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Dangers for pregnant Maya women in San Miguel Acatán, Guatemala are 

exceptionally high and Migueleñas who migrate to Palm Beach County, Florida also face 

significant risks during their pregnancy. Studies which present pregnant migrants as 

vulnerable, non agentive, and selfishly exploiting the United States health care system miss 

the opportunity to explore other dimensions of migrant women experiences. In particular, 

this dissertation examines the resilience strategies that undocumented pregnant Migueleña 

migrants create and employ in order to navigate medical systems linguistically and 

culturally foreign to them. Through a network of support and a combination of birth 

practices they are familiar with and those in the new system, Migueleñas are able to 

negotiate their culture within the new environment and influence the maternal care in San 

Miguel.       
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Maternal care is explored from a transnational approach in interviews with 

Migueleña mothers and midwives as well as health professionals and other participants in 

both San Miguel Acatán and Palm Beach County.  Participant interviews reveal 

transnational women’s support network that bridges Migueleñas in the host county and 

their hometown. Communication between women in these two locales has enabled a bi-

directional flow of advice and support about pregnancy, care, and related health practices. 

Migueleña resilience strategies have resulted in a more positive maternal experience under 

arduous circumstances.  

Keywords: Maya, maternal care, Palm Beach County, San Miguel Acatán, Florida, 

Guatemala, migration, transnationalism 

  



 

vii 

DEDICATION 

To the mothers and children of San Miguel Acatán and to my daughter Alma Lila  

  



 

viii 

BIRTH ACROSS BORDERS: A COMPARATIVE STUDY OF GUATEMALAN-

MAYA MATERNAL CARE IN SAN MIGUEL ACATÁN AND PALM BEACH 

COUNTY 

 

TABLES .......................................................................................................................... xiv 

FIGURES ......................................................................................................................... xiv 

1 INTRODUCTION ........................................................................................................ 2 

1.1 Introduction and Background ............................................................................... 2 

1.2 Resilience ............................................................................................................. 7 

1.3 Study Sites .......................................................................................................... 10 

1.4 Significance of the Study ................................................................................... 12 

1.5 Organization of the Study .................................................................................. 14 

2 LITERATURE REVIEW AND METHODOLOGY .................................................. 16 

2.1 Selected Literature Review ................................................................................ 16 

2.1.1 Gender and Migration ................................................................................. 16 

2.1.2 Migration: Health and Pregnancy ............................................................... 17 

2.1.3 Pregnancy and Guatemala ........................................................................... 18 

2.1.4 Health and Migration in Guatemala ............................................................ 20 



 

ix 

2.1.5 Maya Migration to United States in Transnational Context ....................... 21 

2.2 Data and Methodology ....................................................................................... 22 

2.2.1 The Extended Case Method ........................................................................ 24 

2.2.2 Sample Population ...................................................................................... 26 

2.2.3 Challenges ................................................................................................... 27 

2.2.4 Ethical Considerations ................................................................................ 31 

2.2.5 Interview Questions .................................................................................... 32 

2.2.6 Limitations .................................................................................................. 32 

3 MIGRATION CONTEXTS: DEPARTING SAN MIGUEL ACATÁN AND 

RECEPTION IN PALM BEACH COUNTY ................................................................... 34 

3.1 Guatemalan Migration Context .......................................................................... 34 

3.1.1 The Armed Conflict .................................................................................... 35 

3.1.2 Economic Instability ................................................................................... 37 

3.1.3 Migration to Guatemala City ...................................................................... 39 

3.2 San Miguel Acatán ............................................................................................. 40 

3.2.1 People and Society ...................................................................................... 42 

3.2.2 Housing ....................................................................................................... 46 

3.2.3 Services ....................................................................................................... 50 



 

x 

3.2.4 Church and School ...................................................................................... 50 

3.2.5 Government................................................................................................. 51 

3.2.6 Community Services ................................................................................... 51 

3.2.7 Health Center .............................................................................................. 52 

3.2.8 Transportation ............................................................................................. 53 

3.2.9 Economy and Lifestyle ............................................................................... 54 

3.2.10 San Miguel Acatán Then and Now...................................................... 57 

3.2.11 Involvement in War ............................................................................. 58 

3.2.12 Impact of Migration out of San Miguel Acatán .................................. 59 

3.3 Maya Migration to Florida ................................................................................. 62 

3.4 Maya Life in Florida .......................................................................................... 66 

3.5 Services Available to Migrants in Florida.......................................................... 69 

3.6 Effects of Migration on the Status and Rights of Women ................................. 72 

4 MIGUELEÑA MATERNAL EXPERIENCE IN PALM BEACH COUNTY ........... 76 

4.1 Services Available .............................................................................................. 78 

4.1.1 Healthy Mothers Healthy Babies ................................................................ 80 

4.1.2 The CenteringPregnancy Group Program ................................................... 83 

4.1.3 The Guatemalan-Maya Center .................................................................... 88 



 

