
Abstract

Objective This study investigated ethnic differentials in
the use of pregnancy-related care and aimed to identify
whether the differences persist when geographical access
to services is equal. This study was based in the north-
eastern Ch’orti area of Guatemala, an area characterised
by a mixed ladino (of Spanish descent) and Maya (Ch’orti)
culture.

Methods Data from a household survey carried out in
2001 in the town of Jocotán, and a previous survey carried
out in 1994 in two nearby indigenous villages (aldeas),
were used in this study. Logistic regression was used to
explore the data. Unlike the Demographic and Health
Survey (DHS) (1998–1999) that classifies ethnic groups
according to dress and language, this study introduced an
alternative approach based on self-identification.

Results The results showed significant differences and a
gradient in the use of modern pregnancy care services
among self-identified ethnic groups within the same town,
after controlling for socioeconomic and cultural indicators.
Women of ‘mixed’ ethnicity had an intermediate behaviour
between ladino and indigenous women. Women in the
nearby aldeas almost solely relied on the traditional birth
attendant for pregnancy-related care. The DHS data did
not permit the detection of ethnic diversity in the use of
pregnancy care for this region.

Conclusions Differences in the use of modern pregnancy
care exist even among self-identified ethnic groups with
no outward markers of ethnicity and persist when access
to services is equal. For the majority of the population,
living in indigenous villages, pregnancy care remains
traditional. This ethnic diversity highlights the importance
of further extending affordable, high-quality and culturally
adapted maternal health care services in Guatemala.
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Key message points
● Ethnic diversity in the uptake of modern pregnancy-related

care in Guatemala exists among ethnic groups with no
outward markers of ethnicity when geographical access to
service is equal.

● The Demographic and Health Surveys do not allow
detection of the extent of ethnic diversity, which has a
potential negative effect on the successful outcome of
pubic health policies.
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Introduction
The maternal mortality rate in Guatemala is 184 per
1001000 live births, which is among the highest in Latin
America, and this figure is believed to be seriously
underestimated.1,2 Whilst most causes of maternal
mortality are preventable, the situation in Guatemala is
particularly extreme, due to problems within the health care
system and the quality of the maternal health care
provided.2,3 The institutional capacity of the health care
system in Guatemala only covers one-fifth of birthing
women.4,5 Maternal health care in Guatemala is described
as highly fragmented and it consists of a combination of:
reliance on household remedies, use of traditional care (the
traditional birth attendant or comadrona, the traditional
healer or curandero) and so-called ‘formal’, ‘modern’
private and public health care, which includes
governmental health centres (GHCs) and clinics and
private doctors.6–8 Overall, the majority of Guatemalan
women give birth at home attended by the traditional birth
attendant, often an elderly respected woman within the
community with no medical training.9 Previous studies
have highlighted the national differences in use of
traditional and modern pregnancy-related care between and
among ethnic groups.6,7 Guatemala has two main ethnic
groups: the indigenous Mayas who speak more than 20
different languages and often wear their own traditional
dress and the non-indigenous ladinos who speak Spanish
and wear Western clothes. Ladino mothers are much more
likely to use modern pregnancy-related care services than
indigenous mothers, whereas the most traditional
indigenous mothers are almost solely reliant on traditional
health care or household remedies.6 The indigenous people
in Guatemala, representing roughly half of the population,
are characterised by high levels of illiteracy and social and
economic exclusion from the modern sectors of the
society.10 They mainly live in remote rural areas where
access to services remains an important barrier to uptake of
modern pregnancy-related care.8 Socioeconomic and
cultural factors, and issues of quality of care at the modern
health care facilities, continue to play a role in explaining
why the vast majority of indigenous mothers exclusively
rely on a traditional midwife compared with less than half
of ladino mothers.6,7 Socioeconomic characteristics such
as a woman’s level of education and income,8,11 and
cultural factors such as a woman’s health beliefs and
autonomy, and the influence of her spouse and
relatives,12,13 determine whether or not a woman will seek
modern pregnancy-related care services.

