), and previous research with the ASSIST scale reported an alpha of .80 (Humeniuk 

et al., 2008). Measures of the BDI-II have reported Cronbach’s alphas of .90 to .91 

(Wiebe & Penley. 2005; Wilson-VanVoorhis & Blumentritt, 2007) -a slightly higher 

reliability than the .82 for this sample, but within the range of acceptable reliability (>.80; 

see Table 5).  

Table 5 

Internal Consistency of CTS, Beck-II and ASSIST Using Cronbach’s Alpha  

Scales Alpha Number of Items 

CTS (Occurrence and Frequency Subscales only) 0.82 32 
 

ASSIST (Alcohol Subscale only)  0.84 7 
 

Beck-II Depression Inventory Scale 0.82 21 
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Cumulative Trauma Scale Descriptive Analysis 

The mean overall cumulative trauma occurrence for this sample was 14.3 events 

(SD = 4.7), with all participants experiencing at least four traumatic events. The average 

trauma frequency was 37.2 (SD = 16.4), with a minimum of four and maximum of 88 

exposures. Females’ trauma occurrence (15.2) and frequency (38.6) were slightly higher 

than males’ trauma occurrence (14.6) and frequency (36.3). The overall sample showed 

exposure to high rates of diverse forms of trauma. All participants reported experiencing 

collective identity trauma, 96% reported survival trauma, 94.1% secondary trauma and 

achievement trauma, 78.4% uprootedness trauma, 71.7% personal identity trauma, 66.7% 

cumulative stress trauma, and 42.2% torture trauma. Furthermore, 99% experienced 

being part of a poor family with many hardships, 33.3% reported being physically abused 

or beaten up, and 18.6% reported being sexually abused or raped or involved in unwanted 

sex (see Table 6, for trauma types reported by gender).  
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Table 6 

Trauma Types and Experience by Gender 

Characteristic Female 

  

Male 

 

Total Sample 

      n % 

 

n % 

 

n % 

Collective Identity Trauma 39 100 

 

63 100 

 

102 100 

     Historical/Discrimination  39 100 

 

59 93.7 

 

98 96.1 

     Poverty 

 

39 100 

 

62 98.4 

 

101 99.0 

         

Survival Trauma 37 94.9 

 

61 96.8 

 

98 96.1 

         

Achievement Trauma 36 92.3 

 

60 95.2 

 

96 94.1 

         

Secondary Trauma 36 92.3 

 

60 95.2 

 

96 94.1 

         

Gender Discrimination 35 89.7 

 

45 71.4 

 

80 78.5 

         

Uprootedness Trauma 34 87.2 

 

46 73.0 

 

80 78.4 

         

Personal Identity Trauma 29 74.4 

 

44 69.8 

 

73 71.7 

     Sexual Abuse  9 23.1 

 

10 15.9 

 

19 18.7 

    Physical Abuse 17 43.6 

 

17 27.0 

 

34 33.3 

         

Cumulative Stress Trauma 29 74.4 

 

39 61.9 

 

68 66.7 

         

Torture 14 35.9 

 

29 46.0 

 

43 42.2 

Attachment Trauma 6 15.4   2.7  4 3.7 
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Beck-II Scale Descriptive Analysis  

The overall Beck-II depression symptom mean score for this sample was 14.1. 

Females had an overall higher mean score (16.8) than males (12.5). The maximum score 

for the Beck-II scale is 63 points with the lowest being zero. Depression symptoms levels 

were based on total score and grouped as follows: minimal: 0-13, mild: 14-19, moderate: 

20-28, and severe: 29-63. The overall depression symptom level of this sample was 1.82. 

Females again were slightly higher (2.2) than males (1.6). Questions with the highest 

percentage for this sample were noted as following: at least 50% of this sample reported 

mild feelings of sadness (question #1); 42.2% reported mild feelings of lack of 

satisfaction (question #4); and 33.3% reported mild feelings of lack of interest (question 

#12). When it came to moderate levels, 36.3% reported having difficulties sleeping 

(question #16); 33.3% reported moderate feelings of failure (question #3); and 25.5% 

reported moderate feelings of blame (question #8). When it came to severe levels, 9.8% 

reported severe feelings of failure (question #3); and 5.9% reported severe feelings of 

sadness, guilt, and problems sleeping (questions #1, 5, & 16).  

ASSIST-Alcohol Subscale Descriptive Analysis 

The mean alcohol score for this sample was 10.2 (SD = 9.4) with an average risk 

level of 1.5 (SD = .64). The total score for the alcohol subscale of the ASSIST ranges 

from 0-37 and can be translated into risk level and type of intervention needed as follows: 

low health risk and no intervention: 0-10, moderate risk and brief intervention: 11-26, 

and high risk and more intensive treatment: 27+ (Solar & Irwin, 2007). Females mean 

score of alcohol use (3.41) much lower than males mean score of alcohol use (14.4). 

Seventy-eight (78.4%) percent of the sample reported using alcohol in their lifetime, 50% 
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reported trying and failing to control, cut down, or stop using alcohol, and 47.1% 

reported having someone express concern about use of alcohol at some time in their life 

(see Table 7, for mean distribution by gender). 

Table 7 

Mean for Scales by Gender 

  Female  Male 

 

Total Sample 

Scale M SD n  M SD n 

 

M SD n 

            
Trauma 

Occurrence 

15.2 4.24 39  14.6 5.03 63 

 

14.82 4.73 102 

Trauma 

Frequency 

38.6 14.62 39  36.3 17.46 63 

 

37.19 16.42 102 

Depressive Score 16.8 7.59 39  12.5 7.97 63 

 

14.07 8.06 102 

Alcohol Use 

Score 

3.41 5.75 39   14.4 8.7 63 

  

10.19 9.36 102 

 

Primary Data Analysis 

One component of this research was to examine Question and Hypotheses 5 that 

addressed the relationships of the social determinants of health (education, health 

insurance status, employment, marital status, and years in the United States), cumulative 

trauma, depression symptoms, and alcohol use. Multiple regression analysis was used to 

assess whether any social determinant of health significantly predicted any or all of these 

variables.  

Hypothesis 5a: There will be a significant relationship between social 

determinants of health and cumulative trauma among adult Mayas. The results of the 

regression indicated the five predictors of social determinants, as a group, did not predict 

trauma occurrence, but approached significance with an R
2
 = .16, F (9, 92) = 1.9, p = 0.06. 

The results of the regression equations indicated that only marital status of separated 
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subjects was a significant predictor of trauma occurrence (t = 2.78, p = 0.01). The trauma 

occurrence score of participants with a marital status of separated was 3.4 points higher 

than any other marital status category. All the predictors explained 16% of the variance in 

trauma (see Table 8, for social determinants predicting trauma).  

Table 8 

Regression Analysis Summary of Social Determinants Variables Predicting Trauma 

Occurrence  

Variables        B Std. Error         β   t 

         

Sig. 

