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In this thesis I explore the circumstances in which pregnant Guatemala Mayan 

women in South Florida communities found themselves.  A local non-profit organization, 

the Guatemalan Maya Center (GMC), offered assistance to pregnant Mayan women to 

secure biomedical prenatal care, yet many continued to underutilize these services. The 

decision to utilize this form of care largely depended on whether a woman received care 

from a traditional midwife in the community. Women receiving care from a midwife 

generally did not seek biomedical care until late in their pregnancies. Women unable to 

locate a midwife often incorporated biomedical care once they suspected pregnancy. Due 

to the difficulties accessing the GMC’s services prior to enrollment many of these women 

did not obtain “timely” care. A better understanding of the ways in which Guatemalan 

Mayan women incorporated biomedical prenatal care into their lives is the first step 

towards increasing their participation in these services.
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CHAPTER 1

INTRODUCTION

During a visit to Alicia’s house one afternoon, a Mam-Maya woman in her thirties 

originally from San Ildelfonso Ixtahuacan, Maria, the oldest of her five daughters proudly 

led me to a wall which displayed mementos her father brought back from trips to 

Guatemala over the years. As I looked over the items, paper currency preserved in resin 

and mounted on a plaque, postcards, and a wooden clock, I noticed that many of the 

items incorporated a quetzal, a colorful bird of Central America, in their designs. 

I looked over the items pausing to examine each quetzal. Sensing my 

unfamiliarity with the significance of the bird, the two asked whether I knew how the 

quetzal came to have red feathers on its underbelly. As we sat on a couch nearby, the two 

recounted to me a story set in a time before the Spanish had arrived in Guatemala; a time 

when the quetzal’s entire body was covered with green feathers.

The story begins with the Mayan warrior Tecun Uman. During the 
Spanish invasion, he rose to fight the conquistadors. Overpowered and 
captured, Tecun Uman was slaughtered when a bullet pierced his chest. 
From this day on, the formally all green underbelly of the quetzal now 
sports a blood red stripe running vertically down the center. This stripe 
signifies the quetzal’s sympathy for Mayan bloodshed at the hands of 
conquering forces. 

As I continued to research the mythology of the quetzal, I began to note the 

similarity between the quetzal’s and the Maya people’s struggles.
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For many years, zoos tried to capture the bird to put in their displays. 
However, although the quetzal was captured many times, no zoo had ever 
successfully kept one of the birds in captivity. As the story goes, each time 
the quetzal was put into captivity the bird died. 

I later discovered that in 1992 a zoo in Mexico not only successfully captured and 

caged the birds but began to breed them in captivity (Orellana 2004). Just as the previous 

metaphor of the parallel between the quetzals’ and the Maya peoples’ struggles, this 

metaphor struck me. Like the stories of the struggle of Tecun Uman and the caging of the 

quetzal, at the core of this account is the story of a struggle against the imposition of 

outside practices and the loss of cultural autonomy. 

As they adjust to their new lives in the United States, Mayan immigrants struggle 

as practices which were previously familiar become contested, unknown domains. In the 

case of maintaining and monitoring health during pregnancy the experience of obtaining 

prenatal care in the biomedical system, a system of which many Mayans are unfamiliar is 

unique even for those who are experiencing pregnancy for the first time. In the 

biomedical system the initiation of prenatal services within the first trimester of 

pregnancy is touted for numerous benefits. However, despite the availability of services 

to assist with their incorporation into the biomedical system, many Guatemalan Mayan 

women immigrants to Palm Beach County continue to underutilize prenatal care services 

available in the community. 

1.1 The Problem and its Significance

According to the Guatemalan Maya Center (GMC), a local non-profit 

organization located in an area of Palm Beach County with a high concentration of 

Guatemalan Mayan immigrants, the Maya population typically underutilizes biomedical 
2



prenatal health care services offered within the community. In particular, the GMC has 

noted many Guatemalan Mayan women initiate biomedical prenatal care after their first 

trimester of pregnancy.  

Current recommendations for maintaining a healthy pregnancy and promoting a 

healthy birth outcome emphasize women should initiate prenatal care within their first 

trimester of pregnancy (DHHS 1990). As part of their national health objectives, Healthy 

People 2010 set a goal that 90% of women in the United States obtain prenatal care in 

their first trimester of pregnancy (DHHS 2000). Palm Beach County continues to lag 

behind this goal. 

In 2001, only 73.6% of pregnant women in Palm Beach County initiated prenatal 

care within their first trimester of pregnancy (Florida Department of Health 2001). 

Furthermore, ethnic disparities in prenatal care use in the county are pronounced (Tandon 

2004). The Guatemalan Maya are among the ethnic groups deemed at risk for late entry 

into prenatal care (The Access Project 2002). Among Guatemalan Mayan women living 

in Palm Beach County, around 14% received little or no biomedical prenatal care 

(Chavez 2002). This is more than twice the county’s average of 6.8% (Chavez 2002; The 

Access Project 2002).

The desire to increase Guatemalan Mayan women’s participation in early 

biomedical prenatal care services led to the formation of the GMC’s Pre- and Post- natal 

Care Program. Since 1992, as part of this program, the GMC has had offices located in 

two of Palm Beach County’s public health departments: the Lantana and West Palm 

Beach clinics. This program provided transportation to and from appointments and 

translation and interpretation during health care visits. In addition to these services, the 
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GMC’s Pre- and Post- natal Care Program provided assistance scheduling appointments, 

registering to receive clinic services and securing health care payment options. Despite 

the availability of these services, many Guatemalan Mayan women continue to initiate 

biomedical prenatal care after their first trimester of pregnancy. 

For Guatemalan Mayan immigrants, differences in beliefs about maintaining and 

monitoring health during pregnancy, the context of their immigration, and the dynamics 

of the institutions which serve them has contributed to non-compliance with public health 

recommendations for obtaining biomedical care within the first trimester of pregnancy. 

Based on ten months of ethnographic fieldwork with Guatemalan Mayan women and 

social service providers in Palm Beach County, Florida, this research utilized an 

anthropological perspective to examine patterns of prenatal health seeking behaviors. A 

better understanding of the process by which Guatemalan Mayan woman make decisions 

regarding biomedical prenatal care is an important first step to increasing participation in 

these services.

1.2 Guatemalan Mayan Migration into Palm Beach County

“They are one of the oldest people on the continent, but some of the least 

understood people in the county” (Goodman 2002:1B).

This quote from the Ft. Lauderdale Sun-Sentinel newspaper refers to the Maya, 

“the civilization which created magnificent pyramids and ceremonial centers throughout 

Mexico and Central America (World Bank 2003:31)” for hundreds of years. Despite the 

long history of the Maya people, relatively little is known about their descendents. Today, 

millions of people in the countries of Mexico, Honduras, Belize, El Salvador and 
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Guatemala self-identify as Mayan and maintain a Mayan cultural heritage (Burns 1993). 

This makes them the single largest indigenous group in North and Central America that 

has remained in the areas in which their ancestors lived (Burns 1993). The concern raised 

by this South Florida based newspaper columnist regarding the lack of understanding 

towards Mayan people is appropriate considering the recent influx of Guatemalan Mayan 

immigrants into several local communities.

Guatemala is a country marked by rich physical and cultural diversity and 

geographic isolation (World Bank 2003). The country is divided into numerous distinct 

geographical zones, including forested highlands in the west, fertile lowland coasts, and 

tropical forests to the north, with the majority of the population living in the highlands on 

elevated lands (World Bank 2003). In addition to the physical diversity of the landscape, 

Guatemala is a country rich in ethnic and linguistic diversity (World Bank 2003). 

Ethnicity in Guatemalan society is a continuum consisting of an expression of 

traits from two ethnic groups: indigenous and non-indigenous. About half of Guatemala’s 

11 million citizens are indigenous (World Bank 2003). The indigenous population 

descends from the Maya and other pre-conquest groups and is of mixed European and 

indigenous descent (Glei 1999). They maintain separate cultural identities and often times 

languages from the non-indigenous population which speaks Spanish (Glei 1999). 

However, it is important to note, the Maya are not a homogenous group (Bertrand et al. 

2001). There is much linguistic and cultural variation within and among Mayan groups 

(Bertrand et al. 2001). This includes about 21 ethno-linguistic groups (World Bank 2003) 

(see figure 1.1). The largest of these Mayan language groups are the K’iche (22%), the 

Kaqchikel (21%), the Mam (19%) and the Q’eqchi (15%) (World Bank 2003).
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Figure 1.1. Linguistic Regions of Guatemala

Map by BEST Project 520-0374, USAID- Guatemala

The Maya population lives primarily in hundreds of small, rural communities 

scattered throughout Guatemala’s western and central highlands (World Bank 2003). 

Many of these villages are physically isolated, with long distances between villages 

(World Bank 2003). Furthermore, inadequate roads and transportation difficulties due to 
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weather complications such as landslides, mudslides and flooding further complicate 

inter-village access (World Bank 2003). 

Hundreds of thousands of Guatemalan Mayans have left their homes in these 

small, isolated, rural villages since the 1980s (Burns 1993). Around the peak of a violent 

civil war, between 1980 and 1984, the Guatemalan national army led a military campaign 

against the Maya people of the central and western highlands (Ashabranner 1986). 

During this time, the government systematically destroyed hundreds of villages and killed 

thousands (Ashabranner 1986). Adding to the violence, guerrilla rebels forcibly recruited 

Mayan villagers to support them in combat and to provide them with food and money 

(Ashabranner 1986).

The Guatemalan civil war was one of the longest of Latin America’s most recent 

civil wars (World Bank 2003). The war, which spanned 36 years, from 1960-1996, 

underwent several phases (the latest of these stages involved the indigenous population 

on a large scale) (World Bank 2003).

The first wave of the war took place in the 1960s when a group of army officers 

revolted against government corruption (World Bank 2003). Initially this movement was 

centered in Guatemala’s eastern region and involved primarily the non-indigenous 

population (World Bank 2003). However, when this revolt failed, the officers fled to the 

countryside of the western highlands and launched a war against the government (World 

Bank 2003). This began the second wave (World Bank 2003). During this second wave 

of combat, beginning in the 1970s, indigenous communities increasingly began to 

participate (World Bank 2003).
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During the final and longest phase of the war, from the late 1970s into the 1980s, 

social conflict intensified into a full scale civil war (World Bank 2003). Close to a half of 

a million Mayans actively participated during this stage, particularly in support of the 

country’s guerrilla movements (World Bank 2003). This participation did not go 

unnoticed by the Guatemalan government. In response to this threat, “the Guatemalan 

military launched a major counterinsurgency effort which reached genocidal proportions 

in the early 1980s” (World Bank 2003:36). The government employed scorched-earth 

warfare tactics, imposed mandatory civilian paramilitary (PAC’s) service, forced 

relocation into resettlement camps, and militarized governmental administration (World 

Bank 2003). 

Guatemala’s civil war was also one of the bloodiest in Latin America (World 

Bank 2003). In total, more than 200,000 people (over 2% of the population) were killed 

or ‘disappeared’ (World Bank 2003:36). In addition, another million (10%) were 

displaced (World Bank 2003). Over 600 villages were completely destroyed, their 

residents murdered or displaced (World Bank 2003). The results of an investigation by 

the Historical Clarification Commission indicated that 93% of the actions of violence 

were attributable to the Guatemalan government (the military in particular), and that 

Mayans made up more than half of the victims of violence (53%) (World Bank 2003).

Early Guatemalan Mayan migrants fled the country during this civil conflict 

(Burns 1993), commonly referred to as La Violencia. Dominga, a Maya-Kanjobal woman 

from San Rafael La Independencia, a small, rural village in the northwestern highlands of 

Guatemala, was one of these immigrants. Her experiences during the height of civil 

violence illustrate the experiences of many living in the highlands during this time.
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When she was still a young girl, the guerillas began to visit the home 
where Dominga, her mother, father, sisters and brothers lived. The 
purpose of these visits was to recruit Dominga’s father to join in combat 
with the guerillas. As Dominga’s father had a family and was a practicing 
Evangelical who frequently read his Bible, he declined this offer. After 
several unsuccessful visits, the guerillas began to threaten Dominga’s 
father. They questioned him whether he preferred to be shot or cut apart 
pound by pound.  

With few viable options, the family decided to flee the village where 
generations of her family had lived. However, a few days before they were 
scheduled to leave, Dominga fell ill. While playing outside with her sister 
along a stream that ran near the family’s home, Dominga fell to the ground 
and could not get up. She was taken and laid in the family’s bed. 

As she slept, Dominga dreamt of an old man holding a staff. The old man 
told Dominga which herb from the family’s garden and which chicken 
would cure her illness. Unable to gather and prepare the items herself, 
Dominga recounted the dream and instructions to her mother. Her mother 
then gathered the herbs and the chicken and prepared a soup to cure her 
ailing daughter. After eating the soup prepared by her mother, Dominga’s 
health began to improve. The family again planned to leave the village the 
next day.

The night before the family planned to leave, Dominga awoke from her 
sleep with the urge to go to the bathroom. Dominga woke her father to 
take her to the bathroom, a structure set apart from the main housing 
structure. Her father did not allow either of his daughters to go out alone at 
night, not even to use the bathroom. On this night, he instructed her to go 
to the bathroom near the side of the house because it was raining. He then 
stood by her side as he held an umbrella over her head. 

Having finished using the bathroom, Dominga stepped up into the house 
as her father followed closely on the steps behind her. As her father 
climbed the steps, he was suddenly shot in the back by someone who 
could not be seen through the darkness. Far from a hospital, Dominga’s 
father died within a few hours after being shot.

Adding to the family’s grief, the guerillas returned to the home and 
demanded Dominga’s mother to cook for them. For months, the guerillas 
would send a person ahead to alert Dominga’s mother when they would be 
coming to the house and what they expected to be prepared upon their 
arrival. On one occasion, although they had failed to notify Dominga’s 
mother, the guerillas arrived at the home and demanded a prepared meal. 
With such insufficient notice, Dominga’s mother was unable to prepare 
the meal. In retaliation, the guerillas kidnapped one of Dominga’s 
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brothers. Days later the young man was returned to the home badly 
bruised and beaten. 

Like many Mayan migrants, Dominga and several of her brothers would 

eventually leave their homeland. Despite greater potential for cultural retention in 

Mexico, lack of refugee assistance and the establishment of networks and communities 

led many migrants, such as Dominga, to relocate to the United States (Burns 1993). 

Florida quickly became and remains an important locale for emerging Mayan 

communities in the United States. Originally, during the early 1980s, one Florida 

community in particular ‘El Pueblo de los Indios’ or ‘Indiantown’, saw a rapid influx of 

Guatemalan Mayan refugees (Burns 1993). 

Indiantown, just 40 miles northwest of West Palm Beach, was then a small 

agricultural town with an abundance of work in citrus groves, on vegetable farms, and on 

ranches (Burns 1993) (see figure 1.2). Large numbers of Q’anjob’al [using the spelling 

employed in Guatemala] speakers from the village of San Miguel Acatán in the 

Northwestern department of Huehuetenango (see figure 1.3), and other areas hard hit by 

the violence of the civil war, quickly flooded this small town looking for work (Burns 

1993; Ashabranner 1986). 

Although Indiantown provided the greatest potential for cultural retention, as 

early as 1987 the small community began to struggle with the effects of rapid population 

growth (Burns 1993). Reception of Mayan immigrants deteriorated as the shortage of 

housing and social services led to resident resentment for the group, which was depleting 

already scarce resources (Burns 1993). In addition, problems such as overcrowding and 

alcoholism became increasingly attributed to the group (Burns 1993). By the 1990s 

Indiantown had become an ambivalent cultural center for the Maya (Burns 1993). 
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Figure 1.2. Location of Indiantown in comparison to West Palm Beach 

Source: Outline map of Florida by David Benbennick

Figure 1.3. Small, rural village of San Miguel Acatán in Huehuetenango

Source: Outline Map of Guatemala by Wikimedia Commons
11
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Furthermore, although the signing of the Peace Accords in December of 1996 

aimed to formally end armed conflict, the war had left many areas of Guatemala 

economically and developmentally devastated (World Bank 2003). Many migrants 

continued to leave in search of better employment and living opportunities. 

As Indiantown became overburdened and undesirable many Mayan immigrants 

began to inhabit other Florida communities. The highly populated areas of Palm Beach 

County increasingly became popular destinations. Some estimates have suggested more 

than 25,000 Guatemalan Mayans live in Palm Beach County (Perez-Reynozo in Wallis et 

al. 2001), a county comprised of approximately 1,131,000 inhabitants (U.S. Census 

Bureau 2000). However, as the overwhelming majority of the population lacks legal 

documentation these estimates are presumably conservative. 

Far from the rural villages where many Guatemalan Mayans such as Dominga 

were raised, the adjustment to life in Palm Beach County has included distinct challenges 

for these populations and the communities which surround them. Their incorporation into 

the biomedical prenatal health care system has been one of these challenges. Through an 

examination of the health seeking behaviors of Guatemalan Mayan women living in Palm 

Beach County, this study seeks to better understand the health care decisions these 

women make. This is a necessary first step towards easing their incorporation into 

beneficial health services. 

1.3 Understanding Prenatal Health Seeking Behaviors

Anthropologists and other researchers have employed a variety of theoretical and 

methodological approaches in their attempts to understand health seeking behaviors. In 
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particular, there is a growing body of literature on health seeking behaviors and the 

relationship of health care decision making and access to resources in terms of health 

service utilization especially in the context of contemporary medical settings. In 

contemporary medical settings there exists a juxtaposition of multiple health care options 

and health belief systems, as well as differential access to health care resources. 

Therefore, studies of health seeking behaviors in contemporary medical settings must 

take into account the ways in which utilization is influenced by the decision making 

process as well as differential abilities to access services once a decision has been made.

The study of health care decision making has a relatively recent history in 

anthropology (see Young 1981). Medical anthropology concerns cross cultural 

explanations for health and illness, the types of treatments to maintain and restore health, 

and to whom a person turns for treatment (Helman 1990). In their investigations of health 

care practices worldwide, medical anthropologists have not only documented the 

existence and utilization of a variety of health care alternatives, but they have also noted 

the coexistence of these alternatives, or medical pluralism, is a widespread occurrence 

(Leslie 1976, 1980; Durkin-Longley 1984). This growing recognition of ‘health care 

pluralism’ has directed anthropologists and other researchers to examine the ways in 

which people choose, or make decisions among a range of available health care options 

(Pelto and Pelto 1997). 

In the context of medically pluralistic societies, individuals may choose among a 

variety of health care alternatives from which they may utilize exclusively, successively, 

or simultaneously (Romanacci-Schwartz 1969; Garrison 1977; Woods 1977; Finkler 

1981, 1985). Often these health treatment alternatives represent medical systems derived 
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from distinct historical contexts and ideological bases (Stoner 1986). For example, a 

popular distinction is made between ‘traditional’ and ‘modern,’ biomedical beliefs and 

practices (Stoner 1986).  

Researchers studying health seeking behaviors in settings which biomedicine only 

recently represented an alternative to ‘traditional’ health practices have noted that the 

introduction of biomedical health care practices has not necessarily led to the 

abandonment of indigenous beliefs and behaviors (Whiteford and Szelag 2000). In earlier 

decades, anthropologists suggested that ‘traditional communities’ would not accept 

‘modern’ health care practices until they learned and accepted the cultural beliefs 

underlying the biomedical health care system (Pelto and Pelto 1997). These arguments 

implied the most difficult task in increasing participation in biomedical health care 

services was to change those cultural beliefs which prevented the acceptance of 

biomedical beliefs (see Paul 1955; Glick 1977; Carstairs 1955). However, recent 

anthropological approaches to understanding health seeking behaviors reconsider the 

ways in which beliefs influence the decision to utilize biomedical health services (Pelto 

and Pelto 1997). 

In recent decades, most medical anthropologists have modified their assumptions 

about the effects of people’s belief systems on their health care behaviors (Pelto and Pelto 

1997). These changes are due in part to the recognition that the acceptance of biomedical 

health care practices often occurs without a drastic reduction in traditional beliefs and 

healing practices (Pelto and Pelto 1997). That is, regardless of their cultural beliefs 

people use biomedicine without giving up traditional explanations (Pelto and Pelto 1997). 
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That health belief based approaches have been unable to elicit the criteria which 

influence the decision to utilize specific services among a range of health care options, 

and to account for and predict health seeking behaviors, suggests the necessity of a 

perspective which combines several theoretical and methodological approaches. A 

combination of descriptive decision modeling, explanatory modeling and the political 

economy of health care approaches is particularly illustrative.

Decision making explanations of treatment choice aim to construct decision 

theories that will account for all types of choice-making behaviors (Garro 1986). 

Decision theorists argue that shared standards of choice can be discovered through the 

examination of how information is evaluated by individuals and the considerations which 

guide their choices of treatment (Garro 1986). There are two types of decision making 

theories: normative and descriptive. Normative decision making studies claim individuals 

evaluate and estimate the costs and benefits of available health care alternatives and are 

able to rationally estimate and select the best alternative for a given situation in which a 

choice is necessary (Pelto and Pelto 1997; Garro 1986). However, this approach 

presupposes individuals will choose the “most efficient” health care option: the one that 

maximizes benefits and minimizes costs. In contrast, descriptive decision theorists argue 

that normative models are not psychologically realistic as they attribute unrealistic 

information-processing capabilities to those facing decisions (Quinn 1978; Tversky 1972; 

Tversky and Kahneman 1974). 

Descriptive decision theorists propose that people develop strategies which 

simplify the decision making process (Garro 1986). Anthropologists who have adopted 

this cognitively oriented approach to study decision making in natural settings have 
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argued that in recurrent choice situations, where people must regularly choose among 

alternative courses of actions, the members of a given group often come to have a 

common set of cultural standards used in choice situations (Goodenough 1963; Quinn 

1978; Young and Garro 1994). Estimations of the two approaches have noted the actual 

choices people make denoted in descriptive models are often different from those 

predicted by normative models (Garro 1986). That is, while normative models describe 

how people should choose, descriptive models describe how they do choose (Abelson 

and Levi 1985). 

Despite their potential in predicting health seeking behaviors in a real world 

setting, the application of descriptive decision modeling in medical anthropological study 

has decreased in popularity in recent years (Matthews and Hill 1990). In particular, 

descriptive decision making studies have been criticized for concentrating on criteria of 

the decision making process external to the individual, such as the cost and availability of 

services, while neglecting internal factors, such as values and beliefs (Nardi 1983). As 

such, decision models have been criticized in their emphasis on predicting the choice 

people will make rather than on understanding the choices people have made (Matthews 

1987). The explanatory modeling approach, which focuses on the individual illness 

experience (Mathews and Hill 1990), may be used to overcome this deficiency.

Explanatory models, formulated by Arthur Kleinman, are sets of beliefs and 

knowledge that provide explanations of illness and influence health seeking behaviors 

(Garro 1986). Models are derived from general cultural beliefs about illness and health 

care (Pelto and Pelto 1997). The explanatory modeling approach gathers information 

about a set of beliefs consisting of the causes of an illness (or illnesses in general), the 
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onset of symptoms, the pathophysiology, the course of sickness, and the appropriate 

treatment (Kleinman 1978). Therefore, in studies of health seeking behaviors, 

explanatory modeling can be useful in eliciting the explanations and beliefs influencing 

and motivating the choices people have made.

Explanatory modeling has been used in clinically applied medical anthropology as 

a means to improve patient-clinician interactions (Pelto and Pelto 1997). However, there 

is a basic conflict between the focus on the extent to which an individual’s understanding 

of health care influences the decision to seek care and the political and economic 

environment in which that health care decision takes place. In their attempts to focus on 

differences in understanding between clinicians and their patients, explanatory 

approaches tend to ignore the structural deficiencies in the biomedical health care system 

which also contributes to non-compliance with biomedical recommendations. However, 

there is a growing perspective within medical anthropology that is closely aligned with 

understanding the structural inequalities of the biomedical system in terms of the 

distribution and organization of the health care system which affects individuals’ abilities 

to access health care services. 

The political economy of health care approach is concerned with the ways in 

which the political and economic environment within which medical systems are 

embedded influences the production, distribution, and consumption of health services. 

Once referred to as “the missing link in medical anthropology” (Morsy 1979:349), this 

approach has increased in importance (Baer 1986). The perspective referred to as “critical 

medical anthropology” incorporates a political economy approach. 
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A central arena of analysis within critical medical anthropology is the nature and 

organization of the biomedical health care system (Singer 1986). In particular, critical 

medical anthropology places health seeking behaviors within the context of class 

relations inherent in the capitalist world-system (Baer 1982). These analyses note that 

access to health care, as well as the ownership, control, and operation of health 

institutions reflects the class structure of capitalist societies (Baer 1982). For example, in 

the United States the decision making bodies of health institutions and medical 

practitioners tend to be members of the upper and upper-middle classes (Navarro 1976). 

Furthermore, the distribution of the labor force in the health sector follows a similar 

pattern which descends in order from physicians to various types of ancillary 

professionals and service personnel (Baer 1982). The critical medical anthropological 

approach has however also been subject to criticisms. 

The critical medical anthropological approach has been criticized for its 

overemphasis on documenting the ways in which Western capitalism and the often 

accompanying package of biomedicine have hegemonized or homogenized most of the 

world, a trend feared to continue (Estroff 1988). Critiques of these approaches have 

pointed out that these studies have largely taken place in contexts in which doctors and 

patients share the same cultural assumptions (Csordas 1988). These counter arguments 

call attention to the fact that where there is little disagreement between basic medical 

concepts there can be no recognition of the ways in which people resist the supposed 

hegemony of biomedicine (Csordas 1988). In this way, critical medical anthropological 

studies are prone to portraying the relationship between biomedical and indigenous health 

care systems as one in which the former dominates the latter (Csordas 1988). Arguably 
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this has led to the lack of representation of the cases in which patients utilizing 

biomedical care retain their own cultural assumptions. That is, within health care systems 

biomedicine may be dominant but not in itself hegemonic (Csordas 1988). Furthermore, 

although critical medical anthropological studies designate biomedical and indigenous 

medicine as separate and dichotomous systems, these systems tend to overlap (Estroff 

1988). 

No one approach has been able to fully predict and account for health seeking 

behaviors, the complex process by which people make decisions to utilize services 

among a range of health care options and come to access these services. A combination 

of theoretical and methodological approaches is therefore necessary to understand the 

variables which influence complex health seeking behaviors. The approach of descriptive 

decision modeling is useful in its ability to predict the choices people will make. 

Explanatory modeling is useful in understanding the beliefs and motivations behind these 

choices. Finally, the political economy of health care approach places the decision to seek 

care within the context of the political and economic environment in which the health 

care system is embedded and the aspects of its organization which either facilitates or 

impedes the initiation of services. The combination of these approaches elicits 

information regarding shared standards for making decisions about care among a range of 

health care options as well as furthers understanding of how those factors both internal, 

such as beliefs about maintaining and restoring health, and external to the individual, the 

ability to access services once a decision has been made, influence the utilization of 

health care services in a pluralistic medical setting. 
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1.4 Methods

Data collection for this research study consisted of a variety of qualitative 

research methods. Observations and semi-structured interviews were the primary means 

of data collection. 

Observations were made in places where Guatemalan Mayan women conducted 

their daily lives—in their homes and during clinic visits and church services. An integral 

part of this research included a part-time volunteer position with the participating non-

profit organization. As part of this volunteer position I assisted care coordinators in the 

Lantana and West Palm Beach health departments from May 2006 through February 

2007. During this time, I worked alongside care coordinators and helped them to 

complete paperwork for their clients (many of whom could neither read nor write) and 

helped to facilitate Spanish language translation and interpretation between the GMC’s 

clients and the health department personnel. The majority of observations were made 

during clinic visits as part of this volunteer position.

In addition to unstructured interviews conducted daily with clients during clinic 

visits, semi-structured interviews were conducted from February 2006 through March 

2007 with 10 clients and 10 care coordinators from the Guatemala Mayan Center (GMC). 

The semi-structured interviews with client participants were conducted in Spanish at their 

homes. Interviews with care coordinators were conducted in both English and Spanish at 

the GMC’s Lantana and West Palm Beach health department and Lake Worth offices 

during business hours, en route to and during home visits and during special events such 

as lunches, festivals, ceremonies and church services.
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Prior to recruitment of participants, approval was obtained from the Institutional 

Review Board, Human Subjects Review Committee at Florida Atlantic University. 

Recruitment of client participants was facilitated by care coordinators of the participating 

organization. In order to gain entry into clients’ homes, I accompanied care coordinators 

on their monthly house visits. During these visits, potential participants were informed of 

the presence of the researcher, the purpose of the research study and the voluntary nature 

of participation. Prospective participants were then told what participation consisted of. 

Clients interested in taking part in the research study were then asked for a 

convenient day and time of their choosing when the researcher would be able to visit 

them in their homes for approximately one hour to discuss their experiences with 

pregnancy and their lives within the household and the community. The researcher would 

then return, unaccompanied, to the woman’s home at the day and time specified.

Participants were selected using “convenience sampling” (Bernard 1995). Those 

who met the research criteria (either clients or care coordinators of the GMC) and were 

willing to be interviewed were interviewed after informed consent had been obtained. 

This sample population included both indigenous and non-indigenous women. Inferences 

based on language, attire and place of birth were preferred methods of categorizing 

women due to the sensitivity surrounding direct inquiry of ethnic identity.

Indigenous women were classified as those women who spoke a Mayan language. 

In all instances where a woman spoke a Mayan language, other markers of ethnic identity 

were also present. These ethnic markers included whether the woman wore traje when 

they lived in Guatemala. Commonly referred to simply as “wearing corte,” this 

traditional dress consists of the huipil, or embroidered blouse and the corte, a skirt 
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consisting of a length of woven fabric wrapped around the waist and tied with a faja, or 

embroidered belt. While none of the women interviewed currently wore corte on a daily 

basis, many of these women used a reboso, a woven shawl wrapped around the back and 

tied at the shoulder, to carry around small children. 

Two of the women from the client population were classified as non-indigenous. 

These women neither spoke a Mayan language nor employed the ethnic markers shared 

among the indigenous group. Furthermore, these women were from the capital cities of 

their respective departments whereas the ethnically indigenous population is 

overwhelmingly rural.

