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Abstract: Since the 1940s, researchers have found many links between pediatric asthma and 

birth issues, such as time spent in NICUs or maternal grief. A therapy that focuses on 

establishing a new birth in the mother’s mind appears to relieve asthmatic symptoms in her 

child and warrants further investigation. Multiple studies have linked pediatric asthma to 

disrupted bonding between a mother and her child. Recent studies have shown that 

repairing the interrupted bond can improve the child’s condition.  
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Introduction 

 

According to the World Health Organization (2021), asthma is the most 

common chronic disease among children worldwide. The estimated 

financial cost in America is $56 billion in health costs, lost 

school/workdays, and early deaths (Barnett et al., 2011). An additional 

impact on children is the loss of precious educational time. Asthma is 

responsible for 7 million missed school days annually, more than any other 

chronic illness (Barnett et al., 2011). This study briefly introduces risk 

factors of asthma, bonding disruptions, and bonding therapy. 

 

Risk Factors 

 

Researchers have long attempted to identify risk factors for asthma. 

In the past thirty years, a significant focus of attention has revolved 

around the link between maternal distress and the development of 

asthma in children. Mrazek et al. (1991) at the National Jewish Center 



56 Journal for Prenatal and Perinatal Psychology and Health 

 

for Immunology and Respiratory Medicine in Denver found a link between 

early problems in coping/parenting and the subsequent expression of 

asthma. Klinnert et al. (2001) noted that this link between maternal 

stress in caregiving and the subsequent development of asthma could be 

identified before the child was three months old.   

Many factors can cause maternal stress, such as systemic inequality, 

systemic sexism, maternal health issues, Cesarean section deliveries, and 

clinical issues. A Finnish study from thirty years ago of nearly 60,000 

births found that mothers who delivered by Cesarean sections were 

significantly more likely to have a child who later developed asthma (Kero 

et al., 2002). This finding was replicated by Roduit et al. in a more recent 

study (2009). 

 Annesi-Maesano et al. (2002) investigated if perinatal influences 

contributed to the development and severity of asthma in childhood with 

a British cohort of 2,583 mothers.  

Mothers reported childhood asthma more frequently when there had 

been health complications during pregnancy, labor, or delivery or when 

the child was ill during the first week of life. Similarly, a Norwegian study 

of over 1.5 million mothers and 5,938 asthmatic children found that many 

types of pregnancy complications represented a risk factor for the 

development of asthma in the offspring (Nafstad et al., 2003).  

 Kozyrskyj et al. (2008) studied healthcare records of 13,907 

children and their mothers from Manitoba databases. Prescription 

medication for depression or anxiety was used to identify maternal 

distress. They found that childhood asthma risk increased among children 

exposed to continued maternal distress from birth until age seven. 

Similarly, a Puerto Rican study concluded that maternal depressive 

symptoms were associated with an increased risk of asthma 

hospitalizations at one year (Lange et al., 2011). 

 The level of stress in mother-child interactions can arguably 

predict the development of asthma in the child by school age. Mäntymaa 

et al. (2003) showed that maternal stress is associated with physical 

illnesses like asthma or infection. In that same vein, Wright et al. (1998) 

found that greater levels of caregiver-perceived stress at 2 to 3 months 

postpartum were associated with an increased risk of recurrent wheezing 

among children during the first 14 months of life. They found that 

prenatal stress was associated with altered innate and adaptive immune 

responses, concluding that stress-induced perinatal immunomodulation 

may impact the expression of allergic disease in these children (Wright et 

al., 1998). Cassibba et al. (2004) found that children affected by asthmatic 

bronchitis were less securely attached than healthy comparisons. These 

children showed less harmonious and comfort-seeking behaviors than 

healthy children, indicating insecure attachment.    
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Bonding Disruptions and Asthma 

 

In a review of the history of maternal bonding’s relationship to 

childhood asthma, Yatsenko et al. (2016) found that many studies have 

shown a conclusive correlation between poor maternal-infant bonding and 

the manifestation of respiratory disorders in children. Yatsenko posits 

that while it has not been demonstrated causally, it should be viewed as 

an important cofactor acting synergistically with other environmental and 

genetic factors to manifest asthma. This review also noted that using 

reparative techniques to heal the parent-child relational problems would 

present an inexpensive and effective way to reduce asthma attacks and 

respiratory distress. 