(Constant) 12.12 1.86 

 

6.51 0.00 

Education Years 0.10 0.11 0.09 0.90 0.37 

Health Insurance -2.81 2.73 -0.10 -1.03 0.31 

Employment Status -0.06 0.43 -0.01 -0.14 0.89 

Years in US 0.15 0.09 0.17 1.59 0.11 

Married -0.80 1.74 -0.05 -0.46 0.65 

Separated 3.35 1.21 0.32 2.78 0.01 

Divorced 2.36 3.35 0.07 0.70 0.48 

Partner 0.42 1.27 0.04 0.33 0.74 

Widowed -3.61 4.93 -0.08 -0.73 0.47 

Note. R
2 

= .156, F(9,92) = 1.885, p = .064 

 

When it came to trauma frequency, the results of the regression equations also 

indicated that separated marital status was a significant predictor of trauma (t = 2.6, p = 

0.01). The trauma frequency score of separated subjects was 11.1 points, again the 

highest of all the other categories of marital status. All the predictors explained 15% (R
2
 

= 0.15) of the variance in trauma (see Table 8, for a summary of variables predicting 

frequency of trauma).  
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Table 9 

Regression Analysis Summary of Social Determinants Variables Predicting Trauma 

Frequency 

Variables      B Std. Error       β  t      Sig. 

(Constant) 31.36 6.50 

 

4.83 0.00 

Education Years 0.24 0.39 0.06 0.61 0.54 

Health Insurance -15.54 9.53 -0.16 -1.63 0.11 

Employment Status -0.58 1.50 -0.04 -0.39 0.70 

Years in US 0.35 0.32 0.12 1.06 0.29 

Married -1.40 6.08 -0.03 -0.23 0.82 

Separated 11.07 4.21 0.31 2.63 0.01 

Divorced -5.08 11.70 -0.04 -0.43 0.67 

Partner 1.42 4.44 0.04 0.32 0.75 

Widowed -14.07 17.20 -0.08 -0.82 0.42 

Note. R
2 

= .145, F(9,92) = 1.729, p = .093 

 

Hypothesis 5b: There will be a significant relationship between social 

determinants of health and depression symptoms among adult Mayas. None of the 

predictors were significant in predicting depression symptoms. The Beck-II was further 

investigated. The scale was subdivided into the recommended depression levels, minimal: 

0-13, mild: 14-19, moderate: 20-28, and severe: 29-63. Ordinal regressions were run for 

the five predictors as a group and individually. As a group overall, all variables were not 

predictive, but only an education of eight years or greater (lower depressive symptoms) 

and an employment status of day laborer (higher depressive symptoms) were 

independently significant (see Table 10).  
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Table 10 

Ordinal Regression Results for Depression Levels  

-2 Log Likelihood         

Intercept Final Pearson χ2 df p Cox and Snell  

240.558 88.666 151.892 47 < .001 0.774 

Note. Only education of 8 years or higher lowered depression level, and day laborer 

employment status increased depression level. 

 

Hypothesis 5c: There will be a significant relationship between social 

determinants of health and alcohol use among adult Mayas. Social determinants of 

health variables, as a group, predicted alcohol use, but more specifically, employment 

status (t = 2.1, p = 0.04) and marital status of separated (t = 2.2, p = 0.03) provided the 

most significance. All the predictors in the regression equation explained 22% (R
2
 = 

0.22) of the variance in alcohol use (see Table 11, for social determinants of alcohol use).  

Table 11 

Regression Analysis Summary of Social Determinants Variables Predicting Alcohol Use 

Variables      B Std. Error      β  t      Sig. 

(Constant) 7.44 3.53  2.11 0.04 

Education Years 0.08 0.21 0.04 0.38 0.71 

Health Insurance -5.09 5.18 -0.09 -0.98 0.33 

Employment Status 1.69 0.81 0.21 2.08 0.04 

Years in US -0.24 0.18 -0.14 -1.36 0.18 

Married -1.19 3.30 -0.04 -0.36 0.72 

Separated 5.09 2.29 0.25 2.23 0.03 

Divorced -0.98 6.35 -0.02 -0.15 0.88 

Partner -4.04 2.41 -0.18 -1.67 0.10 

Widowed 5.65 9.34 0.06 0.60 0.55 

Note. R
2 

= .224, F(9,92) = 2.943, p = .004 
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Bivariate Analysis 

To answer Question 6 and address the associated hypotheses, bivariate analyses 

were conducted to assess the association between cumulative trauma scores and 

symptoms of depression and alcohol.  

Hypothesis 6a: There will be a significant relationship between self-reported 

cumulative trauma and depression symptoms among adult Mayas. Results demonstrate 

a positive, moderate, and statistically significant correlation between trauma occurrence 

(r = 0.36, p < 0.0001) and depression symptom levels as well as trauma occurrence (r = 

0.30, p < 0.002) and the Beck-II depression score. The results indicated that participants 

with higher cumulative trauma occurrence were likely to obtain a higher Beck-II 

depression score and higher depression symptom level. When it came to trauma 

frequency, both depression symptoms level (r = 0.30, p < 0.01) and Beck-II depression 

score (r = 0.31, p < 0.01) showed a positive, moderate, and statistically significant 

correlation. This indicates that when trauma occurrence and trauma frequency increases, 

so does depression level and Beck-II depression score.  

Hypothesis 6b: There will be a significant relationship between self-reported 

cumulative trauma and alcohol use among adult Mayas. This study also noted a 

positive, weak, and statistically significant correlation between trauma occurrence (r = 

0.20, p < 0.04) and alcohol risk level, indicating that higher trauma occurrence was also 

likely to be related to higher alcohol risk level. On the other hand, a positive but 

negligible relationship and almost statistically significant correlation was noted between 

trauma occurrence (r = 0.19, p > 0.05) and alcohol use score. This result points to no 

relationship between the two variables. Furthermore, no relationships or significant 
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correlations were noted between trauma frequency and alcohol risk level or alcohol use 

score (see Table 12). When comparing results by gender, women followed the same 

relationships as the overall sample in all areas except trauma occurrence (r = 0.32, p < 

0.05) and alcohol use score that showed women with a moderate, positive, and significant 

correlation. Unlike the overall sample, the men’s results showed a weak but positive and 

significant correlation between trauma frequency and alcohol level (r = 0.25, p < 0.05) 

and alcohol use score (r = 0.29, p < 0.05).  

Table 12 

Correlation Results for Cumulative Trauma, Depression and Alcohol Use 

Measure 1 2 3 4 5 6 

Trauma Occurrence  - 

     
Trauma Frequency 0.88**  - 

    
Depressive Symptoms Levels 0.30** 0.30** - 

   
Beck-II Total Score 0.36** 0.31** 0.91**    - 

  
Alcohol Use Score 0.19 0.16 0.07 -0.01 - 

 
Alcohol Risk Level 0.20* 0.19  -0.50 0.01 0.92** - 

Note. ** Correlation is significant at the 0.01 level (2-tailed). * Correlation is significant 

at the 0.05 level (2-tailed). 
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Hypothesis Testing 

Table 13 

Hypothesis Summary 

  
Significant Not Significant  

Question 5 
  

  Hypothesis 5a: SDH and Cumulative Trauma (CTS)  X* 
 

  Hypothesis 5b: SDH and Depressive Symptoms    X** 
 

  Hypothesis 5c: SDH and Alcohol Use X 
 

   

Question 6 
  

  Hypothesis 6a: CTS and Depressive Symptoms X 
 

  Hypothesis 6b: CTS and Alcohol Use X 
 

Note. SDH = Social Determinants of Health; *Only marital status of separated. 