All previous studies on ethnic differentials in
Guatemala have struggled with the definition of ethnicity.
Many studies [e.g. the Demographic and Health Survey
(DHS) 1998–1999] have classified people into ethnic
groups according to objective characteristics such as dress
and language. The interviewers would classify people who
spoke an indigenous language and wore traditional dress as
indigenous; everyone else was classified as ladino. Yet
defining ethnicity is a complex issue in the Guatemalan
context.14 Most indigenous people are, in fact, descended
from both the Mayas and the Spanish conquerors and the
same is true of the ladinos or non-indigenous people.15 A
further challenge to the would-be classifier of ethnic
groups is the process of ladinisation, or ‘the tendency of
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indigenous (Maya) people to acculturate by becoming
ladinos and dropping indigenous cultural traits or traditions
(language, dress, religion and customs)’.16 In the process
of ladinisation, the objective characteristics (dress and
language) used in previous studies are often abandoned
earlier than other features of Maya life and culture. Thus
many people who neither wear traditional dress nor speak
an indigenous language (and who would, according to the
DHS, be classified as ladino) still regard themselves as
indigenous. The misclassification of the ethnic groups has
always obscured ethnic differences in reproductive
behaviour in Guatemala and official numbers have tended
to underestimate the proportion representing the
indigenous population.17,18 Self-identification has been
suggested as the key to overcoming the problem of
defining ethnicity.16

This study used self-identification in order to classify
ethnic groups and aimed to identify whether there are
differences in the use of pregnancy-related care between
the ethnic groups when geographical access to services is
equal. Three research questions were addressed: (1) to
identify which types of pregnancy-related care services are
being used by the various (self-identified) ethnic groups
within the town of Jocotán; (2) to identify which types of
pregnancy-related care services are used in the nearby
indigenous villages (aldeas), Tesoro Abajo and Pacrén; and
(3) how can these differences, if any, be explained? The
findings were then compared with the Guatemalan DHS
1998–1999 in order to determine to what extent a different

definition of ethnicity gives different results. This study
was located in the north-eastern region of Guatemala and
focused on the understudied indigenous Ch’orti area.

Study area
The Ch’orti area (Figure 1) has a population of
approximately 100 000 people.20 The town of Jocotán is the
capital of the municipio Jocotán and the administrative
centre of the five municipios of the Ch’orti area. Jocotán
town is divided into five districts (San Lorenzo, San
Sebastian, El Cementerio-Nuevo, El Calvario and El Mitch)
and is surrounded by 33 aldeas (indigenous villages).
Geographical access to the different health care services is
more or less the same for all women residing in Jocotán
town. In terms of modern pregnancy-related care there are
the private physicians’ clinics that charge US $7 per pre- or
postnatal visit and the nurses and physicians at the GHC
where services are free of charge. One of the main providers
of health care services in the municipio of Jocotán is the
dispensary referred to as ‘Bethania’. The Bethania charges
for health care but at reduced rates; a prenatal visit costs US
$2. Most of the indigenous people in the Ch’orti area rely
solely on the GHC and the Bethania for general health care.
Women who want to deliver or have a prenatal care visit in
a hospital need to go to the hospital in the county capital of
Chiquimula. Chiquimula is 1 hour’s drive by car or by bus
(hourly services) from Jocotán and the hospital charges vary
between US $10 and $15 per prenatal visit.

Within the Ch’orti area, modern medical services are
only available in Jocotán town, which is several hours’
walking distance from most aldeas. For local health care
services, the people from the aldeas rely on household
remedies, a locally trained health worker (promoter de
salud), a traditional healer (curandero), a traditional birth
attendant (comadrona) and the ‘ambulant’ (mobile) doctor
sent out by the GHC or the Bethania.

Data and methods
Jocotán (2001) and the aldeas (1994)
Data were collected via two surveys: the first carried out in the
town of Jocotán and the second in two nearby aldeas, Pacrén
and Tesoro Abajo. The results are compared to those from the
1998–1999 DHS sample for the north-eastern region.