xi 

4.2 Misconceptions of Abusing the System ............................................................. 89 

4.3 Satisfaction of Services ...................................................................................... 92 

4.4 Barriers to Seeking Maternal Care in Palm Beach County ................................ 94 

4.5 Positive Power of Word of Mouth ................................................................... 104 

4.6 Employment ..................................................................................................... 105 

4.7 The Influence of Social Networks, Support, and Information Exchange ........ 107 

4.8 Midwifery in Palm Beach County .................................................................... 116 

4.9 Family and Spousal Support ............................................................................ 121 

4.10 Religion and Spirituality as a Coping Strategy: ............................................... 124 

4.11 Differences between Palm Beach County and San Miguel Acatán ................. 125 

5 MATERNAL EXPERIENCES IN SAN MIGUEL ACATÁN ................................ 129 

5.1 Migueleña Limitations ..................................................................................... 130 

5.2 Cultural Practices ............................................................................................. 141 

5.3 Health Professional Perspective on Pregnancy in San Miguel Acatán ............ 143 

5.4 Services Available ............................................................................................ 146 

5.4.1 Midwives................................................................................................... 146 

5.4.2 Health Center ............................................................................................ 152 

5.4.3 Curamericas Global and the Maternal Houses.......................................... 153 



 

xii 

5.4.4 Medical Missions ...................................................................................... 157 

5.4.5 Private Clinic ............................................................................................ 158 

5.4.6 Family Planning Services ......................................................................... 159 

5.5 Collaboration with Midwives ........................................................................... 163 

5.6 Community Collaboration ................................................................................ 166 

5.7 Cultural Barriers to Seeking Care .................................................................... 168 

5.7.1 Family Decisions ...................................................................................... 169 

5.7.2 Culture, Religion and Communication ..................................................... 173 

5.8 Use of and Satisfaction with Services .............................................................. 178 

5.9 Migration and Maternity .................................................................................. 186 

5.9.1 Diapers and Milk: Notions of Birth and Child Care Abroad .................... 188 

5.9.2 Migration from the Health Care Professional Perspective ....................... 195 

5.10 Sisterhood in San Miguel Acatán ..................................................................... 198 

5.11 Suggestions for Improvement .......................................................................... 200 

5.12 Conclusion ........................................................................................................ 202 

6 CONCLUSION ......................................................................................................... 204 

6.1 Summary and Review of the Research ............................................................ 204 

6.2 Empirical Findings ........................................................................................... 205 



 

xiii 

6.2.1 Changes in Migueleña maternal care in Palm Beach County ................... 205 

6.2.2 Changes in Migueleña Care in San Miguel .............................................. 210 

6.3 Theoretical and Policy Implications ................................................................. 214 

6.4 Recommendations for Future Research ........................................................... 219 

6.5 Conclusion ........................................................................................................ 220 

APPENDICES ................................................................................................................ 224 

REFERENCES ............................................................................................................... 234 



 

xiv 

TABLES 

Table 1 Births to Mothers with 3rd Trimester or No Prenatal Care ................................. 81 

Table 2 Births to Mothers with 3rd Trimester or No Prenatal Care ................................. 82 

 

FIGURES 

Figure 1  map of Palm Beach County. All the interviews were conducted in Lake Worth. 

the cities mentioned in the interviews were Jupiter, Lantana, Lake Worth, and Boynton 

Beach, Central and North Palm Beach County (Evertonelectric). .................................... 11 

Figure 2 Map of the department of Huehuetenango, Guatemala, where San Miguel 

Acatán is located. (http://www.mapasguatemala.net/) ..................................................... 41 

Figure 3 Schoolgirls wearing traditional garb for a community event at the church school.