Due to the prevalence of illiteracy and lack of legal documentation, as well as a 

general unfamiliarity with the interview process, obtaining signed consent for 

participation in this research study was impractical and culturally inappropriate. In lieu of 

a signed consent document, verbal consent was obtained from all participants prior to 

initiation of the interview process. A verbal consent procedure was also used with the 

care coordinator population in order to minimize discomfort associated with speaking 

about the organization or the client community. 

After verbal consent was obtained, all participants received a copy of a formal 

written consent document. This written consent document was provided in English as 

well as Spanish. Many children translated documents for their parents. The English 

written consent document was included to facilitate translation in these instances.

Data for this study was generated from field notes taken promptly after clinic 

visits and interviews. Access into women’s homes during the interview process was the 

primary opportunity to observe Guatemalan Mayan woman’s daily routines within the 
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home. Therefore, in order to lessen the obtrusiveness of the interview process, interviews 

were not audio tape recorded.

Qualitative analysis of data for this research study employed a grounded theory 

method of analysis. Grounded theory asserts that the structure underlying social processes 

is revealed during interactions between individuals involved in a social process (Blumer 

1986; Dey 1999; Jeon 2004). The goal of a grounded theory methodology is to explain 

the various procedures underlying the forms and meanings these interactions take (Starks 

and Trinidad 2007). Through careful observation of behavior and speech practices 

grounded theory examines patterns and relationships among “causes, contexts, 

contingencies, consequences, covariances and conditions” which inform social processes 

(Strauss and Corbin 1998:49).

Grounded theory involves a constant comparison method of coding and analyzing 

data (Dey 1999; Strauss & Corbin 1998). As such, interviews and observations were 

periodically coded so that new information was informed by preceding encounters. 

Follow-up interviews and observations explored themes identified through the coding of 

information in this manner. In addition, as grounded theory relies on theoretical sampling 

(Strauss and Corbin 1998), this study sought to include participants with different 

backgrounds and experiences to explore the variety of health seeking behaviors. A theory 

was developed to explain the range of circumstances leading to the underutilization of 

biomedical prenatal care by Guatemalan Mayan women in Palm Beach County. 

23



1.5 Thesis Organization

This thesis is organized into six chapters. The organization of the subsequent 

chapters is as follows.

Chapter Two, entitled Background is divided into two sections. The first section 

of this chapter describes Guatemalan Mayan communities throughout Palm Beach 

County. The purpose of this section is to describe the physical characteristics of the 

neighborhoods, the conditions, and the situations in which many Mayan families lived. 

This section also contains a brief discussion of the various places of origin from which 

many people have emigrated. In addition, information regarding the Guatemalan Maya 

Center’s (GMC) Pre- and Post- natal Care Program, such as details about the program’s 

services, resources, and employees as well as the clients which they served, is included. 

Finally, the second section in this chapter describes the parameters that influenced how 

data regarding the research problem could be collected. 

The focus then turns to the large numbers of Guatemalan Mayan immigrants 

living in Palm Beach County and the subsequent interest in their early initiation into 

biomedical prenatal health services offered in the community. Chapter Three employs an 

anthropological perspective of prenatal care practices to analyze public interest 

surrounding Guatemalan Mayan immigrant’s compliance with these public health 

recommendations. In particular, this chapter includes a discussion of recent research 

which calls into question the scientific justification for the acceptance of the American 

cultural practice of obtaining biomedical care within the first trimester of pregnancy. 

Chapters Four and Five present the results of this study. Findings, which 

suggested multiple explanations for why Mayan women initiate biomedical prenatal care 
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after their first trimester of pregnancy, necessitated the separation of the results of this 

study into two separate chapters. Chapter Four presents the criteria by which women 

made decisions regarding health care treatments and explores the underlying beliefs 

which influenced these decisions. Chapter Five presents the ways in which the structure 

of the American system of prenatal care hindered the utilization of biomedical health 

services early during pregnancy once the decision to seek care had been made. This 

chapter points to the ways in which the lack of demographic representation of 

Guatemalan Mayan women in the biomedical bureaucracy inhibited both women as well 

as service providers from accessing care without outside assistance.

The conclusions of this research study are presented in Chapter Six. In addition, 

this chapter includes recommendations for increasing women’s access to biomedical 

prenatal care services once the decision to seek this form of care has been made. 
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CHAPTER 2

BACKGROUND

The research upon which this thesis is based was conducted with Mayan 

immigrants in communities throughout Palm Beach County. This chapter contains a 

description of these communities, as well as a description of the events which influenced 

how the research problem was approached. 

2.1 Research Setting

Palm Beach is the northernmost county in the tri-county area which comprises 

South Florida (The Access Project) (see figure 2.1). Encompassing an area of 

approximately 2,386 square miles (U.S. Census Bureau 2000), the county stretches 

roughly 50 miles from Boca Raton at its southernmost point to Jupiter in the north and 

roughly 60 miles from the eastern Atlantic coast to Pahokee, Belle Glade and South Bay 

at its western edge (see figure 2.2).

Although Palm Beach County evokes a lavish image, the county is an area with 

extreme economic imbalance. For example, downtown West Palm Beach features 

buildings with wrought iron verandas and rooftops covered with clay ceramic tiles 

reminiscent of ornate European architecture. Cobblestone sidewalks lead to and from 

shopping plazas with upscale restaurants and shops. Fountains splash children with
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Figure 2.1. Tri-county area of South Florida

Source: Outline map of Florida by David Benbennick

Figure 2.2. Palm Beach County city boundaries

Source: Outline map of Florida by David Benbennick
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water. These images bolster the county’s lavish reputation. However, hidden from 

acknowledgement, gang violence, rampant prostitution, and drug related crimes afflict 

many neighborhoods throughout the county. In these low income, high crime 

neighborhoods are disheveled homes and buildings with boards in place of windows and 

discarded couches, mattresses and other large debris littering sparse patches of unpaved 

surfaces. Graffiti marks public transportation signs and walls of business buildings and 

homes and men of all ages without work cluster at street corners. It is in these low 

income, high crime neighborhoods where many Guatemalan Mayan families live.

Guatemalan Mayan immigrants were incorporated into communities throughout 

Palm Beach County. The cities of Jupiter, West Palm Beach, Lake Worth and Boynton 

Beach contained sizable populations of Guatemalan Mayan immigrants (see figure 2.3). 

In these cities, many families shared rented apartments and houses; often times several 

families lived under one roof. 

Families which shared rented spaces each occupied their own bedroom. As part of 

these arrangements, families shared rent and utility costs, but generally ate meals 

separately. In addition, many of the women in these arrangements alternated house 

chores, such as sweeping the floors and cleaning communal areas such as the living 

room, dining room, and kitchen. The relationships between people in these living 

arrangements ranged from people who were kin to people who did not know each other 

by name and did not even speak the same language. 

Generally, on deciding where to live, young women lived in the same area as, or 

shared rentals with, their husband’s family. However, there were also a large number of 

single mothers living with family members or sharing rented spaces with other families.
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Figure 2.3. Palm Beach County cities with concentrations of Mayan immigrants

Source: Outline map of Florida by David Benbennick

The majority of Guatemalan Mayan immigrants were from the war torn western 

and central highlands of Guatemala. In particular, the majority of immigrants were from 

the departments of Huehuetenango, San Marcos, Quetzaltenango, Totonicapán, Quiché, 

Sololá, Chimaltenango, and Escuintla (see figure 2.4). 

The largest proportion of Guatemalan Mayan immigrants from any one area were 

Kanjobal or Akateko (a more accurate, but less frequently used term) speakers from the 

rural municipio of San Miguel Acatán in the department of Huehuetenango. Many of 

these Migueleños lived in downtown Lake Worth in the area from 6th Avenue South to 

10th Avenue North and from Federal Highway in the east to A Street in the west. This is 

an area with historic houses of different styles and time periods. Some of these houses 

were painstakingly restored and well maintained, while others had overgrown lawns, 
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Figure 2.4. Departments with significant immigration to Palm Beach County

Source: Outline Map of Guatemala Wikimedia Commons

boarded up windows or were in various stages of disrepair. Unfortunately, the area also 

hosted a variety of problems of Palm Beach County’s inner cities such as, gang violence, 

prostitution, drug and alcohol abuse and petty theft. 
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Mayan immigrants were visible members of the Downtown Lake Worth 

community. Most hours during the day Mayan men and women could be seen throughout 

the area. Mayan men crowded hamburger stands for an early lunch as Mayan women 

walked to and from stores or laundromats carrying younger children on their backs in 

rebosos. Groups of children accompanied by their parents walked to and from area 

schools in the mornings and afternoons. At around 6:30 p.m., a crowded, faded blue 

school bus returned with men from agricultural work. The bus stopped at strategic places 

in the city where loads of men could be let out to walk the rest of their way home. 

This section of downtown Lake Worth also contained several resources for the 

Mayan community such as: Mayan stores which sold products from Guatemala, the 

offices of The Organization of Maya People in Exile (OMPE), which sponsored Mayan 

ceremonies for the community, and the Sacred Heart Church, a Catholic Church with 

Sunday mass in Spanish and Kanjobal. This is also where the main offices of the 

Guatemalan Maya Center (GMC) were located. 

The GMC’s offices consisted of a building containing workspace for the GMC’s 

Pre- and Post- natal Care staff, housed in the Gallo Building, and a small house known as 

the casita at a separate site. The GMC’s Gallo building offices were relatively hidden 

from view. The only indication of the organization’s presence within this building was an 

8 ½ by 11 inch page of letterhead printed with the GMC’s logo and a statement about 

their services which hung on the entrance door to the offices.

Several improvements were made to the Gallo building during the time I 

volunteered with the GMC. These improvements were made after a Haitian social service 

organization was evicted and the city of Lake Worth took over their former office space. 
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These evictions took place during a wave of evictions in the Lake Worth area, where over 

150 undocumented families, mostly of Guatemalan and Haitian origin, were told to find 

new places of residence (some of whom were given less than 24 hours to do so). The 

GMC would likely have joined those evicted; however, likely because the GMC’s 

Interim Director knew the owner of the Gallo building where the offices were housed the 

organization was temporarily permitted to renew its lease. 

Following these evictions, the outside of the Gallo building was refurbished with 

a fresh coat of paint and new doors and door hardware. Unfortunately, few improvements 

were made to the inside of the building where the GMC’s offices were contained. In this 

space, care coordinators, surrounded by outdated wood paneled walls and matted 

institutional carpet, shared desk and office space and computers. 

Down the street from the Gallo building was the casita. The casita, a small, 

yellow house, like many of the housing structures in Lake Worth was somewhat 

dilapidated. The donated building contained the office of the Executive Director and was 

also a place where people of the community could come for information or assistance for 

various needs such as to make phone calls, to request bus passes or to receive donated 

supplies such as clothing, children’s toys and diapers when available. 

Up the entrance ramp to the casita, the front door opened to a desk concealed by a 

bar height wood paneled counter. At this desk, a receptionist sat with access to a 

computer and a telephone. Continuing through the entryway was a waiting area with 

carved wood benches. This area was typically empty, as most people waited in the 

standing room by the entrance. During working hours the street corner by the casita was 

filled with men of all ages waiting for work as day laborers. Jobs typically paid $50 for 
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an 8 hour day of work. Men unable to secure work often remained on this corner into the 

afternoon. 

Among the services offered, the Guatemalan Maya Center operated a Pre- and 

Post- natal Care Program, had two Maya after school programs (one in the city of Lake 

Worth and the other in Boynton Beach), performed cultural presentations about Mayan 

culture to promote understanding to those outside of the community and assisted in 

hurricane relief.

2.2 The Pre- and Post-natal Care Program

As part of their Pre- and Post- natal Care Program, the GMC had offices located 

in two of Palm Beach County’s public health departments: the Lantana and West Palm 

Beach clinics. These clinic offices were staffed on a rotating schedule. The Lantana clinic 

office was staffed on Mondays and Wednesdays and the West Palm Beach clinic was 

staffed on Tuesdays and Thursdays. In addition, due to the high number of Kanjobal-

speaking women in the area and the availability of Kanjobal-speaking employees, the 

Lantana clinic was staffed with two Kanjobal-Spanish-English-speaking employees on 

Tuesdays and Thursdays. On these days, one of the care coordinators assisted in 

Pediatrics, while the other assisted in Family Planning and Maternity, as well as for other 

client needs. 

In addition, as part of the Pre- and Post- natal Care Program, the GMC provided 

transportation to and from the clinics. This transportation schedule coincided with the 

days the clinics were fully staffed; transportation was provided to the Lantana clinic 

Mondays and Wednesdays and to the West Palm Beach clinic on Tuesdays and 
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Thursdays. In addition to transportation to the Lantana clinic, on Mondays and 

Wednesdays, the transportation van frequently provided for women to the Delray Beach 

clinic and to Bethesda Memorial Hospital in Boynton Beach, when either a woman or her 

child required treatment that was not available at either of the clinics. In events such as 

these, a Kanjobal-Spanish-English translator accompanied women to their appointments. 

Due to the distance the transportation van had to travel, to Jupiter in particular, on 

Tuesdays and Thursdays transportation was limited to the West Palm Beach clinic. Also, 

due to space limitations, prenatal clients were only provided transportation for 

themselves, while postnatal clients were only provided transportation for themselves and 

children less than 6 months old. Therefore, in order to use the GMC’s transportation, a 

woman had to secure child care for her older children.

There was a perceptible difference between the facilities at the Lantana and West 

Palm Beach clinics, as well as the GMC’s clients at each of these clinics. Each of the 

clinics contained a Women, Infants, and Children (WIC) office, a pharmacy, adult 

medical services, maternity, pediatrics, family planning, immunizations, laboratory 

services, Temporary Medicaid Eligibility for Pregnant Women (PEPW) and a Health 

Care District office. In addition, the West Palm Beach facility contained a vital statistics 

office to apply for birth and death certificates. 

Although the facilities contained similar amenities, the West Palm Beach facility, 

built in 2002, was a larger, newer facility than the Lantana facility, built in 1990. 

Although both were clean, the age of the building in which the Lantana clinic was housed 

was apparent through bathrooms stalls missing door locks, the elevator that was 

occasionally out of service, and the tape that was placed over the lock of the door leading 
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to the Pediatrics corridor to prevent the door from jamming shut. In addition, there was a 

perceptible difference between the clients which frequented each of the clinics.

 The clientele served by the GMC’s West Palm Beach and Lantana offices 

differed in their diversity with regards to which parts of Guatemala women were from as 

well as the degree to which Mayan ethnicity was expressed through language and dress. 

In comparison to the Lantana clinic, the West Palm Beach clinic had a more diverse 

clientele. Clients of the West Palm Beach clinic included Hispanic women from more 

populated areas of Guatemala, as well as Mayan women from rural areas all over the 

central and western highlands. The West Palm Beach clinic population also included a 

few Popti'-speaking women originally from the municipio of Jacaltenango in 

Huehuetenango which came to the clinic mostly from Jupiter communities. 

The relative lack of diversity at the Lantana clinic can be attributed to the clinic’s 

close proximity to the city of Lake Worth. Due to its location, a large proportion of the 

GMC’s Lantana clientele were Kanjobal speakers. The large majority of these Kanjobal 

women were from San Miguel Acatán and relatively culturally and demographically 

similar municipios such as San Rafael La Independencia, San Juan Ixcoy, Barillas, 

Soloma and Santa Eulalia. Among the Lantana clientele, there was an almost equally as 

large Mam-speaking population. However, unlike the Kanjobal-speaking population, 

these women were from culturally and linguistically distinct areas of Guatemala, from the 

departments of Huehuetenango and Quetzaltenango in particular. At both the Lantana and 

West Palm Beach clinics, there were occasionally women who spoke other Mayan 

languages such as Awacateko, Chuj (both Mexican and Guatemalan varieties), Q’eqchi, 

Kiché, and Kaqchikel to name a few. 
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There was a difference in the degree to which Spanish was used at the two clinics. 

At the Lantana clinic, many of the Kanjobal and some of the Mam speaking population 

spoke little or no Spanish. Communication in indigenous languages was more common. 

This was in contrast to the clients at the West Palm Beach clinic, most of whom spoke 

Spanish either as a primary language or in addition to a Mayan language. Therefore, at 

the West Palm Beach clinic, Spanish was the primary language used to communicate. In 

fact, a few of the clients at the West Palm Beach clinic denied speaking a Mayan 

language, although a Mayan language was their primary language.

Also, while the use of the corte was relatively absent from both clinics, Kanjobal 

women from rural parts of Guatemala, but especially San Miguel Acatán, were 

identifiable because many wore ankle or floor length flowered skirts and flowered 

blouses, often of velour material. In addition, many of the women at the Lantana clinic 

used a reboso to carry small children on their backs. The use of the reboso was entirely 

absent at the West Palm Beach clinic. Instead, women pushed older children around in 

strollers or carriages, and used portable car seats to carry around smaller infants.  

The use of pants, while almost absent at the Lantana clinic, was relatively 

common at the West Palm Beach clinic. This may be attributed to the popularity of 

Evangelicalism in different parts of Guatemala, among Migueleños in particular, and the 

Evangelical religious belief that women should not wear pants. However, when taken in 

context with the use of other ethnic markers, such as Mayan language and the reboso, the 

decision not to wear pants may indicate a greater adherence to cultural traditions among 

Mayan immigrants in the areas served by the Lantana clinic. That is, the size of a 

community with a common place of origin in these areas may have provided women with 
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a greater opportunity to embrace their cultural practices without the feeling of shame and 

modesty, or vergüenza, brought on by drawing excessive attention to one’s self. A 

conversation with one woman regarding her decision to begin wearing pants indicates the 

strong influence the feeling of vergüenza held.

To my surprise, after several months of visiting Sandra, a 20 year old 
Evangelical Maya-Kanjobal woman from Soloma in her home, I arrived to 
find her wearing jean pants instead of an ankle length skirt as she had 
always worn. I remarked to her that it was the first time I had ever seen 
her wearing pants. She began to recount to me a conversation she had with 
her husband. 

During this conversation with her husband, Sandra was asked whether she 
did not feel vergüenza wearing skirts when most other women wore pants. 
From this day on, Sandra began to alternate between her customary long 
skirts and her new jean pants, primarily reserving her jeans for days in 
which she anticipated leaving the home.

In contrast to Mayan women in the Lake Worth area, women in the more diverse 

West Palm Beach area may have felt the necessity to disguise their minority Mayan status 

by blending in with the larger Hispanic minority. This may account for the use of pants, 

as well as the tendency to disguise other Mayan characteristics, such as the ability to 

speak a Mayan language or the practice of using the reboso to carry young children.

The care coordinators working for the GMC were similar in composition to the 

clients they served. A large proportion of the GMC’s care coordinators were first 

generation immigrants from San Miguel Acatán, many of whom were at least distantly 

related. There were also several second generation immigrants whose parents were 

originally from San Miguel. The first generation immigrants, in addition to Kanjobal, 

spoke Spanish and English to different degrees of ability. While not all of the second 

generation immigrants spoke Kanjobal, all were fluent in both English and Spanish. 

There were also Kanjobal-Spanish-English speaking care coordinators from San Juan 
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Ixcoy, Soloma, and San Rafael La Independencia. In addition to Kanjobal, the GMC’s 

staff included one part-time Mam speaking care coordinator. There were also several 

Spanish speaking care coordinators, with different levels of English abilities. These care 

coordinators were from Puerto Rico, Spain, Guatemala City, and a second generation 

Cuban immigrant.

The GMC’s Pre- and Post- natal Care Program was categorized as a level 2 and 3 

organization. This categorization referred to the amount of interaction necessary between 

care coordinators and their clients. These levels increased numerically as the level of 

anticipated interaction increased (with level 3 cases requiring the most interaction). This 

characterization distinguished the GMC from level 1 organizations such as MomCare, in 

which home visits were not required. In contrast to level 1 organizations, the majority of 

the GMC’s cases required a high degree of client-caseworker interactions, including 

several phone conversations and home visits each month, as well as additional time spent 

assisting clients in health care facilities such as clinics and hospitals. 

Within the Pre- and Post- natal Program clients were classified as either level 2 or 

level 3 cases. This classification process occurred during the initial intake procedure, in 

which a designated worker solicited background information and consent from clients 

who sought out the GMC’s services. Many women who spoke a Mayan language 

exclusively, were of advanced or minor age, or became pregnant under undesirable 

circumstances such as in the case of rape or in the case of a single mother with little 

means of supporting herself were initially placed as level 3 cases. Although level 

determinations were helpful in estimating the amount of interaction anticipated 

throughout each case, subsequent to this initial assessment a care coordinator could 
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decide to increase or decrease a client’s categorization based on their own assessment of 

the development of the case and the level of interaction anticipated. 

The GMC’s Pre- and Post- natal Care Program employed two types of workers: 

those with and without a caseload. Whether recently hired care coordinators were given a 

caseload correlated with their level of formal education. Care coordinators who did not 

speak English or did not have a high school diploma were generally not assigned a 

caseload. In addition, whether a care coordinator was assigned to a level 2 or 3 caseload 

was correlated with their level of education beyond high school equivalency. Level 3 

caseloads were primarily assigned to individuals who held some educational training 

beyond high school.

Workers without a caseload worked Monday through Thursday at each of the 

clinics and were not assigned clients. Workers with a primarily level 2 caseload split their 

time between the clinics and their clients; two days of each week were spent in one of the 

clinics, two days were reserved for case notes, and Fridays were reserved for meetings 

and home visits. Several of the care coordinators were assigned to a primarily level 3 

caseload. These workers did not have assigned time at the clinics, but attended individual 

appointments alongside their clients during scheduled visits. 

The average caseload for level 2 care coordinator was between 30 to 35 and 20 to 

25 for level 3. These cases were individually assigned to each care coordinator and 

extended for a period of 6 months postnatal. Before they closed a case, care coordinators 

generally tried to ensure that each member of their client’s immediate family had health 

care coverage (Medicaid for children born in the United States and Health Care District 

in the case of undocumented parents and children), that all medical bills pertaining to the 
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birth were settled, and that newborns had necessary documentation such as a birth 

certificate and a social security card. 

The majority of the care coordinators working for the Pre- and Post- natal Care 

Program were women. Of the program’s several dozen employees only three were men. 

The preference for female care coordinators led men into distinct roles within the 

organization. For example, one of the men working for the program was the program’s 

Assistant Director and served a primarily post natal clientele. Another one of these men 

settled into a role in the Pediatrics department of the clinic. Working in the Pediatrics 

department was a more welcomed and acceptable presence for this male care coordinator 

as opposed to Maternity, in which a translator was often needed during vaginal exams. 

One instance in which I assisted in translation for one of these vaginal exams, illustrates 

the discomfort many women had with male translators. 

During translation for a vaginal exam, I had come to realize that the young 
woman I was translating for spoke mostly Kanjobal. As I did not speak 
Kanjobal, following the exam I searched for a Kanjobal speaking care 
coordinator to verify if the young woman had questions about the exam. I 
asked Juan, a Kanjobal Mayan man originally from Soloma, for his 
assistance. 

As Juan questioned the young woman about the exam, she quickly 
responded telling him that everything was fine. However, upon sensing 
that she might be uncomfortable discussing the exam with this care 
coordinator, I requested help from a female translator. 

Upon being greeted by the female care coordinator the young woman 
began to discuss her pregnancy. She even indicated that she had been 
receiving care from a Mayan midwife in the community. She discussed the 
prenatal visit with the care coordinator and requested that during her next 
visit she be attended by a female care coordinator who spoke Kanjobal.

The remaining male care coordinator who worked for the program was relatively 

successful in overcoming the client preference for female care coordinators. In one 
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instance, I observed this care coordinator translating information to a woman about how 

to treat a vaginal infection she had acquired during pregnancy. 

As the doctor shut the door to the examination room, she began to explain 
to the care coordinator how the woman would use a medication to heal the 
vaginal infection she had acquired. As she explained in English, the doctor 
used hand and body gestures to mimic her instructions. The care 
coordinator then translated these instructions into Spanish.

First, the woman would have to fill an applicator with a medicinal cream. 
Then she would insert the applicator full of medicine inside of her vagina. 
Once inside her vagina, she would push the extended part of the applicator 
until all of the cream was released into her vagina.

The doctor then described to the care coordinator how the woman could 
apply the cream to her labia to help with any pain she experienced. As she 
explained these instructions, the doctor mimicked the motions. With her 
legs spread slightly apart, the doctor imitated squeezing a tube with one 
hand onto two outstretched fingers of her other hand. The doctor 
continued with the instructions imitating how to spread the labia to apply 
the cream. The doctor paused at each step, giving the care coordinator 
time to translate each instruction.

The doctor then questioned whether the woman was experiencing pain. 
The woman described in detail to the care coordinator how she had intense 
pain especially when “making pee pee” to the point that she wanted to cry. 
The woman described the pain as having a fire inside. The doctor began to 
question whether the woman noticed a strong fishy odor, especially after 
sexual intercourse. The care coordinator delicately but steadily asked the 
woman if she had noticed any odor after having sexual relations with her 
husband. 

As the woman confirmed that she had noticed an odor after intercourse, 
the doctor asked the care coordinator to find information about the smell 
the woman had noticed. The caseworker asked the woman to describe the 
odor, to which the woman described as like eggs.  

This example illustrates the level of communication between this care coordinator 

and his clients. From observations such as a home visit in which one of his clients pulled 

her pants to her pubic bone to reveal the tape from a recent cesarean section that was 

irritating her skin to a conversation with a young client asking him about how she could 
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start using birth control I repeatedly witnessed a level of communication and comfort 

between him and his clients that was not typical of intersex relations. 

In this section I have sought to describe the context in which many Guatemalan 

Mayan families lived. Mayan families had a significant presence in the low income, high 

crime neighborhoods of Palm Beach County, such as Jupiter, West Palm Beach, Lake 

Worth, and Boynton Beach. Within the community there was an overwhelming presence 

of Kanjobal immigrants, in Lake Worth in particular. This explains the relative 

concentration of services in the area. However, services aimed towards serving the 

community were not limited to this location. The GMC ran an afterschool program 

centered out of Boynton Beach. In addition, the GM ran a Pre- and Post-natal Care 

Program out of the Lantana and West Palm Beach health departments. 

The GMC’s Pre- and Post-natal Program was defined as a level 2 and 3 

organization due to the relative frequency with which the care coordinators interacted 

with their clients. The care coordinators were similar in composition to their clientele. In 

fact, there was an overwhelming presence of female Kanjobal care coordinators. In the 

next section, I describe my experiences working alongside these care coordinators during 

the 10 month long volunteer position with the GMC’s Pre- and Post-natal Care Program. 

This information is included as it lends an additional depth to understanding what can 

often be the elusive realities of the Mayan community. 

2.3 Field Limitations

In this section, I discuss a few of the factors that were most influential in setting 

the parameters of how information related to the research question was obtained. My 
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introduction to the community as well as my luck, abilities, and background affected the 

type of data I was able to collect as well as the way in which these data were collected. 

This information is included not only as a presentation of the realities of working with the 

Guatemalan Mayan community in Palm Beach County and the general implications 

regarding data collection in a real world field research setting, but also because the 

difficulties I encountered illustrate intricacies which further understanding of the research 

question.

I first became acquainted with the Guatemalan Maya Center (GMC) through Dr. 

Clifford Brown an archaeology professor at Florida Atlantic University (FAU) where I 

attended as a graduate student in cultural anthropology. Dr. Brown, a specialist in the 

archaeology of Mesoamerica who had conducted research with the Maya of Mexico and 

Guatemala, was serving as a board member of the GMC. While serving on the board, Dr. 

Brown was approached by then Executive Director of the GMC Lucio Perez-Reynozo. 

Lucio expressed interest in having an anthropology student undertake a research study on 

why some Guatemalan Mayan women waited until their last trimester of pregnancy to 

enter prenatal care. A meeting with myself, Lucio and Dr. Brown was arranged. Dr. 

Michael Harris, an applied and medical anthropologist, and chair of the Anthropology 

Department at FAU, quickly became an important part of this study and planned to attend 

this first meeting. 

Although Lucio unexpectedly cancelled this first meeting, several weeks later, Dr. 

Brown, Dr. Harris and I arrived at the GMC’s Lake Worth office intending to discuss the 

project. Upon our arrival, we discovered that Lucio had stepped down from his position 

as Executive Director. In his place, we met with the Interim Director and the Director of 
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the Pre- and Post- natal Care Program. Although I was not aware of it at the time, Lucio’s 

absence from the GMC would be the first of many obstacles I would face and would set 

the tone for difficulties to come. 

Due to the nature of the Guatemalan Mayan community, opportunities for 

collecting data on their prenatal health seeking behaviors required working with the 

GMC’s Pre and Post natal Care Program. The GMC’s Pre- and Post- natal Care Program 

is one of the only organizations with a high degree of interaction with the population. 

This interaction included entering woman’s homes as part of work requirements, which 

required care coordinators to schedule one in home visit per month with each of their 

clients. This close interaction between the GMC and this difficult to reach population (as 

Mayan women immigrant’s lives are often primarily conducted from inside their homes) 

may explain the organizations perpetuation despite the fact that its existence depends on 

the availability of outside funding sources.  

In Lucio’s absence, in order to undertake research with the Pre- and Post- natal 

Care Program I would need permission from the Pre- and Post- natal Program Director. 

However, getting this permission was not without difficulty. Initially, I believe my 

progress collecting data was impeded due to internal conflicts at the organization. 

Unfortunately, the first care coordinator I began to collaborate with had discord with the 

program’s director. My close association with this care coordinator likely created 

suspicion and essentially stalled my entrance into the organization.

Eventually, after a several months long process of filling out paperwork, getting a 

GMC identification badge and submitting my personal information for a F.B.I 

background check I began to accompany this care coordinator on her monthly home 
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visits, to the reluctance of the Program Director who requested that I refrain from asking 

questions pending the results of my F.B.I. background check. During these first home 

visits, the care coordinator and I arranged interviews with several of her clients. These 

interviews were set to take place in the next month when the care coordinator planned to 

return to her client’s homes for another visit and once I had received F.B.I. clearance. 

Unfortunately, before these first interviews took place, this care coordinator resigned 

from her position at the GMC. 