**Employment status of day labor and Education of more than 8 years 

 

Results revealed that only marital status (separated) accounted for a significant 

proportion of unique variance in predicted cumulative trauma dose. The same steps were 

repeated and the five social determinants of health predictors did not predict Beck-II 

depression score, but ordinal regression revealed that higher formal education decreased 

depression symptoms, and day-labor employment status increased depression symptoms. 

As a group, the five social determinants of health predictors were significant for 

predicting alcohol use. This study showed that as cumulative trauma increases so do 

depression symptoms and alcohol use among adult Guatemalan Mayas living in 

Southeast Florida.  
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CHAPTER 5: DISCUSSION OF THE FINDINGS 

The purpose of this study was to assess the relationship between the social 

determinants of health (education, health insurance status, marital status, employment, 

and years in the United States), cumulative trauma dose, alcohol use, and depression 

symptoms among 102 adult Mayas (39 female, 63 male) living in Southeast Florida. In 

addition, the study collected demographic and medical information, such as age, gender, 

income, language, body mass index (BMI), and waist circumference. Descriptive 

statistical analyses and multiple linear regressions were conducted to analyze study data. 

The results of the descriptive analysis provided some insight into the Mayan 

population and some of the social factors that influence their everyday life, areas that 

have had little prior research. This sample was relatively young (M = 35.6, SD = 11.3), 

and the majority (72.5%) reported being in the United States six or more years with 

72.5% of participants reporting limited education (six or fewer years of education). All 

participants spoke Spanish, but more than half (63.7%) spoke a Mayan language as their 

primary language. Most of the participants had no health insurance (97.1%). Statistics 

related to marital status indicated that 10.8% were married, and 30% were separated. 

More than half (59.8%) were unemployed or day laborers, and 96.1% of the sample made 

$500 or less a week. Given the fact that health consequences are influenced by social 

structure and social stigma that shapes the availability of resources (Smith, 2007), these 

descriptive statistics are alarming.  
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The sample of Mayas in this study were predominantly overweight or obese 

(75.5%) with a mean BMI of 28.1 (SD = 4.3) and a mean waist circumference of 36.1 

(SD = 4.0) inches, placing them at higher risk for diabetes and cardiovascular disease. 

Reports indicated that obesity has reached epidemic proportions in the United States and 

is influenced by age, gender, race, ethnicity, and socioeconomic status (USDHHS, 

2001a). When it comes to race, Native Americans are at least three times more likely to 

suffer from obesity and diabetes than Whites (OMHHD, 2007; USDHHS, 2010). 

Furthermore, as income decreases, the prevalence toward obesity increases, possibly 

indicating that overeating could be a maladaptive coping skill for dealing with the 

decreased sense of hope that may be linked to decreased income (Foster, 2007; Ogden, 

Lamb, Carroll, & Flegal, 2010). Other possible explanations for obesity among the 

Mayas include a high level of illiteracy combined with previous experiences of food 

deprivation; therefore, getting more food for less money may occupy higher priority than 

eating healthy (Nagata et al., 2009). There also appears to be a lack of understanding of 

the resultant health repercussions involved in the transition from Guatemalan to U.S. 

lifestyles, evidenced by such factors as the availability of junk food and the influence of 

neighborhood safety upon an active lifestyle (Bogin, 2002; Wilkinson & Marmot, 2003). 

The quantity of factors that describe the grave poverty status of the Mayas indicate that 

they are at high risk for health disparities (Oliver & Hayes, 2008; Williams, S., 2008). 

Given these social determinants of health, it is no surprise that this population 

faces many physical, economic, and emotional stressors as a result of their collective 

cultural trauma experiences. The fear of not having enough to eat among the Maya 

population is founded upon a complex traumatic history of genocide combined with a 
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self-perpetuating cycle of perceived deprivation (Sabin et al., 2003; Sabin et al, 2006). 

Historically, trauma and the ensuing complications were only assessed by accident on 

immigrant populations. Observations of the effects of trauma were done reluctantly, 

tainted by the perception that immigrants presenting with signs and symptoms of injuries 

or physical illness were no longer socially useful; this provided the foundation for 

stigmatization (Fassin & Rechtman, 2009). This reactive attitude dismissed possible links 

between trauma and culture. This study provides a foundation for a proactive response by 

caregivers by demonstrating a link between trauma and culture within this sample of 

Mayas. 

The concept of cumulative trauma dose and trauma profile calls for a 

comprehensive assessment of both collective and individual experiences. The Mayas in 

this sample reported high levels of trauma dose and diverse forms of trauma; the average 

experience in this study was in excess of 14 different types of trauma. Even more 

disheartening, this population had repeated exposure to traumatic events (37.2 times 

average, SD = 16.4), with one participant having a total of 88 exposures. Two studies that 

assessed trauma among Mayas living in refugee camps in Mexico showed lower 

traumatic experiences than those reported in this study, with one finding an average of 

8.3 traumatic events and the other 5.5 (Sabin et al., 2003; Sabin et al., 2006). By 

comparison, this sample of Mayas in the United States had higher exposure to trauma 

than Mayas in Mexico. In comparison, this sample of Mayas in the US had higher 

exposure to trauma than Mayas in Mexico. When comparing cumulative trauma dose to 

other groups, (using the same cumulative trauma measure) Mayas experienced more 

trauma (14.3), than Native Americans in the US (12.9), adults with mental illness in the 
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US (10.3), Palestinians in Gaza (9.3), Iraqi refugees in the US (7.2), and adults with 

mental illness in Egypt (6.5; Kira, Aboumediene, et al., 2013; Kira, Fawzi, & Fawzi, 

2012; Kira et al. 2008; Nael, 2012). This finding of high cumulative trauma dose among 

the Mayan population can be considered a call for action and demonstrates a need for 

early culturally sensitive trauma assessment. 

Disparity in mental health occurs when assessing a complex phenomenon such as 

trauma in the lens of the clinician instead of the lens of the patient. Many immigrants feel 

they are “caught between two histories and two worlds.” It is valuable for care givers to 

seek understanding of the cultural experiences from the motherland together with the 

current experiences of the new land (Fassin & Rechtman, 2009, p. 232). Different 

populations experience different types of trauma, creating their own unique cultural 

trauma profile. Knowing such profile helps identify what types of trauma have the 

greatest impact on a group and the dynamics behind any potential successful 

interventions (Kira et al., 2008, Kira et al., 2010). Being mindful of a population’s 

traumatic experiences is important, since the likelihood of developing a pathological 

stress response increases with specific types of trauma and repeated exposure to trauma 

(Cloitre et al., 2009).  