........................................................................................................................................... 45 

Figure 4 San Miguel market on Sunday. Banrural bank in the top left corner next to the 

mayor's office .................................................................................................................... 56 

Figure 5 Maya Princess Contestants at the 2014 Fiesta San Miguel in Lake Worth, 

Florida (Photo Roberto Monjaras) .................................................................................... 72 

Figure 6 Outreach worker in indigenous Guatemalan garb aids a Maya family in Palm 

Beach County   photo from http://www.guatemalanmaya.org ......................................... 89 

Figure 7 Soledad's daughters in front of the home they resided in (July 2012). ............ 134 

Figure 8 Milagros' granddaughter playing midwife with her doll .................................. 151 



 

xv 

Figure 9  Milagros' granddaughter playing midwife with her doll ................................. 151 

Figure 10 Community effort to build a new section in the Calhuitz Maternal House .... 156 

Figure 11 Woman leaving the maternal house with her newborn and family (Photo 

Curamericas) ................................................................................................................... 157 

Figure 12 Community workshop on hand washing and boiling water (Photo Curamericas)

......................................................................................................................................... 168

  



 

1 

1 INTRODUCTION 

1.1 Introduction and Background 

This study introduces a new understanding to the current image of undocumented 

pregnant women in the United States by demonstrating their resilience and ability to adapt 

as they apply a set of practices that employ strategies to navigate medical and political 

systems linguistically and culturally foreign to them. In particular, this dissertation 

examines resilience strategies such as the creation of local and transnational support 

networks, use of midwives for minor pregnancy-related issues, and a combination of birth 

practices and medical maternal resources from their hometown and from knowledge 

available in the United States. These hybrid practices are observable in women’s strategies 

employed in Palm Beach County, Florida, and in San Miguel Acatán, a highland hamlet in 

Huehuetenango, Guatemala. Communication between women in these two locales has 

enabled a bi-directional flow of advice and support about pregnancy, maternal care, and 

related health practices. For many women, distance from family members and changes in 

support systems results in a newfound  independence to make decisions, including those 

pertaining to their health. I challenge existing research on a hard-to-reach population from 

a transnational perspective by delineating the maternal-related agency and resilience 

strategies of Maya women in San Miguel and Palm Beach County. 
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A majority of the studies on the health of migrant women in the United States and 

indigenous women in Guatemala present these populations as highly vulnerable and non 

agentive due to their subaltern political, educational, ethnic, and socioeconomic status as 

well as their cultural differences. A scope of studies on undocumented pregnant women 

from 1967-2010 indicates that the social instability and underutilization of services renders 

them a particularly vulnerable migrant subgroup (Murno et al 2013). While it is known that 

services are underutilized due to their migratory status and the challenges it creates, the 

image of pregnant migrant women as seemingly defenseless, agent-less individuals is 

contradictory to the qualities I came to know in the women who are the subjects of this 

dissertation. These women overcame enormous barriers by creating cultural 

transformations in the marginal spaces they must navigate.  

In recent years there has been increased national and international interest in 

migration; the issue of health care has received significant attention with migration as a 

critical component in the health care debate in the US. This has resulted in the vilification 

of undocumented migrants in politics and mainstream media. The latest developments in 

health care have heightened the need for studies that do not present migrants as scapegoats 

for the challenges faced by the societies in which they reside. The goal of some national 

and state assistance programs is to enable children of lower income families to have the 

physical and developmental tools to succeed as members of society.  Regardless of the 

political voices against migrant use of assistance, it is a fact that there are millions of 

undocumented migrants residing in the United States and that their United States-born 

children, according to the law, are citizens with rights to the same benefits as those born to 

citizen parents. While it is true that undocumented women are eligible to receive Medicaid 
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and assistance to provide for infants and children born in the United States, the findings of 

this study confirm that the services are underutilized. When pregnancy is conceptualized 

as a public health issue, women’s agency and resilience that promote use of maternal 

services may prevent the need for greater funds and potentially long-term assistance. 

Underutilization of prenatal services creates a risk that greater assistance will be necessary 

in the event that this leads to issues with an infant’s health, a scenario that would be more 

costly in the long run. 

The study examines how migration creates a set of challenges and opportunities to 

the maternal health of Maya women who move from San Miguel to Palm Beach County. 

Maya women experience significantly high maternal and infant mortality rates in 

Guatemala; the maternal mortality ratio is 140 per 100,000 live births (2013 World Bank) 

and the infant mortality rate is 26.5 per 1,000 live births (World Bank 2012). Though Maya 

maternal statistics are not properly documented in the United States, the overall rates are 

significantly lower in Palm Beach County than Guatemala, suggesting that migration 

changes Maya women’s care-seeking behavior during pregnancy and childbirth to 

positively transform pregnancy outcomes. 