The survey in Jocotán town was conducted in
September 2001. Jocotán town has approximately 3750
inhabitants, of whom 985 are women of reproductive age.
A stratified random sample was selected comprising 173
mothers aged between 15 and 49 years, who were ever-
married or in union. No listing of households was available
to use as a sampling frame, therefore a map of the
residential houses was used for Jocotán, whereby every
fifth house was selected for interview in the streets of the
different districts. Only 10% of all selected women were
not home at the second visit. In each household, one
mother who was ever-married or in union was interviewed;
in cases of an extended family, (the partner of) the head of
the household was selected. None of the selected women
refused to participate in the study and the interviews took
approximately 45 minutes each. The questionnaire covered
the following topics: demographic characteristics,
household composition, educational level of all members
in the household, marital status, living conditions, religion,
ethnicity, working status, health care, pregnancy-related
care, fertility and knowledge and use of family planning.
The sample was stratified by district, with the probability
of selection being proportionate to the size of each district.
This yielded a sample of 173 mothers: 10% in San
Lorenzo, 27% in San Sebastian, 23% in El Cementerio-
Nuevo, 27% in El Calvario and 13% in El Mitch.

Figure 1 Location of the Ch’orti area. Source: Metz (2001).24 Figure
reproduced with the permission of the journal Human Organization, the
author Brent Metz and the maker of the map, Laura Kriegstrom

Map by Laura Kriegstrom
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In 1994, a similar but more restricted survey was
carried out in two of the 33 aldeas surrounding Jocotán:
Pacrén and Tesoro Abajo. These are both near to Jocotán
but different in their socioeconomic and cultural
characteristics. In 1994, Pacrén had 1282 inhabitants and
Tesoro Abajo 1251 inhabitants (Guatemala Census Data,
1994). Because of the restricted timeframe, the samples
interviewed were restricted to ever-married or in union
living mothers aged between 20 and 35 years. Half of the
women in this age group were visited by selecting every
second hut: 68 in Pacrén and 67 in Tesoro Abajo.

Variable measurement and operational definition. This study
focused on the following pregnancy care outcomes: location
and attendance during last delivery and use of pre- and
postnatal care during or after the last pregnancy. Mothers
were asked whether or not they had received at least one pre-
or postnatal care (traditional or modern) visit during or after
their last pregnancy, where it had taken place and who had
attended them. No distinction was made between whether
the mothers received a visit or whether she sought care
herself and no specification was asked about the content of
this visit. Attendance during delivery and prenatal care was
provided by a skilled medical person (a Belgian nun, the
auxiliary nurse or trained midwife, nurse or physician) or
non-skilled personnel (the traditional birth attendant or a
family member). In this survey the interviewer registered the
birth attendant with the highest qualification whereas the
DHS allowed multiple answers for this question. For the
location of pre- and postnatal care, the private doctors’
consultation room and the private clinic were combined
because few mothers reported having gone to a private clinic
and it was sometimes difficult to distinguish the two.

Ethnicity was measured through self-identification. The
investigators asked the question: ‘What do you consider
yourself as? Indigenous or ladino?’ Those who clearly said
that they considered themselves indigenous, or who
affirmed that they were ladino, were so classified.
However, many respondents said they were not fully
indigenous anymore, as they were living in Jocotán and
were ‘ladinised’. Some of these mothers said they
considered themselves to be of ‘mixed’ ethnicity. Because
of the small numbers, the ethnic groups ‘mixed’ and ladino
were merged in some of the descriptive tables and the
multivariate analysis. Both groups (ladino and ‘mix’ vs.
indigenous) were composed of similar age groups. Marital
status was classified as being currently married or in union
or not. In the aldeas, the intermediate category was not
suggested as all women considered themselves indigenous.

A variable for living conditions was created based on:
ownership of the house or land; access to a private water
tap; a flushing toilet; electricity; the type of walls, ceiling
and floor; garbage disposal; and whether the kitchen was
separate. Employment of the mothers was a two-category
variable: ‘working’ (including women earning an income
through home-based activities) or ‘housewife’. Level of
education was categorised as ‘no education’, ‘primary
education’ (1–6 years at school) and ‘secondary or higher
education’ (from 7 years at school onwards, including three
women who had more than 12 years of education).

Jocotán (2001)
Variable measurement and operational definition. A
separate variable was created to account for differences
between the two major ethnic groups (ladino and ‘mixed’
vs. indigenous) in terms of health beliefs and exposure to
modern cultural values. Sociocultural characteristics such
as language and dress were irrelevant for Jocotán because
hardly any of the women were speaking Ch’orti or wearing

traditional dress. The use of household remedies in the
village where biomedical drugs are available, and never
having discussed family planning with one’s partner
despite proximity of family planning services suggests a
more traditional background in terms of health care; not
having a relative in the capital or abroad and having lived
in an aldea previously suggests a more restricted social
network. Each of those sociocultural indicators was given
a one-point score in order to create a variable accounting
for sociocultural characteristics.