For the adult Mayas in this sample, collective identity trauma (those shared as a 

group, such as discrimination or genocide) scored higher than any other type of trauma, 

with every member having experienced at least one event. Historical trauma and 

genocide (combined: 89%), and poverty (99%) are part of this type of trauma. This 

comes as no surprise; the Maya Indians have experienced more than five centuries of 

devastation, with a history of genocide as native people of Central America. These types 



 

93 

of traumas seem to be more prevalent in immigrant groups and can be linked to 

persecution types of mental illnesses, such as paranoia and depression (Lipsedge & 

Littlewood, 1997). With the continuation of these unique experiences in the United 

States, Hiller et al. (2009) made the point that this cultural group should not be included 

under the Hispanic label. Mayas have a very distinct history and distinct set of trauma 

pattern experiences, as noted in this study.  

Survival trauma (96%), achievement trauma (94.1%), and secondary trauma 

(94.1%) were the next most frequently reported traumas. Examples of survival trauma 

include war, combat, robbery, and life-threatening experiences. A perception of self-

failure at work or school, or loss of life savings are examples of achievement trauma. 

Secondary trauma examples include loss of a child or spouse through separation, or the 

death of a loved one. Unrelenting shattered hopes and unrealized ambitions disrupt 

wellbeing, physically, emotionally, and spiritually, exacerbating vulnerability to mental 

illness, such as depression (Lipsedge & Littlewood, 1997, p. 96). Individuals who 

migrate in the pursuit of a better life have high expectations. Unfortunately, there is a 

high failure rate due to the lack of education, resources, and language barriers (1997). 

This sample of Mayas experienced layers upon layers of survival and secondary trauma; 

most recently, was the 1990s civil war in Guatemala. This war brought more 

victimization to this population by both the Guatemalan army and the guerrilla 

paramilitary, resulting in torture, uprootedness, exile, and loss of loved ones due to death 

or separation (Linstroth, 2009; Montejo, 1999).  

Other frequently experienced traumas included gender discrimination trauma, 

uprootedness trauma (consequence of the refugee experience), personal identity trauma, 
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cumulative stress trauma, and torture trauma. Social determinants of health, particularly 

the marital status of being separated from loved ones, accounted for 16% of cumulative 

trauma variance in this study, suggesting that social factors have a bearing upon the 

trauma this population has experienced. Of all the traumas, social traumas, such as 

collective and achievement traumas, and social disparities that are inflected on a group 

based on race, ethnicity, or religion have the greatest personal impact. However, the 

impact extends beyond the person to families and communities, with transmission in one 

step from parent to child or in multi-steps in the course of cross-generational transmission 

among individuals, families, and/or groups (Kira et al., 2008). These types of trauma did 

not meet the DSM-IV definition of trauma, which made diagnosis a problem; the new 

DSM-5 is inclusive of indirect exposure to trauma such as that which is passed from 

generation to generation (APA, 2013). Findings of this study support previous research, 

completed outside the United States, indicating that Mayas have experienced substantial 

levels of diverse and repeated social traumas (Kira, Aboumediene, et al., 2013; Sabin et 

al., 2003; Sabin et al., 2006) Collective traumas that impact a group should be 

incorporated as a part of mental health assessment in the United States. Traumatic 

experiences leave psychological imprints that burden the future if not addressed promptly 

and appropriately; this is true even of mildly traumatic events. The pervasiveness of 

trauma contributes to the perception that trauma results in common expressions of 

symptomology. Within diverse cultural groups, the repercussions of trauma are 

manifested in ways that are unique to that culture (Fassin & Rechtman, 2009).  

Due to the high frequency of reported traumatic experiences, depression was 

assessed in this population. Depression is such a familiar word that many hold the 
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erroneous belief that it is easy to recognize. Particular patterns and presentation of mental 

illness are found in specific groups based upon their unique cultural, biological, and 

social experiences. In certain groups, depression is a less common diagnosis, yet it may 

be found to manifest later in life at a more severe stage (Lipsedge & Littlewood, 1997). 

In the case of the Mayas, the sample showed mild signs of depressive symptoms with 

some gender differences; males scored within the lowest possible level, indicating no 

depression to minimal depression, whereas females showed signs of mild depressive 

symptoms. A diagnosis of depression is often missed or ignored because mild cases are 

not seen as a nuisance to the greater society. In the few studies that included Mayas living 

in Mexico (Sabin et al., 2003; Sabin et al., 2006), depression was linked to being a 

woman, experiencing 13 traumatic events, having 6-12 children, and being widowed. In 

the studies by Sabin et al. (2003) and Sabin et al. (2006), women were more likely than 

men to suffer from mental illness such as depression, supporting the findings in this 

study. Possible contributors to the increased incidence of depression for women may be 

hormonal differences (post-partum, menopause), family history of depression, and how 

women respond to traumatic events (NIMH, 2009). The combination of trauma and social 

determinants can potentially trigger major depression and the trans-generational 

transmission of depression symptomology from mothers to daughters (Miller, 1996). 

Feelings of sadness -or “thinking a lot,” as described by Mayas in a previous study 

(Millender, 2010), was related to feelings of failure (achievement trauma), leaving family 

behind in Guatemala (social determinant), and cultural differences (social determinant) 

that are associated with depressive symptoms in this population (2010). Different cultural 

groups make sense of their experiences, such as trauma, with tools available to them 
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within their environment and culture (Lipsedge & Littlewood, 1997, p. 68). The findings 

of this research support previous research, indicating that a main stressor among Mayas 

originates from feelings of sadness and lack of success; these stem from the individual’s 

inability to make money and provide for family members in the United States and in 

Guatemala (Millender, 2010; Worby & Organista, 2007). Early depression screening of 

multi-traumatized populations, including Mayas, should always be considered as part of 

comprehensive assessment. These findings are important since depression often presents 

as physical symptoms. The difference between depression and suicide frequently depends 

on support offered, community perception of the mentally ill person, and recognition of 

varied manifestations of mental illness among culturally diverse groups (Lipsedge & 

Littlewood, 1997). 

Whereas women showed higher depression levels than men, the opposite was true 

when it came to alcohol use. The overall group scored 10.2 in alcohol use, indicating low 

health risk due to alcohol, not requiring intervention. When looking at the alcohol scores 

by gender, females’ mean score of alcohol use was 3.4, more than 10 points lower than 

the mean score for males (14.4). Based on these results, females were very low risk, 

whereas males were at moderate risk for problems related to alcohol use requiring brief 

intervention to improve health outcomes. The differences in trauma and social factors 

experienced between the males and females could be related to cultural and social 

expectations of coping with daily stressors.  