Although it seemed the absence of this care coordinator would be a major setback, 

and initially it was, before she had left she suggested that I go to one of the health 

departments to see if I could assist other care coordinators to fill out paperwork for their 

clients. As it would turn out, participant observation at these clinics would be a key 

aspect of this research project. 

After several months of volunteering at the clinics, despite approaching women I 

met through this position, I was stalled in finding interview participants. I began to 

realize the only way to schedule interviews was to be introduced to potential participants 

by the care coordinators themselves. Although I began to ask care coordinators I had 

come to know whether they could introduce me to women who might be interested in 

talking about their experiences with prenatal care, the results of this approach were 

largely unsuccessful. Each time I asked, care coordinators indicated that they did not 

know anyone who would be interested in participating. The characteristics of the care 

coordinators who agreed to introduce me to potential interview participants suggest 

soliciting interviews on my behalf was not culturally appropriate. The care coordinators 

who permitted me to accompany them on their house visits, and who agreed to introduce 
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me to potential interview participants, were all in their own ways outsiders to the Mayan 

community. 

Stephanie, the first care coordinator who agreed to help me was a second 

generation Cuban immigrant. Shortly after I became acquainted with the GMC Stephanie 

quit the GMC and I began working with, Francisco, a second generation Mayan 

immigrant. Although both of his parents were from San Miguel he did not speak his 

parent’s language of Kanjobal. Also, the rap music he listened to, the white Cadillac he 

drove, and the baggy clothing he wore made him more identifiable with American Hip-

Hop than with Mayan culture. Francisco would also later resign from his position at the 

GMC. After his resignation I began to work with Ada, a care coordinator also somewhat 

uncharacteristic of the community. Not only had she attended a small private college in 

New England, but at close to 30 years old she was unmarried and did not have children. 

Despite this incongruence, she was highly interested in Mayan cosmology, and even 

contemplated whether to study to become a Mayan elder as her mother had done. This 

may also indicate how her life experience differed from the experiences of her clients. 

That each of these care coordinators were outsiders of the community suggests 

they were not bound by the same cultural prescriptions as those care coordinators within 

the community. Also, for each of these care coordinators employment with the GMC was 

temporary. In fact, all of these care coordinators had left the GMC before I completed my 

research. That those individuals holding more permanent positions at the GMC did not 

help with soliciting interview participants suggests it may have been culturally 

inappropriate to do so. Part of this cultural inappropriateness may revolve around the 

proper way to ask for a favor or for assistance. 
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Petitions for favors or assistance were not generally asked in a direct manner. It 

was more preferable to weave a story hinting that you needed assistance until the person 

offered you what you want. For example, one afternoon while at the clinic Juan, one of 

the GMC care coordinators, was being sent from the Lantana Clinic (where he worked 

translating in the Pediatrics wing) to Bethesda hospital in Boynton Beach to translate for 

a woman who needed chest x-rays for her son who later turned out to have pneumonia. 

Juan looked for someone to accompany him on the visit as it was not likely to be quick. 

Instead of asking me directly if I would go with him, Juan asked me if I was planning on 

going to Bethesda that day. Initially confused by the question, I answered that I did not 

have any plans to go to Bethesda. When I noticed the disappointment on his face I 

quickly changed my response saying that although I didn’t have any plans to go that I 

was able to go and I accompanied him to the visit. Due to the limitations finding 

interview participants, the majority of my interactions took place during the volunteer 

position at the clinics. 

Although I did not speak Spanish fluently, I was able to find a role at the West 

Palm Beach clinic filling out paperwork with clients and translating for clinic employees 

who knew much less Spanish than I did. Most of what I learned about women’s 

interactions with the social service system occurred from my experiences assisting clients 

at this clinic. In particular, through assisting clients to fill out paperwork I was able to 

gain valuable and detailed information about the demographics of the women. These 

forms requested information such as what part of Guatemala a woman and other 

members of their family were from, how long they had been in the U.S., whether or not 

they held legal documentation, how many pregnancies and children they have had, 
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whether their children live with them or with family in Guatemala (often older children 

stayed in Guatemala), where they currently lived and with whom, who in the house was 

employed, the family’s income, information about their monthly expenses such as 

housing, utilities, groceries, transportation, child care and other expenses, the ages of 

each member of the family, how many years of education they have, and the language 

they speak. Unfortunately for all the information I was able to obtain, my lack of 

knowledge of Kanjobal, and to a lesser extent Mam, often times made it difficult for me 

to assist clients at the Lantana clinic and often inhibited my capacity to move beyond an 

observational role.

At this Lantana clinic, even Kanjobal speaking women who spoke some Spanish 

preferred to wait for a Kanjobal speaker to become available rather than speak with me, a 

native Spanish speaker, or a Mam-Spanish speaking translator. Therefore, my volunteer 

position at the Lantana Clinic was limited to making observations, photocopying the 

documents required for various social service applications, placing phone calls to pay 

hospital and doctor bills, and reading letters on behalf of care coordinators who would 

then translate the information to their clients. In addition, as an outsider to the 

community, I often had difficulty making new acquaintances. 

Even people that I had come to know well often had difficulty introducing me to 

new people. 

One morning as I accompanied Francisco on his house visits he invited me 
to lunch at his mother’s home. As lunch time approached, he called his 
mother to ask her if I could come along. His conversation with his mother 
ended abruptly after he told his mother that I was American. Francisco 
hung up the phone and turned to me to tell me that I was not invited to 
lunch after all. Although I had known him for over a year, I was not 
invited to have lunch in his mother’s home.
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My position as an outsider affected the type of information I could request and the 

way that I could obtain it. This is especially apparent regarding information about the 

existence and utilization of alternate health care options available in the community in 

particular. Although the existence of Mayan midwives was known throughout the 

community, much secrecy surrounded what was essentially the illegal practice of 

performing midwifery as an undocumented immigrant without a medical license. As an 

outsider I was limited in the ways in which I could solicit information regarding women’s 

attendance with these midwives. 

Because information about who was seeing a midwife could not be obtained 

through direct means, information regarding this topic was initially obtained through 

listening in on conversations with women and care coordinators in which women openly 

expressed whether they had been undertaking prenatal care with a midwife in the 

community. Assumptions based on information I obtained in this way was later cross-

checked with women I had developed a much more intimate relationship with and could 

directly ask about their interaction with these midwives. 

The road which this research traveled was paved with difficulties. The research 

required working with the GMC’s Pre and Post natal Care Program. The GMC’s care 

coordinators were the only individuals who were able to get into Mayan women’s homes. 

However, gaining access to the care coordinators was not without its difficulties. 

Working with the care coordinators required the permission of the GMC’s Care Program 

Director which proved difficult due to ongoing internal strife at the organization. In 

addition, gaining entry into women’s homes through connections with care coordinators 

remained difficult. 
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That the care coordinators who introduced me to potential interviewees were all 

somewhat positioned outside of the community suggests it may have been culturally 

inappropriate for care coordinators to ask clients if they wished to participate in an 

interview. For this reason, working alongside the care coordinators in the two clinic 

offices proved more helpful. Unfortunately this participation was also fraught with 

difficulty. Particularly at the Lake Worth Clinic, my inability to speak a Mayan language, 

Kanjobal in particular, limited my interactions with clients. In addition, due to my 

position as an outsider of the community I was unable to solicit information about 

whether a woman was undertaking prenatal care with a Mayan midwife, or comadrona, 

in the community. Despite these difficulties friendships with care coordinators, the 

volunteer position at the clinic, interviews with approximately a dozen women and one 

friendship which developed from doing interviews greatly contributed to allowing me to 

better understand the community in terms of the research problem. 

This chapter has sought to explain the context of the Guatemalan Mayan 

community in Palm Beach County. The following chapter shifts the focus from the 

Mayan immigrants to the host community. In particular, the next chapter uses an 

anthropological perspective to problematize the interest surrounding early initiation of 

Mayan immigrants into biomedical prenatal health services offered in the community. 
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CHAPTER 3

THE ISSUE OF EARLY ENTRY

It is trivial to raise the point that birth takes place somewhere, be it in the 
bush, in a hut, in the jungle, or in a modern hospital. What is not quite so 
trivial is to consider that birth, by the mere fact that it takes place 
somewhere, inevitably takes place on somebody’s territory.
Jordan [1993:67].

As anthropologist Brigitte Jordan points out, the events surrounding the birth of a 

new member of a society, regardless of where they occur, are rarely a private matter. 

Society has a vested interest in and a responsibility to the pregnant body. Although for 

the most part members of a society will consider natural its beliefs and practices 

regarding pregnancy, what is considered permissible and condoned as proper behavior 

varies cross culturally. In the case of immigrant populations such as the Guatemalan 

Maya these differences become a point of contention as these women attempt to fulfill 

their ideals while the host community seeks the population to conform to theirs. Public 

interest in the prenatal health seeking behaviors, in particular the early initiation of 

biomedical prenatal care services, of Guatemalan Mayan immigrants living in Palm 

Beach County, is explored in this chapter. Using an anthropological perspective of 

pregnancy, the American system of prenatal care is analyzed as a health care belief 

system. The emphasis of this approach is to explore the efficacy of the cultural practice of 

obtaining biomedical care within the first trimester of pregnancy towards its touted 

benefits.
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3.1 An Anthropological Understanding of Pregnancy

Pregnancy is a universal part of the human female physiology and biology (Davis-

Floyd and Sargent 1997). However, the hallmark of an anthropological understanding of 

the events preceding the birth of a new member of society acknowledges that this process 

takes place within a cultural context (Michaelson 1988). That is, despite the physiological 

similarities of pregnancy, preferences for maintaining and monitoring health during 

pregnancy vary cross-culturally. 

Ethnographic evidence illustrates the variety of ways in which pregnancy may be 

carried out. Among the San of Botswana and Namibia in Southern Africa women ideally 

gave birth alone in the bush crouched over a bed of leaves (Biesele 1997), while under 

the socialist system in the countries of the former Soviet Union childbirth was governed 

by formal ‘edicts’ which determined such details as when windows could be opened 

(Chalmers 1997). 

Similarly, when a woman discovers she is pregnant she may do a number of 

things. She may seek the assistance of her friends and family members. In addition, she 

may seek the care of a non-biomedical health care specialist such as women in rural 

Jamaican communities which are attended by a midwife, or nana (Kitzinger 1997). Other 

women may seek care in the biomedical system and employ a variety of technological 

applications, such as women in Greece who may undergo as many as 7 fetal ultrasounds 

scans by the time they deliver (Georges 1997). 

As ethnographic evidence attests, pregnancy is an altered social and biological 

state in which there exists a multitude of ways of “knowing” what to do when one gets 

pregnant. Shared cultural knowledge simplifies the variable and uncertain nature of the 
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events preceding the birth of a child and the many diverse ways in which members of a 

society may define and manage these events. However, not all ways of knowing are 

equally heralded within and across cultures. Shared cultural knowledge also simplifies 

the process of evaluating and making sense of other ways of knowing. In her text Birth in  

Four Cultures, the aforementioned anthropologist Brigitte Jordan (1993) refers to this 

way of knowing as authoritative knowledge.

Authoritative knowledge is that knowledge affirmed by a community to be 

legitimate and appropriate in forming the basis of which to make decisions, and to 

provide explanations for actions taken (Jordan 1993; 1997). Of the power of authoritative 

knowledge Jordan states:

For any particular domain a multitude of ways of knowing exist, some of 
which, by consensus, come to carry more weight than others, either 
because they explain the state of the world better for the purposes at hand 
(‘efficacy’) or because they are associated with a stronger power base 
(‘structural superiority’), and usually both (1993:152). 

The power of authoritative knowledge is not that it is accurate but that it defines 

what is significant (Jordan 1997). Participants come to see the current social order as 

natural; the way things obviously are and obviously should be (Jordan 1997). It is for 

these reasons that authoritative knowledge is persuasive (Jordan 1997). An 

anthropological contribution to the study of cross-cultural prenatal health care practices 

acknowledges that biomedicine is one of these ways of knowing. That is, despite its 

export the world over, biomedicine is a belief system.

Anthropologists and those adhering to the biomedical model generally have 

different meanings regarding the concepts of “knowledge” and “beliefs” (Pelto and Pelto 

1997). Public health professionals often view “knowledge” and “beliefs” as contrasting 
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ideas (Pelto and Pelto 1997). In general, public health professionals use the term 

“knowledge” to refer to information supported by ‘scientific fact’ (Pelto and Pelto 1997). 

In contrast, the term “belief” generally applies to traditional ideas or ‘folk models’ which 

are by nature invalid from the perspective of biomedicine (Pelto and Pelto 1997). 

Anthropologists do not view “belief” and “knowledge” as contrasting ideas (Pelto 

and Pelto 1997). More importantly, anthropologists have recognized that all people, 

whether biomedically trained health practitioners or rural villagers, have cultural belief 

systems about health and illness, the types of treatments to maintain and restore health, 

and to whom a person should turn for these treatments (Pelto and Pelto 1997). That is, 

although the biomedical beliefs are supported by substantial empirical evidence they are 

beliefs all the same (Pelto and Pelto 1997). Furthermore, these beliefs are consistently 

challenged and constantly revised as new information becomes available (Pelto and Pelto 

1997). 

The acknowledgment that biomedical health care practices derive from a belief 

system has important implications with regards to the study of the treatment of pregnancy 

in American society. In our society, beliefs about maintaining health during pregnancy 

relegate prenatal health practices to treatment in the biomedical domain (Jordan 1993). In 

this domain, pregnancy is seen as a medical event to be controlled by the medical 

profession (Ehrenreich and English 1978; Michaelson 1988; Wertz and Wertz 1977). 

Therefore, medical attention is needed early in pregnancy to monitor the pregnancy to 

ensure a successful outcome (Whiteford and Szelag 2000). Physicians are often frustrated 

by late entry or lack of prenatal care for pregnant women (Whiteford and Szelag 2000). 
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However, this perceived need for medical care during pregnancy may be more cultural 

than medical (Strong 2000).

Most pregnancies are, medically speaking, uneventful (Strong 2000). According 

to current obstetrics and gynecological texts: “Pregnancy is a normal physiological event 

that is complicated by pathological processes dangerous to the health of the mother and 

fetus in only 5-20% of cases (DeCherney and Nathan 2003).” That is, although a 

pregnant woman will undergo many anatomical and physiological changes during the 

course of her pregnancy, she is nevertheless a healthy person (Strong 2000). The myriad 

ways in which health during pregnancy is managed and monitored cross-culturally attests 

to the validity of this statement. However, to oppose biomedical recommendations for 

medical care during pregnancy is often regarded as irresponsible. Those who refuse to 

comply with authoritative knowledge are seen as backwards, ignorant, naive, or as 

troublemakers (Jordan 1997). 

Modern obstetric technology makes available a great deal of information about 

the physiological condition of the mother and the fetus (Michaelson 1988). The utility of 

this information is debatable. In fact, despite the most advanced technology and facilities 

in the world, the United States continues to have a high rate of infant and maternal 

mortality relative to other industrialized nations (Michaelson 1988). However, the 

biomedical model follows the technocratic imperative: “if it can be done with technology, 

it must be done with technology” (Davis Floyd 2003:xviii). This has created a context in 

which “there is really no right not to know” (Michaelson 1988:16). Those who refuse the 

information available through the application of technology oppose a widely held cultural 

norm and risk criticism from medical personnel, friends and family who accept this 
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model (Michaelson 1988). Furthermore, a society predicated on these beliefs has a moral 

responsibility to make this information available.

Public interest in the establishment and continued funding of the Guatemalan 

Maya Center’s Pre- and Post- natal Care Program is motivated in part by this moral 

responsibility to provide Guatemalan Mayan women with information regarding the 

health of their pregnancies through the biomedical prenatal care system. Additional 

interest results from the belief that to do so may save the county costs through a reduction 

in the rate of low birth weight babies born. That is, the prevalence of the biomedical view 

of pregnancy has contributed to the popularity of medicalized prenatal care to the extent 

that it is built into public health policy recommendations. Based on the assumption that 

prenatal care will deflect the inflated costs associated with negative birth outcomes such 

as low birth weight babies, federal and state funding of prenatal care is predicated on the 

belief that it will save money in the long run (Strong 2000). 

In the United States, the infant mortality rate (the number of infants per 1,000 

births which die during their first year of life) has long been used as an indication of the 

nation’s general health as well as the effectiveness of the health care system (Michaelson 

1998). Low birth weight is considered to be the most important correlate of infant 

mortality (Hutchins et al. 1984).  Since 1985 the Institute of Medicine has touted the 

enrollment of all pregnant women into a system of prenatal care as a national policy for 

the reduction of the rate of low birth weight babies (Institute of Medicine 1985). 

Despite the widespread acceptance of the biomedical model of health care, its 

application to the management of pregnancy and childbirth has been increasingly 

challenged for decades (Nettleton 1995). In particular, recent research has questioned the 
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association between early entry into prenatal care and healthier birth outcomes 

(Alexander and Korenbrot 1995; Fiscella 1995; Strong 2000). 

3.2 Early Prenatal Care and Improved Birth Outcomes

The most commonly used measure to evaluate the association between early 

prenatal care and birth outcome is a reduction in the rate of low birth weight babies, the 

number of babies born weighing less than 2,500g per 1,000 live births (Fiscella 1995). 

This is due to the fact that most infant deaths are a consequence of inadequate fetal 

growth, which is indicated through low birth weight (Institute of Medicine 1985). 

Inadequate fetal growth is either the result of preterm delivery, in which the duration of 

pregnancy is less than 37 weeks gestation, or fetal growth retardation, in which the fetus 

has poor weight gain for a given duration of pregnancy, or both (Institute of Medicine 

1985). 

The Institute of Medicine (1985) suggests the risk of low birth weight is reduced 

among mothers who initiate prenatal care during the first trimester of pregnancy. 

However, while low birth weight is the largest contributor to infant mortality, is easily 

quantifiable, and is readily available on birth certificates (Fiscella 1995) controversy 

surrounds studies, such as the IOM study, which link early initiation in prenatal care with 

a reduction in the rate of low birth weight babies. In particular, controversy surrounds the 

difficulty defining what constitutes prenatal care; the difficulty measuring the adequacy 

of prenatal care usage, a problem which contributes to the preterm delivery bias; the 

problem of biological plausibility, the effect to which the intervention, in this instance 

early initiation in prenatal care, is a biologically plausible explanation for the outcome; 
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specifically a reduction in the rate of low birth weight babies; and the issue of 

confounding, the failure to distinguish between causal factors apart from early initiation 

in prenatal care services which may contribute to the rate of low birth weight babies 

(Alexander and Korenbrot 1995; Fiscella 1995).

Among the issues indicated in previous studies is the difficulty of defining what 

constitutes prenatal care (Alexander and Korenbrot 1995). This is because the content of 

prenatal care varies from provider to provider (Alexander and Korenbrot 1995). This 

makes it difficult to ascertain the extent to which specific individual components or some 

combination of components of prenatal care interventions affects which specific birth 

outcomes (Alexander and Korenbrot 1995; AHRQ 2002), such as low birth weight. 

Furthermore, many of the most common components of the prenatal health exam do not 

serve to prevent the conditions they detect. 

Prenatal care is typically initiated in the first trimester of pregnancy and has an 

increasing schedule of visits, such that, if a pregnant woman comes to term she may have 

anywhere between 10 to 14 prenatal visits (Alexander and Korenbrot 1995). The content 

of prenatal care generally includes screening for a variety of medical conditions as well 

as physical exams (Alexander and Korenbrot 1995). 

Among the medical conditions screened for during prenatal visits is preeclampsia, 

a pregnancy complication characterized by hypertension; temporary kidney malfunction; 

and sometimes seizures (Strong 2000). In particular, the prenatal care provider assesses 

maternal vital signs, specifically, maternal weight and blood pressure, which are often 

elevated when preeclampsia is present, as well as the presence of protein in the mother’s 

urine, another sign of preeclampsia (Strong 2000). However, it is important to note that 
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these measures cannot prevent preeclampsia or any of the other conditions they may 

detect (Strong 2000). 

A number of additional laboratory tests may also be performed during prenatal 

visits (Strong 2000). During the first prenatal visit, tests will be performed to detect the 

presence of anemia, hepatitis B, syphilis, isoimmunization, and to test blood type (Strong 

2000). In addition, HIV screening may be offered, as well as a Pap smear and screens for 

gonorrhea, Chlamydia, and urinary tract infections (Strong 2000). During later visits, the 

mother will be offered maternal serum alpha-fetoprotein analysis which screens for 

certain types of fetal anomalies (Strong 2000). The pregnant mother will also be screened 

for prenatal diabetes (Strong 2000). Similar to prenatal testing for preeclampsia, none of 

these tests can prevent the conditions they test for, but may be useful in identifying 

problems which need further attention (Strong 2000). In addition to these tests, the 

prenatal visit is also a time to detect birth defects. However, much like other prenatal 

testing the degree to which these tests are preventative is questionable.

Although a number of diagnostic tests for birth defects are often performed as part 

of the biomedical prenatal routine, the degree to which prenatal care can be used for the 

prevention of birth defects is questionable. For instance, some steps can be taken to 

reduce the occurrence of certain birth defects. For example, taking the dietary supplement 

folic acid may reduce some types of neural tube defects, defects which affect the brain 

and spinal cord (CDC 2002). However, in order for these regimens to be most effective 

they must be initiated before conception (Strong 2000) and continue throughout the first 

trimester of pregnancy (CDC 2002). It is during this time period in which the proper 

formation and closure of the neural tube, which later becomes the spinal cord, brain, and 
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bone surrounding the spinal cord and brain, normally takes place (CDC 2002). In fact, the 

two most common types of neural birth defects, namely Anencephaly, a fatal condition in 

which the upper end of the neural tube fails to close, causing the underdevelopment or 

absence of the brain entirely, and spina bifida, in which the lower end of the neural tube 

fails to close, generally arise within the early weeks of gestation, between the 17th and 

30th day after conception (CDC 2002). This is typically at a time when many women are 

not yet aware they are pregnant (Strong 2000; CDC 2002). Therefore, even when a 

woman enters prenatal care within the first trimester of pregnancy, shortly after she first 

suspects she is pregnant, there is little prenatal care can do with regards to the prevention 

of neural birth defects, such as Anencephaly and spina bifida. Also, it is important to 

point out, folic acid supplements can be purchased at any grocery store; therefore, it is 

not necessary for a woman to visit a health care provider to partake of potential benefits 

(Strong 2000). 

Finally, even with early detection, birth defects can rarely be fixed in utero 

(Strong 2000). Unfortunately this means when it comes to birth defects prenatal care is 

most useful as a tool for early detection and in providing the family with the information 

needed to evaluate whether or not to continue the pregnancy (Strong 2000). Similarly, 

another component of prenatal care, physical exams such as uterine measurements (in 

which the growth of the uterus is used to indirectly monitor the growth of the fetus) and 

fetal heart rate (which determines if the fetus is alive or not) may detect problems for 

which there is no intervention (Strong 2000). 

The variable content of prenatal care and the fact that many of the components of 

the prenatal exam do not prevent the conditions they detect leads to questions regarding 
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the extent to which early entry into biomedical prenatal care services is an effective 

measure for lowering the rate of low birth weight babies. In addition to these difficulties, 

other studies have pointed to the difficulty inherent in measuring the adequacy of prenatal 

care usage (Fiscella 1995). 

Due to the difficulties of measuring qualitative differences, most studies have 

relied on quantitative measures, such as the number of visits (Fiscella 1995). This has 

contributed to the problem of preterm delivery bias, a false association between fewer 

prenatal visits and preterm delivery.

Although preterm delivery has consistently been linked to fewer prenatal visits, 

the association between fewer prenatal visits and preterm delivery may not control for the 

fact that mothers who deliver preterm have a reduced opportunity for prenatal visits 

(Alexander and Korenbrot 1995; Fiscella 1995). Simply counting the number of visits is 

misleading because it does not adjust for the gestational age at which a pregnant woman 

entered prenatal care (Fiscella 1995). Therefore, fewer prenatal visits could be the result 

of preterm delivery (Alexander and Korenbrot 1995; Fiscella 1995). The Kessner index, 

based on the number of visits relative to the duration of pregnancy, was devised as a 

means of minimizing preterm delivery bias (Fiscella 1995). 

According to the Kessner index, care is classified as adequate, intermediate, and 

inadequate (Fiscella 1995). However, even this index does not compensate for biases 

which may result from the early enrollment of symptomatic women, or from women 

deemed high risk, who must make a higher rate of prenatal visits (Fiscella 1995). In 

addition to the difficulties defining and measuring prenatal care, researchers have 
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questioned whether early initiation in prenatal care is a biologically plausible explanation 

for a reduction in the rate of low birth weight babies.

According to biologically plausible explanations, if prenatal care does reduce the 

rate of low birth weight babies born, it must do so by either reducing the rates of preterm 

delivery, or by reducing the rates of fetal growth retardation (Fiscella 1995). Although it 

is biologically plausible for prenatal care to reduce the rates of preterm deliveries through 

the modification of risk factors, the extent of this effect is limited by the proportion of 

risk factors that can be modified (Fiscella 1995). According to biologically plausible 

explanations that may account for a reduction in the rate of preterm deliveries, less than 

10% of all preterm births may be realistically preventable (Mittendorf et al. 1994). 

Furthermore, at present, there are no proven interventions for fetal growth retardation 

(Goldenberg et al. 1993). Finally researchers have noted the problem of confounding, the 

failure to distinguish between causal factors apart from early initiation in prenatal care 

services which may contribute to the rate of low birth weight babies (Alexander and 

Korenbrot 1995; Fiscella 1995). 

Many women at risk for inadequate prenatal care are independently at risk for 

having low birth weight babies (Fiscella 1995; Strong 2000). Therefore, the impact of 

inadequate prenatal care may be confused with prior maternal factors, such as inadequate 

income, which may have contributed to low birth weight (Fiscella 1995; Strong 2000).

Although there may be a statistical association between early entry into 

biomedical prenatal care and a reduction in the likelihood that a woman will deliver a low 

birth weight baby it is difficult to attribute this directly to any aspect or combination of 

aspects of the biomedical prenatal exam. This is partly due to the fact that the content of 
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prenatal care differs from provider to provider. In addition, the difficulty measuring the 

adequacy of prenatal care usage has contributed to the problem of preterm delivery bias 

(a misleading association between fewer prenatal visits and preterm delivery). 

Furthermore, researchers have called into question whether early initiation in 

prenatal care is a biologically plausible explanation for a reduction in the rate of low birth 

weight babies. Currently, the only ways to reduce the rate of low birth weight are to 

reduce either the rates of preterm delivery or fetal growth retardation. While certain risk 

factors may be modified, such as the cessation of smoking, the extent of this intervention 

is mitigated by the fact that these interventions are only applicable to those with 

modifiable risk behaviors. Also, there is currently no known intervention for fetal growth 

retardation. Finally, women at risk for late entry into biomedical prenatal care may also 

be at risk for low birth weight babies independent of when they initiate care. The failure 

to distinguish between other factors that may also be linked to low birth weight babies 

has contributed to the problem of confounding. Despite the questions regarding the 

benefits of the biomedical prenatal exam towards its goal, a reduction in the rate of low 

birth weight babies, many other researchers have focused on the auxiliary benefits of the 

prenatal exam (see Allesandrini et al. 2001; Anderson et al. 1997; Bates and Wolinsky 

1998; Donovan et al. 2000; Freed et al. 1999; Fiscella 1995; Gill et al. 2002; Kogan et al. 

1998; Kotagal et al. 2002; Shiono and Behrman 1995; York et al 2000).

3.3 Auxiliary Benefits

Despite the difficulties establishing a connection between early entry into 

biomedical prenatal care and a reduction in the rate of low birth weight babies born, as 
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researchers Shiono and Behrman aptly point out, “Prenatal care is a package of necessary 

services, and a number of benefits accrue which do not relate to the prevention of low 

birth weight (1995:10).” Particularly applicable to the Guatemalan Mayan community is 

Shiono’s and Behrman’s assertion that “Prenatal care is also valuable for women who are 

impoverished because it links them with other valuable social services” (Shiono and 

Behrman 1995). Through their entry into the biomedical prenatal care system many 

Guatemalan Mayan women are introduced to public social service programs such as the 

Guatemalan Maya Center (GMC), Women, Infants and Children (WIC), and Medicaid. 

Also, other researchers have noted that prenatal care may provide certain women, 

in particular minorities and low-income women, access into ongoing health care as they 

may receive their first comprehensive health assessment during the prenatal visit (Fiscella 

1995). Many Guatemalan Mayan women experiencing pregnancy in the United States 

entered into the biomedical health care system for the first time once they learned they 

were pregnant. At this time, many women received their first ever general health exam. 

Also, upon entry many women become aware that although they were ineligible for 

public service programs such as Medicaid, they could receive partial coverage for clinic 

services under Palm Beach County’s Health Care District’s Coordinated Care Program 

for themselves and other family members. Once they became aware many women 

continued to use these programs to receive health care for themselves, their partners and 

their children. 

Prenatal care has also been associated with increases in well-child visits (Freed et 

al. 1999; Kogan et al. 1998), increases in completion of immunizations (Anderson et al. 

1997; Bates and Wolinsky 1998; Gill et al. 2002; York et al 2000), decreases in child 
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emergency room visits (Allesandrini et al. 2001; Donovan et al. 2000; Kotagal et al. 

2002) and increases in maternal postpartum visits (York et al. 2000). With regards to the 

Guatemalan Mayan community this is especially appropriate as children of mothers who 

enter the biomedical prenatal care system through the GMC program have enrolled in and 

continued using public health service programs such as Medicaid and Health Care 

District.  

Although many questions remain regarding the relationship between adequate 

prenatal care and healthier birth outcomes, early entry and sustained participation in 

biomedical prenatal care services may benefit this community, if not for the prevention of 

birth defects or low birth weight babies, then as a beneficial link to other valuable social 

services or as a means of increasing participation in other health care services.