One has to keep in mind that the data for the DHS refer
to pregnancies that have taken place within the 5 years
before the survey, whereas in the sample of the present
study all births have been considered independently of
when they occurred. This was justified as the study was
mainly designed to detect differences in pregnancy-related
care between ethnic groups in the town of Jocotán. The
majority of mothers were living in Jocotán at the time of
their last birth and the same pregnancy-related care services
have been available in Jocotán for the last 20 years. None of
the interviewed mothers had problems recalling the care
they received during their last pregnancy. Reasons for non-
use of pre- and postnatal care among non-users were elicited
with open questions allowing multiple answers.

For the multivariate analysis, the dependent variables are
delivery at home as opposed to a clinical setting and whether
the mother sought or received a prenatal care visit or not.
Since most women who did not give birth at home gave birth
in the hospital in Chiquimula, and very few gave birth in
‘other medical facilities’, these two categories were combined.

Study design. Logistic regression was used to detect
whether ethnicity had an independent effect on delivery at
home as opposed to a clinical setting and uptake of prenatal
care during pregnancy after controlling for parity (measured
in terms of number of pregnancies), age at first birth, marital
status, living conditions, working outside of the house,
educational level and sociocultural characteristics.

Sample characteristics
The five districts of Jocotán town and the two aldeas
exhibit a wide range of social and economic conditions.
Within the town, the districts of San Lorenzo, San
Sebastian and El Calvario are older and more prosperous
than El Cementerio-Nuevo and especially El Mitch. The
latter are fairly new districts mainly inhabited by
immigrants from the aldeas. El Mitch is so-named because
it was originally constructed to house people rendered
homeless by hurricane Mitch. Living conditions in the El
Mitch district of Jocotán town and the two aldeas were
worse than in other districts of Jocotán.

Half of the mothers in Jocotán town were working
outside the household, a figure similar to that of urban
areas in the north-eastern region as a whole. More than
three-fifths of the women interviewed in the town
considered themselves ‘indigenous’, 15% described
themselves as ‘mixed’ and 23% said they were ladino. All
spoke Spanish and only three wore traditional dress; only
one spoke the indigenous Ch’orti language. As such, the
population in Jocotán is composed of three self-identified
ethnic groups with no outward markers of ethnicity and
would be entirely classified as ladino by the DHS. The
ethnic groups in Jocotán clearly differed in their
socioeconomic characteristics. Ladino women were better
educated, had better living conditions and were more likely
to work outside the house than the other two ethnic groups.
Women describing themselves as ‘indigenous’ scored the
lowest on all socioeconomic indicators compared to the
other ethnic groups (Table 1).
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Tesoro Abajo is an aldea that lies along the road from
Jocotán to Chiquimula. It is more ‘ladinised’ (none of the
mothers spoke Ch’orti or wore traditional dress) and had
better living conditions than Pacrén (most households in
Tesoro had water and half of them had electricity supply,
whereas the majority of the households in Pacrén had
neither water nor electricity supply). Most mothers in
Pacrén spoke Ch’orti and wore traditional dress. All of the
mothers in Pacrén were staying at home; a small group of
mothers in Tesoro Abajo were working outside the house.

All the women in the aldeas considered themselves
‘indigenous’. This finding is at variance with the
1998–1999 DHS results for the north-eastern region, in
which there were (using the DHS definition of ethnicity)
only four women living in a household where the members
spoke Ch’orti. This suggests that the DHS definition of
ethnicity is underestimating the proportion of women who
consider themselves indigenous. Because of the very small
proportion of women in the region described as
‘indigenous’ in the DHS sample, it proved impossible to
compare the findings of this study about differentials in
pregnancy-related care use by ethnicity with those reported
in the DHS. Instead, a comparison was made using rural
and urban residence as a stratifying variable, justified by
the fact that the indigenous population are more likely to
live in the rural areas whereas the ladino population are
more likely to live in urban areas.14