Social determinants of health explained 22% of the variance in alcohol use, with 

employment status and separated marital status being most highly related to alcohol use 

score. As Mayas are exposed to multiple traumas and social barriers, many may be 
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placing themselves at higher risk for mental and physical illness due to harmful or 

hazardous alcohol use (moderate score) in the attempt to deal with the burdens that 

accompany trauma. This has the potential to create a burden on the community, and 

health care system; it can lead to health problems and progress to alcohol dependency 

(WHO, 2010).  

Larson and McQuiston (2008) found that many participants drink alcohol in order 

to deal with emotional stress and financial instability. Alcohol use is perceived to numb 

the pain by allowing many to temporarily forget about worries resulting from having left 

families behind in their home country (Millender, 2010). In the same study, one 

informant explained that he would be happier with his family back in Guatemala and that 

he was always thinking about the family back home (Millender, 2010). Among this 

population, success is often measured in terms of ability to make money; consequently, 

alcohol-drinking patterns typically do not interfere with work (Larson & McQuiston, 

2008). Kanteres et al. (2009) and others found that, whereas this population drinks 

heavily, it is not necessarily a daily activity; instead, they are more likely to indulge in 

binge drinking (Larson & McQuiston, 2008; Worby & Organista, 2007). For these 

reasons, qualitative information in the form of interviews gathered about the alcohol-

drinking pattern of the Mayas may have helped in deciphering cultural patterns of alcohol 

use and its effect upon individuals, communities, and society as a whole. Resultant health 

problems are not only personal, but also trans-generational, with increased risk for 

physical abuse, domestic violence, and traffic accidents (Worby & Organista, 2007). 

Indigenous groups similar to the Mayas also suffer disproportionally from alcohol abuse 

(OMHHD, 2007). The results of this study indicated that, as social determinants of health 
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and cumulative trauma increase, the risk for harmful and hazardous alcohol use score 

increased and depression symptoms increased accordingly. Identifying risk factors at an 

early stage before serious disease or problems are manifest, provides room for early 

screening leading to early identification, early treatment, and better outcomes.  

Strengths of the Study 

It is rare that mental illness is the result of one single event. Collecting 

information about a variety of experiences culminating in a wide range of outcomes, 

including trauma and social factors, has the potential to broaden insight into trauma and 

the effects of trauma (APA, 2013; Lipsedge & Littlewood, 1997, p. 79). This study 

utilized an innovative scale, the Cumulative Trauma Scale (Kira, 2001), which assessed 

cumulative trauma dose among a unique group, a new concept within the DSM-5. It was 

designed to go beyond a single episode and a single type of trauma, inclusive of lifespan 

experiences from childhood to adulthood. This information was combined with the social 

determinants of health derived from the demographic survey, the Beck-II Depression 

Scale, and the Alcohol, Smoking and Substance Involvement Screening Test (alcohol risk 

scale). This study used tools and concepts that were addressed in the new DSM-5 such as 

social determinants of health, and alcohol use (rather than alcohol abuse), and placed 

culture at the center of research, eliciting culturally relevant information to assist in the 

understanding, description, diagnosis, and treatment of unique groups like the Mayas.  

The results provide a foundation of understanding of the effects of trauma endured by 

Mayans in the United States. The perspective that can be gained from this assessment 

tool is a step in the right direction toward understanding the circumstances of Mayas in 

the United States. The Guatemalan Mayas population is one of the fastest growing groups 
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in the United States, especially in Southeast Florida, but no study has heretofore been 

completed that assesses cumulative trauma and how it may influence depressive 

symptoms and alcohol use health risk among this population. This is the first study that 

has assessed the cumulative trauma dose among Mayas in the United States, providing a 

foundation for other studies to come. This study provided insights to improve the overall 

health of this unique population. This study also addressed social determinants of health 

that have been described in Healthy People 2020. It provided information to guide the 

accomplishment of Healthy People 2020. This study contributes to the conversation 

concerning inclusion of all forms of trauma in a multi-global assessment that considers 

social, environmental, physical, and mental experiences. A holistic approach to care for 

victims of cumulative trauma will provide meaningful opportunities for developing 

interventions for clients, groups, and communities that have suffered trauma.  

Limitations of the Study 

The utilization of dummy variables or categorical data restricted full analysis of 

the data. Having a small sample (n = 102) also contributed to a limited representation of 

this population and limited the study’s ability to perform a robust statistical trauma path 

analysis for this unique population. This study provided the beginning descriptive 

structure of a trauma profile for the Mayan population. The use of a convenient sample 

may not have been representative of the Maya population living in Southeast Florida, and 

the utilization of a randomly selected sample would be recommended for future studies. 

This study may have been slightly skewed because it targeted frequent visitors of 

community resource centers, specifically, day labors, unemployed individuals, and males. 

Future studies should address these issues to enhance generalizability of findings. The 
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use of interviews might have revealed important information that could reveal areas 

needing closer examination. 

Prior to this study, none of the scales (ASSIST, Beck-II, CTS) had been used to 

evaluate the Maya population specifically; measurements were based on participants’ 

self-report and perception, possibly resulting in over- or under-reporting of events, which 

may have been exacerbated by low literacy levels among study participants. This 

population felt more comfortable providing narrative explanations to the questions; 

therefore, utilizing questionnaires may have limited the richness of the information 

collected. Possible solutions include using a mixed-method or qualitative approach that 

facilitates guided interviews and the collection of stories from this population, 

particularly since, traditionally among indigenous people, cultural beliefs have been 

passed from one generation to the next via storytelling (Charbonneau-Dahlen, 2010). 

Lack of access to care may have limited the accuracy of the responses designed to 

assess health impact related to trauma experiences, depression, and alcohol use, 

particularly since over 90% of the sample did not have health insurance; many had not 

visited a primary health care provider in more than a year, and, in many cases, had never 

visited a primary health care provider in their adult life. Group results may not apply to 

every individual in this population.  

Implications for Nursing and Health Care 

This study is one of the first studies that describes the Maya population in the 

United States and explores social determinants of health for this population. The findings 

of this study further elucidate the traumatic experience of the Maya population. Given the 
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growth of this population, it is important to address the disparities that affect their 

physical and emotional health outcomes, as well as their overall morbidity and mortality. 

Knowing the trauma profile of culturally unique groups or persons can help 

identify the physical and mental problems they have and enable development of 

interventions based on their trauma profiles. Each type of trauma experience presents 

higher risk of certain illnesses or disorders. Therefore, awareness that trauma 

symptomology can go beyond a singular traumatic event can improve the effectiveness of 

health care. Ongoing stressors and traumas are an important part of mental health 

assessment that focuses on depression, alcohol use, and other mental disorders.  