Despite desires to incorporate Guatemalan Mayan immigrants into the biomedical 

prenatal care system, and the potential benefits accrued after doing so, those trying to 

incorporate these women face potential difficulties. That is, this population has different 

beliefs about the necessity of biomedical care. 
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CHAPTER 4

THE NECESSITY OF BIOMEDICAL PRENATAL CARE

Prenatal care as preventative care is a familiar notion within the Western 
biomedical model of health… If women subscribe to the biomedical 
model of health, and they perceive the birth of a baby as a process they are 
able to manipulate to ensure a positive outcome, then regular medical 
consultations and examinations during pregnancy are seen as a prudent 
strategy, consistent with their beliefs. However, biomedicine is but one of 
several explanatory systems. Complex and varied beliefs about pregnancy 
and prenatal care exist in any society, let alone in one as diverse as the 
United States (Whiteford and Szelag 2006:98). 

Although in the United States it is a widely held belief that biomedical care is 

necessary during pregnancy, the Guatemalan Maya held different beliefs about the 

necessity of this form of care. These beliefs affected the use of prenatal care services by 

Mayan women living in Palm Beach County. That is, for pregnancies without 

complications many women preferred to seek alternative forms of care. Furthermore, 

when using preferred care, due to differences in beliefs about maintaining and monitoring 

their health during pregnancy, women often did not initiate biomedical prenatal care until 

late in their pregnancies often during their final trimesters. 

The underutilization of biomedical prenatal care services by Guatemalan Mayan 

women has previously been explained citing cultural differences in beliefs about 

pregnancy. According to these explanations the Maya system of obstetrics, said to be 

based on the perception of pregnancy as a normative process, is in contradiction to the 

biomedical model, said to be based on the view that pregnancy is an illness in need of 

66



medical care. However, despite differences in beliefs regarding maintaining and 

monitoring health during pregnancy, due to a lack of more culturally appropriate options 

for care, the majority of Guatemalan Mayan women chose to incorporate biomedical care 

into their prenatal health care routines. These findings cannot be explained drawing upon 

previous theoretical explanations. In particular, these findings call into question previous 

theories which purport to explain the underutilization of biomedical prenatal care services 

by Mayan women due to the perception of pregnancy as a normative process. 

Through an evaluation of the unique context in which Guatemalan Mayan 

immigrant women made decisions about their health care during pregnancy this study 

proposes that rather than adopt biomedical health care beliefs and practices, as suggested 

by previous theoretical explanations, Mayan immigrants adapted this form of care to 

meet their needs. This approach views the patterns of utilization of biomedical prenatal 

care services by Mayan women as decisions among a range of options according to 

parallel points of agreement between the Mayan and biomedical treatment of pregnancy. 

The metaphor of the adaptation of Catholic saints in their own image will serve to 

illustrate the ways in which Mayan immigrants have adapted to their new health care 

context in the U.S. Finally, the historical and cultural context of previous theoretical 

explanations of the underutilization of biomedical prenatal care services by Mayan 

women will be contextualized. This provides a basis for better understanding Mayan 

women’s beliefs about maintaining and monitoring health during pregnancy and the 

subsequent health care decisions these women make.

67



4.1 The Utilization of Prenatal Care Services by Guatemalan Mayan Women

The Guatemalan Maya are a population traditionally unaccustomed to the 

biomedical health care system, prenatal care services in particular. The utilization of 

biomedical prenatal care services in Guatemala continues to be relatively low when 

compared to other Latin American countries (INE et al. 1996; Pebley et al. 1996; WHO 

2001). It is important to note, that while Guatemalan women are typically unaccustomed 

to the biomedical prenatal care system, the majority of women in Guatemala, around 

96%, obtain some form of prenatal care (Peterson et al. 1997). This is usually in the form 

of care from traditional midwives, or comadronas, within the community (INE et al. 

1996). Furthermore, there is an association between the utilization of biomedical prenatal 

care and ethnicity (Glei 1999; Glei et al. 2002; INE et al. 1996). 

In Guatemala, indigenous women were found more than twice as likely as non-

indigenous women to seek prenatal care services from a comadrona exclusively (Glei 

1999). This was indicated in data from the 1995 Guatemalan Survey of Family Health, 

which revealed that 84% of pregnant Mayan women, compared with only 41% of 

pregnant non-indigenous women, utilized a comadrona’s services exclusively (Glei 

1999). The practice of using a comadrona’s services exclusively has been problematized 

in recent decades. 

Previous research studies have offered a myriad of explanations to account for the 

underutilization of biomedical prenatal care services by Mayan women in Guatemala, 

even when they are given a referral by a comadrona, including: fear of poor treatment, 

refusal by male partners, embarrassment as a result of the invasiveness of the biomedical 

exam, lack of confidence in the quality of care, unaccommodating service hours, 
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language difficulties, and other difficulties accessing health facilities (Cosminsky 1982; 

Rosenthal 1987; Hurtado and Saenz de Tejada 2001). Data from these research studies 

links the ethnic differential in the utilization of biomedical prenatal care services to the 

relationship between ethnicity and social class in Guatemala (Acevado and Hurtado 

1997). These studies suggest the underutilization of biomedical prenatal care services by 

Mayan women is due to a lack of access. However, other researchers have found that an 

ethnic differential remains even after other demographic factors were controlled for 

(Pebley et al. 1996; Glei et al. 2002). These studies suggest, despite access to biomedical 

prenatal care, many Guatemalan Mayan women prefer to seek the care of a comadrona 

during pregnancy. 

The preference for the care of a comadrona during pregnancy presents a unique 

problem for those who wish to increase Guatemalan Mayan women immigrants’ 

compliance with Palm Beach County’s recommendations for receiving biomedical care 

early during their pregnancies. That is, women who undertook prenatal health care with a 

comadrona, often entered biomedical care during their last trimesters of pregnancy, often 

times just weeks before they were due to give birth. 

At around 32 weeks pregnant, Eulalia, an 18 year old Maya-Kanjobal 
woman originally from San Miguel Acatán, came in to the Lantana clinic 
for her first prenatal visit. During this visit, the nurse administering the 
exam expressed concern that Eulalia would have to deliver by cesarean 
section because her baby had not yet turned into proper head down 
birthing position. 

When this information was translated to her, Eulalia responded saying that 
she was not concerned about the progress of her pregnancy. She described 
how her grandmother, a comadrona who had been administering her 
prenatal care, told her that her pregnancy was healthy.
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As this example illustrates, often times Guatemalan Mayan women did not enter 

biomedical prenatal care until late in their pregnancies once they had already begun to 

receive prenatal care from a comadrona in the community. However, not all women 

under the care of a comadrona waited until their last trimester to initiate biomedical 

prenatal care. In instances where complications during pregnancy arose, women sought 

biomedical care in addition to the care they were already receiving from a comadrona. 

At around 8 weeks pregnant, Magdalena, a 39 year old Maya-Quiché woman 

originally from Momostenango entered the West Palm Beach clinic to begin prenatal 

care. Although she had been receiving care from a comadrona within the community, 

Magdalena eventually sought the clinic’s services, due to excessive pain and 

hemorrhaging she experienced during pregnancy. 

During her first clinic visit, with tear filled eyes, Magdalena explained 
why she worried she may lose her pregnancy. Magdalena described how 
an accident she had when she was younger had separated her matriz, or 
uterus. After this accident, doctors told her she would never be able to 
have children. As she continued, Magdalena boasted that despite this 
diagnosis she had been pregnant 4 times, and had given birth to 3 children 
in Guatemala. Sadly, her fourth pregnancy was aborted because it was 
ectopic (“estaba creciendo afuera de la bolsa”).

During this, her fifth pregnancy, Magdalena first sought biomedical 
prenatal care in the form of an emergency room visit for the excessive 
pains and hemorrhaging she had experienced. It was during this visit when 
she discovered she was around 6 or 7 weeks pregnant. 

Upon learning she was pregnant Magdalena began prenatal care with a 
local comadrona. Unfortunately, because her pains continued Magdalena 
sought additional care through the clinic.

As the previous examples illustrate, although there is a misperception that women 

who initiated biomedical prenatal care during the last trimester of their pregnancies have 

not been receiving care, often times they have been receiving care from a comadrona in 
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the community. Also, it is important to note, Guatemalan Mayan women generally 

combined biomedical prenatal care in conjunction with the care they received from a 

comadrona only in instances where abnormal complications during pregnancy arose. 

This ethnic differential in Guatemalan Mayan women’s preference for the care of a 

comadrona during pregnancy and the practice of using the services of a comadrona 

exclusively, only seeking biomedical prenatal care for pregnancies with complications, 

are often explained citing cultural differences in beliefs about pregnancy. 

Anthropologists have cited a number of differences between models of pregnancy 

cross-culturally (Michaelson 1988). Specifically, anthropologists have pointed to the 

differences between the model of pregnancy accepted in the majority of non-Western 

societies, in which pregnancy is said to be viewed as a function of health rather than of 

illness (Michaelson 1988), and the biomedical model of pregnancy in the United States, 

in which pregnancy is defined as an illness in need of the application of science and 

technology to safeguard the health of the mother and her child (McClain 1982). This 

theory has been especially relevant for studies of biomedical services use among 

immigrant groups in the U.S. as individuals often hold health beliefs distinct from the 

biomedical system.

According to previous explanations, rather than seek biomedical prenatal care 

once they realize they are pregnant, women who view pregnancy as a function of health 

will wait until a problem has developed (Whiteford and Szelag 2000). That is, for 

pregnancies without complications, because they do not consider pregnancy an illness, 

these women may not seek early, regular, or any prenatal care in the biomedical system 

(Whiteford and Szelag 2000). The trend in discussions of the underutilization of 

71



biomedical prenatal care services by Mayan immigrants in the U.S. has followed this 

trajectory (see Miralles 1989 and Rocha 1991). 

According to studies of the underutilization of biomedical prenatal care services 

by Mayan women in the U.S. these women do not use these services because they do not 

conceptualize pregnancy as an illness in need of medical treatment (Miralles 1989; Rocha 

1991). In fact, many Mayan women’s own explanations of their decisions to enter into 

biomedical prenatal care late during their pregnancies cite the lack of illness. 

Ana, a mother of 3 close to 40 years old originally from San Miguel 
Acatán entered into the Lantana Clinic for prenatal care for the first time 
during her 7th month of pregnancy. When asked why she did not begin 
prenatal care earlier Ana described how she did not feel sick. She 
explained, “…if a pregnant woman does not have problems, such as 
infections, headaches, or other pains then she will not go to the doctor.” 

Responses such as Ana’s, citing the lack of illness as the reason for not initiating 

biomedical prenatal care early during pregnancy, appear to confirm the illness-normal 

explanation. That is, because pregnancy is viewed as a normative process, and not as an 

illness, [bio]medical care is presumed unnecessary. However, the illness-normal 

explanation does not account for the health seeking behaviors of the majority of Mayan 

women immigrants in Palm Beach County. That is, the majority of pregnant Mayan 

women sought biomedical care shortly after they suspected they were pregnant and after 

they learned of the GMC. 

Given the illness-normal explanation, if Mayan women do not perceive of 

pregnancy as a medical event that requires monitoring and intervention, then women 

would not seek biomedical prenatal care for pregnancies perceived as normal. However, 

as I quickly found once I began volunteering in the GMC’s clinic offices, each day 

dozens of women attended the clinics waiting hours to cram themselves into one of the 
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GMC’s small clinic offices. Many of these women had not yet begun to show. Rather 

than entering biomedical prenatal care due to problems perceived with their pregnancies 

the majority of Mayan women described the cessation of menstruation as the reason for 

their first visit. This indication of pregnancy was a sufficient reason to seek out 

biomedical prenatal care. 

Given the illness-normal explanation we would expect Mayan women who 

perceived their pregnancies as healthy but sought biomedical care early during their 

pregnancies to hold health beliefs distinct from their comadrona seeking counterparts. 

However, rather than initiate biomedical prenatal care because they held biomedical 

beliefs, many Mayan women who sought this form of care early during their pregnancies 

referred to humoral explanations of health and illness. 

Mayan humoral health beliefs are based on degrees of hot and cold. Foods, herbs, 

medicines, illnesses, and bodily states are classified as either hot or cold (Cosminsky 

1982). Health in the body is attributed to a balance of these ‘hot’ and ‘cold’ elements 

both within the body and the surrounding environment (Cosminsky 1982). Therefore, 

illness is due to an excess of ‘hot’ or ‘cold’ within the body (Cosminsky 1982). Healing 

measures attempt to rebalance the levels of ‘hot’ and ‘cold’ in the body and the 

surrounding environment. Humoral health beliefs influenced the ways in which Mayan 

women cared for themselves during and after pregnancy. 

Regardless of whether a Mayan woman used biomedical care or the care of a 

comadrona pregnancy was considered to be a time of increased heat. This increase in 

heat affected women’s perceptions of what was and was not considered healthy to 
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consume during pregnancy. For example, with regards to their diets many women 

believed that it was problematic to eat or drink too many cold substances. 

Anali explained her difficulty breast feeding her newborn son. During her 
pregnancy she drank too many sodas with ice, both considered cold. As 
she explained, this had caused her breast milk to dry up making it difficult 
for her to produce the amount of milk necessary to breast feed her son. 
Unfortunately she had to augment this milk with unpreferable powdered 
formula.

Humoral beliefs also influenced the way that pregnant women interacted with 

others. Pregnant women, and the infants who spend a great deal of time and are in close 

contact with them, should take special care. Due to their close proximity to a woman that 

was just recently pregnant infants were considered to be more susceptible to illness, 

especially those inflicted by evil forces. In their state, pregnant women were especially 

believed to be responsible for inflicting mal de ojo. 

The affliction mal de ojo ranges in severity from causing psychological stress 

influencing an infant to cry, to physical ailments such as vomiting, and even to sickness 

and death. The infliction could be intentional in instances where another woman wishes 

harm on a young child or unintentional if a woman, who wishes no harm, covets the child 

for herself. Many women protected their newborns from the affliction by arming them 

with red beaded bracelets and anklets or small red crocheted bags over their carriages 

believed to ward off harm. These means of protection were worn for the first year of life 

when contact with pregnant women was likely. It was therefore especially important for 

mothers to protect their children during visits to public health departments when contact 

with pregnant women was anticipated. The prevalence of these beliefs can be seen in the 

numbers of women who follow these practices while attending their clinic appointments. 
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Humoral beliefs also affected the ways in which women cared for themselves after 

delivery. 

Due to the excessive loss of blood during childbirth, a hot element, the 

postpartum period was also considered a time of unbalance. As part of los cuarenta días, 

the forty day recovery period after a woman has given birth to a child, women should 

keep their heads and feet covered to restore lost body heat. After giving birth women 

wore bandanas and socks both in and outside of the home to keep their heads and feet 

warm. 

After she started to feel light-headed Sandra explained how she had taken 
off her bandana and socks before going to bed one night causing her to 
lose heat. She resumed wearing the garments as a remedy. 
That the majority of Mayan women with healthy pregnancies, holding health 

beliefs similar to their comadrona seeking counterparts, sought biomedical prenatal care 

as a way to maintain and monitor their health early during their pregnancies cannot be 

explained by drawing upon expectations entailed from the illness-normal explanation. 

Due to the prevalence of comadronas in the community, construction of a new theory to 

explain these health seeking behaviors would require an understanding of not only how 

Mayan women incorporated biomedical prenatal services but the care of comadronas as 

well. Unfortunately, finding information about comadronas practicing in the community 

directly was difficult.

Prior to beginning the volunteer position at the clinics and before doing my first 

interview I was well aware of the difficulty of finding information about comadronas 

practicing in the community. For local comadronas, without documentation and local 

licensure, assisting in prenatal care is widely known to be illegal and is therefore 

sensitive and secretive. During lunch one afternoon with Francisco and Stephanie, two of 
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the care coordinators working for the GMC, we discussed the possibility of arranging an 

interview between myself and one of these comadronas. Francisco leaned back in his 

chair placed both of his hands confidently on the table and simply said “I could get you a 

midwife.” Picking up on the unmistakable tone of the conversation Stephanie made a 

joke pointing out how it sounded more like he was arranging to buy me drugs than setting 

up an appointment to talk with a comadrona. 

Throughout the year I volunteered with the GMC, Francisco tried several times to 

arrange a meeting between myself and a comadrona known through his mother, an 

influential member of the Mayan community who had a role in the inception of the 

GMC’s Pre-and Post-natal Care Program. Although an interview was scheduled, 

unfortunately it was subsequently canceled. Although he repeatedly tried to reschedule 

the interview, these plans never materialized. I had come to accept that as an outsider to 

the community this meeting was unlikely. These difficulties soliciting information about 

comadronas practicing in the community unfortunately never ceased. 

Despite a regular presence attending each of the clinic offices twice a week for 

several months I remained unable to inquire about whether a woman had undertaken 

prenatal care with a comadrona in the community. However, this information was not 

entirely beyond my reach.

In the process of arranging interviews I began accompanying Francisco on his 

monthly house visits. Before arriving to a woman’s home Francisco often mentioned 

whether he knew if the expectant mother had been attending care with a comadrona, 

information provided to him by his mother. In this way I was able to find out whether a 

woman was likely visiting a comadrona in the community prior to interviewing her. 
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Information obtained during these interviews was later cross-checked with women in the 

community with whom I would become better acquainted and could discuss such 

sensitive topics. A relationship with one such woman in particular revealed key 

information about pregnant Mayan women’s decisions to utilize the services of 

comadronas in the community. 

I was introduced to Sandra, a 20 year old Maya-Kanjobal woman originally from 

Soloma, by Francisco during a routine house visit. Through Francisco I arranged an 

interview with Sandra and returned to her house several days later. During our 

conversation Sandra expressed interest in taking English classes. Although classes were 

offered close to her home she was unable to attend because she had no one to watch her 

young daughter at night when the classes were held. I offered to tutor Sandra in English 

once a week during the day and in exchange I could practice my Spanish and learn a few 

words in her native language of Kanjobal. I began going to her house weekly and after 

several months of these language sessions Sandra and I began to develop a close 

friendship. 

One week while visiting with Sandra in her home she told me of a bout of illness 

she was experiencing. For several weeks she had felt tired and weak and had begun to go 

with a comadrona to get messages to raise her matriz, or uterus, which she later 

discovered had fallen from a healthy location. Several weeks after undertaking these 

weekly treatments Sandra began to feel better. Months after recovering from this illness 

Sandra became pregnant with her second child. Although she had already discontinued 

visits with the comadrona, as the problem with her matriz had been mediated, she began 

to revisit this comadrona for prenatal care.
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Throughout her second pregnancy I continued to visit with Sandra in her home. 

Her daughter who was only a few months old when we first met was now walking and 

beginning to talk. During one visit Sandra and I reminisced about how I had seen her 

daughter grow and how difficult her life had been around the time she had given birth to 

her daughter. Reflecting on her experiences being pregnant with her first child Sandra 

described the difficulties she had faced during her first pregnancy. “Una tiene que 

aprender [One has to learn]” she simply stated. Having never been pregnant myself I 

naively yet unbeknownst to me productively asked her what kinds of things a woman has 

to learn when she becomes pregnant. Sandra explained using examples from her own 

pregnancy.

Sandra became pregnant with her first child shortly after she married her 
husband in her hometown of Soloma at the age of 18. When she crossed 
the border into the U.S. she was already around 4 or 5 months pregnant. 
Upon her arrival she asked the women she shared a rental with where she 
could find a comadrona. As they were older and had not given birth in the 
community they were not acquainted with a comadrona. 

Although unaware of comadronas in the community, one of the women in 
her household had used the GMC for legal services and had become aware 
of the Pre- and Post-natal Program. Unable to find a comadrona to 
administer prenatal care, Sandra went to the clinic near her home to begin 
prenatal care. 

While it had seemingly always occurred to me that I would have difficulty 

accessing a comadrona as an outsider to the community, it had not occurred to me that 

women in the community would have similar difficulties. This context is a unique 

environment through which to view the issue of the utilization of biomedical prenatal 

care services by Mayan women. 

Previous studies of the prenatal health seeking behaviors of Guatemalan Mayan 

women have taken place in relatively pluralistic contexts in which biomedicine 
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represented an alternative to the care of a comadrona. Unfortunately for many 

Guatemalan Mayan women in Palm Beach County, finding a practicing comadrona is 

difficult. When faced with this lack of options, despite differences in beliefs about 

maintaining and monitoring health during pregnancy, many Guatemalan Mayan women 

chose to incorporate biomedical care into their prenatal health care routines. 

The ways in which Mayan women unable to locate a comadrona incorporated 

biomedical prenatal care into their prenatal health routines cannot be explained drawing 

upon the illness-normal explanation. The illness-normal explanation suggests that Mayan 

women who sought biomedical care adopted biomedical beliefs. Rather I suggest that the 

health seeking behaviors of Guatemalan Mayan women can best be understood as an 

adaptation. That is, rather than adopting biomedical beliefs, much like the recreation of 

Catholic saints in their own image, Mayan women have adapted aspects of the 

biomedical prenatal exam as a way to maintain and monitor their health during pregnancy 

according to parallel points of agreement between the biomedical and Mayan obstetrical 

systems.  

4.2 Adaptation through Syncretization 

The Maya are no stranger to the imposition of cultural practices, the biomedical 

health care system included. In fact, Spanish colonial domination was the force that 

brought Catholicism, the religion commonly associated with the Maya for epochs. 

However, since the dawn of the Spanish conquest the Maya have resisted the imposition 

of outside religious practices in various ways (Ruz 2008). Just as other imposed practices, 

Catholic religious practices were not merely internalized undigested. For example, the 
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Catholic saints were recreated by indigenous Guatemalans to accomplish their unique 

religious needs in the face of the imposition of these outside practices (Watanabe 1990). 

This resistance is useful for understanding how Mayan immigrants have adapted to the 

health care context in the U.S. Much like the adaptation of the Catholic saints to 

accomplish indigenous religious practices this adaptation is achieved through the 

recognition of parallels between the Mayan and biomedical obstetrical systems.

The beginning of the conquest witnessed the severe persecution of pre-Hispanic 

religions (Ruz 2008). In appearance, the combination of proselytizing and punishments 

for practicing indigenous religion forced many Mayans to internalize Catholicism (Ruz 

2008). However, in many cases this internalization was primarily an illusion (Ruz 2008). 

Mayan syncretism of indigenous and Catholic beliefs was not the result of the 

displacement of old religious beliefs by new ones but rather a dialectic process resulting 

in the creation of a new religion (Crystal 2001). That is, Catholicism was internalized 

according to parallel points between the Mayan and Christian religions (Ruz 2008). In 

particular, the saint tradition of Catholicism permitted the Maya to maintain many of their 

deities (Crystal 2001; Ruz 2008). The Maya recreated the Catholic saints as surrogates 

for their ‘lost’ Mayan gods (Watanabe 1990).

Mayan indigenous beliefs were based on the notion of reciprocity among the 

gods, humans, and nature (Watanabe 1990). When Christian evangelization banished the 

polytheistic deities of the Maya they turned to the saints to restore this reciprocity 

(Watanabe 1990). For example, Saint Barbara was a surrogate for the Lord of the 

Thunder and Saint Anthony the Abbot for the Lord of Animals (Ruz 2008). While the 

passing of the generations has diminished the surrogate status of the Catholic saints, 
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indigenous beliefs and practices have been maintained due to their close resemblance 

with the Catholic form (Ruz 2008). Although the connection between the identity of 

Mayan religious beliefs and the Catholic saints may have diminished, the appropriation 

of Catholic saints in their own image has not. 

At the center of every highland Guatemalan Mayan town stands the Catholic 

Church (Watanabe 1990). Inside these churches figures of saints perched in crevasses 

adorn walls. Rather than merely reproduce the images introduced by the Spaniards the 

Maya have appropriated them in their own image (Watanabe 1990). Among the people of 

Santiago Chimaltenango, or Chimbal, in western Guatemala, for example, the town's 

patron saint is Santiago Matamoros (“Saint James the Moorkiller”) (Watanabe 1990). 

Santiago is depicted as a sword-wielding figure mounted on horseback (Watanabe 1990). 

He was originally the saintly protector of 16th-century Spanish conquistadores 

(Watanabe 1990). However, rather than associate Santiago with the Spanish conquest, 

Chimaltecos claim the protection of Santiago (Watanabe 1990). 

The story is told how Santiago protected Chimbal from the Guatemalan army in 

the early 1980s during the peak of the country’s violent civil war while surrounding 

towns were decimated (Manz 1988). One of the indications that this is not the same 

Santiago of the Spaniards is that this Santiago is dressed in the clothing worn by 

Chimaltecan Mayan men (Watanabe 1990). In similar fashion, his "wife," Saint Ann, 

wears the red, hand woven huipil and navy blue corte of a Chimalteco woman. 

The Maya have a long practice of using syncretism to adapt to the imposition of 

outside forces while accomplishing their goals. In the case of syncretic religious practices 

this has not been the random homogenization of Mayan and Catholic faiths (Watanabe 
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1990). Syncretism is a dialectical process between tradition and hegemony (Watanabe 

1990). Through syncretic practice the Maya have endured the long process of 

colonization neither as stubborn adherents to a static religion nor as passive victims of 

imperialist hegemony (Watanabe 1990). The utilization of biomedical prenatal care 

services by Mayan women in Palm Beach County is much like the recreation of Catholic 

saints in their own image.

Many Mayan immigrants have escaped violence or lack of economic opportunity 

in their home country. Upon arrival in the United States, for pregnant women, 

maintaining and monitoring their health during pregnancy becomes a point of contention 

as women try to fulfill their ideals for undertaking care with a comadrona as the host 

population seeks the women to conform to theirs (early care in the biomedical system). 

The resourcefulness of Mayan women can be seen in the ways in which they adapt 

biomedical prenatal care according to parallels between by the two medical systems. This 

parallel can be seen in the ways in which both emphasize the importance of maintaining 

and monitoring the proper growth of the unborn child throughout pregnancy. 

Routine prenatal care in the first trimester of pregnancy is a traditional feature of 

Mayan obstetrics. This is due to the importance of the sobada, or prenatal massage during 

the prenatal visit. The sobada is the comadrona’s most important diagnostic tool for 

preventing, detecting, and correcting problems during pregnancy (Davis-Floyd and 

Sargent 1997). It is through the sobada that the midwife will check for the healthy 

progress of the pregnancy.

During the sobada, the comadrona will first pour cooking oil, balsam or pomade 

over her hands to facilitate movement over the abdomen (Cosminsky 2001). She then 
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warms her hands before beginning the massage (Cosminsky 2001). The woman lies down 

on her back with her clothing raised only enough so that her abdomen is visible (Davis-

Floyd and Sargent 1997). The comadrona passes her hands over the abdomen, massaging 

from one side to the other, pausing to palpate at the top (Cosminsky 2001). Similar to the 

American ideal, visits with a comadrona should start early in pregnancy and continue 

throughout due to the importance of maintaining and monitoring the proper growth of the 

unborn child. Furthermore, the similarity of the comadrona’s sobada and the ultrasound 

exam was not lost on these women.

Although they held beliefs similar to their comadrona seeking counterparts, 

Mayan women who used biomedical prenatal care exclusively often compared aspects of 

the comadrona’s sobada to similar aspects of the biomedical prenatal exam, to the 

ultrasound in particular. 

During one interview Candelaria, a 26 year old mother of 2 originally 
from Nenton, explained how the doctor massages, or soba, the mother’s 
stomach just like the comadrona. She continued to describe how through 
massaging the stomach, a doctor could ensure that the baby was growing 
properly.

These observations as well as the descriptions in the previous literature illustrate 

the importance of maintaining and monitoring the proper growth of the baby in Mayan 

obstetrics. When information about the proper growth of the unborn baby could not be 

obtained through the comadrona’s sobada it was obtained through the biomedical 

prenatal exam, through the ultrasound in particular. However, not surprisingly, given the 

preference afforded information about the growth of the fetus as gained through the 

comadrona’s sobada the perception of the usefulness of the same information as gained 
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through the application of biomedical technology differed with regards to whether a 

woman had access to preferred care. 

During my first meeting with Ana several weeks after giving birth to her 
first child in the U.S., a son named Henry, I met with her to discuss her 
experiences with prenatal care in the U.S. During this meeting, Ana 
described how the ultrasound could only indicate to the expectant mother 
whether the unborn child was a boy or a girl. When questioned further, 
Ana agreed that the ultrasound could also show the position of the baby 
and how the baby was growing. However, for Ana, the information 
provided in the comadrona’s prenatal exam was superior. 

For women already receiving information about the healthy progress of their 

pregnancies from a comadrona in the community, the same information as provided 

through the biomedical prenatal exam was of secondary importance. These findings 

suggest Mayan women who sought the care of a comadrona did not use biomedical 

prenatal care because they were already receiving information about the proper growth of 

their unborn child in a way in which they preferred. Furthermore, although many women 

unable to obtain the care of a comadrona acknowledged the similarities of the 

information provided in the biomedical doctor’s and the comadrona’s exam, the 

preference for the care of a comadrona was strong. The strength of this preference is 

illustrated in the lack of loyalty to biomedical prenatal care. 

Although a woman may have sought biomedical prenatal care during previous 

pregnancies due to difficulties finding a comadrona, once a woman became more 

established in the local community increasing her likelihood to access traditional care she 

would often return to use a comadrona in subsequent pregnancies. For example, although 

during her first pregnancy Sandra sought biomedical prenatal care after she was unable to 

find a comadrona in the community, when she became pregnant with her second child 

over a year later she first solicited the help of a comadrona with whom she was now 
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acquainted. This lack of loyalty to biomedical prenatal care once the services of a 

comadrona became available further illustrates the patterns of utilization as an adaptation 

rather than an adoption of biomedical care as a way to meet one’s health needs. 

Furthermore, the ways in which Mayan women undertaking prenatal care with a 

comadrona in the community often utilized biomedical care during their last trimester 

points to a further way Mayan women have adapted biomedical services to meet their 

health needs.

Among Guatemalan Mayan women attending prenatal care with a comadrona in 

the community the purpose of clinic visits late in pregnancy was likely in preparation for 

delivery at one of Palm Beach County’s public hospitals. As the practice of administering 

prenatal care without a license was widely known to be illegal and regarded in secrecy, 

the practice of assisting at birth was likely to be too risky for a comadrona to undertake. 

Achieving birth unassisted was an equally unlikely option for women to chose. 