Results
Delivery care
Place of last delivery and type of attendance during
delivery differ greatly between the ethnic groups (Table 2).
The majority of mothers in Jocotán who consider
themselves ‘mix’ or ladino gave birth in the hospital at
Chiquimula, whereas almost half of the indigenous
mothers gave birth at home. In the aldeas, only a few
mothers in Tesoro Abajo and two mothers in Pacrén gave
birth in a hospital. In the north-eastern region, a large

difference existed between the rural and urban areas.
Correspondingly, large differences were observed between
the ethnic groups for attendance during last delivery (Table
2). Most ladino and ‘mix’ mothers had a doctor attending
them during their last delivery, whereas this was the case
for less than half of the indigenous mothers. The remaining
indigenous mothers mainly relied on a nurse, a midwife or
a family member during delivery.

Twenty-two mothers in Jocotán reported having been
assisted by a comadrona, or traditional birth attendant,
during their last delivery. Two of these mothers had their
last child in their aldea before moving to Jocotán but the
remaining mothers were all living in Jocotan at the time of
delivery. These mothers reported to have preferred the care
of a known traditional birth attendant based in Jocotán
above the modern pregnancy-related care available.

In Pacrén, family members were slightly more
frequently consulted than the traditional birth attendant
during last delivery, these being the two main types of birth
attendants. In Tesoro Abajo, the traditional birth attendant
was the most consulted attendant; about one-quarter of the
mothers relied on family members. In the north-eastern
region, most urban mothers reported having received
attendance by a doctor or nurse and a smaller group had
attendance from a trained midwife. In the rural areas of the
north-eastern region, roughly one-third of mothers were
attended by a family member; the doctor, nurse and midwife
were equally consulted by one-quarter of mothers. Contrary
to the findings for the aldeas around Jocotán, relatively few
mothers relied on the traditional birth attendant.

Pre-and postnatal care
Almost all mothers in Jocotán received prenatal care,
except for the indigenous mothers, of whom one-third did
not receive prenatal care; among the indigenous and ‘mix’
mothers less than half received postnatal care (Table 2).
Ladino mothers also had significantly more prenatal visits
compared to the other two ethnic groups (Table 3).
Compared to the mothers of Jocotán, similar proportions of
mothers in the north-eastern region received prenatal care,
whereas fewer received postnatal care.

In Jocotán, one-third of mothers consult the hospital in
Chiquimula and one-third rely on the GHC for prenatal
care (Table 3). The remaining mothers go to the Bethania
or the private doctor. Again, ladino mothers are much more
likely to go to the hospital in Chiquimula or see the private
doctor than indigenous mothers. Most indigenous mothers
go to the GHC or ‘Bethania’; the remaining third goes to
see the private doctor or the hospital in Chiquimula for

202 J Fam Plann Reprod Health Care 2005: 31(3)
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Table 1 Socioeconomic and cultural indicators for different ethnic groups
of ever-married (in union) mothers aged 15–49 years in Jocotán town, 2001

Indicator Indigenous ‘Mixed’ Ladino
(n = 109) (n = 25) (n = 41)

Average number of years at school 4.0 7.7 9.8
Working outside the house (%) 43 48 67
Living in a house with an earth 37 8 0

floor (%)
Belonging to the most traditional 57 40 35

category (%)

Table 2 Pregnancy-related care among ever-married or ever-in-union mothers

Pregnancy-related care indicator Jocotán (2001) Aldeas (1994)* North-eastern region
(1998–1999)†

Indigenous ‘Mixed’ Ladino Total Tesoro Pacren Rural Urban
(n = 107) (n = 23) (n = 40) (n = 67) (n = 68) (n = 331) (n = 137)

Place of delivery
Home (vs. a clinical setting)‡ 40 13 7 28§ 87 97§ 70 18.5

Attendance at delivery
Doctor 44 74 87.5 58 0 0 26 60
Nurse 16 17 7.5 14 0 0 26 72.5
Belgian nun 2 4.5 2.5 2.5 12 1.5 NA NA
Midwife 0 0 0 0 0 0 26 16
Husband/mother 14 0 0 9 28 47 32 1
Traditional birth attendant 18.5 4.5 2.5 13 51 44 12.5 2.5
No one 5.5 0 0 3.5 9 7.5 2.5 0