The results of this study indicated increased cumulative trauma dose corresponds 

to an increase in the level of depression symptoms and alcohol use risk level. If these 

early signs and presentation of trauma are ignored, they can potentially advance to more 

serious physical and mental health problems. Language as well as literacy level may play 

a role on how populations such as the Mayas report symptoms. Spanish is a second 

spoken language among Mayas with few being able to read it fluently. Awareness of 

literacy levels can facilitate the development and utilization of appropriate screening 

methods for populations that may not be fluent in the ability to read, write, or speak the 

common language. The results of this study suggested that adding interviews might have 

generated more insight into correlations between trauma and social determinants of 

health, depression, and alcohol use risk among the Maya due to a cultural preference for 

informal interview methods. Furthermore, the results of this study suggest that the 

ASSIST did not provide specific enough information to allow insight into the cultural 

drinking patterns of this population. For example, he ASSIST does not distinguish 
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between frequent light consumption of alcohol and infrequent binge drinking behavior. If 

an individual drinks infrequently yet heavily during times when being intoxicated will not 

affect work, financial problems, or other responsibilities, it would still be possible to 

truthfully respond to questions as posed by the ASSIST and yet emerge with a score of 

‘low health risk and no intervention needed’. Furthermore, questionnaires about 

substance and alcohol use could be problematic among a population that has a mistrust of 

filling out forms. There may be culturally accumulated traumas reinforcing a reluctance 

to provide a hard copy of information that could adversely affect employment prospects, 

or that might jeopardize the security of family and friends, or that might have a negative 

effect upon immigration status. More accurate and useful information about alcohol 

consumption might be obtained through the utilization of informal interview methods. 

Potential communication solutions for patients include providing interpreters, 

using technology such as iPads or tablets with picture recognition, and using audio 

versions of questionnaires. This study has the potential to increase the awareness level of 

health care providers that there is no single, ideal way of assessing trauma, or social 

factors and how they impact the physical or mental health of a culturally diverse 

population; therefore, the one-size-fits-all mentally to care is invalid and should be 

abandoned. 

Cumulative trauma has been identified as a new concept that still needs much 

research in order to be better understood. It is essential to inform health professionals of 

its influence on the mental and physical health of individuals, communities, and 

generations of Mayas that have been dealt a one-two punch of trauma and social 

determinants of health, such as poverty and chronic discrimination. These circumstances 
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may even be exacerbated by health care professionals who lack awareness of the Mayas’ 

particular needs. This disparity could be remedied by improving access to care and 

provision of culturally sensitive screening tools and methods.  

Results indicated severe levels of cumulative trauma, especially collective identity 

type III trauma, historical trauma, and other traumas that are present, perpetual, and 

continuous in Mayas. Most of the evidence-based interventions with trauma are past-

trauma focused. This calls for new models of trauma care and interventions. New models 

that are current and continuous trauma-focused should be developed. Intervention should 

address all the traumas: past, present, and historical trauma, and discrimination (e.g., 

Kira, Ashby, et al., 2013; Kira, 2010; Kira, Ahmed, et al., 2012; Murray, Cohen, & 

Mannarino, 2013). 

Implications for Policy 

This study helps to provide an explanation of the consequences of early political 

and economic decisions of a superior group (Spaniards) on a less powerful group 

(Mayas). The impact is still affecting Mayan overall well-being five centuries later where 

many Mayas live in a different land (US). Policies should be examined in relation to 

granting refugee status to Mayas in the United States so that the impact of the trauma can 

be addressed. Since Mayas are an indigenous group who are Native to Central America, 

few are now given refugee status in the United States. The majority of Mayas who have 

exiled to the United States are left without refugee status resulting in the daily fear of 

deportation and return to Guatemala where they face even more persecution, poverty, and 

lack of basic human needs. With refugee status in the United States, Mayas would have 
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access to health care, including mental health access; basic human needs would be met 

and constant fear of capture would be removed.  

The well-being of Mayas could also be promoted by developing strategies that 

connect Mayan communities to various Native American communities in the United 

States. Cultural programs and interventions being implemented by Native Americans that 

address health disparity and trauma issues could be shared and tailored for 

implementation among Mayas. Overall, there is a need for the establishment of a strong 

support system, advocacy, and legislation to enhance the acquisition of resources needed 

for the well-being of Mayas. 

Recommendations for Further Research 

Future research should build on this study; it should be replicated with a larger, 

more representative sample of the Mayan population. This should include an equal 

sample size of females and males from the broader community. Although the present 

study used Mayas living in Southeast Florida, additional studies should include Mayas 

living in other areas of the United States. Future studies might seek inclusion of other 

unique but similar cultural groups; this would allow for comparison of trauma profiles, 

contributing to more complete understanding of differences and similarities. The 

inclusion of a younger sample, such as adolescents and middle-school age children, could 

provide more trauma profile information for Mayan-Americans. Younger individuals 

may not have experienced the same traumas as parents; rather, they may have 

experienced the transmission of trauma from having grown up in an environment where 

they have heard of their parents’ experiences involving genocide and civil war (Linstroth, 

2009). Consequently, inclusion of younger participants in studies of trauma could reveal 
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the pervasiveness of trans-generational trauma. Such studies could provide health care 

professionals with insights and tools that could assist them in trans-generational trauma 

assessment. Younger individuals are growing up in an environment that is very different 

from that of their parents, and may experience traumas that conflict with their cultural 

views and expectations. The current study identified obesity risk factors; therefore, there 

may be value in conducting future studies that assess blood sugar levels, cortisol levels, 

and blood pressure readings to determine if high cumulative trauma levels exacerbate 

poor health outcomes.  

The use of qualitative research methods, such as story path (Liehr & Smith, 

2008), is a promising vehicle for obtaining detailed information about the types of trauma 

the Mayas have experienced. It also reveals information about the perception a person or 

group has of the effect of trauma upon their daily lives, and the coping mechanisms that 

are used with different types of trauma. Another area of discussion should address 

alcohol usage patterns among Mayas, since this study demonstrated the existence of 

patterns that differ from those typically assessed in questionnaires. Future studies might 

be designed to examine different alcohol use and abuse patterns among various 

subgroups of Mayas (Q’anjob’al, Quiche, Mam, etc.). Such a study should utilize 

assessment tools which are designed to pick up a variety of drinking patterns; for 

example, the ASSIST, which asks the frequency of drinking does not necessarily 

differentiate between widely differing amounts of consumption -three-day binge that 

occurs once a month is vastly different than consuming an alcoholic beverage once a 

month. Question 2 in the ASSIST assessment tool asks “In the past three months, how 

often have you used the substances you mentioned? (Never, Once or Twice, Monthly, 
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Weekly, Daily or Almost Daily)”. (see Appendix C). Positive outcomes and coping skills 

that have been developed by those whose traumatic experiences have resulted in 

resilience should also be assessed by examining religious beliefs and practices, 

community support, neighborhood enclaves, and sharing of resources.  

Conclusion 

Various cultural groups have unique methods of making sense of their traumas 

and misfortunes. The accumulation of trauma is often manifested through feelings of 

sadness, lack of pleasure, or self-destructive behaviors such as alcohol use. Prolonged 

mild cases of depression and moderate alcohol use risk can evolve into more severe 

cases. The findings in this study confirmed that high levels of cumulative trauma dose 

and the social factors is embedded in the cultural language and history of the Mayan 

culture, which may present in mild forms of depression symptoms for women and 

moderate alcohol use risk for males living in Southeast Florida. These mild symptoms 

should not be ignored. Awareness of lifelong trauma experienced by cultural groups, such 

as the Mayas, can assist in the effective transformation of techniques for assessment of 

mental illness in a clinical setting. With this concept in mind, this study provided a 

preliminary trauma profile for Mayas living in the United States.  