Furthermore, the costs of hospital births were exorbitant, between six and seven thousand 

dollars for vaginal births. Fortunately, Emergency Medicaid covered all or part of these 

costs for births at public hospitals in the county. 

In order to deliver in a public hospital it was in a woman’s best interest to enroll 

in the GMC’s Pre- and Post-natal Care Program prior to giving birth. Through the 

GMC’s Pre- and Post-natal Care Program women could receive assistance with aspects of 

the birth process for which they were likely unfamiliar. Care coordinators could help with 

aspects such as securing the necessary paperwork for a smooth birth process at the 

hospital, translating at the hospital during the birth, and applying for Emergency 

Medicaid coverage for hospital delivery charges. 
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When viewed in the context of health care options available in Palm Beach 

County, the difficulty of securing the care of a comadrona in particular, understanding 

the prenatal health seeking behaviors of Guatemalan Mayan women takes on an entirely 

new framework. Previous theories have cited the perception of pregnancy as a normative 

process to explain the ways in which Mayan women utilize the care of a comadrona 

exclusively only seeking biomedical care for problematic pregnancies. However, when 

faced with a lack of preferred options for care many Mayan women incorporated 

biomedical prenatal care into their prenatal health routines without any apparent struggle 

with their health cosmologies as it provided similar, although culturally inferior, 

information about the health of their pregnancies. 

Mayan women who utilized the care of a comadrona exclusively did not use 

biomedical prenatal care because they were already obtaining information about the 

health of their pregnancies in a way in which they preferred. Furthermore, rather than 

adopt biomedical beliefs, Mayan women unable to secure the services of a comadrona 

adapted available care to meet their prenatal health needs. These findings suggest that 

Mayan women in Palm Beach County entered biomedical prenatal care services only 

when they were unable to obtain information or services perceived as necessary from 

comadronas in the community. Taken together, these findings call into question the 

supposed dichotomy between the biomedical and Mayan models of prenatal health care. 

In order to move beyond this dichotomy it is necessary to place it within its specific 

historical and cultural context. In the next section, the context that produced this 

dichotomy will be explored.  The emphasis of this approach is to enable a starting point 

for the discussion of the parallel points between biomedical and Mayan obstetrics. 
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4.3 The False Dichotomy: Biomedical and Mayan Prenatal Systems Compared

The main claim of the illness-normal explanation is that while in American 

obstetrics pregnancy and childbirth is medicalized in Mayan obstetrics it is not. This 

argument dichotomizes biomedical and Mayan medical systems as two poles of the same 

continuum. However, in doing so, this explanation draws a sharp parallel between Mayan 

and American midwifery. This parallel overemphasizes the similarities between these 

two systems largely ignoring the points of accordance between biomedical and Mayan 

obstetrics. However, rather than view Mayan and biomedical obstetrics as dichotomous 

points of the same continuum, from medical to non-medical, these systems are best 

viewed in their own context. This section will explore the historical and cultural context 

in which American and Mayan midwifery have become conflated. The purpose of this 

approach is to enable the study of the parallels between biomedical and Mayan obstetrics. 

Social science researchers involved in the study of reproductive health practices 

have conceptualized two paradigms: the ‘medical’ or ‘technocratic’ model and the 

‘midwifery’ or ‘holistic’ model (Davis-Floyd 2003; Lichtman 1988; Rothman 1982). 

Although there is no universally accepted theory of midwifery, most practitioners would 

agree that there are several differences between the midwifery and the medical models of 

reproductive health care (Michaelson 1988). In fact, these models are said to be opposing. 

As anthropologist Robbie Davis-Floyd asserts: “To fully believe one is to fully disbelieve 

the other (Davis-Floyd 2003:158).” In fact, the contemporary model of American 

midwifery is largely a rejection of the biomedical model’s treatment of reproductive 

health care. 
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In the early 1990s midwifery made a comeback in the U.S. (Mitford 1993). This 

comeback was led by trends in the 1960s, 70s and 80s in which the biomedical model of 

pregnancy and childbirth came under scrutiny (Jordan 1993). In particular, second wave 

feminists became critical of the way in which the dominant model of pregnancy and 

childbirth in the U.S. defined pregnancy and childbirth as medical events (Jordan 1993). 

Advocates of the midwifery movement sought the ‘demedicalization of childbirth’ (see 

Haire 1972; Arms 1975). In fact, the most widely accepted distinction between the 

midwifery and medical models is that midwives see pregnancy and childbirth as normal 

processes and as part of the life cycle and not as illnesses (Lichtman 1988). During this 

time, several of the tenets of the biomedical model were critiqued and rejected.

Modern western medicine is patterned around what is termed the biomedical 

model (Nettleton 1995). The biomedical model contains several key assumptions 

(Nettleton 1995). First, according to the biomedical model, ailments of the mind and 

body can be treated separately in what has come to be known as mind-body dualism 

(Nettleton 1995). That is, the biomedical model holds that the body can be treated like a 

machine in which doctors can fix dysfunctioning parts of the body, similar to engineers 

fixing dysfunctioning parts of a machine (Nettleton 1995). In addition, the biomedical 

model of health care adheres to the technological imperative (Nettleton 1995). The 

technological imperative asserts that “…the baby develops mechanically and 

involuntarily inside the woman’s body (Davis-Floyd 2003:28).” Furthermore, in the 

technological model, “…the doctor is in charge of the baby’s proper development and 

growth (Davis-Floyd 2003:28).” Another aspect of the technological imperative is that it 

is based on the technocratic model. The technocratic model asserts that some degree of 
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intervention is necessary in all births (Davis-Floyd 2003:57). The biomedical model is 

also reductionist in nature (Nettleton 1995). That is, explanations of disease often focus 

on biological changes (Nettleton 1995). This focus has often been criticized for relatively 

ignoring the social and psychological explanations of disease (Nettleton 1995). Finally, 

the biomedical model adopts the belief in ‘germ theory’ (Nettleton 1995). According to 

‘germ theory’, every disease is caused by a specific, identifiable agent, such as a parasite, 

virus, or bacterium (Nettleton 1995). The American model of midwifery most strongly 

rejects the biomedical model’s assumptions of mind-body dualism, the technological 

imperative and the reductionist nature of biomedicine’s treatment of women’s 

reproductive health.

The biomedical model’s tenant of mind-body dualism was rejected by the 

American midwifery movement due to its emphasis on viewing the body as a machine. 

The emphasis arose at a time in history in which women, in being perceived as closer to 

nature, were held as inferior to men (Merchant 1983; Ehrenrich and English 1973). 

Therefore, the male body is said to have been used as the standard by which the proper 

form and functioning of the body was assessed (Rothman 1982:37). The female body, as 

it deviated from the male body, was considered defective; a concept which is said to have 

spilled over into modern obstetrics practices (Rothman 1982).

In contrast to the technocratic model the wholistic model used in American 

midwifery claims the female body is normal in its own right and should not be judged in 

terms of the male (Davis-Floyd 2003). Assuming a parallel between American 

midwifery’s rejection of mind-body dualism and the treatment of women’s bodies in the 

Mayan system of obstetrics is problematic. It is debatable whether women’s bodily 
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processes are perceived as any closer to the norm in Mayan as opposed to biomedical 

health beliefs. In particular, the terms used to describe the processes of women’s bodies 

and the way some women felt about their own changing bodies call this into question.  

Writing of her field research in Mexico anthropologist Bridgette Jordan notes that 

the word for a pregnant woman “enferma” literally translates to “sick” (Jordan 1993:31). 

Similarly, in Guatemala the word for pregnancy “embarazada” literally translates to 

“embarrassed”. Furthermore, the words for a woman’s menstrual period in Mam and in 

Kanjobal translate to “enfermedad” [sickness] and “sucio” [dirty] respectively. In 

addition to questions regarding the terms used to describe the natural processes of 

women’s bodies, whether men’s bodies are treated as any less than the norm in Mayan as 

opposed to American society is debatable.

During lunch with two care coordinators, one care coordinator described 
her experience developing breasts. She described how when her breasts 
first began to develop she thought she must have gotten hit in the chest 
while playing with friends causing her chest to be bruised and swollen. 

When the swelling remained several days later, worried that something 
was wrong with her, she went to talk to her parents. During this 
conversation she learned that her body was developing as all women’s do. 
She laughed looking back as she noted that up until that point she had 
assumed that women’s bodies were just like men’s. 

In addition to using the male’s body as the standard, the biomedical model’s 

reliance on the technological imperative has also been a point of contention for the 

American midwifery movement. The technological imperative’s assertion that some 

degree of technology is necessary in all pregnancies and births has been criticized for 

taking control of these processes away from women largely relegating the treatment of 

these processes to a profession dominated by men (Brook 1999). According to the 

midwifery model the majority of births should take place in alternative birth centers or in 
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the home (Fiedler 1997). However, the technological imperative combined with changes 

in the technologies applied to reproductive processes have succeeded in the removal of 

pregnancy and birth from the private domains of the home and into a public health care 

system (Brook 1999). 

Despite persecution since the Middle Ages throughout history women working as 

traditional midwives have provided the majority of pregnancy and childbirth assistance to 

pregnant women (Mitford 1993). Men were assumed to have an inherent lack of 

knowledge about the essentially female processes of pregnancy and childbirth 

(Michaelson 1988). Important technological changes between the sixteenth and 

nineteenth centuries were particularly influential in shifting the treatment of these bodily 

processes away from the domain of midwifery (see Mitford 1993). These technological 

changes necessitated the movement of pregnancy and childbirth from the domestic and 

into the formal health care sector said to reduce women’s control of their own pregnancy 

and labor processes. 

By the nineteenth century, during Queen Victoria’s reign in particular, male 

physicians had begun to attend to the pregnancies and births of the wealthiest women in 

both England and in America (Michaelson 1988; Mitford 1993). In this context, the 

events of pregnancy and childbirth, for those patients who could afford this form of care, 

were transformed from events in which fate played a major determinant into events 

which could be controlled and manipulated by male physicians (Michaelson 1988). 

However, these physicians continued to attend only home births (Mitford 1993). 

Hospitals in America as well as in England were not desirable places to give birth 

in the nineteenth century (Mitford 1993). The rich, the middle class, and even the poor 
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generally avoided them (Mitford 1993). Maternity wards were regarded as “hellholes for 

infection and death (Mitford 1993:38).” Until the 1880s, when childbed fever was 

brought under control, hospitals remained birth sites for the poorest of the poor: “recent 

immigrants, unmarried girls, and homeless women (Mitford 1993:38).”

It was not until the twentieth century when the maintenance of pregnancy and 

childbirth began to move from the domestic sphere and into the domain of a formal 

health care sector (Michaelson 1988). This transition was part of a larger social and 

historical context in which the field of medicine was becoming increasingly 

professionalized (Michaelson 1988). The defining moments in these regards were the 

inventions of several new birthing technologies. In particular, the development of 

childbirth forceps in 1588, the discovery of the anesthetic properties of chloroform in 

1847, and delivery by cesarean section in the late 1880s marked important shifts in 

technologies applied to the birthing process (Mitford 1993). 

Changes in birthing technologies had successfully caused changes in the proper 

environment for birthing. Hospitals became the destination of preference as this 

environment provided doctors with easy access to these tools and technologies (Mitford 

1999). These changes furthered the development of obstetrics as a medical specialty 

thereby mandating greater control of female reproductive health care to male doctors as 

opposed to female midwives (Mitford 1993). It has only been fairly recently in history 

that women have begun to enter higher education thereby increasing the numbers of 

women doctors (Mitford 1993). However, whatever the gender of the practitioner, the 

development of obstetric medical specialists is believed to have led to the suppression of 
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women’s ‘authoritative knowledge’ of their own reproductive practices (Davis-Floyd and 

Sargent 1997). 

The biomedicalization of pregnancy and childbirth is said to have suppressed “…

whatever it is that women might know, think, or imagine about themselves in the birth 

process” (Davis-Floyd and Sargent 1997:55). In fact, care is said to generally take the 

form of getting and giving information (Browner and Press 1996). Providers collect data 

on the processes of pregnant women’s bodies and the condition of their developing 

fetuses (Browner and Press 1996). In contrast, in low-technology contexts, ‘authoritative 

knowledge’ is said to be more equally shared by the pregnant woman and the birth 

attendant (Michaelson 1988). 

In low-technology contexts, the pregnant woman is said to be the authority, while 

the midwife is merely her assistant (Michaelson 1988). All parties are said to have fairly 

equal access to whatever information is available as specialized tools are not used to 

gather information (Michaelson 1988). The argument that receiving prenatal care in the 

home by a comadrona gives expectant Mayan women any more authority over the 

process requires further examination.

In the Mayan system of obstetrics the comadrona is unequivocally the authority 

figure. The information gained through the technology used by the comadrona, the 

sobada, is the knowledge of the comadrona alone. This information is parallel in 

authority to the information provided in the doctor’s biomedical exam. 

When asked why she thought that some Mayan women did not begin 
prenatal care at the clinics until late in their pregnancies Linda, a care 
coordinator who has worked at the GMC for over 10 years, stated that 
these women did not trust the doctors. She continued explaining how the 
doctors in the clinics did not know how to massage to feel the baby inside 
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the mother’s stomach. Instead, they relied on measurements of the 
mother’s blood and urine and through equipment such as the ultrasound. 
Although comadronas do not use many of the technologies that the biomedical 

system uses, these are not the technologies that hold authority according to Mayan health 

beliefs. Furthermore, the technology which does hold authority, the sobada, is the sole 

domain of knowledge of the comadrona. In addition, cultural proscriptions against 

discussing the topic of reproduction may have their role in imparting the Mayan midwife 

with authoritative knowledge. 

Young women and men should, and often do, have limited knowledge of 

women’s bodily processes. At around 12 years old, Norma’s father explained to her that 

one day she would begin menstruating and that what was happening to her body 

happened to all women and would continue to happen once a month. Her experience 

learning of menstruation contrasts greatly with the experience of one of her classmates. 

She recounted the traumatic story of one of her classmate’s first menstruations. 

During class one day, one of Norma’s classmates became panicked when 
the blood from her first menstruation soaked through her corte. Because 
her house was closer to the school, Norma took her friend to her home, 
consoled her and let her borrow a clean corte to wear in place of her blood 
soaked one. The two girls waited for Norma’s father to return home from 
the fields later that day. 

When her father arrived later that day, Norma explained what had 
happened with her classmate. Norma’s father sat the young girl down and, 
just as he had done with his own daughter some years before, he explained 
to the girl what was happening to her body happens to all women and 
reassured the terrified girl that she was not going to die. 

Many Mayan women did not have a parent or other figure to talk to or explain to 

them about women’s reproductive processes. In this way, the degree to which a pregnant 

Mayan woman shared authoritative knowledge with the comadrona was largely 

dependent on her life experiences. For women who were not acquainted with the 
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information about the reproductive processes of women’s bodies, the comadrona had a 

decided edge on holding the authoritative knowledge of the pregnancy and birth 

processes. In addition to this authority, comadronas also enjoyed great prestige. In fact, 

there was often a palpable power differential between comadronas and their clients.

Comadronas are dynamic characters. Many comadronas have backgrounds 

steeped in devastating life circumstances such as illnesses and are believed to receive 

their gift to practice through divine intervention. During a trip to the U.S., Doña Petrona, 

a well respected comadrona in her home community, agreed to speak to the GMC’s 

employees about her several decades working as a practicing comadrona. During this 

visit she described how she had received her gift to practice medicine from god; a gift 

which she tried unsuccessfully to ignore and became ill when she first resisted the call to 

practice. Despite this history of illness, her advanced age or that she was a woman there 

was nothing frail or submissive about Doña Petrona’s character. In fact, her character 

confronted the boundaries of her gender. 

As part of their trade, comadronas travel from home to home, often at night when 

most other women would not typically venture out. Not just any individual and not just 

any woman becomes a comadrona. When asked about men’s roles at birth Doña Petrona 

talked about how during one birth she grabbed a man by the arm as he was trying to leave 

his wife’s side during her labor. She described how she told him that he must witness the 

entire birth to see how a woman suffers; and that he did. Also, during her visit Doña 

Petrona was not visibly shaken by the prospects of speaking to a group of strangers while 

in a strange land. In fact she showed a level of confidence and aggression not typical of 

Mayan women. 
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Sebastian, one of the male care coordinators working for the GMC joined 
the roundtable where several people were seated for the discussion, 
including Doña Petrona. He pulled out a typed list of questions from his 
notebook and asked if she minded if he asked her a few questions. Rising 
to her feet, extending her arm across the table, Doña Petrona grabbed the 
list of questions and perused them intensely. Despite the likelihood that 
she could not read, she nodded her head in agreement to the questions and 
only then did Sebastian proceed. 

Doña Petrona’s character is emblematic of the ways in which comadronas occupy 

positions of authority within the structure of Mayan relations. The secrecy with which 

their practice in the community is maintained illustrates the respect garnered them in the 

community. Therefore, it is important to note the comadrona’s authority in regard to 

Mayan obstetrics. This calls into question the conflation between American and Mayan 

midwifery and the emphasis on the equality of authority between the comadrona and her 

clients. A further comparison between American and Mayan midwifery is made due to 

the comadrona’s emphasis on the social aspects of birth.  

Adherents to the midwifery model have also rejected the biomedical model’s 

focus on the physiological aspects of childbearing often ignoring the social aspects of the 

birth of a child for the mother and her family (Jordan 1993). Due to the comadrona’s 

emphasis on the social aspect of the birth of a child, the American model of midwifery 

and Mayan obstetrics have been conflated. This has contributed to the lack of 

acknowledgement of the comadrona as a medical specialist and the argument that the 

system of Maya obstetrics does not treat pregnancy as a medical event. 

It is no doubt that the Mayan model of obstetrics acknowledges the social as well 

as the biological aspects of birth. After becoming pregnant with her second child, Karla, a 

one and a half generation Mam-Maya woman in her thirties, decided to seek the care of a 

comadrona in addition to the care of the biomedical doctor she had been receiving. Karla 
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enjoyed the ways in which the comadrona attended to her as well as to her young son 

during prenatal visits.

Motioning to Carlitos, Karla’s young son, the comadrona invited him to 
feel the child growing inside his mother’s stomach. She explained to the 
young boy that soon he would be an older brother, a position which would 
impart him with important responsibilities. 

The aspect of the inclusion of Karla’s young son was absent from the doctor’s 

biomedical exam. However, what is important to note here is that simply because she 

provides social as well as medical services does not mean that the comadrona is not a 

medical specialist in her own right. As has been aptly noted, in many non-Western 

societies medical care is not clearly differentiated from other aspects of social 

organization (Hahn 1995). In addition to social services comadronas provide a range of 

medical services to their clients, such as the sobada to raise Sandra’s matriz as described 

earlier. Beyond dealing with illness, medical systems are about maintaining and 

monitoring health, all key roles occupied by comadronas. In addition to removing the 

comadrona of her status as a medical specialist, arguments which conflate American 

midwifery and Mayan obstetrics deny the parallels between Mayan and biomedical 

obstetrics, in particular that Mayan obstetrics is a medical system. 

Arguments that propose that Mayan obstetrics is not a medical system have 

focused on minimizing the conceptual placement of pregnancy in the category of illness 

in Mayan obstetrics, assuming the comadrona’s distinction between normal and 

problematic pregnancies, and asserting that the notion that risk is not recognized during 

pregnancy. However, each of these focuses has yet to be thoroughly examined.

Arguments which claim Mayan obstetrics does not treat pregnancy as a medical 

event presuppose the conceptual placement of pregnancy within Mayan medical beliefs. 
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Mayan medical beliefs are based on the humoral system which views illnesses as 

excesses of ‘hot’ or ‘cold’ within the body (Cosminsky 1982). In order to maintain health 

or to health the body the levels of ‘hot’ and ‘cold’ in the body and the surrounding 

environment are balanced. 

According to Mayan obstetrics pregnancy is categorized as a time of increased 

heat requiring maintenance through prescriptions on behaviors such as through diet or 

exercise. This recognition has been absent in discussions of the conceptual treatment of 

pregnancy in studies with Mayan participants.  However, this suggests that pregnancy is 

conceptually placed in the illness category. In addition to presupposing the conceptual 

placement of pregnancy, arguments which claim Mayan obstetrics is not a medical 

system have assumed that this system distinguishes between normal and complicated 

pregnancies (see Davis-Floyd 2003). 

One of the arguments that the biomedical treatment of pregnancies views 

pregnancy as an illness is that the biomedical exam does not distinguish between normal 

and problematic pregnancies (Davis-Floyd 2003). The conflation of American and 

Mayan midwifery suggests that the comadrona distinguishes between these types of 

pregnancies. However, this is debatable. 

The sobada is the technology the comadrona uses to monitor the proper growth of 

the baby throughout pregnancy as well as to detect problems during the final weeks of 

pregnancy. Through the sobada the comadrona can detect the size of the unborn child. In 

cases where the child is not growing on course the comadrona will administer vitamins or 

injections to correct the deficiency. Furthermore, the comadrona will use the sobada in 
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the final weeks of pregnancy to detect any potential problems in the positioning of the 

baby.

It is believed that the baby will begin to turn into the proper head down birthing 

position during the last weeks of pregnancy. In cases where the baby has not yet turned 

into the proper head down position, indicating the probability of a breech birth, the 

comadrona will perform an intensified sobada to direct the baby into the proper position. 

It is important to note, the comadrona administers the sobada to all women regardless of 

how their pregnancies are proceeding. Therefore, arguably, similar to the biomedical 

treatment of pregnancy, the comadrona does not make a grand distinction between 

normal and problematic pregnancies. In addition to the arguments that minimize the 

conceptual placement of pregnancy in the illness and those that assume the comdrona’s 

distinction between normal and problematic pregnancies a final argument has claimed 

that the comadrona’s prenatal exam does not recognize risk.

It has been said that the notion of risk is absent from Mayan obstetrics. After 

Carmelita, a Kanjobal-Maya care coordinator working for the GMC, became pregnant 

but waited several months before publicly announcing her pregnancy I began to inquire 

about how Mayan women conceptualized risks during pregnancy. 

Throughout the year I had known Carmelita she talked several times about 

wanting to have another child. Her only child, a daughter, was almost a teenager. Several 

months into my research, after many years of trying to conceive a child, Carmelita 

became pregnant with her second child. When she told me of her pregnancy she indicated 

that it was still quiet and that she wasn’t yet ready to tell all of her co-workers. In fact, 
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she didn’t publicly announce her pregnancy until she was already several months along in 

her pregnancy. 

Carmelita’s secrecy regarding her pregnancy reminded me of the custom in my 

own family of waiting until after the first trimester of pregnancy to announce a pregnancy 

for fear that it would bring on bad luck possibly even resulting in the termination of the 

pregnancy. Although Carmelita later told me the reason she had kept her pregnancy a 

secret was because she just wasn’t ready to share the information with her co-workers 

prior to this disclosure I had begun explore women’s notions of risk during pregnancy. In 

subsequent interviews I began to talk with women about their perceptions of risks during 

pregnancy and a mother’s role in protecting herself from such risks. This approach 

revealed several findings. 

Incorporating questions about risk during pregnancy proved difficult at first. 

During the first interview with such questions, in addition to asking the mother who she 

first told when she discovered she was pregnant and how far along she was when she told 

them, I described to the mother the superstition I had grown up with and waited for her 

response. She simply answered that she didn’t understand why anyone would be afraid to 

tell anyone that they were pregnant because there wasn’t anything like that in Guatemala. 

A similar scenario played out in the next interview. When I told the mother of the 

superstition she looked at me strangely, but politely replied that they did not have any 

beliefs like that in Guatemala. Before removing the questions from my interview 

schedule I decided to incorporate the topic into one more interview. 

I repeated the process again, first asking the mother who she told when she 

discovered she was pregnant and how far along she was when she told them. Then I told 
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her of my superstition and again waited for a response. The mother responded saying that 

when she was pregnant she wasn’t afraid to tell anyone because she was already 

pregnant. In this way, it is not that the biomedical system acknowledges risks and the 

Mayan system does not, but that risks are conceptualized differently. According to 

Mayan health care beliefs risks can best be conceptualized according to two types: those 

risks for which a mother had responsibility for and those for which she had no control.

The view that the notion of risk is absent from Mayan obstetrics misses important 

details. The idea that the birth of a child will develop naturally and without intervention 

ignores a woman’s sense of responsibility for not putting her unborn child at risk. 

Women should monitor how the baby is growing to ensure proper growth. In fact, the 

comadrona’s exam does recognize the risk of improper growth and through massaging 

the mother’s stomach she looks to see that the child is growing on course. If growth is not 

proceeding as expected a woman should take vitamin supplements or injections to help 

the baby grow. Also, women are responsible for avoiding substances which when taken 

may harm the unborn child. 

At around 15 weeks pregnant Anita came into the West Palm Beach clinic 
carrying a plastic shopping bag full of various over-the-counter medicines. 
Not yet aware that she was pregnant, she had taken several medicines for 
the symptoms of a flu that she had recently suffered. Upon learning she 
was pregnant, concerned that the medicines might have affected the baby, 
Maria came in early for her first check-up to see if she could change her 
appointment for an earlier on, although her scheduled appointment was 
just a week away.

In this way women acknowledged that there were some risks to harming their 

unborn child for which they could take responsibility to avoid. The end of pregnancy, for 

example, was perceived as an especially sensitive part of pregnancy. Due to the changing 
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sensation of late pregnancy women often avoided some things which they believed could 

harm their unborn child. 

Towards the end of pregnancy, as the baby was already well formed, some 

mothers worried about physically damaging their unborn child. During one interview, 

Rosalia told a story of an incident in which she feared she had harmed her unborn child.

Already in her 8th month of pregnancy, Rosalia went to a 
convenience store close to home to pick up a few things. Walking 
out of the store she was stopped by the same homeless woman that 
always stood outside the doors asking passersby for spare change. 
This time instead of giving the woman a few dollars Rosalia told 
the woman to just get a job. 

Angry with Rosalia’s response the homeless woman began to 
chase her. Trying to escape the angry homeless woman, Rosalia 
ran down the street. During this chase Rosalia lost her footing and 
fell to the ground landing on her stomach. After this event Rosalia 
noted that the baby who had once been actively kicking had 
stopped moving in her stomach. She went to the doctor to make 
sure that the baby had not been harmed.

Falls were considered especially risky during late pregnancy. Due to the changing 

sensations towards the end of pregnancy many woman described feeling nervousness 

doing things late in her pregnancy in which they might fall, such as taking a shower. One 

woman described how she could feel the baby inside of her and worried more because the 

baby was so close to the surface of her skin that if she fell then she would be more likely 

to hurt the baby. Other responsibilities towards the end of pregnancy change. Similar to 

los cuarenta días, the health care prescriptions that women should maintain forty days 

after the birth of a baby, there are also cultural prescriptions which begin around forty 

days before the birth of a baby. 

Although it can not be precisely determined when the baby will be born, during 

the 7th month of pregnancy the expectant mother and her husband should begin to sleep 
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in separate beds. This sleeping arrangement is designed to discourage women from 

having sexual relations during the final weeks of pregnancy. Ideally this sleeping 

arrangement should continue until forty days after the birth. Los cuarenta días can 

therefore be extended to encompass the period roughly forty days before in addition to 

the commonly referred to forty days after the birth of a child. The health care 

proscriptions before the birth of a child, as well as the previous examples, suggest Mayan 

women did recognize some responsibilities for putting their unborn children at risk. 

However, it is important to note, these women also recognized risks for which they did 

not consider themselves responsible. That is, not all risks were perceived as avoidable by 

the mother’s themselves. 

Although it is a woman’s responsibility to maintain and monitor her health during 

pregnancy there were some risks which were outside of the control of the mother herself, 

namely birth defects. Birth defects were believed to be determined by god at birth much 

in the way that the sex of the baby was. When asked what happens when there is a 

problem during pregnancy one woman responded stating: “if god gave me a bad baby, 

then I would take care of it.” In this way, some of the risks which could occur during 

pregnancy simply did not have an intervention. Therefore, these risks were not believed 

to be the result of a pregnant woman who had not met her responsibilities caring for 

herself during her pregnancy. 

With regards to risks such as birth defects that did not have an intervention, the 

most that could be done was to find out whether these conditions are present prior to 

birth. Not surprisingly the desire for this information ranged according to individual 

women. Sandra, the woman who had begun to attend prenatal care with a comadrona 
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during her second pregnancy decided to initiate prenatal care at the clinic around her 6th 

month of pregnancy in order to get this information. However, it is important to note that 

not all women shared this sentiment. Many women entered biomedical prenatal care in 

the final weeks of their pregnancy at which time they received their first biomedical exam 

and at which time the health care providers did not administer testing for fetal 

abnormalities. In addition to the differences regarding the conceptualization of 

responsibility for birth defects, there was also a difference in the ways in which risks 

were discussed. 

Some women believed in the risk of discussing the possibility that something 

would occur. The difficultly with which Alicia, one of the care coordinators working for 

the GMC, had trying to explain to a client about the GMC’s transportation services 

illustrates these differences.

Alicia began to explain to Maria why she was only allowed space for her 
and her newborn child while using the GMC’s transportation services. 
Alicia paused as she thought of the right words to explain the GMC’s 
insurance policy. As she tried to explain, the GMC has insurance to cover 
injuries god forbid, she added, there is an accident. 

As she continued, unfortunately the insurance will only cover individuals 
enrolled in the program; that is to say the mother and her newborn child 
under 6 months of age. She ended adding that it was not that they were 
asking for an accident but that they had the insurance just in case. 

As Alicia spoke her difficulties discussing the possibility of an accident suggested 

it was similar to asking for it to happen. However, this tendency not to discuss risks 

should not be confused with a lack of recognition that pregnancy may entail some risks.

Explanations such as the illness-normal dichotomy have placed the Mayan 

prenatal care system on the same continuum as biomedical obstetrics and American 

midwifery. In particular, this conceptualization aligns the Mayan system of prenatal care 
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with American midwifery placing it in opposition to biomedical obstetrics. Therefore, 

studies which draw on the illness-normal explanation tend to overemphasize the 

similarities between Mayan and American midwiferies while ignoring the similarities 

between biomedical and Mayan obstetrics. This conflation between Mayan and American 

midwiferies overlooks the unique historical and cultural contexts of the two systems.