Received prenatal care 77 92 97.5 84§ NA NA 72.5 95
Received postnatal care 41 39 75 49§ NA NA 10 25

All figures given in the table are percentage values. *Sample in the aldeas limited to women between 20 and 35 years of age. †Source: 1998–1999 Guatemala
Demographic and Health Survey (DHS)-weighted averages. ‡Includes the home of the traditional birth attendant for the DHS data. §Chi-square is statistically
significant at p<0.005. NA, not available.
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prenatal care. Mothers who consider themselves ‘mix’ have
an intermediate behaviour between ladino and indigenous
mothers. Even though the location of prenatal care differs
between the ethnic groups, most mothers report having
seen a doctor or nurse during the prenatal visit. Half of
mothers in Jocotán who had postnatal care report to have
been to the hospital in Chiquimula and 20% go to the GHC;
the remaining mothers go to the ‘Bethania’ or the private
doctor for postnatal care. Ladino and ‘mix’ mothers are the
most likely to have been to the hospital in Chiquimula,
whereas the indigenous mothers were as likely to go to the
GHC as to the hospital. Overall, the uptake of postnatal
care is low among all ethnic groups.

Reasons for non-use of prenatal care are mainly
relevant for the indigenous mothers because most of the
mothers of the other two ethnic groups received prenatal
care (Table 4). Indigenous mothers reported not having the
habit of taking up prenatal care and not finding it necessary.
A smaller number of mothers found the services too
expensive and had no confidence in them. Reasons for non-
use of postnatal care exist in both main ethnic groups. Most
mothers do not find them necessary or they are not
accustomed to using postnatal care. Some indigenous
mothers reported that the services offered were too
expensive, they did not have confidence in them or had to
wait too long to be seen. Ladino and ‘mix’ mothers also
reported this last reason for non-use of postnatal care
services, whereas only one mother in this ethnic group
reported not trusting the services.

In the logistic regression model several variables
remained significant to explain the probability of giving
birth at home as opposed to a clinical setting, when
ethnicity was introduced as a separate variable. After
controlling for marital status, living conditions, working
status, age at first birth and sociocultural characteristics,
ethnicity, parity and level of education remained significant
factors determining whether a mother gives birth at home
as opposed to a clinical setting (Table 5). An interaction-
term between education and ethnicity was tested in the
model but appeared non-significant. The logistic regression
shows that the odds for indigenous mothers to give birth at
home as opposed to in a clinical setting are 10 times higher
compared to the other ethnic group (ladino and ‘mix’
mothers). For the uptake of prenatal care, the odds for
indigenous mothers were 82% lower than for the other
ethnic group after controlling for parity, working status and
sociocultural characteristics. However, ethnicity was only
just significantly determining uptake of prenatal care
(Table 6). Age at first birth, marital status, living conditions
and educational level were also significantly determining
uptake of prenatal care during last pregnancy.

Discussion and conclusions
Significant differences were observed in the use of
pregnancy-related care between self-identified ethnic
groups who have no outward markers of ethnicity
(language spoken at home and dress) within Jocotán town.
The results show a gradient in use of modern pregnancy-
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Table 3 Location and attendance during pre- and postnatal care among ever-married or ever-in-union mothers

Pregnancy-related care Jocotán (2001)

Indigenous ‘Mixed’ Ladino Total

Location of and attendance during prenatal care (n = 83) (n = 23) (n = 39)
Location*

GHC 48 30 10 35
Bethania 19 13 10 16
Chiquimula 23 39 59 35
Private doctor/clinic 10 17 21 14

Attendance
Doctor 81 78 97 85
Nurse 14 4.5 3 9
Nun 5 17.5 0 6

Average number of prenatal care visits* (± SD) 4.1 (± 2.9) 5.2 (±2.3) 6.1 (±1.6) 4.7 (± 2.7)

Location of and attendance during postnatal care (n = 44) (n = 9) (n = 30)
Location†

GHC 35 0 7 20.5
Bethania 20.5 22 10 17
Chiquimula 35 66 53 44.5
Private doctor/clinic 11.5 11 30 18

Attendance
Doctor 75 87 97 84
Nurse 16 13 3 8.5
Nun 9 0 0 7.5

All figures given in the table are percentage values. *Statistically significant at p<0.001. †Statistically significant at p<0.01. GHC, governmental health centre.