Yatsenko et al. (2016) cited three studies that investigated the 

relationship between pediatric asthma and the difficulties that a mother 

experiences in bonding with her baby. Using the “maternal-infant 

bonding” paradigm of Klaus and Kennell (1976), these studies looked at 

the incidence of bonding disruptions within pediatric asthma populations 

compared to well-baby groups. Klaus and Kennell postulated that a 

mother’s bond with her infant could be disrupted if the mother and infant 

were separated at birth or if the mother was experiencing great stress or 

trauma in her life during the perinatal period.   

 In the first of these studies, at the Redwood Psychology Center in 

Santa Rosa, CA, Feinberg (1988) showed that bonding disruptions 

occurred three times more frequently in mothers of asthmatics than in 

mothers of well-babies (84% vs. 24%). Melissa Schwartz (1988) found 

similar numbers (86% vs. 29%). In a third study, Pennington (1991) found 

that four "Non-Bonding Events" were most predictive of the development 

of asthma: delay in holding the baby, a family death in the first year, 

emotional problems during pregnancy, and maternal emotional problems 

in the first year. He concluded that bonding disruptions appear to be the 

mediating variable that links pediatric asthma with the various maternal 

factors and stressors that previous researchers have identified. 

 

Bonding Therapy 

 

Following this connection between asthma and disruptions in 

bonding, these researchers looked at what would happen if unbonded 

mothers could bond to their asthmatic children. Three pilot studies 

(Madrid, 2005; Madrid et al., 2000, 2004) used a type of Bonding Therapy 

with the mothers of 37 asthmatic children. Thirty-one of the children 

improved in the following measures: days housebound, interrupted sleep, 

wheezing with exercise, emergency doctor visits, use of rescue 
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medications, overall use of medication, and the mothers’ impression of 

overall health.  

The child's age was a significant factor in improvement: older children 

(>12 years old) did not improve, while younger children, even infants, 

improved the most. In addition, the previous study showed a reduction in 

depression on the Beck Depression Inventory for all the mothers, even 

those whose children did not improve. 

Bonding Therapy is a Three-Step Process: (1) Discovering the Non-

Bonding Event (NBE); (2) Healing the NBE; and (3) Creating a new, 

unimpeded birth. Each of these will be discussed. 

  

(1) Discovering the Non-Bonding Event 

Klaus and Kennel (1976) outlined events that can impede bonding, 

typically falling into two categories: separation at birth and maternal 

distress. Separation at birth occurs when the mother is unconscious: when 

hospital procedures take the child away from its mother, when the child 

is adopted, or when any other event keeps the mother from being with her 

baby. That time is when a mother falls in love with her baby. When that 

is missed, the chance of bonding is lowered. Maternal distress occurs when 

a mother is grieving a loss, when a mother has had a traumatic event, or 

when a mother is preoccupied.  

 

(2) Healing the Non-Bonding Event 

Healing the Non-Bonding Event (NBE) can occur through any 

psychological intervention such as EMDR, hypnosis, or guided imagery. 

In many cases, the NBE has already healed. For example, a mother may 

have already processed her father’s death, her abusive marriage, or her 

being in a car accident.  

 

(3) Creating a New, Unimpeded Birth  

Creating a new, unimpeded birth can be done in a swift and direct 

fashion. The gestational parent is asked to consider what it would have 

been like if their child’s birth went just as they wanted, without the NBE. 

The birth parent is taken through all the stages of birth—finding out they 

are pregnant, the trimesters of pregnancy, the birth, holding their baby, 

and so forth—using hypnosis or other mental imagery. The therapist can 

decide how far the gestational parent needs to take this new birth. If the 

parent has trouble imagining any part of this, there is usually some other 

impediment blocking their way, which needs to be processed before 

continuing. These three steps can be accomplished in very few sessions, 

often in a single session. Follow-up sessions are used to see if the therapy 

positively affected the child’s condition.    
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Conclusion 

 

Maternal stress includes systemic inequities in healthcare, systemic 

sexism, systemic racism for parents of color, C-section deliveries, physical 

illness, maternal depression, obstetrical complications, and separation at 

birth, which fit into the paradigm of disruptions in Maternal-Infant 

Bonding. In this context, childhood asthma can be considered a response 

to bonding disruptions. 

 A handful of pilot studies have indicated that repairing the 

disrupted bonding can improve pediatric asthma. Repairing the disrupted 

bond involves finding and healing the cause of the impaired maternal-

infant bond and creating a new birth. These studies warrant further 

investigation. 

 

Appendix 

 

For more information on this topic, please naviate to: 

www.mibsonoma.weebly.com.  

  

  

http://www.mibsonoma.weebly.com/
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