The Mayan system of prenatal care, like American midwifery and obstetrics 

comes from its own historical context and should not however be haphazardly compared 

with either. More data and analysis are needed particularly with regards to how Mayan 

midwifery relates to the tenants of mind-body dualism, the technological imperative and 

reductionist explanations of health and illness. Preliminary data and analysis of the 

prenatal health seeking behaviors of Mayan women in Palm Beach County suggests that 

Mayan prenatal care shares aspects with both biomedical obstetrics and American 

midwifery. Therefore, this system is best conceptualized not as a fixed point on the 

biomedical-midwifery continuum but as one which slides along this axis alternating 

between these two poles. 

4.4 Conclusion

In order to understand the underutilization of biomedical prenatal services by 

Guatemalan Mayan in Palm Beach County it is first necessary to look to the previous 

literature regarding the prenatal health seeking behaviors of this group of women. This 

literature describes how many Mayan women typically utilize the services of traditional 

Mayan midwives, or comadronas, in lieu of biomedical services. Furthermore, when 

using the care of comadronas in their communities Mayan women only seek biomedical 
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care for pregnancies which present complications. These trends in prenatal care usage 

were first explained citing a lack of access to biomedical services as a cause for 

underutilization. However, when access issues were controlled for an overwhelming 

majority of Mayan women maintained these patterns of health seeking. Researchers 

subsequently turned to cultural explanations. In particular researchers have cited the 

perception of pregnancy as a normative process to explain these patterns of usage.

The illness-normal explanation of prenatal service utilization states that when a 

woman’s cultural beliefs about pregnancy are based on the perception of pregnancy as a 

normative process care in the biomedical system, believed to be based on the model that 

pregnancy is an illness, is deemed unnecessary. This explanation has dominated 

discussions of the prenatal health seeking behaviors of Mayan women. However, the 

health seeking behaviors of Mayan immigrants in Palm Beach County cannot be 

explained citing the illness-normal explanation. Due to the difficulty of finding practicing 

comadronas in the community many Mayan women sought biomedical care as a way to 

maintain and monitor pregnancies perceived as healthy. Furthermore, women who sought 

biomedical services did so with no apparent challenges to their health care cosmologies. 

That is, these women held health beliefs similar to their comadrona seeking counterparts.

The parallel between the biomedical ultrasound and the comadrona’s prenatal 

massage, or sobada, can be seen in the ways in which both exams emphasize the 

importance of maintaining and monitoring the proper growth of the unborn child 

throughout pregnancy. Women that did not have access to information about the proper 

growth of their unborn children via the care of comadronas in the community sought 

biomedical care as a means to obtain this information. Women that were under the care of 
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a comadrona simply did not need the information provided in the biomedical exam as 

they were already finding out this information in a way in which they preferred. These 

findings necessitated a reappraisal of the illness-normal explanation and its application to 

explaining the patterns of utilization of biomedical services by Mayan women. This was 

achieved through an analysis of the specific historical and cultural context in which this 

model was derived. In particular, this approach called into question the supposed 

dichotomization of the biomedical and Mayan models of prenatal care.

The dichotomization of the biomedical and Mayan models of prenatal care, as 

exemplified in the illness-normal explanation, has lead to the conflation of Mayan and 

American midwiferies. This has eclipsed the parallels which can be drawn between 

Mayan and American obstetrics. However, it is important to note that the current model 

of American midwifery has developed largely as a rejection of the biomedical treatment 

of pregnancy. In particular, the American model of midwifery has rejected the biomedical 

model’s reliance on mind-body dualism, the technocratic imperative and reductionist 

explanations of health and illness. However, drawing parallels between American and 

Mayan midwifery according to these rejections is problematic.

The American model of midwifery rejects the biomedical model’s assumptions of 

mind-body dualism. In treating the body as a machine the male body is believed to be the 

standard on which this assumption is based. However, drawing the parallel between 

American and Mayan midwifery rejection of the male body as the standard is 

questionable. In particular, language terms used to describe women’s bodily processes 

make it questionable whether Mayan health beliefs assume women’s bodies as any closer 
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to the norm than biomedical health beliefs do. The assertion that Mayan midwifery 

adheres any less to the technological imperative is equally problematic.

The technological imperative states that some degree of technology must be used 

in all births. The development of technologies, such an anesthetic and forceps quickly 

designated places outside of the home, such as clinics and hospitals, as the proper 

locations for prenatal and birth care. This removal of the bodily processes of women from 

the home was said to initially take control of these processes from women. Whatever the 

gender of the practitioner, the development of medical specialists is believed by 

relegating them to a profession dominated by men. Later, when women entered more into 

these professions arguments turned to the power differential that still remained between 

the expectant mother and the biomedical practitioner. Women were said to have less 

control in the birthing process due to the health care practitioner’s control of 

‘authoritative knowledge’. The American midwifery movement has sought to give voice 

to the ‘authoritative knowledge’ of pregnant and delivering women. The assumption that 

Mayan women who receive prenatal care in the home by a comadrona have more 

authority over the process requires further examination.

In the Mayan system of obstetrics the comadrona is unequivocally the authority 

figure. The information gained through the technology used by the comadrona, the 

sobada, is the knowledge of the comadrona alone. This information is parallel in 

authority to the information provided in the doctor’s biomedical exam. In addition, 

cultural proscriptions against discussing the topic of reproduction have their role in 

imparting the Mayan midwife with authoritative knowledge. Also, comadronas are 

imparted with much prestige. Their gift to practice is believed to be imparted by God. 
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Finally, these women confront the boundaries of their gender traveling from home to 

home, often at night. For these reasons the argument that the pregnant woman holds more 

authoritative knowledge than the comadrona is problematic. A further problematic 

comparison between American and Mayan midwifery emphasizes the fact that they 

comadrona’s prenatal exam incorporate the social aspects of birth. This has led to the 

assertions that the comadrona is not a medical specialist and that the Mayan practice of 

prenatal care is not a medical system.

The American midwifery movement has criticized the biomedical model for being 

reductionist in nature, for only focusing on the biological aspects of health care while 

relatively neglecting the social. Comadronas decidedly incorporate the social aspect of 

birth into their prenatal care exams however; this is not to say that the comadrona is not a 

medical practitioner in her own right. Furthermore, the illness normal explanation is 

based on the conceptualization that Mayan obstetrics is not a medical system. This has 

minimalized the similarities between biomedical and Mayan obstetrics in particular the 

conceptual placement of pregnancy in the category of illness in Mayan obstetrics, the fact 

that the comadrona’s sobada does not distinguish between normal and problematic 

pregnancies and the assertion that Mayan women do not recognize risk during pregnancy.

Mayan obstetrics is based on the humoral system which views illnesses as 

excesses of ‘hot’ or ‘cold’ within the body. Pregnancy is categorized as a time of 

increased heat in the illness category. Also, the comadrona sobada does not really 

distinguish between normal and problematic pregnancies. The sobada is used on all 

women regardless of whether problems are present. Finally it has been said that the 

notion of risk is not recognized during pregnancy. However, Mayan women recognize 
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two types of risks: those risks of which a mother has responsibility for and those that she 

has no control over. While some risks, such as taking medicines which may harm the 

baby however, other risks such as birth defects are believed to be determined by god in 

much the same was as the sex of the baby was.

Despite the fact that many Mayan women had no options for preferred care, that 

of a comadrona in the community, many women still entered biomedical care after their 

first trimesters of pregnancy. This was largely a result of the difficulties Mayan women 

faced accessing this form of care. These difficulties will be explored in the next chapter. 
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CHAPTER 5

“HERE WE ARE ALONE”

Researchers have long been interested in what influences the initiation of 

biomedical prenatal health services during the first trimester of pregnancy. To this extent, 

previous research studies have examined the utilization of these services in order to 

predict women at risk for late entry. These studies have elicited a variety of 

characteristics associated with the initiation of biomedical prenatal care after the first 

trimester of pregnancy. In addition, several factors have been identified for their role in 

impeding a woman’s ability to obtain services in a timely manner.

Despite being labeled a population at risk, there is a relative lack of data on the 

utilization of biomedical prenatal health services by Guatemalan Mayan women living in 

the United States. Previous studies have primarily focused on larger and Hispanic 

minorities. Furthermore, despite key ethnic differences data on Guatemalan Mayan 

women has been included in larger sample groups of Hispanic women of Mexican, 

Puerto Rican, and Cuban descent. However, studies among women in the U.S. are useful 

for understanding the underutilization of biomedical prenatal care services by Mayan 

women. Although their demographics are unique, Mayan women shared similar 

demographic characteristics and faced similar difficulties that other women faced as they 

attempted to initiate biomedical care early during their pregnancies. 
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That Mayan women shared similar, although unique, demographic characteristics 

and faced similar difficulties that other women faced as they attempted to initiate 

biomedical care early in pregnancy suggests aspects of the organization of the biomedical 

health care system alienate certain women from receiving care early in pregnancy. This 

approach points to the lack of demographic representation in the biomedical bureaucracy 

for its role in impeding women’s abilities to access services. In this chapter, through a 

description of the ways in which Mayan women navigated the biomedical system, I will 

show how the lack of demographic representation in the biomedical bureaucracy impeded 

many women from accessing biomedical care services early during their pregnancies. 

Furthermore, I will show how issues accessing care affected not only pregnant Mayan 

women but biomedical health care providers alike. In this context the Guatemalan Mayan 

Center’s (GMC’s) Pre- and Post- natal Care Program became a necessary resource for 

Mayan women and biomedical providers alike. 

The GMC has been a unique way to close the gap between biomedical service 

providers and Mayan women in terms of increasing these women’s representation in the 

biomedical bureaucracy. However, the problem of underutilization perpetuates. Using the 

metaphor of the problematic dialectic between health care treatment and behavior I will 

show how the problem of underutilization perpetuates as initiatives which receive 

funding largely center on addressing those issues of access shared by Mayan women and 

biomedical health care providers alike. This focus has led to the neglect of aspects of 

Mayan women’s difficulties not shared by the clinic: accessing the services offered by 

the GMC. This approach has important implications for increasing participation in early 

biomedical prenatal care services.
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5.1 Factors and Barriers Associated with the Underutilization of Biomedical 

Prenatal Care

To date, the Institute of Medicine (IOM) has undertaken one of the most 

comprehensive analyses of the factors associated with and the barriers believed to 

perpetuate late initiation in biomedical prenatal care services among pregnant women in 

the United States. Intending to discover ways to increase the percentage of women who 

initiate this form of care early in pregnancy, the Institute of Medicine formed an 

interdisciplinary research committee in the summer of 1986 (Brown 1988).

Over a period of two years, the IOM committee reviewed data on the trends of 

utilization of biomedical prenatal care services as well as the literature from previous 

research studies on the barriers believed to discourage pregnant women from seeking 

these services (Brown 1988). The results of the IOM review revealed several 

demographic risk factors believed to be associated with pregnant women who will not 

initiate biomedical care early in pregnancy, and identified several barriers believed to 

discourage pregnant women from initiating biomedical care early during pregnancy.

5.1.1 Demographic Risk Factors

The necessity of identifying women unlikely to seek early prenatal care became a 

particular focus of the IOM committee (Brown 1988). To this extent, the committee 

examined several demographic characteristics for a relationship with obtaining 

insufficient prenatal care. Their findings suggest the demographic characteristics, or 

demographic risk factors, most closely associated with obtaining insufficient prenatal 

care are: minority status, age, education, birth order, marital status, income, and 

geographic location (Brown 1988). 
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In particular, the IOM study found that non-white women were more likely to 

begin prenatal care late in pregnancy or not at all (Brown 1988). Pregnant women under 

15 and over 40 were also found less likely to begin prenatal care within their first 

trimester of pregnancy (Brown 1988). In addition, the probability that a pregnant woman 

would obtain care late or not at all decreased as her educational attainment increased 

(Brown 1988). Women of higher parity were also found to be less likely to seek early 

prenatal care than first time mothers (Brown 1988). Moreover, unmarried mothers were 

far more likely than married mothers to obtain late or no prenatal care (Brown 1988). 

Obtaining insufficient prenatal care was also associated with pregnant women of low 

income (Brown 1988). Finally, the IOM study determined that women located within 

inner cities and rural areas were less likely to have sufficient prenatal care (Brown 1988).

Many of the demographic risk factors identified in the IOM study and linked to 

the initiation of biomedical prenatal care services after the first trimester of pregnancy 

were consistent among Guatemalan Mayan women living in Palm Beach County. In 

particular, minority status, relatively low levels of formal education, income levels well 

below poverty and high parity were characteristics quite common in the community. 

Guatemalan Mayan women were minorities not only among whites, but also 

among Hispanics. Key ethnic, linguistic and political differences distinguished Mayan 

from Hispanic women. For example, although they are from Guatemala where the official 

language is Spanish many of these women spoke one of the more than 20 Mayan 

languages as their first or only language. Furthermore, women who spoke Spanish were 

often unfamiliar with the vocabulary used by doctors and social service providers. In 

addition, lack of documentation was widespread in the community. These factors 
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distinguished Mayan immigrants from Hispanic groups such as Cubans, Puerto Ricans, 

and even other Central Americans who spoke Spanish and held permanent or temporary 

legal documentation. In addition to being a minority group among other minorities 

Mayan women also had unusually low levels of formal education.

Many of the women who frequented both clinics had little or no formal education. 

Women from rural areas of Guatemala, such as San Miguel Acatán, usually had not 

attended school or had around 3 years of schooling. Women from larger areas, such as 

Soloma, generally had more schooling, between 3 to 6 years. Few women had continued 

on to or had finished secondary school. Many of the GMC’s clientele who had not 

attended school were unable to read or write and signed their names with their X in place 

of a signature. In addition to being minorities and having relatively low levels of formal 

education Mayan women also had income levels well below the poverty line. 

Guatemalan Mayan immigrants who attended the public health department 

comprised some of the county’s lowest income families. Lack of documentation and low 

levels of English proficiency limited employment options for many Guatemalan Mayan 

immigrants. Many immigrants worked in the lowest paying wage labor sectors. Often 

times these jobs paid at or below minimum wage. In addition to having low wages, 

Mayan women tended to have higher rates of parity than women in other demographic 

risk groups. 

Lack of familiarity with family planning options, cultural preferences for large 

families, and stigma attached to birth control may explain why many Mayan women 

began having children early in their reproductive cycles and continued to bear children 
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throughout their reproductive years. It was not unusual for a 25 year old woman to have 

given birth to 3 or 4 children.

Being minorities among white Americans but also among other groups generally 

considered minorities, lacking formal education, working jobs in the lowest paying 

sectors of society and having families with more children than typical of American 

families designated Mayan women as a demographic group at risk for late entry into 

biomedical prenatal services according to the criteria identified by the IOM study. 

Furthermore, according to these criteria, Mayan women are an extreme example of a 

group with demographic characteristics which place them at risk for obtaining 

insufficient prenatal care. A better understanding of the patterns of utilization of 

biomedical prenatal services by Mayan women is therefore also useful for understanding 

the reasons why many women at demographic risk are unable to obtain early care. That 

is, although their demographics are unique, Guatemalan Mayan women faced barriers 

similar to the barriers women of other demographic risk groups faced when trying to 

obtain biomedical care during their pregnancies. 

5.1.2. Barriers to Obtaining Early Biomedical Prenatal Care

In identifying which pregnant women were likely to lack sufficient care, the IOM 

committee also realized the importance of understanding the barriers many women faced 

when trying to obtain care (Brown 1988). The committee divided these barriers into four 

categories: 1) financial barriers; 2) inadequacies in the prenatal care system, but 

especially in the services primarily attended by low-income women; 3) problems in the 

organization, practices, and atmosphere of prenatal care services themselves; and 4) 

cultural and personal factors (Brown 1988).     
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The financial barriers identified in the IOM study ranged from problems with 

private insurance and Medicaid to the lack of health insurance all together (Brown 1988). 

In addition, the IOM study identified inadequacies in the prenatal care system such as 

inadequate numbers of and long waiting times for appointments, problems which were 

especially pronounced in public clinics primarily attended by low-income women (Brown 

1988). Problems in the organization, practices, and atmosphere of prenatal care services 

were also revealed during the IOM study (Brown 1988). These included: inadequate 

coordination of services and problems in securing Medicaid, as well as ‘classic’ barriers 

to access such as difficulties in securing transportation and child care, long waiting times 

during appointments, clinic hours, language barriers, unpleasant surroundings, and lack 

of easily accessible information (Brown 1988). Finally, the IOM study noted cultural 

factors, such as differences in beliefs about pregnancy, and personal factors, such as fear 

that health-compromising practices like substance abuse or smoking would be uncovered, 

which may have discouraged some women from seeking prenatal care services (Brown 

1988).

Similar to the barriers found in the IOM study, researchers have found that 

Guatemalan Mayan women in Palm Beach County face similar difficulties when trying to 

obtain biomedical care early in pregnancy (see The Access Project 2002; Tandon 2004). 

These studies note that factors such as the lack of payment options, the complexities of 

navigating the social service system, language and literacy barriers, transportation 

difficulties, lack of knowledge of available programs and difficulties securing time off of 

work or childcare have made it difficult for many Guatemalan Mayan women living in 
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Palm Beach County to obtain biomedical prenatal care early in their pregnancies (The 

Access Project 2002; Tandon 2004). 

As previous studies have noted, lack of payment options is a concern in the 

Guatemalan Mayan community (The Access Project 2002). Almost the entire clientele 

served by the GMC was uninsured (The Access Project 2002). Furthermore, lack of legal 

documentation meant the majority of women were ineligible for Medicaid and other 

public programs (The Access Project 2002). This made them eligible for only partial 

coverage under Palm Beach County’s public health care program: Health Care District 

Coordinated Care (option 2) (The Access Project 2002). However, the process of 

securing this coverage was not without its difficulties. 

The complexity of navigating the enrollment process has also been cited as an 

obstacle impeding access to care (The Access Project 2002). Recently, Health Care 

District has improved their application process for the Coordinated Care Program (The 

Access Project 2002). The Coordinated Care Program is only available to women who 

are ineligible for Medicaid. Although many women may meet Medicaid’s financial 

eligibility requirements if they do not have a social security number they will be denied 

coverage. Previously the Health Care District Program required a Medicaid denial letter 

in order to apply for the Coordinated Care Program. The Program has recently created a 

simpler application and no longer requires people clearly ineligible for Medicaid due to 

lack of legal documentation to present a Medicaid denial letter to apply (The Access 

Project 2002). However, despite the simplification of the application process several of 

the ‘classic barriers’ identified in the IOM study namely, language barriers, transportation 

difficulties, lack of information, clinic hours which conflict with work schedules, and 
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difficulties securing child care, continued to impede Mayan women’s access to 

biomedical services. 

The Guatemalan Mayan population faces special language barriers to accessing 

care (The Access Project 2002). As previously mentioned, many women speak one of the 

more than 20 Mayan languages as their only language. Furthermore, some women are 

unable to read or write and of those who speak Spanish many are unfamiliar with 

biomedical and bureaucratic jargon. In addition to language barriers, previous studies 

have found that Guatemalan Mayan women have difficulties securing transportation to 

appointments (see The Access Project 2002; Tandon 2004). 

Many Guatemalan Mayan women do not have driver’s licenses or access to 

personal vehicles (The Access Project 2002). In addition, many women faced difficulties 

using public transportation. The size of the county makes it likely that a woman will have 

to take several buses to arrive at her destination. Some women described feeling 

overwhelmed navigating the complex bus schedule. Often times care coordinators at the 

GMC paired women together so that a woman who knew how to navigate the bus system 

could help another woman to find her way home. 

Difficulties using public transportation can also be confounded if illiteracy issues 

are present, such as if a woman is unable to recognize numbers. Also, difficulties may 

arise as many women come from rural areas and do not have concepts of direction within 

an urban environment. When asked for directions to her house, one woman responded by 

describing the big tree standing in the front yard of her house. Finally, public 

transportation may be an undesirable option if the family’s home is located in a high-

crime area where bus safety is an issue. In these ways accessing the physical location of 
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biomedical services may in itself be difficult. In addition to these physical difficulties, 

women also cited difficulties accessing information about available services (see The 

Access Project 2002).

Lack of knowledge of existing services, Health Care District in particular, has 

been found in previous studies (The Access Project 2002). The vast majority of the 

GMC’s clientele with no prior experiences with pregnancy in the U.S. entered the clinic 

for the first time to receive prenatal care. These women were often unaware they were 

eligible to receive clinic services through the Coordinated Care Program. In addition to 

difficulties finding information, researchers have also found that women faced difficulties 

with their employers and employment schedules (see Tandon 2004). 

Women may have difficulty accessing services if they work during clinic hours. 

For these women securing time off from work means she will not get paid. Many 

mothers, single mothers in particular, continued to work throughout their pregnancy in 

order to save money to take time off from work after the birth of their child. Also, 

missing work may mean a woman will lose her job. In these ways, women with inflexible 

work schedules may have difficulty securing the time off from work to attend their 

appointments. Similarly, researchers have found that some women had difficulty securing 

child care during their prenatal visits (The Access Project 2002).

Women with older children may have difficulty attending appointments if older 

children are not allowed to attend (The Access Project 2002). When older children are 

not permitted to enter the examining room women must leave their children with 

someone else. However, Mayan children seldom leave their mother’s sides. A common 

way to discipline a misbehaved child is to tell them that a stranger is going to take them 
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home with them. Women also often lacked child care options. During one home visit 

Stephanie, a care coordinator working for the GMC, urged her client to go to the hospital 

to have an operation to remove her appendix, an operation recommended by her doctor in 

order to save her life. The women admittedly realized the severity of the situation but 

cited that she did not know anyone with whom she could leave her four children for the 

several days that she would be required to remain in the hospital recovering after surgery. 

For more than two decades, research studies of biomedical prenatal service 

utilization have noted that women with distinct demographic characteristics have 

consistently cited similar barriers for their role as deterrents to obtaining care early in 

pregnancy. Despite unique differences between the demographic characteristics of 

Guatemalan Mayan immigrants these women faced difficulties similar to those that 

women of other demographic risk groups faced. Most notably, Mayan women faced 

difficulties due to the lack of payment options, the complex social service system, and 

many of the so-termed ‘classic barriers to access’: language barriers, transportation 

difficulties, lack of information, clinic hours which conflicted with work schedules, and 

difficulties securing child care.

The barriers Mayan women faced ensured that many women who sought 

biomedical services as part of their prenatal health routine were unable to obtain care 

during the first trimester of their pregnancy. A discussion of the ways in which these 

women navigated the biomedical bureaucracy shifts attention away from simply 

delineating the barriers women face to explaining the complex link between the 

demographic characteristics identified in the IOM study and the risk of entry after the 

first trimester. This approach emphasizes the lack of demographic representation in the 
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biomedical bureaucracy for its role in impeding early entry. That is, despite the large 

presence of indigenous Guatemalans in the area, there was only one indigenous 

Guatemalan woman employed at one of the county’s five public health departments 

where these health care situations played out.

5.2 The Accessibility of Biomedical Prenatal Care Services

The accessibility of health services is often cited as a critical determinant of 

prenatal care utilization (see Alexandre et al. 2005; Braveman et al. 2003; Korinek 2008). 

Accessibility studies primarily conceptualize access as a woman’s abilities to secure 

biomedical services in relation to the difficulties she faces while doing so. In the case of 

the Mayan community, a woman’s ability to access biomedical services affected the 

timing at which care was received during pregnancy. Furthermore, an examination of the 

prenatal service utilization of Mayan women reveals an additional dimension to the issue 

of accessibility. Access was also an issue faced by biomedical health providers. That is, 

biomedical providers had difficulties serving these clients once they entered the clinic. 

These difficulties point to a lack of demographic representation of Guatemalan Mayan 

women in the biomedical bureaucracy. That is, due to the fact that almost no Mayan 

women from the community were directly employed in the biomedical health care system 

biomedical health care providers faced difficulty accessing their Mayan clientele. 

Unfortunately, increasing Guatemalan Mayan women’s demographic 

representation in the biomedical bureaucracy has not been easy. The difficulties 

increasing this representation range from difficulties due to relatively stringent education 

requirements to conflicts between the role of family in women’s lives and the demands of 
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a work schedule. The Guatemalan Maya Center (GMC) has been a unique way to 

incorporate Mayan women into positions which indirectly increases this population’s 

representation in the biomedical bureaucracy. 

The GMC’s Pre- and Post-natal Care Program has became an important resource 

for Mayan women and biomedical health care providers alike as they attempt to 

accomplish the mutual goal of obtaining biomedical care early in pregnancy. Unable to 

access services on their own, or through means of informal support, many Guatemalan 

Mayan women relied on the assistance of the GMC. This same assistance aided 

biomedical health care providers as they attempted to serve this clientele. This assistance 

furthered the efficiency with which the biomedical bureaucracy functioned. 

Unfortunately, the problem of underutilization remains. Efforts to increase Mayan 

women’s access have largely focused on addressing those difficulties that also impede 

biomedical health care providers from serving this clientele. This has led to the neglect of 

those issues Mayan women face which are not also shared by biomedical health care 

providers. That is, Mayan women were left to access the GMC of their own devices. This 

has important implications for increasing the numbers of women who initiate early care. 

5.2.1 Isolating Idiosyncratic Factors

Studies that delineate the difficulties women face accessing prenatal care have 

tended to lump together data concerning women who initiate services late or not at all 

because they do not want them with data concerning women who wish to obtain these 

services but cannot (see Brown 1988). More specifically, personal factors such as fear 

that undesirable health behaviors such as smoking or drug use will be discovered, or 

cultural reasons, such as the invasiveness of the biomedical prenatal care exam are 
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included with barriers such as difficulties securing child care or payment options (see 

Brown 1988). However, in the case of the prenatal health seeking behaviors of Mayan 

women living in Palm Beach County it is necessary to separate the data regarding these 

two groups of women. With regards to Mayan immigrants in Palm Beach County 

personal and cultural barriers are best seen as idiosyncratic and not therefore highly 

relevant to making generalizations about the patterns of prenatal health seeking 

behaviors.

Cultural explanations for the underutilization of biomedical services by pregnant 

women have focused on examples from crosscultural research of biomedical prenatal 

service utilization. These studies suggest that women do not access biomedical prenatal 

care when their cultural beliefs deny its utility (see Whiteford and Szelag 2000). These 

research studies cite instances in which aspects of the biomedical exam conflict with a 

woman’s cultural norms and were avoided (see Whiteford and Szelag 2000). For 

instance, in societies where female modesty is of utmost importance and male and female 

social roles are clearly distinguished and separated many women would find either an 

internal examination or an examination by a male physician unacceptable (Whiteford and 

Szelag 2000). Research studies with Laotian Hmong immigrants to the Wisconsin area 

have found women to avoid biomedical prenatal care due to reluctance being touched by 

the biomedical health practitioners (Jambunathan 1995). Although similar arguments 

could be made to explain why some Mayan women would forgo or stall entry into 

biomedical prenatal care, this explanation cannot explain why the majority of pregnant 

Mayan women holding similar beliefs sought out biomedical care. 
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With regards to Mayan immigrants, cultural explanations, such as discomfort with 

the invasiveness of the biomedical exam are idiosyncratic explanations and are therefore 

not useful for making generalizations. It is important to emphasize that despite cultural 

beliefs, many women are going to great extents to seek out biomedical prenatal services. 

Similarly, other personal factors, such as fear, should be isolated from discussions which 

strive to make generalizations about the health seeking behaviors of Mayan women in 

Palm Beach County.

Arguments which cite personal reasons for a woman forgoing or stalling entry 

into biomedical prenatal care services often focus on a woman’s fears (see Brown 1988). 

These fears range from worries that health compromising behaviors will be found out 

during the prenatal exam, fears of deportation, or fears of poor treatment by biomedical 

providers (Brown 1988). However, similar to cultural explanations of underutilization 

these explanations are largely idiosyncratic. 

That a woman would fear the discovery of health compromising behaviors, such 

as drinking, smoking, or taking drugs would depend on the fact that a woman took part in 

these behaviors. However, these activities are highly uncommon in the Mayan 

community whether among either pregnant or non-pregnant women alike. Similarly, 

although the majority of the population lacks legal documentation and likely has 

warranted fears regarding deportation that the majority of women seek out biomedical 

prenatal care early within their pregnancies suggests this is a highly individualistic 

explanation for behavior. Finally, despite the fact that fear of poor treatment by 

biomedical providers is a cogent concern, similar to the other explanations this 
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explanation cannot serve to explain how women other than those who had faced poor 

treatment were seeking care after their first trimester of pregnancy.  

That Mayan women who did not have access to the care of comadronas in their 

communities sought biomedical services necessitates the disentanglement of data on 

women who may not seek out services due to cultural or personal reasons. This study 

reconceptualizes access issues through the act of seeking services and the difficulties 

encountered to obtain them. In this way, the decisions not to seek care that are untied to a 

woman’s difficulties obtaining services is not an issue of access. Therefore, it is 

necessary to start by exploring the web of services that Mayan immigrants to Palm Beach 

County have access. That is, of the theoretically abundant options for obtaining 

biomedical care during pregnancy Guatemalan Mayan women’s options were severely 

limited. In fact, the context of biomedical health care options available to Mayan women 

living in Palm Beach County ensured that many pregnant Mayan women sought care 

from one of the county’s five public health departments, or clinics.

5.2.2 Web of Services

The majority of Mayan immigrants were undocumented. Lack of documentation 

led many to work jobs primarily in the agricultural, horticultural, day labor, child care, 

food service or house cleaning sectors; jobs which paid little and did not offer benefits 

such as health insurance. Furthermore, although they met income requirements, 

undocumented women were ineligible for government health assistance programs such as 

Medicaid. Women’s options were therefore limited to either pay out of pocket for 

prenatal medical expenses or to receive services under the County’s Health Care 
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District’s Coordinated Care Program (option 2), which offered partial coverage for 

prenatal care at any one of Palm Beach County’s five public health departments. 

By the end of her pregnancy a woman who pays out of pocket for prenatal care 

costs could incur hundreds if not thousands of dollars in medical bills. To pay out of 

pocket for the costs associated with visits for physical exams, laboratory fees such as 

blood and urine tests, cultures for infections incurred during pregnancy and other 

expenses would be an unlikely option for most undocumented women as these services 

would take up a significant portion of the average family’s monthly salary (often between 

$1,200-$2,000 a month). The majority of Mayan women were also ineligible for full 

Medicaid benefits which would have allowed them to obtain care from a provider of their 

choice. 