Table 4 Reasons for not taking up pre- and postnatal care among non-
users in different ethnic groups: ever-married or ever-in-union women in
Jocotán town, 2001

Reason Indigenous ‘Mixed’ or ladino

Prenatal Postnatal Prenatal Postnatal
(n = 25) (n = 63) (n = 3) (n = 24)

Service understaffed 0 0 1 0
Waiting time too long 1 4 0 3
Too expensive 7 9 0 0
Too far away 2 3 0 0
Not necessary 9 41 0 20
Not accustomed to use 13 10 0 2
No confidence in service 3 7 3 1

Table 5 Odds ratios (with 95% CIs) from a logistic regression analysis of
the probability of given last birth at home as opposed to a clinical setting
among mothers in Jocotán town, 2001

Covariate* OR 95% CI p

‘Mixed’ or ladino 1.00
Being indigenous 10.57 2.24–49.88 <0.005
No education 13.42 3.27–55.14 <0.001
Primary education 3.04 0.76–12.19 NS
Secondary or higher education 1.00
Parity 1.21 1.01–  1.46 <0.05
Log likelihood –68.32

*Other controls included in the model were the woman’s sociocultural
characteristics, marital status, working outside of the house, age at first
birth and living conditions. OR, odds ratio; NS, not significant.
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related care services, with ladino mothers being more
likely to take up pre- and postnatal care, to deliver in a
hospital and to be seen by a doctor or nurse during their
pregnancy. Indigenous women are the least likely to make
use of modern pregnancy-related care, and mothers of
‘mixed’ ethnicity demonstrate an intermediate reproductive
behaviour. The results confirm previous suggestions that
ethnic and educational differences are likely to persist even
when barriers such as access in terms of distance to
services are removed as in Jocotán town. However,
(unmeasured) socioeconomic and sociocultural factors
remain important in determining use of modern pregnancy-
related care. These include financial affordability of the
private pregnancy-related care services and transportation
facilities such as availability of a car in order to get to the
hospital in Chiquimula. Other barriers such as
discriminatory treatment of the staff in health facilities
mainly used by ladinos, husbands’ or family’s objection,
traditional health beliefs and fear and embarrassment about
being examined by male ladino staff could explain the
ethnic differences on a small scale.13,21–23 However, these
explanations could not be verified by the question for
reasons behind non-use of pre- and postnatal care, and
more in-depth interviewing should be able to clarify this.

Overall, use of modern pregnancy-related care services
was high in Jocotán. However, discussions with key
informants in the study area during the many months spent
in Jocotán revealed that the care at the GHC is perceived to
be of low quality due to lack of staff, long waiting times,
limited time for consultation and information, and the
condescending attitude of some of the staff towards the
patients. Despite these perceptions, the GHC remains the
main modern pregnancy-related care provider for the
indigenous population, representing the majority in this
area. ‘Mix’ and ladino mothers also access the GHC but
more often when a child is ill; they use the GHC as an
additional service provider for pregnancy-related care. The
most likely reason for these observations is that the GHC
provides services free of charge, as for most indigenous
people in Guatemala modern health care is considered a
luxury.24 This suggests that financial constraints will limit
the women, who no longer have sociocultural barriers to
overcome, from accessing the services they might consider
to be of better quality.

This study shows that ladino mothers are more likely to
seek prenatal care compared to indigenous mothers,
whereas a recent study showed that most mothers (96%) in
all ethnic groups did get some prenatal care at some stage
during their pregnancy.7 All the mothers who did not take
up prenatal care, except three, were indigenous. The three
non-indigenous mothers had been reluctant to get prenatal
care because they experienced an unwanted pregnancy.
One-third of the indigenous mothers who did not use

prenatal care had their last delivery in their aldea and did
not report the traditional birth attendants’ visits during that
pregnancy. The other two-thirds of indigenous mothers
who did not use prenatal care originated from an aldea and
lived in the poorer districts of El Mitch or El Cementerio-
Nuevo. It was unlikely that these mothers did not see
anyone during their pregnancy. From in-depth interviews
with service providers in Jocotán, it appeared that women
who have moved to Jocotán from the aldeas are reluctant
to report their traditional practices and continued reliance
on the traditional birth attendant.