Mayas have to deal with past traumatic experiences, including genocide and exile, 

as well as current stressors related to cultural differences, migration status, economic 

distress, language barriers, lack of access to care, and uncertainty about the future. The 

trauma profile for the Mayan population sample in this study reflected high exposure to 

different types of trauma; collective identity trauma was most frequently reported, 

followed by survival trauma, achievement trauma, secondary trauma, and personal 
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identity trauma. There was also a high rate of repetition of the same traumas. When 

evaluating the effects of different forms of traumas represented in this study, cumulative 

trauma emerged as the most significant type of trauma in that it addresses the 

combination of all similar and dissimilar traumas in the lifespan of a person. When 

cumulative trauma is added together with the social determinants of health, the likelihood 

for depression and alcohol use increases; this potentially results in higher morbidity and 

mortality rates. The Mayan population is highly traumatized, and, when compared with 

other ethnically diverse groups, they are among the most traumatized ethnic groups; 

however, they present a unique type of trauma profile. Familiarity with the types of 

traumas that compose such profiles is crucial, since different types of trauma are more 

likely to influence different types of mental and physical co-morbidities, and inadequate 

coping styles (Kira et al., 2010). 

The study results provided evidence that Mayas face a mountain of diverse and 

repeated exposures to trauma. The effect of chronic traumatic experiences was expressed 

in different ways; females tended to show mild symptoms of depression, whereas males 

tended to show moderate levels of alcohol use; these can potentially impact morbidity 

and mortality. This study suggested that health care providers need to assess for all types 

of trauma, since a single episode of trauma is the exception. This study demonstrated the 

importance of assessing similar and dissimilar types of trauma to determine how they 

affect the physical and mental health of Mayas. Cumulative trauma can be trans-

generationally transmitted; it becomes embedded in a lifetime of victimization and social 

structure, linking the past, the present, and the future. This study suggested that there is a 

connection between cumulative trauma dose, alcohol use, depression, and social 
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determinants of health. It underscored the need for culturally sensitive methods of 

assessment that will pave the way for effective early intervention techniques. This study 

has laid a foundation, the ultimate outcome of which would be progress toward wellbeing 

and hope for the Mayan people.   
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HISPANIC, LATINO, AND MAYA INTERRELATIONSHIP 
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Hispanic, Latino, and Maya Distinctions 

 

Sources: Mary Neva Kupferschmidt (Graphic Designer). (2011). Adapted from WikiProject Latin America. 

(n.d.). In Wikipedia. Retrieved October 23, 2011 from http://en.wikipedia.org/wiki/Hispanic 

 

This graphic conveys that the Mayan originate from the region that now includes 

Guatemala, Mexico, Belize, and Honduras. Hispanics are of Spanish descent and are 

from areas that were once colonized by Spain; this includes most of Central and South 

America. Latino describes those who originate from countries in Latin America. 

Although all Mayas have come to be referred to as Hispanic, this graphic depicts a 

portion of Mayas whose bloodlines remain pure, and who, technically, are not Hispanic, 

despite present-day labeling. The country Belize lies at the center of early Mayan 

civilization; though not a Hispanic country, it is Latino, and was formerly called British 

Honduras. Every nation in Central and South America has a portion of their populace 

who are not of Spanish descent; unfortunately, government agencies do not acknowledge 

these distinctions, and label them all with the blanket term Hispanic and/or Latino. 
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GUATEMALAN DISTRIBUTION IN THE UNITED STATES 
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Guzmán, B. (2001, May). The Hispanic population (Census 2000 Brief No. C2KBR/01-3). Washington, 

DC: U.S. Department of Commerce Economics and Statistics Administration. Retrieved from 

http://www.census.gov/prod/2001pubs/c2kbr01-3.pdf 
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APPENDIX C 

ALCOHOL, SMOKING AND SUBSTANCE INVOLVEMENT SCREENING TEST 

(ASSIST) 
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CUMULATIVE TRAUMA SCALE 
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(Short Form: English and Spanish Versions) 

 

Cumulative Trauma Scale (Short Form) 

Directions: 

Many people have experienced different kinds of events and situations in their 

lives. These following questions will ask you about some specific events please indicate 

how many times happened if happened and how much it affected you negatively or 

positively on the provided scale.  

 

1. In my life I witnessed or experienced natural disasters, e.g. earthquake, hurricane, 

tornado or flood. 

 Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

2. I have experienced a life threatening accidents, e.g., motor vehicle accidents. 

 Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

3. I have been involved in or witnessed a war or combat. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 

 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 
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4. I have experienced sudden death of one of my parents or of close friend or loved 

ones.  

Never   once  two times  three times  many times. 

If this happened, how much this affected you: 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

5. I have experienced a life threatening or permanently disabling event for loved ones 

(e.g., parents, close friends). 

Never   once  two times  three times  many times. 

If this happened how, has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

6. I have experienced life-threatening illness or permanently disabling event 
(e.g., cancer, stroke, serious chronic illness or major injury).  

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

7. I have experienced robbery involving a weapon (robbed or mugged). 

Never   once  two times  three times  many times. 

If this happened, how much this affected you: 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 
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8. I witnessed severe assault of acquaintance or stranger (e.g., got shot, stabbed or 

severely beaten up). 

 Never   once  two times  three times  many times 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

9. I have been threatened to be killed or to be seriously harmed. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

10. I have been physically abused, pushed hard enough to cause injury or beaten up by a 

caretaker, e.g., parent... 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

11. I witnessed heard one of my parents or caregivers hitting, hurting and / or threatening 

to kill my other parent or caregiver. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 
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12. I was led to sexual contact by someone older than me. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

13. I was sexually abused or raped or involved in unwanted sex with one or more 

persons. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

 

14. I have been jailed and/ or tortured. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

15. My mother has abandoned or left/ or separated from me when I was young. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 
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16.  My father has abandoned or left me or separated from me when I was young. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

17. I was put down, threatened or discriminated against by some others negative attitudes, 

stereotypes or actions because of my ethnicity, race, culture, religion or national 

origin. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

 

1 2 3 4 5 6 7 

 

18. My parents went through divorce and or separation. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

19. My race has history of being oppressed, discriminated against or threatened by 

genocide. 

Never (1) little like it (2) partially like it (3) moderately like it (4) very much like it 

(5) 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 
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20. I have experienced a nervous breakdown or felt that I was about to have one (e.g., 

about to lose control) due to seemingly small but recurrent or unremitting hassles or 

chronic stressors. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

 

21. At least one of my parents or siblings was involved in war, combat, or being tortured. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

22. I experienced frequent failures in school. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

23. I was uprooted and forced to move from my favorite environment in town, village. or 

country. 

 Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 
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24. I have been physically attacked, beaten up by another stronger person or group of 

persons, and caused injury. 

 Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

25. I was led to sexual contact by one of my caregiver/ parents. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

26. I was put down, denied my rights, or discriminated against in the society (not by 

family members), by some others’ negative attitudes, stereotypes or actions, or by 

institutions because of my gender (being a girl/ woman or a boy/ man). 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

27. I experienced serious rejection or failure in my relationships. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

28. I experienced a loss of child or spouse. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 
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29. I experienced employment termination, been laid off, or failed in business. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

30. I remarried. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

 

31. I experienced being part of poor family with many hardship. 

0 Never poor (1) somewhat poor (2) real poor (3) very poor (4) extremely poor 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

1 2 3 4 5 6 7 

32. I was put down, threatened or discriminated against by some other family members 

(e.g., parents, siblings) negative attitudes, stereotypes or actions because of my 

gender: being a boy or girl. 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 

 

1 2 3 4 5 6 7 

33. Other people and institutions and communities, discriminated against me because of 

my gender (being girl or boy). 

Never   once  two times  three times  many times. 

If this happened, how has this affected you? 
Extremely 

positive 

Very 

positive 

Somewhat 

positive 

 

Neutral 

Somewhat 

Negative 

Very 

Negative 

Extremely 

Negative 
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Cumulative Trauma Scale (short form) 

-Versión en español- 

 

Mucha gente ha experimentado diferentes tipos de eventos y situaciones a lo largo de su vida. 
Los siguientes ítems le preguntarán acerca de algunos eventos determinados. Por favor indique 
cuántas veces le han sucedido. Y sólo si le ha sucedido, conteste cómo le ha afectado. 

1.- He visto o he sufrido desastres naturales, por ejemplo, huracanes, tornados o 
inundaciones. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
2.- He sufrido accidentes con riesgo vital; p.ej. accidentes de tráfico. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
3.- Me he visto involucrado o he presenciado un combate o una guerra. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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4.- He sufrido la muerte súbita de uno de mis padres, de un íntimo amigo o de un ser 
querido. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

5.- He experimentado un acontecimiento que amenazó o incapacitó permanentemente 
la vida de un ser querido. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
6.- He padecido una enfermedad potencialmente mortal o un acontecimiento que 
produce una incapacidad permanente.; p. ej. cáncer, accidente vascular, una grave 
enfermedad crónica. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
7.- He sufrido un robo o asalto a mano armada. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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8.- He sido testigo de un asalto grave hacia un conocido o un extraño (fue tiroteado, 
apuñalado o severamente golpeado). 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
9.- He sido amenazado de muerte o de ser gravemente herido/apalizado. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
10.- He sufrido abusos físicos, empujado hasta resultar herido o golpeado por un 
cuidador, p.ej. un padre. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
11.- He visto u oído a uno de mis padres/cuidadores golpeando, hiriendo y/o 
amenazando al otro padre/cuidador. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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12.- He sido empujado a mantener relaciones sexuales por alguien mayor que yo. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
13.- He sufrido abusos sexuales, he sido violado, o me he visto envuelto en relaciones 
sexuales no deseadas con una o más personas. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
14.- He sido encarcelado y/o torturado. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
15.- Mi madre me abandonó o se separó de mi cuando yo era joven. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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16.- Mi padre me abandonó o se separó de mi cuando yo era joven. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
17.- He sido menospreciado, amenazado, o discriminado por las actitudes negativas, 
estereotipos o acciones de otros, a causa de mi etnia, raza, cultura, religión o 
nacionalidad de origen. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
18.- Mis padres se divorciaron/separaron. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
19.- Mi raza tiene una historia de opresión, discriminación y amenaza de genocidio. 
  

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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20.- He experimentado un ataque de nervios o me he sentido a punto de tenerlo 
(perder el control), debido a factores crónicos de estrés, aparentemente pequeños, pero 
recurrentes o constantes. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
21.- Al menos uno de mis padres o hermanos-as ha participado en una guerra, combate 
o, ha sido torturado. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
22.- He sufrido fracaso escolar. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
23.- He sido desarraigado y obligado a desplazarme de mi entorno favorito de la ciudad, 
del pueblo o del país. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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24.- He sido atacado, golpeado por alguien (persona más fuerte o grupo de personas), 
resultando herido. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
25.- He sido empujado a mantener relaciones sexuales por uno de mis 
cuidadores/padres. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
26.- He sido menospreciado, denigrado en mis derechos o discriminado socialmente (no 
por miembros de la familia), por causa de ciertas actitudes negativas, estereotipos o 
acciones de otros, o por instituciones, a causa de mi género. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
27.- He sufrido un rechazo evidente o fracaso en mis relaciones. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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28.- He sufrido la pérdida de un hijo o esposo-a. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
29.- He vivido la finalización de un contrato laboral, he sido despedido o he fracasado en 
los negocios. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
30.- Me he vuelto a casar. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
31.- He formado parte de una familia pobre que ha pasado muchas penurias. 
 

Nunca Algo pobre 
Realmente 

pobre 
Muy pobre 

Extremadamente 
pobre 

 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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32.- He sido menospreciado, denigrado en mis derechos o discriminado por miembros 
de la familia, por ciertas actitudes negativas, estereotipos, o acciones, a causa de mi 
género. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 

 
33.- He sido discriminado a causa de mi género por personas ajenas a mi familia, las 
instituciones o mi comunidad. 
 

Nunca Una vez Dos veces Tres veces Muchas veces 
 
Si esto le ha sucedido, ¿cómo le ha afectado? 
 

Extremadamente 
positivo 

Muy 
positivo 

Algo 
positivo 

Neutro 
Algo 

negativo 
Muy 

negativo 
Extremadamente 

Negativo 

1 2 3 4 5 6 7 
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Demographic Survey 

1. How old are you? ____________________ 

2. Height  _____________________________ 

3. Weight _____________________________ 

4. Waist circumference: _________________ 

5. How do you identify your gender? 

Female   Male 

6. What language are you more comfortable with? 

English  Spanish  Other  _________________ 

7. How many years have you lived in the United States? __________________ 

8. How many years of formal education have you completed?______________ 

9. Do you have health insurance? 

Yes 

No 

10. What is your current employment status? 

Unemployed 

Day labor  

Part-time  

Full-time 
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11. How much money do you bring home a week? 

$0; <$100.00 

$100.01-$200.00 

$200.01-$300.00 

$300.01-$500.00 

>$500.00 

12. What is your current marital status? 

Married 

Separated  

Divorced 

Living with someone 

13. Has a medical professional told you that you currently have diabetes? 

Yes 

No 

14. Has a medical professional told you that you currently have high blood 

pressure?  

Yes 

No 

15. Has a medical professional told you that you currently have heart disease?  

Yes 

No  
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CONSENT TO PARTICIPATE IN RESEARCH 
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