Medicaid eligibility requirements were primarily based on citizenship status and 

income level. Although many Mayan women met eligibility requirements based on their 

family’s income, lack of legal documentation left the majority of these women ineligible 

to receive full Medicaid benefits. During the ten month research period, out of hundreds 

of pregnant women, I am familiar with only one who was eligible to receive these 

benefits. This woman had migrated under unusual circumstances. Born in the United 

States after her parents came to Florida from San Miguel Acatán during the height of 

civil violence in the mid 1980s, she immigrated to Guatemala with her parents as a young 

child. Early in adulthood she returned to the United States where she later became 

pregnant with her first child. As a citizen of the U.S., she was eligible to receive full 

Medicaid benefits making her unique among the GMC’s clientele. With difficulties 

finding a comadrona and without health insurance coverage, the means to pay for 
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services out-of-pocket, or Medicaid eligibility, the majority of pregnant Mayan women’s 

most affordable option for obtaining care during pregnancy was through Palm Beach 

County’s public health department Health Care District Program. 

Under Palm Beach County’s Health Care District Coordinated Care Program 

(option 2) undocumented women who met income requirements were eligible to receive 

partial coverage for prenatal care services offered at any one of Palm Beach County’s 

five public health departments. It was in a Mayan woman’s best interest to attend prenatal 

care at either the Lake Worth or West Palm Beach locations in which the GMC had its 

clinic offices. That is, due to the lack of demographic representation in the biomedical 

bureaucracy, the enrollment of Mayan women into clinic services proved difficult if not 

impossible for either Mayan women or health care providers to accomplish on their own. 

Mayan women’s difficulties were largely a result of issues of literacy and/or lack of 

familiarity with the biomedical system while providers faced difficulties accommodating 

a population with unique difficulties who added to the diversity of the clientele they were 

already serving. They also lacked a general familiarity with the reality of these women’s 

lives.

Many steps of these application processes proved difficult if not impossible for 

Guatemalan Mayan women or social service providers to accomplish on their own. At 

each stage in the application process Mayan women were presented paperwork they may 

or may not have been able to read and comprehend. Accommodating these women with 

the time necessary to complete applications on their behalf presented a difficulty for 

clinic employees who often had a line of women waiting to complete these applications 

for services. Assistance with these application processes were some of the main services 
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the GMC offered to clients and clinic personnel. In addition, the GMC helped women 

navigate what were complicated and fluctuating coverage systems. The current process 

required not only completing applications for but also a familiarity with and working 

knowledge of several public health service programs.

Only women ineligible for Medicaid coverage, such as those without 

documentation, were eligible to receive Health Care District coverage for clinic services. 

However, it was first necessary to apply for and be denied Medicaid coverage to 

determine ineligibility. Despite the fact that many women were clearly ineligible for 

Medicaid because they did not have a social security number, women had to complete 

this part of the application process. This not only complicated the process of receiving 

prenatal care services through the clinic but it also involved interaction with an additional 

coverage system: Sobra.

Although only women eligible for full Medicaid received coverage for all costs 

incurred during the prenatal period, for hospital birth charges, as well as for a 6 month 

period postnatally, all women who applied for Medicaid during pregnancy received 

temporary coverage called Temporary Medicaid Eligibility for Pregnant Women (PEPW) 

or Sobra. Sobra coverage started the day a woman applied and generally continued for 30 

to 45 days (depending on whether she applied before or after the 15th of the month). This 

coverage was meant to insure prenatal care expenses during the application process, 

regardless of a woman’s ultimate eligibility to receive full Medicaid coverage. This 

period provided women with coverage until either notified of eligibility to receive full 

Medicaid coverage or with time to secure an alternate source of payment for prenatal care 

expenses. 
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Due to the lack of eligibility for full Medicaid coverage, at the end of their Sobra 

coverage period clients of the GMC who had completed the application process and 

provided the necessary paperwork were enrolled into the Health Care District’s 

Coordinated Care Program (option 2). The confusion of this process was confounded by 

the number of different items a woman had to keep track of. 

By the end of her pregnancy a woman acquired the white paper she first received 

when she applied for Sobra coverage. She would typically present this paper at each of 

the prenatal visits she attended during her Sobra coverage period. After the birth of her 

child, she would also use the number on this paper to apply for Emergency Medicaid to 

pay for hospital delivery costs. She also received a Medicaid gold card although she 

would not be eligible for Medicaid benefits. This card was only active during the brief 

period of time that her Sobra was active (usually between 30 to 45 days). However, 

because it was difficult to receive a duplicate card from Medicaid, a woman had to keep 

this card in anticipation of the event she applied for coverage in subsequent pregnancies. 

Once her Sobra coverage expired, a woman would receive a pink paper Health 

Care District card through the mail. She would then have to bring this card with her to 

each of her clinic visits throughout the duration of her pregnancy and to subsequent visits 

up to one full year from the date she received the card in the mail. Unable to read the 

paperwork for themselves, women often times relied on these physical items memorized 

by color, the white Sobra paper or the pink Health Care District card, to assess which 

services they were eligible to receive. However, accessing services depended on a 

woman’s proper recognition of what social services these physical items were associated 

with.
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After she did not receive her Medicaid gold card in the mail over a month 
after she had applied, Maria, a Mam Maya woman, came to the clinic to 
inquire about the status of her Sobra application. Alicia, the Mam-
speaking care coordinator translated to Maria that she had been eligible to 
receive Sobra coverage the day she had applied and had received the white 
Sobra paper. As she had not understood this, Maria had not initiated 
prenatal care.  

The clinic worker who had completed the application with Maria had not realized 

either how little she understood of the process or how little Spanish she actually spoke. In 

these ways, biomedical care providers, even those that speak Spanish, may have 

difficulties explaining the process to women in a way that they may understand. The 

changing coverage added to these difficulties.

In addition to the difficulties of enrolling women into Sobra coverage the 

changing coverage offered by the program often led to confusions regarding when a 

woman’s coverage changed from full Sobra coverage to partial coverage under the 

Health Care District’s Coordinated Care Program.

After an unpleasant house visit, a care coordinator explained the tension 
between himself and one of his clients. The care coordinator described 
how the client made a phone call to his supervisor after she was 
dissatisfied to receive a bill for an ultrasound. The woman did not 
understand why she received a bill for a recent ultrasound but was not 
charged for prior ultrasounds. According to the care coordinator, the client 
had falsely assumed it was the care coordinator’s responsibility to ensure 
that she did not have to pay for the ultrasounds. 

The likely cause of this misunderstanding was that the woman had received 

earlier ultrasounds while still under Sobra coverage. Despite these potential drawbacks, 

the benefits of the period of additional coverage afforded by Sobra arguably outweighed 

the risks. That is, the Health Care District’s Coordinated Care Program option 2, reserved 

for women who did not or were not able to provide a social security number, came with 
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reduced coverage. Therefore, women had to pay out of pocket for ultrasounds and other 

services which were only done at outside facilities. 

Women often made decisions about how to incorporate ultrasounds into their 

prenatal health routine relative to the cost: $100 at St. Mary’s Hospital in West Palm 

Beach and $200 at Bethesda Memorial Hospital in Boynton Beach. Towards the end of 

her pregnancy, one woman decided an ultrasound was unnecessary citing a bill she had 

yet to pay for a previous ultrasound. Other women elected to pay additional costs in cab 

fare to travel to the hospital in West Palm, as the cost of an ultrasound was $100 less at 

this location. 

Although the Sobra application convoluted the process of securing health care 

coverage, the process ensured that women obtained additional health services. That is, the 

elimination of the additional Sobra process does not ensure that Mayan women or health 

care providers could maneuver the applications unaided. The majority of women were 

simply unable to complete these applications by themselves or in conjunction with 

assistance from biomedical practitioners Completing the application process with their 

Mayan clientele without assistance from the GMC also proved difficult if not impossible 

for biomedical providers. 

The clinic staff is far removed from the reality of the population. The process of 

their interactions can be just as overwhelming for clinic staff as for clients and care 

coordinators. Even something as basic as figuring out a woman’s name may present 

difficulty. The practice of using both their mother’s and father’s last names (their father’s 

name first and their mother’s name last) and of using first names for surnames often 

causes confusion as this differs from the naming system in the U.S. For example, a 
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common name to the population might be Petrona Maria Domingo Juan. According to the 

U.S. naming system this woman’s name would be Petrona Juan however, under the 

Guatemalan naming system she would go by Petrona Domingo. Further compounding the 

difficulty there is a commonality to names. There may be several women named Petrona 

Domingo in the clinic’s daily list of patients. Adjusting to the dynamics of the population 

may sound easy enough, however, it is important to note that the diversity of the Mayan 

population adds to the diversity of the population the clinic already serves which includes 

Haitian, African American, White, Hispanic and women of other ethnic backgrounds. 

Although many workers at the clinics may try to learn some Spanish to help them 

with their clients this does not help with the women that only speak a Mayan language. 

A few days past her due date, Claudia went to Bethesda hospital to 
monitor her heartbeat. A nurse working at the hospital turned to her and 
with the best intentions explained to her that the sound emanating from the 
machine was “el corazon del bebe”. The woman did not respond and the 
care coordinator accompanying her translated the phrase into Kanjobal. 

In addition to the difficulties biomedical providers face communicating with an 

already diverse clinic population the diversity of the Mayan population confounds these 

difficulties. Several Mayan groups reside within Palm Beach County alone. For instance, 

subtle differences exist between the Kanjobal spoken in Soloma and the Kanjobal spoken 

in San Miguel Acatán (more accurately called Akateko). During one trip to Bethesda 

Memorial Hospital with a mother getting chest x-rays for her 18 month old son sick with 

pneumonia, a Kanjobal care coordinator encountered difficulty during translation. In 

inquiring about her son’s condition, the mother used the word for skin in Migueleño 

Kanjobal (tz’um). Later, the mother and the care coordinator amusingly explained to me 

that the word for skin in Migueleño Kanjobal was the word for cockroach in Solomero 

133



Kanjobal. In this instance, this subtle difference did not ultimately hinder interpretation. 

However, many Mayan immigrants in Palm Beach County speak languages that are 

mutually unintelligible, making communication across certain Mayan languages 

impossible.

For example, in the Mam language the question “How are you?” translates to 

“Tza'n ta'ya?” while in Kanjobal the same questions translates to “Watx' mi ak'ul?” Not 

surprisingly, when it comes to communicating across mutually unintelligible languages, 

even Mayan language speaking care coordinators can face difficulties communicating 

with their clients. For these reasons, women with limited Spanish proficiency may wait 

hours for someone who speaks their language to become available, even if a Mayan 

speaker of another language is present.

Given the diversity of the population they serve, biomedical providers are largely 

unable to accommodate these women by themselves. In addition, the current structure of 

the health care bureaucracy adds to this difficulty. Many women in the client population 

are not only unable to read and write and inexperienced with the biomedical health care 

system, but they also are often unaccustomed to common American practices such as 

memorizing personal data such as their date of birth, address or telephone number and 

may not be able to read this information for themselves. This can create difficulties for 

biomedical health care providers to serve this client population without assistance. An 

example of one such attempt, in which a client attempts to call Medicaid to request her 

policy number illustrates this difficulty. 

After the first care coordinator mistakenly left out one digit in her 
Medicaid series Berta waited for Francisco another of the GMC’s care 
coordinator to call the Medicaid office to request the number. Francisco 
dialed the 1-800 number, went through the prompts, and waited on the line 
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for the next available operator. After a characteristically long wait of about 
a half an hour an operator finally became available. 

Francisco explained to the operator that he was a care coordinator from the 
GMC calling on behalf of one of his clients. The operator responded, 
telling him that she must speak to the client directly. Francisco explained 
to the phone operator that the woman only spoke a little Spanish and that 
her first language was a Mayan language called Kanjobal. As the phone 
operator refused to oblige the offer of Francisco’s assistance, he passed the 
phone to Berta. 

Berta took the phone and responded to the first question asked of her by 
the phone operator asking her to repeat it. Berta explained to the phone 
operator that she didn’t understand the questions because she didn’t speak 
Spanish well. She took the phone from her ear and passed it to Francisco 
indicating that the phone operator had hung up on her. At a moments 
hesitation to locate requested information it was not uncommon for phone 
operators to hang up in frustration. 

The realities of the population the county clinics serve is that many women were 

undocumented, they more than likely did not speak English and when a woman spoke 

Spanish she was often limited to a vocabulary used to communicate things about the 

home and her daily life. In addition, many women had never interacted with the 

biomedical system or public bureaucracies, many were not only unable to read and write 

but many were also unaccustomed to memorizing personal data. However, women 

largely did not have other options for care. Finding a practicing comadrona in the 

community was difficult, working members of the family held jobs which did not offer 

health insurance coverage or pay sufficiently to allow a family to pay for services 

themselves, and due to lack of documentation women were simply ineligibility to take 

advantage of social service programs such as Medicaid. Many women sought out the 

services of the public health departments to meet their needs for care during pregnancies. 

That the clinic was the primary way to meet the ideal of early entry into 

biomedical prenatal care services this did not ensure that Mayan women were easily 
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incorporated into the system. Because the biomedical bureaucracy was not 

demographically representative of these women, they were largely unable to enter into 

and obtain care unaided; a problem shared by biomedical providers. Furthermore, in 

addition to difficulties accessing services themselves or with the assistance of biomedical 

providers, Mayan women were largely unable to rely on informal support as they 

attempted to access services. Patterns of migration have left women largely without their 

traditional support systems. Unfortunately, even after new support systems were forged 

with other women in the new support network were equally as likely to be unable to 

navigate the biomedical bureaucracy.

Both in Guatemala and in the U.S. after marriage or pregnancy women typically 

moved in with or in the area of their partner’s families. Women who were already 

married prior to immigrating to the U.S. generally moved to the same area, often renting 

rooms in the same houses, as their husband’s family members. This was usually 

immediate family members such as brothers or extended family members such as uncles. 

Older individuals, such as parents or older siblings with children, were less likely to 

immigrate to the U.S. The majority of migrants were younger individuals who were more 

likely to find employment upon arrival. 

Among Mayan immigrants in Palm Beach County it was less common for women 

to move in with their own family members. This would most likely only occur in instance 

where a woman’s partner or husband did not have family or other contacts living in the 

U.S. However, due to the prevalence of migration these circumstances were rare. These 

patterns of migration created a difficult situation for many Guatemalan Mayan women as 

it limited their mobility within American society. That is, this pattern of migration limited 

136



women’s access to contacts with familiar women, an important resource in Mayan 

women’s lives. This lack of resources is especially evident with regards to pregnancy. 

After pregnancy young Mayan women, especially first time mothers, traditionally 

relied on contacts with older women such as their mothers and mothers-in-law and sisters 

and sisters-in-law such as for advice on how to care for themselves and their young 

children or for assistance locating a comadrona in the community. However, young 

Mayan woman immigrants had less access to these female kin relationships. Older 

women such as mothers and mothers-in-law and sisters and sisters-in-law often remained 

in Guatemala with their families and were less likely to immigrate. The lack of older 

female relatives in their lives left pregnant Mayan women without the traditional contacts 

they relied on for information as well as help with child care and support during this 

important moment in their lives. Not surprisingly, for women experiencing their first 

pregnancies in the U.S. this lack of support was most notably felt. 

When she became pregnant with her first daughter in Guatemala, Flora’s 
mother-in-law contracted a local comadrona to come to the family’s home 
and administer prenatal care to her. “Here we are alone,” she said, 
reflecting on her experiences being pregnant with her son in the U.S. 
“Here we suffer because we do not have our mothers or mothers-in-law to 
help us.” Although her brother lived close by as Flora explained he was 
not able to help her during her pregnancy. She simply stated: “He is a 
man. He is working”. 

Although women such as Flora often lack the support of female kin, women often 

formed new relationships with women in the community through connections in their 

neighborhoods, churches, and jobs. Through these connections women formed new 

support networks. Unfortunately, when it came to obtaining prenatal care in the 

biomedical system even with support from these new support networks women remained 

unable to obtain services without intervention. That is, other women in the community 
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were equally unlikely to have the means to navigate the biomedical bureaucracy. Due to 

these circumstances, some Mayan women chose to incorporate men’s assistance into their 

reproductive health routines. 

Men’s involvements in the aspects of women’s reproductive health care were 

most often in the form of attendance at the birth. However, in their new health care 

context many women involved men in additional aspects of the process. Men often 

became involved in the pregnancy and birth processes by providing rides to appointments 

or assistance filling out paperwork. It is important to note that men’s roles in 

reproduction were variable. Some women did not feel comfortable with men having 

active roles in their pregnancies or in other reproductive health processes. For example, 

some women did not discuss topics such as menstruation with their husbands. Men, 

especially young men, were generally assumed not to know much about women’s bodies, 

often rightfully so. Some young men were unaware of the reproductive processes of 

women’s bodies. 

During one visit with a 15 year old young Mayan woman, her 16 year old 
husband asked the care coordinator whether something was wrong with 
his wife because sometimes when he would try to have relations with her 
she would be bleeding. No one had ever explained a woman’s 
menstruation cycle to the young man. 

This example illustrates the lack of information many young men have regarding 

the female body. This lack of information caused discomfort for some women in 

discussing and sharing information about their bodies with their male partners, especially 

if it may reveal that they know more about sexuality than their partners. 

When she became pregnant with her first child at 17, Angelica was 
hesitant to tell her husband. She feared he would not understand how a 
woman became pregnant and that she would have to explain it to him. 
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Unsure of how to handle the delicate situation, Angelica brought her 
husband to her parents’ home.

At her parent’s home, Angelica’s parents revealed to her husband that she 
was pregnant with the couple’s first child. Worried that the young man 
would be confused they asked if he had any questions. Angelica’s husband 
explained to his wife and her parents that he understood. When he was 
young his parents had explained to him that when a man lives with a 
woman and her period stops that she is pregnant. 

Due to the lack of demographic representation Mayan women were unable to 

initiate biomedical services without assistance. However, they were also largely unable to 

rely on either biomedical providers or informal contacts. It is in this context which the 

GMC has become an important and necessary resource. That is, the GMC has been a 

unique way to increase Mayan women’s representation in the biomedical bureaucracy 

given the difficulties of directly increasing their representation by either hiring them to 

work directly in the clinics, hospitals or government social service departments. 

New Mayan immigrants often have little to no formal education and do not speak 

English, yet the educational requirements to work in the clinics, hospitals and 

government social service departments were relatively stringent, requiring a high school 

diploma or equivalent. Also, the role of family in women’s lives conflicted with many 

Mayan women’s abilities to work full-time. In fact, this combination of factors led to a 

difficulty of hiring new Mayan immigrants to work for the GMC as well as difficulties 

hiring speakers of Mayan languages other than Kanjobal.

Many of the care coordinators who had worked for the GMC for years were 

Kanjobal speaking immigrants that came to the U.S. during the earliest waves of 

immigration. There were also newer care coordinators that were second generation 

immigrants born in the U.S. to Kanjobal parents who had arrived during these earlier 
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waves. Arguably given the current educational requirements, many of the first generation 

immigrant care coordinators would not have such important roles at the GMC. 

Many of the GMC’s longest working employees began working at the GMC 

during the center’s inception, at a time of extreme need in Palm Beach County’s 

immigrant history. Many of these women did not have much formal education before 

they began at the GMC. These women were originally brought on as Kanjobal translators 

and only later surpassed this role as they learned how to navigate the social service 

system thereby expanding the roles of the GMC. Dominga is one such care coordinator.

When Dominga first began working for the GMC she did not speak 
English and could not read and write. After working for the GMC she 
learned to speak, read, and write English and even obtained her GED, 
despite the fact that she had only attended school for 3 days as young girl 
in San Rafael.

Through their longevity in immigration, first and second generation Maya-

Kanjobal women have come to occupy important roles in the GMC’s organization. They 

now have obtained their GED’s and carry caseloads. Fortunately although there is a 

relative lack of newer Kanjobal immigrants, probably due more strict educational 

requirements, there are enough Kanjobal care coordinators. Unfortunately, due to these 

issues there is a lack of Mayan speakers of other languages serving in care coordinator 

roles at the GMC. 

During translation for a prenatal exam a Mam woman in her last weeks of 
pregnancy broke out in tears at the realization that Alicia, one of the GMC 
care coordinators, spoke Mam. She told of the recent turn of events that 
had brought her to tears. Her mother had passed away in her hometown in 
Guatemala, but without legal papers she could not go back to see her. She 
added that she had difficulties communicating with her care coordinator 
because she did not speak much Spanish and her care coordinator did not 
speak Mam. Alicia turned to me and simply explained the woman’s 
situation: “Las Mames sufren”. 
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Alicia is the only Mam speaking care coordinator working for the GMC. Initially 

she had doubts about working for the GMC. The mother of five daughters, Alicia debated 

whether working for the GMC would take time away from caring for her family. In fact, 

she works a part time schedule and does not carry a case load. The difficulties speakers of 

other Mayan languages encounter, as suggested by Alicia, illustrates the alienating effects 

of the lack of demographic representation among service users. Despite this missing 

element, the GMC has been relatively successful at increasing Mayan women’s 

demographic representation in the biomedical structure. 

Many of the care coordinators at the GMC are aware of the dynamics of the 

community. For example, when filling out paperwork with their clients they realize that 

many women share rented spaces. This may become important while filling out 

applications as often times when asked for expenses such as rent, cable and utilities, 

women mistakenly give the amount that is paid in total before it is divided among several 

families. The workers at the GMC are already aware of the ranges of rent in the 

community and subsequently when a woman’s answer indicates that she simply may not 

know the information or may not have understood the question. They are also aware of 

how to relate to women who may not be able to read.

Upon coming into the clinic and enrolling in the program GMC care coordinators 

explain to women how the system works in a way in which they can understand. Care 

coordinators rely on describing the colors of paperwork so that a woman may be able to 

associate these physical items with the ability to receive services. When women first 

enroll in Sobra care coordinators explain to women that they can receive services at the 

clinic using their white Sobra paper. Women are then told to await an envelope in their 
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mailbox approximately 4 weeks later containing their pink Health Care District card. 

Women are told they will then use this card when attending their appointments. Care 

coordinators often give women sample envelopes in which the Health Care District 

application is packaged so that they may have a reference. Also care coordinators often 

read the envelope with the program name to women with a Spanish accent:“jelt caray 

distrit”. Care coordinators also often instruct women on things they will need to do to be 

able to maintain care in the biomedical system, such as how to fill out and mail an 

envelope or even how to print their names. The GMC also provides informal support to 

mothers who may be lacking contacts with other women. 

Many new mothers are unaware of how to care for themselves after the birth of 

their child. Care coordinators often educated these mothers. 

After the birth of her first child a young woman showed up for her post 
partum appointment neatly dressed but wearing heels. Pointing to the 
porcelain legs of another care coordinator, Dominga explained to the 
young mother how she could keep her legs clear of varicose veins by 
correctly caring for them. As part of her recommendations Dominga 
suggested the woman wait several weeks after the birth before she began 
wearing heels again. Marta, the care coordinator with the porcelain legs, 
explained how during and after each of her 3 pregnancies she discontinued 
wearing heels and prevented varicose veins.

Care coordinators often also instructed women on how to care for their newborns. 

Upon seeing a new mother struggling to appease her crying newborn Alicia 

recommended that a young mother swaddle her baby tighter due to the usually cold 

temperature of the clinic. When the young mother did not respond to the care 

coordinator’s recommendations Alicia offered to show the new mother how to swaddle 

her infant. 

Alicia first unbundled and laid down the crying infant on an unused 
examining table that was positioned against a back wall. Instructing the 

142



mother step-by-step, Alicia first asked the mother to place the heaviest 
blanket under the baby. The woman handed over a thick blanket and 
watched on intently as Alicia placed the baby on top of it showing her how 
to gently guide the baby’s arms into position straight along the side of his 
body. 

Gently but firmly, Alicia grabbed the excess blanket from one side of the 
baby’s body and pulled it over tucking it under the baby’s other side. After 
wrapping the remaining side, she handed a very contented and neatly 
bundled baby back to his mother.

The GMC also often provided impromptu child care. Women often chose to bring 

their children along with them to their health care appointments, however they were often 

not allowed to bring the children into the examination room. Care coordinators were 

frequently called upon to sit with children in these instances. During one such incident, a 

care coordinator was called upon to watch a mother’s 14 month old daughter. 

Standing next to a little girl clutching a dollar tightly in her fist Katy, a 
GMC care coordinator, explained how she was briefly watching the child 
while the mother was in the examining room. Of the dollar she explained 
the mother had given it to the child to appease her while her mother was 
gone. The little girl, who was contented with her dollar in the absence of 
her mother, immediately broke into tears at the first sight of her leaving 
the examination room.

The care coordinators working for the GMC explain things to their clients in a 

way in which they can understand. Due to the demographic similarities between 

themselves and their clients the GMC’s care coordinators are attuned to assessing their 

client’s unique ways to comprehend. This assistance has increased the efficiency with 

which the clinic system has functioned. This increase in efficiency can be explained 

drawing on the metaphor of the dialectic between treatment and behavior.

Adherents to biomedical treatments can be said to be increased when the 

treatment is fit to the behavior of the individual as opposed to when the goal is to fit the 

behavior of the individual to following treatment. For example, women may forgo 
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biomedical treatments which are simply too difficult to follow. The GMC has been 

successful in making the treatment, biomedical services, fit the behavior, a balance 

between the abilities and the desires of Mayan women to take an active role in obtaining 

these services. However, this has proved more difficult for biomedical providers; 

although there have been some great attempts. 

One afternoon at the Lantana Clinic one of the doctors was trying to 
explain to a woman that she would have to take a medicine twice a day, 
once in the morning and once at night for seven days. With the help of a 
care coordinator the woman told the doctor of her difficulties 
remembering to take her medicines as she could not read. 

The doctor reached for a sheet of paper and drew seven pairs of suns 
perched above seven pairs of moons. The care coordinator translated to the 
woman the meaning of the symbols and instructed the woman to draw a 
giant X over the image of a sun in the morning and a moon at night after 
each time she took her medicine. 

Although it was not impossible for biomedical providers to relate to their Mayan 

clientele it was difficult and arguably the time to think of solutions and to explain things 

to women depended on the luck, ability and willingness of the practitioner and may have 

cut down on the efficiency with which the biomedical bureaucracy functioned. Luckily, 

the GMC has been a non-traditional way to make the public health care system more 

demographically representative of these women. This has further increased the efficiency 

with which the biomedical bureaucracy functioned. However, many Guatemalan Mayan 

women continued to underutilize care offered in the community. 
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5.3 Perpetuation of the Problem: Increased Representation, Continued 

Underutilization

The necessity of increasing Mayan women’s demographic representation in order 

to increase their access to the services and biomedical provider’s access to them 

increased the efficiency with which the biomedical bureaucracy functioned. These likely 

influenced Mayan women to continue participation in biomedical prenatal care services 

offered in the community. Unfortunately, this same necessity likely obscured the 

difficulties Mayan women faced accessing care which were not also shared by 

biomedical health care providers. It was the responsibility of women to get to the clinic 

for the first time to enroll in the GMC’s Pre- and Post-Natal Care Program. The 

continued underutilization of biomedical prenatal care services by Mayan women can at 

least partially be explained because despite the acknowledgment that Guatemalan Mayan 

women are a population at risk for late entry into prenatal care services offered in the 

community, the GMC’s Pre- and Post-natal Care Program did not have an outreach 

program to recruit clientele. However, many women were simply unaware of the services 

offered by the GMC or had difficulties accessing these services for the first time in order 

to be enrolled. 

The vast majority of the GMC’s clientele with no prior experiences with 

pregnancy in the United States entered the clinic for the first time to receive prenatal care. 

The majority of Mayan immigrants were younger individuals likely to find employment 

upon arrival. Many women were experiencing pregnancy for the first time while living in 

the U.S. Furthermore, many of these women were simply unaware of the GMC’s services 

until after they discovered they were pregnant a process which likely delayed the receipt 
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of care. Although it might be delayed, women generally found services in one of two 

ways: through word-of-mouth or on accident. 

One of the most common ways in which Mayan women became aware of the 

GMC’s services was through word-of-mouth. After missing their period, women relied 

on contacts with other women in the community to inquire about the health care options 

available to them. Many women found out about the GMC’s clinic office through these 

contacts with other women. Women also became aware of services simply by accident. 

Women often showed up to clinics because they were close to their homes and 

were later redirected to the GMC by clinic personnel who were unable to administer 

services without the GMC’s assistance or through women they knew or met once they 

entered the clinic.

5.4 Conclusion

When immigrant populations unaccustomed to the biomedical bureaucracy enter 

the public health care system the result can create tension. If women are not 

demographically represented they may be unable to navigate the biomedical bureaucracy 

unaided. Similarly, biomedical providers may have difficulties serving these populations. 

In order to meet the mutual goal of obtaining biomedical care early in pregnancy the 

public health care system must be made more representative of the women it serves. 

Unfortunately this largely functions to keep them enrolled and women may still face 

access issues initiating care prior to becoming enrolled in the GMC’s Pre- and Post-Natal 

Care Program. 
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With regard to Guatemalan Mayan women representation has improved through 

programs such as GMC which employs individuals of similar demographics in non-

traditional ways. Assistance from this organization has served to bridge the gap between 

biomedical services and Mayan women by not only increasing women’s access to these 

services but also by increasing biomedical provider’s access to these women. However, 

the problem of underutilization has persisted. The program has largely focused on the 

mutual difficulties Mayan women and biomedical providers face. This has led to the 

neglect of issue accessing care faced by Mayan women alone i.e. accessing the services 

of the GMC. This has important implications for further increasing Mayan women’s 

access to services as many women were simply unaware of the availability of services 

offered by the GMC until after they became pregnant. The following chapter presents 

these implications and the recommendation that further development of the program 

include an outreach program to contact women and enroll them into the health 

department’s Coordinated Care Program prior to the time they become pregnant.
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CHAPTER 6

CONCLUSIONS AND RECOMMENDATIONS

6.1 Summary 

Despite behavioral expectations entailed from previous theoretical explanations of 

the underutilization of biomedical services by pregnant Mayan women, many 

Guatemalan Mayan women living in Palm Beach County chose to incorporate biomedical 

care into their prenatal health routines. The desire to incorporate biomedical prenatal care 

largely depended on a woman’s access to the care of a Mayan midwife, or comadrona, in 

the community. Although many women preferred to seek the care of a comadrona during 

pregnancy, lack of documentation and legal licensure limited the availability of these 

options for care. When faced with a lack of options many women chose to incorporate 

biomedical prenatal care as a way to maintain and monitor their health during pregnancy. 