Only a limited amount of information on pregnancy-
related care was collected in the two nearby aldeas. The
traditional birth attendant from Pacrén, who had been
enrolled on a training course for 2 years, reported having a
great responsibility in her aldea and was disappointed by the
lack of financial remuneration. The conditions of pregnancy-
related care in these aldeas are poor despite their close
proximity to Jocotán but are probably better than in most of
the aldeas, all located further from Jocotán. Even though the
data for the aldeas were collected in 1994, they still reflect
the reality in most remote rural areas in Guatemala7,24 and
represent the conditions of pregnancy-related care for 80%
of the population in the Ch’orti area.19 The conditions of
pregnancy-related care in the aldeas are worse than in the
rural areas of the north-eastern region, which might suggest
that the health care among the indigenous Ch’orti population
is different from the rest of the region or that the Ch’orti are
under-represented in the DHS sample.

The differences between Jocotán and the aldeas could
well be explained by the unequal governmental provision
of health and education and problems with access to
services from the aldeas.24 The differences in the uptake of
modern pregnancy-related care among self-identified
ethnic groups in Jocotán is striking. Indigenous women are
much more likely to give birth at home and, contrary to the
uptake of prenatal care, socioeconomic factors do not seem
to matter as much. Cultural beliefs and customs might still
play an important role in the decision where to give birth.
The uptake of prenatal care was mainly determined by
socioeconomic indicators. Only the poorest women
reported not having seen anyone during their pregnancy,
whereas the majority of the indigenous mothers can only
afford the low-quality health care services at the GHC.

According to the criteria used by the DHS, Jocotán
would be considered entirely ladino. Previous studies have
also indicated that ethnicity is not just a proxy of
socioeconomic or educational class.25 Therefore, just using
the DHS data would not permit detection of the ethnic
gradation in use of pregnancy-related care services in
Jocotán and disguises ethnic diversity in health outcomes.
Failure to consider the extent of cultural diversity in
Guatemala has already shown negative effects on the
successful outcomes of public health policies.26

This study has the limitations that it is based on a small
sample and was mainly focused on the town of Jocotán;
however, this is a ‘typical’ town in this region. For the
aldeas, the limited information collected for the 20–35-
year age group does not allow extrapolation for the older
age groups. The collected data in the two surveys were
based on the last birth, independently from when it
occurred, which might have introduced recall errors.
However, this would have equally affected all ethnic
groups and does not change the main study conclusions.

Training, recognising and remunerating the traditional
birth attendants whilst extending coverage of modern
pregnancy care in the aldeas, improving quality of care at
the GHC in Jocotán, and providing easy access to a
maternity ward remain priorities in the Ch’orti area.
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Table 6 Odds ratios (with 95% CIs) from a logistic regression analysis of
the probability of taking up prenatal care during last pregnancy among
mothers in Jocotán town, 2001

Covariate* OR 95% CI p

‘Mixed’ or ladino 1.00
Being indigenous 0.18 0.03–1.12 <0.06
No education 1.75 0.32–9.90 NS
Primary education 52.47 3.82–72.36 <0.005
Secondary or higher education 1.00
Age at first birth 1.01 1.00–1.02 <0.05
Living conditions 1.23 1.04–1.47 <0.01
Not being married or in union 0.17 0.03–0.83 <0.03
Log likelihood –49.84

*Other controls included in the model were the woman’s parity,
sociocultural characteristics and working outside the house. NS, not
significant; OR, odds ratio.
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But is she positive?

Your next patient is pregnant but doesn’t want to be. 

Where next? As a registered charity since 1968, bpas has offered affordable abortion care for women.
We provide almost 50,000 abortions a year (including service agreements) and can offer all the
professional help your patient needs.

bpas has a nationwide network of clinics and consultation centres. There are no long waits for
appointments. We can offer a choice of times, clinics and procedures. All it takes to arrange an
appointment is one call to the bpas Actionline on 08457 30 40 30.  

ACTIONLINE 08457304030

bpas positively the best service
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