Furthermore, women with access to information about the health of their pregnancies 

through the care of a comadrona decided not to incorporate biomedical prenatal care into 

their lives. These findings have important implications with regards to increasing 

Guatemalan Mayan woman’s participation in biomedical prenatal care services offered in 

Palm Beach County. In particular, rather than seeing a cultural incompatibility between 

models of pregnancy, there is potential for the biomedical system to fulfill Guatemala
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Mayan women’s desires to maintain and monitor their pregnancies given their new health 

care context as immigrants in South Florida communities.

6.2 Interpretation 

Findings suggested multiple explanations for why Mayan women initiated 

biomedical prenatal care after their first trimester of pregnancy. Women that had access 

to the care of a comadrona often entered biomedical care during the last trimester of their 

pregnancies. These women only used biomedical care for information that they could not 

obtain from a comadrona, such as for ascertaining the sex of the baby or for 

complications of which the treatment of a comadrona had been deemed unsuccessful. 

These women also presumably entered biomedical care during the final weeks of their 

pregnancies only to seek assistance with the impending hospital birthing process. 

Wishing to maintain a low profile and largely unfamiliar with the biomedical system 

themselves, comadronas were highly unlikely to assist women in these events. These 

finding suggest Mayan women who sought the care of a comadrona did not use 

biomedical prenatal care because they were already receiving information about the 

proper growth and health of their unborn child in a way in which they preferred. For 

these women, similar information as provided through the biomedical prenatal exam was 

of secondary importance. 

Women who did not have access to the care of a comadrona in the community 

often sought care in the biomedical care system once they suspected they were pregnant. 

These women acknowledged the similarities of the biomedical doctor’s and the 

comadrona’s exam with no apparent strain to their existing health cosmologies. These 
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findings suggest that the rift between biomedical and Mayan explanatory models of 

maintaining and monitoring one’s health during pregnancy is much less significant than 

has continually been purported.

Prior theories have explained the underutilization of biomedical prenatal care 

services by Guatemalan Mayan due to cultural differences in beliefs about pregnancy. 

Namely, because they do not see pregnancy as an illness, and consequently a medical 

event, it is said that Mayan women do not to seek biomedical care. My findings simply 

did not support this theory and required a reconceptualization of Mayan women’s 

prenatal health seeking behaviors. 

This study reconceptualizes the notion that Mayan women who utilize biomedical 

care during their pregnancies must either hold to or adopt biomedical beliefs. Rather than 

adopt biomedical health care beliefs and practices, as implied by previous theoretical 

explanations, this study suggests that Mayan immigrants adapted this form of care to 

meet their needs. The metaphor of the adaptation of Catholic saints in their own image 

served to illustrate the ways in which Mayan immigrants have adapted to their new health 

care context in the U.S. 

Much like the recreation of Catholic saints in their own image, Mayan women 

adapted aspects of the biomedical prenatal exam as a way to maintain and monitor their 

health during pregnancy according to parallel points between the biomedical and Maya 

prenatal care systems. These parallel points of accord relate to the importance of 

maintaining and monitoring the proper growth of the unborn child throughout pregnancy 

in both medical systems. Parallels between biomedical and Mayan prenatal care were 

largely unaccounted for by previous conceptions of Mayan women’s prenatal health 
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seeking behaviors due to the conflation between Mayan and American midwifery. The 

unique health care context in Palm Beach County enabled this revelation. Namely, the 

unavailability of comadronas led many women to seek out biomedical care. There was no 

apparent distinction between the health care cosmologies of these women and their 

comadrona seeking counterparts. In addition to the reconceptualization of the 

relationship between biomedical and Mayan health beliefs, this study reconceptualized 

the notion of access.

 Not all women unable to secure the services of a comadrona in the community 

initiated biomedical care once they suspected they were pregnant. Many pregnant Mayan 

women were simply unaware of what to do in their new health care context. Some 

women not only had difficulties accessing the GMC’s clinic services due to issues such 

as lack of transportation, but many women were simply unaware of the existence of the 

GMC’s clinic program until well into their pregnancies. Up-to-date, the GMC’s program 

has largely focused on assisting women once they arrive at the clinic to receive services. 

The difficulties Mayan women face accessing the GMC’s services has largely gone 

unnoticed as a result of the way in which access has been conceptualized. Difficulties 

access prenatal care was previously defined according to the issues pregnant women face 

obtaining services. However, this study reconceptualized access to include the barriers 

biomedical health providers faced when they attempted to serve this clientele. The 

influence of the difficulties biomedical health care providers face has largely been 

remedied by increasing the demographic representation of Guatemalan Mayan women in 

the biomedical bureaucracy. Although the availability of these services likely resulted in 

a greater adherence to continued care by pregnant Mayan women the problem of early 
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entry remained largely unaddressed. That is, the necessity of increasing their 

demographic representation hindered the realization that Mayan women often had 

difficulties accessing the GMC’s services prior to their enrollment; an access issue not 

shared by biomedical health practitioners.

These reconceptualizations have several implications towards recommendations 

for increasing Mayan immigrant women’s participation in early biomedical prenatal care 

services offered in public health department throughout Palm Beach County. The final 

section will detail these recommendations.

6.3 Recommendations

In areas with large indigenous populations, in some parts of Canada for example, 

steps have been taken to incorporate traditional practitioners as a way to increase 

women’s participation in maternity health care services (see NAHO 2004). Unfortunately 

the prospects of incorporating Mayan midwives into Palm Beach County’s public health 

departments not only appear unrealistic given current legislation, but the measure would 

likely be unsuccessful towards the intended goal of increasing Mayan immigrants 

participation in early biomedical prenatal care services.

The primary difficulty surrounding the issue of incorporating a comadrona into 

one of Palm Beach County’s public health department involves licensure. In the U.S. 

there are two distinct categories of midwives: direct entry and certified (Mitford 1993). 

Direct entry midwives often obtain their training through unlicensed apprenticeships 

(MANA 2008). While the training many comadronas received in Guatemala may be 

sufficient for meeting the requirements of direct entry midwifery, Florida does not 
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recognize direct entry midwifes. In fact Florida midwives must be certified, registered 

nurses with additional training in midwifery, called Certified Nurse Midwives (Mitford 

1993). Certified Nurse Midwives must have at least a Bachelors Degree to practice 

midwifery (MANA 2008).  Even in the unlikely event that these requirements were met; 

the presence of a comadrona in the clinics is unlikely to influence women to enter 

biomedical care services earlier in their pregnancies.

 Many Mayan women who entered biomedical services in the final weeks of their 

pregnancies were already obtaining the services of a comadrona in the community. These 

women were likely to have personal relationships with their comadronas. Furthermore, a 

comadrona’s care is often offered in the expectant mother’s or the comadrona’s home. It 

is unlikely that a woman would forgo this more familiar and likely more convenient 

location to obtain care from an unknown woman in a relatively unknown environment. 

Similarly, women that do not have access to a comadrona in the community but enter 

care after their first trimester are unlikely to enter care earlier given the presence of a 

comadrona in the health clinics. 

Many women who do not have access to the care of a comadrona enrolled in the 

GMC’s Pre- and Post-Natal Care Program after their first trimester simply because they 

were not aware of the availability of these services, or because they faced difficulties 

initiating these services. Due to this lack of information and access issues it is unlikely 

that they would benefit in the intended manner by having the services of a comadrona 

available in the clinic. Rather the focus should be on recognizing the contributions the 

GMC’s Pre- and Post-Natal Care Program currently makes in the community, especially 

in terms of increasing the continuous enrollment of women in beneficial health care 
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services. A possible extension of this program would be to expand to include a Pre- and 

Post-Natal Outreach Program to access women who may have difficulties enrolling in the 

GMC’s services. 

Ideally an Outreach Program extension would focus on addressing the primary 

difficulties women faced enrolling in the GMC’s Pre- and Post-Natal Care Program. In 

particular, there was a general lack of awareness of the existence of the program. As part 

of any outreach a primary focus should be on increasing the visibility of the GMC’s 

services. This focus is directly related to other access issues. Many women faced 

difficulty getting to the clinic to enroll in the GMC’s Program for the first time. These 

difficulties largely surrounded lack of information or unawareness of either the 

availability of the services or the transportation options available to get there. Women 

most recently arrived were often the most vulnerable to these barriers. In building 

community awareness of the GMC’s services an Outreach Program could include a 

“community orientation program”. The goal of this program would be to provide women 

with information about available services in the form of pamphlets and flyers and 

possibly to provide them with donated materials. A secondary function of this program 

could be to forge connections with other community organizations, such as but not 

limited to, other non-profit organizations, government services, churches, and businesses.

154



REFERENCES CITED

Abelson, Robert P. and Ariel Levi
1985 Decision Making and Decision Theory in Gardener L. and E. Aronson 

(eds.) The Handbook of Social Psychology. New York: Random House. 

Acevado and Hurtado 
   1997     Midwives and Formal Care Providers in Prenatal, Delivery and Postpartum 

Care in Four Communities in Rural Guatemala: Complementarity or Conflict?  In 
Pebley, Anne R. and Luis Rosero-Bixby (eds.) Demographic Diversity and 
Change in the Central American Isthmus. Santa Monica, RAND.

Access Project, The
2002 Health Care Access Issues in Palm Beach County. Center for

Community Health Research and Action. Boston, MA. 

Agency for Healthcare Research and Quality (AHRQ)
2002 Improving Maternal Health Care: The Next Generation of Research on 

Quality, Content, and Use of Services. 

Alexander, Greg R. and Carol C. Korenbrot
1995 The Role of Prenatal Care in Preventing Low Birth Weight. The Future 

of Children 5:103-120.

Alexandre, P., Saint-Jean G., Crandall L. & Fevrin E. 
2005 Prenatal care utilization in rural areas and urban areas of Haiti. Revista 

Panamericana de Salud Publica 18:84–92.

Allensandrini, E., K. Shaw, W. Bilker, K. Perry, D. Baker and D. Schwartz
2001 Effects of Medicaid managed care on health care use: Infant emergency 

department and ambulatory services, Pediatrics 108:103-110.

Anderson, L., D. Wood and D. Sherbourne
1997      Maternal acculturation and childhood immunization levels among Latino 

families in Los Angeles, American Journal of Public Health 87:2018-2021.

Arms, Suzanne
1975 Immaculate deception: a new look at women and childbirth in America. 

Boston: Houghton Mifflin.

155



Ashabranner, Brent 
1986     Children of the Maya: A Guatemalan Indian Odyssey. New York: 

Dodd, Mead and Company.

Baer, Hans A.
1982 On the Political Economy of Health, Medical Anthropology Newsletter, 

14:1-2+13-17.
1986 Sociological Contributions to the Political Economy of Health: Lessons for

Medical Anthropologists, Medical Anthropology Quarterly 17:129-
131.

Bates, A. and F. Wolinsky
1998      Personal, financial, and structural barriers to immunization in 

socioeconomically disadvantaged urban children, Pediatrics 101:591-596.

Bernard, H. Russell
1995 Research Methods in Anthropology: Qualitative and Quantitative 

Approaches. Walnut Creek, CA: AltaMira Press.

Bertrand, Jane T., Eric Seiber and Gabriela Escudero.
2001      Contraceptive Dynamics in Guatemala: 1978-1998, International Family  

Planning Perspectives 27:112-118+136.

Biesele, Megan
1997 An Ideal of Unassisted Birth in Davis-Floyd, Robbie E. and Carolyn F. 

Sargent (eds.) Childbirth and Authoritative Knowledge: Cross-Cultural 
Perspectives. Berkeley: University of California Press.

Blumer, Herbert
   1986     Symbolic interactionism. Berkeley: University of California Press. 

Braveman, Paula, Kristen Marchi, Rhonda Sarnoff, Susan Egerter and Diane Rittenhouse
   2003     Promoting Access to Prenatal Care: Lessons from the California 

Experience. Henry J. Kaiser Family Foundation and the University of 
California at San Francisco and Davis.

Brook, Barbara
   1999     Feminist Perspectives on the Body. New York: Pearson Education 

Limited.

Brown, Sarah S.
   1988     Prenatal Care: Reaching Mothers, Reaching Infants. Institute of 

Medicine. Washington, D.C.: National Academy Press.

Browner, Carole H. and Nancy A. Press 
1996 The Production of Authoritative Knowledge in American Prenatal Care, 

156



Medical Anthropology Quarterly 10(2): 141-156

Burns, Allan F.
1993 Maya in Exile: Guatemalans in Florida. Philadelphia: Temple 

University Press.

Carstairs, G. Morris
1955 Medicine and Faith in Rural Rajasthan in Paul, Benjamin (ed.) Health, 

Culture, and Community. New York: Russell Sage Foundation.

Center for Disease Control (CDC)
2002      Preventing Neural Tube Defects: A Prevention Model and Resource Guide.
 

Chalmers, Beverly
1997 Changing Childbirth in Eastern Europe: Which Systems of 

Authoritative Knowledge Should Prevail? in Davis-Floyd, Robbie E. and 
Carolyn F. Sargent (eds.) Childbirth and Authoritative Knowledge: Cross-
Cultural Perspectives. Berkeley: University of California Press.

Chavez, Stella M.
2002     Health Care Plan Targets Mayans. Sun Sentinel. May 13 page 3B.

Cosminsky, Sheila
1982 Childbirth and change a Guatemalan study in MacCormack, Carol P. 

(ed.) Ethnography of fertility and birth. Academic Press, London.
2001 Maya midwives of southern Mexico and Guatemala in Huber, B. and A. 

Sandstrom (eds.), Mesoamerican healers. Austin, TX: University of Texas 
Press.

Crystal, David 
2001 Chac and Maximon: Perspectives on Religious Syncretism, Journal of 

Christianity and Foreign Languages 2:83-95. 

Csordas, Thomas J.
1988 The Conceptual Status of Hegemony and Critique in Medical 

Anthropology, Medical Anthropology Quarterly, New Series, 2(4):416-
421.

Davis-Floyd, Robbie E.
   2003     Birth as an American Rite of Passage. CA: University of California 

Press.

Davis-Floyd, Robbie E. and Carolyn F. Sargent
1997 Childbirth and Authoritative Knowledge: Cross-Cultural Perspectives. 

Berkeley: University of California Press.
  

157



DeCherney, Alan H. and Lauren Nathan
2003      Current Obstetric & Gynecological Diagnosis & Treatment, ninth edition. 

McGraw-Hill Companies, Inc.

Department of Health and Human Services (DHHS)
1990 Healthy People 2000: National Health Promotion and Disease 

Prevention Objectives. Washington, DC: U.S. Government Printing 
Office.

Department of Health and Human Services (DHHS)
2000     Healthy People 2010: Understanding and Improving Health. 2nd ed. 

Washington, DC: U.S. Government Printing Office.

Dey, Ian
   1999     Grounding grounded theory: Guidelines for qualitative inquiry. San 

Diego: Academic Press. 

Donovan, E., P. Perlstein, H. Atherton and U. Kotagal
   2000    Prenatal care and infant emergency use, Pediatric Emergency Care 

16:156-159.

Durkin-Longley, M.
1984 Multiple Therapeutic Use in Urban Nepal, Social Science and Medicine 

19:867-872.

Ehrenreich, Barbara and Deirdre English
1978 For Her Own Good: 150 Years of the Expert’s Advice to Women. New 

York: Anchor.

Estroff, Sue E.
1988 Whose Hegemony?: A Critical Commentary on Critical Medical 

Anthropology, Medical Anthropology Quarterly, New Series 2(4):421-
426.

Fiedler, Deborah Cordero 
   1997     Authoritative knowledge and birth territories in contemporary Japan in 

Davis-Floyd, Robbie E. Carolyn F. Sargent (eds.) Childbirth and 
authoritative knowledge: Cross-cultural perspectives. Berkeley: 
University of California Press.

Finkler, Kaja
1981 A Comparative Study of Health Seekers: Or. Why Do Some People Go 

to Doctors Rather Than to Spiritualist Healers?, Medical Anthropology 
5(4):383- 424.

1985 Spiritualist Healers in Mexico: Successes and Failures of Alternative
Therapeutics. New York: Bergin & Garvey.

158



Fiscella, Kevin
1995 Does Prenatal Care Improve Birth Outcomes? A Critical Review, 

Obstetrics and Gynecology 85:468-479.

Florida Department of Health
2001 Florida Vital Statistics Annual Report: Live Births. Office of Vital 

Statistics.
Freed, G., S. Clark, G. Pathman and R. Schectman

1999     Influences on the receipt of well-child visits in the first two years of life, 
Pediatrics 4:864-869.

Garrison, Vivian
1977 Doctor, Espirilisto or Psychiatrist?: Health-seeking Behavior in a Puerto 

Rican Neighborhood of New York City, Medical Anthropology 1(2):65-
191.

Garro, Linda 
1986 Decision-Making Models of Treatment Choice in McHugh, Sean and T. 

Michael Vallis (eds.) Illness Behavior: A Mulitdisciplinary Model. New 
York: Plenum Press. 

Georges, Eugenia
1997      Fetal Ultrasound Imaging and 

the Production of Authoritative Knowledge in Greece in Davis-Floyd, Robbie E. 
and Carolyn F. Sargent (eds.) Childbirth and Authoritative   Knowledge: Cross-
Cultural Perspectives. Berkeley: University of California Press.

Gill, J., A. Saldarriaga, A. Mainous and D. Unger
2002 Continuity between prenatal and well-child care improve childhood 

immunizations?, Family Medicine 34:274-280.

Glei, Dana A.
   1999     Understanding Ethnic Variation in Pregnancy-Related Health Care in 

Rural Guatemala. Office of Population Research and Department of 
Sociology Princeton University.

Glei, Dana A., Noreen Goldman, and German Rodriguez
2002     Utilization of Care during Pregnancy in Rural Guatemala: Does 

Obstetrical Need Matters. Office of Population Research Princeton 
University Working Paper Series.

Glick, Leonard B.
1977 Medicine as an Ethnographic Category: The Gimi of the New Guinea 

Highlands in Landy, David (ed.) Culture, Disease, and Healing. New 
York: Macmillan.

159



Goldenberg, R.L., R.O. Davis, and K.G. Nelsowan
1993 Intrauterine growth retardation in Klein, L. and R.L. Goldenberg (eds.) 

New Perspectives on Prenatal Care. New York: Elsevier.

Goodenough, Ward H.
   1963     Cooperation in Change. New York: Russell Sage Foundation.

Goodman, Howard
2002       Rare language has a voice in teen’s murder charge. Sun Sentinel. October 20 

page 1B.

Hahn, Robert A. 
1994  Sickness and healing: an anthropological perspective. New Haven, 

CT: Yale University Press.

Haire, Doris B.
1972 A cultural warping of childbirth, Milwaukee: International Childbirth 

Education Association. 

Helman, Cecil B.
   1990     Culture, Health and Illness. London: Wright (Butterworth Scientific 

Ltd.). 

Huber, B. and A. Sandstrom (eds.)
   2001     Mesoamerican healers. Austin, TX: University of Texas Press.

Hurtado, Elena and Saenz de Tejada, E.S.
2001 Relations between government health workers and traditional midwives 

in Guatemala in Huber, B. and A. Sandstrom (eds.) Mesoamerican 
healers. Austin, TX: University of Texas Press.

Hutchins, V., Kessel, S. S. and Placek, P. J.
   1984     Trends in Maternal and Infant Health Factors Associated with Low 

Infant Birth Weight, United States, 1972 and 1980. Public Health Reports 
99(2):162–172.

Instituto Nacional de Estadística
1999      Guatemala: Encuesta Nacional de Salud Materno Infantil 1998–99. Ciudad de 

Guatemala, Guatemala, Calverton, MD, USA: Instituto Nacional de Estadística, 
Ministerio de Salud Publica y Asistencia Social, USAID, UNICEF, UNFPA, 
Macro International Inc.

Institute of Medicine
   1985     Preventing Low Birthweight. Washington, DC: National Academy 

Press.

160



Jambunathan Jaya and Stephanie Stewart
   1995     Hmong women in Wisconsin: What are their concerns in pregnancy and 

childbirth?, Birth 22:204–10. 

Jeon, Yun-Hee
   2004     The application of grounded theory and symbolic interactionism, 

Scandinavian Journal of Caring Sciences 18(3):249-256.

Jordan, Brigitte
1993 Birth in Four Cultures: A Crosscultural Investigation of Childbirth in 

Yucatan, Holland, Sweden, and the United States. Prospect Heights, IL: 
Waveland Press, INC.

1997     Authoritative Knowledge and its Construction in Davis-Floyd, Robbie 
E. and Carolyn F. Sargent (eds.) Childbirth and Authoritative Knowledge: 
Cross-Cultural Perspectives. Berkeley: University of California Press.

Kay, Margarita (ed.)
1982 Anthropology of human birth. Philadelphia: F. A. Davis Co.

Kitzinger, Sheila
1997 The Social Context of Birth: Some Comparisons between Childbirth in 

Jamaica and Britain in Davis-Floyd, Robbie E. and Carolyn F. Sargent 
(eds.) Childbirth and Authoritative Knowledge: Cross-Cultural 
Perspectives. Berkeley: University of California Press.

Kleinman, Arthur
1978 Concepts and a model for the comparison of medical systems as cultural 

systems, Social Science and Medicine 12B:85-93.

Kogan, M., G. Alexander, B. Jack and M. Allen
1998 The association between adequacy of prenatal care utilization and 

subsequent pediatric care utilization in the United States, Pediatrics 
102:25-30.

Korinek, Kim and Ken R. Smith
2008 Prenatal Care in Utah: Improvement in Access, but Persistent Gaps by 

Mother’s Race, Ethnicity, and Nativity Status. University of Utah : Center 
for Public Policy & Administration.

Kotagal, Uma R., Pamela J. Schoettker, Harry D. Atherton, Richard W. Hornung, Donna 
Bush, Wendy J. Pomerantz and Charles J. Schubert

2002  Relationship Between Early Primary Care and Emergency Department 
Use in Early Infancy by the Medicaid Population. Archives of Pediatric 
and Adolescent Medicine 156:710-716.

161



Landy, David (ed.) 
   1977     Culture, Disease, and Healing. New York: Macmillan.

Leslie, C. 
1976 Introduction in Leslie, C. (ed). Asian Medical Systems. Berkeley: 

University of California Press.
   1980     Medical Pluralism in World Perspective, Social Science and Medicine 

14B:191-195.

Lichtman, Ronnie 
1987 Medical Models and Midwifery: The Cultural Experience of Birth in 

Michaelson, Karen L. and Contributors Childbirth in America: 
Anthropological Perspectives. MA: Bergin & Garvey Publishers, Inc.

Manz, Beatriz
   1988     Refugees of a Hidden War: The Aftermath of Counterinsurgency in Guatemala. 

NY: State University of New York Press.

Matthews, Holly F. and Carole E. Hill 
1990 Applying Cognitive Decision Theory to the Study of Regional Patterns 

of Illness Treatment Choice, American Anthropologist 92:155-170.

McClain, Carol
1983 Toward a Comparative Framework for the Study of Childbirth: A 

Review of the Literature in Kay, Margarita A. Anthropology of Human 
Birth. Philadelphia: F. A. Davis. 

Merchant, Carolyn
1984 The Death of Nature: Women, Ecology, and the Scientific Revolution. 

San Francisco: Harper & Row.

Michaelson, Karen L. and Contributors
1988 Childbirth in America: Anthropological Perspectives. MA: Bergin & 

Garvey Publishers, Inc.

Midwives Alliance of North America (MANA)
   2008     Frequently Asked Questions about Midwives and Midwifery. 

http://mana.org/definitions.html#DEM. 

Miralles, Maria Andrea
1989 A matter of life and death : health-seeking behavior of Guatemalan 

refugees in South Florida. New York: AMS Press.

Mittendorf, R., M. Herschel, M.A. Williams, J.U. Hibbard, and K.S. Lee
1994 Reducing the frequency of low birthweight in the United States, 

Obstetrics and Gynecology 83:1056-9. 
162



Morsy, Soheir
1979 The Missing Link in Medical Anthropology: The Political Economy of 

Health, Reviews in Anthropology 6:349-363.

Nardi, Bonnie A.
   1983     Goals in Reproductive Decision Making, American Ethnologist 

10(4):697-714.

National Aboriginal Health Organization (NAHO)
   2004     Midwifery and Aboriginal Midwifery in Canada, National Aboriginal 

Health Organization: Ottawa, Ontario.

Navarro, Vincente
   1976     Medicine Under Capitalism. New York: Prodist.

Nettleton, Sarah
   1995     The Sociology of Health and Illness. Cambridge: Polity.

Orellana, Claudia
2004     Quetzals Bred in Captivity in Chiapas, Frontiers in Ecology and the 

Environment 2: 345.

Paul, Benjamin (ed.)
   1955     Health, Culture, and Community. New York: Russell Sage Foundation.

Pebley, Anne R., Noreen Goldman, German Rodriguez
1996 Prenatal and Delivery Care and Childhood Immunization in Guatemala: 

Do Family and Community Matter, Demography 33:231-47.

Pebley, Anne R. and Luis Rosero-Bixby (eds.)
   1997     Demographic Diversity and Change in the Central American Isthmus. Santa 

Monica, RAND.

Pelto, Pertti J. and Gretel H. Pelto
1997 Studying Knowledge, Culture, and Behavior in Applied Medical 

Anthropology, Medical Anthropology Quarterly 11:147-163.

Peterson, C., Noreen Goldman, and A.R. Pebley
1997 The 1995 Guatemalan Survey of Family Health (EGSF): Overview and 

codebook, RAND, Santa Monica, CA.

Quinn, Naomi
1978 Do Mfantse Fish Sellers Estimate Probabilities in Their Heads?, 

American Ethnologist 5:206-222.

163



Rocha, Maria Cecilia
1990 An ethnography of reproduction and health of Maya women in 

Indiantown, Doctoral Dissertation, Department of Anthropology, 
University of Florida. 

Romanacci-Schwartz, L.
1969 The Hierarchy of Resort in Curative Practices: The Admiralty Islands, 

Melanesia, Journal of Health and Social Behavior 10:201-209.

Rosenthal, C.
   1987     Santa Maria de Jesus: Medical Choice in a Highland Guatemalan Town, 

Doctoral Dissertation, Department of Anthropology, Harvard University.

Rothman, Barbara Katz 
1982 In Labor: Women and Power in the Birthplace. New York: W. W. 

Norton.

Ruz, Mario Humberto
2008 Maya Resistance to Colonial Rule in Everyday Life. The Latin 

American Anthropology Review 6(1):33-40.

Shiono, Patricia H. and Richard E. Behrman
   1995     Low Birth Weight: Analysis and Recommendations, The Future of 

Children 5:4-18.

Singer, Merrill
1985      Developing a Critical Perspective in Medical Anthropology, Medical 

Anthropology Quarterly 17:128-129.

Starks, Helene and Susan Brown Trinidad
   2007     Choose Your Method: A Comparison of Phenomenology, Discourse 

Analysis, and Grounded Theory, Qualitative Health Research 17:1372-
1380.

Stoner, Bradley P. 
1986 Understanding Medical Systems: Traditional, Modern, and Syncretic 

Health Care Alternatives in Medically Pluralistic Societies, Medical 
Anthropology Quarterly 17:44-48.

Strauss, Anselm and Juliette Corbin
1998  Basics of qualitative research: Techniques and procedures for 

developing grounded theory. Thousand Oaks, CA: Sage.

Strong, Thomas H., Jr. M.D.
   2000     Expecting Trouble: What Expectant Parents Should Know about 

Prenatal Care in America. New York: New York University Press.
164



Tandon, Darius
2004     Access to Prenatal Care in Palm Beach County: Findings and 

Recommendations. Baltimore, MD: Johns Hopkins University School of 
Medicine. 

Tversky, Amos 
1972 Elimination by aspects: A theory of choice, Psychological Review 

79:281-299.

Tversky, Amos and Daniel Kahneman
   1974     Judgment under uncertainty: Heuristics and biases, Science 185:1124-

1131.

U.S. Census Bureau
   2000     Population, Housing Units, Area, and Density. Census 2000 Summary 

File 1.

Watanabe, John M.
1990 From Saints to Shibboleths: Image, Structure, and Identity in Maya 

Religious Syncretism, American Ethnologist 17(1):131-150.

Wallis Anne B. M.H.S., Roline Milfort Ph.D., Bryan Wyke, and Pia Hill
2001 Evaluation of the Maternal, Child & Family Support Network of Palm 

Beach County: Annual Report. Arlington, Virginian: CRS Incorporated. 

Wertz, Dorothy and Richard Wertz
   1977     Lying In: A History of Childbirth in America. New York: Free Press.

Whiteford, Linda M. and Barbara J. Szelag
   2000     Access and utility as reflections of cultural constructions of pregnancy, 

Primary Care Update for OB/GYNS 7:98-104.

Woods, C.M.
1977 Alternative Curing Strategies in a Changing Medical Situation, Medical 

Anthropology 1(3):25-53.

World Bank
   2003     Poverty in Guatemala. World Bank Publications.

World Health Organization (WHO)
   2001     Basic health indicators (country-reported data). Geneva: World Health 
 Organization. http://www-nt.who.int/whosis/statistics/.

York, R., L. Tulman and K. Brown
   2000     Postnatal care in low-income urban African American women: 

Relationship to level of prenatal care sought, Journal of Perinatology 
165



1:34-40.

Young, James C.
1981 Medical Choice in a Mexican Village. New Brunswick, New Jersey: 

Rutgers University Press. 

Young, James C. and Linda C. Garro 
   1994     Medical Choice in a Mexican Village. New Brunswick, New Jersey: 

Rutgers University Press. 

166