The research complements medical and public health findings to examine the 

female-centric cultural parameters of improved birth outcomes. I interviewed Migueleñas 

in both regions in order to gain a comparative insight into the maternal health strategies of 

those who migrate to the United States and those who remain in San Miguel. Questions 

focused on uncovering the health advantages they see in migrating to the United Sates., 

how concepts of pregnancy and access to biomedical health change in the sending and 
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receiving regions, and the level of engagement women actively seek in both locations. 

Additionally, interviews with health care professionals and midwives in San Miguel and 

Palm Beach County were conducted to discover the types of care available and other factors 

pertinent to the study such as assessing how institutional networks (including village 

community health centers) diffuse information. 

This study addresses the following research questions in order to recognize 

Migueleña resilience:  

1. Migueleña maternal care in Palm Beach County 

A. What changes have resulted from Migueleña use of maternal services in Palm 

Beach County?  

B. What structural and cultural factors contribute to these changes? 

2. Transnational notions of maternal care 

A. How do migration and the availability of biomedical maternal care for 

Migueleñas in Palm Beach County affect women’s health seeking behavior in 

San Miguel?  

B. What are the structural and cultural factors that contribute to these changes?  

C. What communicative networks are created between women in San Miguel and 

Palm Beach County and what information is exchanged between Migueleñas 

via these networks? 

D. How are they affected by this knowledge?  

E. Do expectations of and desire for improved health upon migrating affect 

migratory decisions? 
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Since political and economic disadvantages women encounter in rural Guatemala 

prevent medical care necessary to foster a safe pregnancy and delivery, these questions 

evaluate how access to biomedical care and knowledge affects Migueleñas in Palm Beach 

County and whether their experiences influence other women in San Miguel. Furthermore, 

the research also provides some data on whether the maternal care-seeking behavior 

brought about by migration leads to other behavioral changes. In other words, does the 

shift from midwifery and local health centers as the sole maternal care options in San 

Miguel to the availability of clinics and hospital use in Palm Beach County impact aspects 

such as age of pregnancy, number of children, and partner involvement?  

In their assessment of migration’s effects on maternal health care in rural 

Guatemala, David P. Lindstrom and Elisa Muñoz-Franco (2006) found that contact with 

new social, cultural and economic contexts due to migration fosters new ideas and practices 

which in time are adopted through assimilation and change in behavior. Though 

assimilation is gradual and selective, it leads to behavioral changes in migrants, especially 

when migration entails a major living adjustment, such as in rural–urban migration or 

international migration from global south to global north countries (707). A transnational 

approach is necessary to further explore such changes in low and high income nations. An 

in-depth study of maternal care-seeking behavior in San Miguel and Palm Beach County 

fosters an understanding of changes in maternal health and tests the hypothesis that 

women’s agency is a primary factor in positive outcomes for health-motivated migration.  
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1.2 Resilience 

In the field of mental health research where the concept of resilience originated, 

resilience is defined as the dynamic manner in which a person can positively adapt and 

be resourceful in overcoming adversity and risk factors, in the context of stress and extreme 

situations of trauma (Harvey 1996, 2007; Luthar, Cicchetti, and Becker, 2000; Foxen 2010; 

Casanova 2012). Two significant components of resilience are exposure to risk or hardship 

and positive adaptation despite assault on developmental process and adversity (Luthar, 

Cicchetti, and Becker 543). Research on trauma recovery and overcoming adversity 

evolved from the 1970s, replacing the term invulnerable with resilient because the former 

falsely implied a fixed rather than evolving evasion of risk despite changing circumstances 

(Luthar, Cicchetti, and Becker 552). - Suniya Luthar et al (2000) define “resilience” as the 

phenomenon of competence despite adversity and “resiliency” as a specific personality 

trait. They use “vulnerability” to describe the processes that alter the effect of adversity. 

The term "protective" refers to beneficial overall effects while “vulnerability” denotes 

negative results (554).  

In a study on post-war psychological trauma among indigenous populations in 

Guatemala, Patricia Foxen proposes that in order to avoid victimizing and generalizing 

approaches toward mental health in the postwar era, individual and community-level 

discourses surrounding both vulnerability and resilience - discourses which are shaped by 

complex local histories and geographies and broader structural inequalities, - should be 

considered (66). Patricia Foxen applies Mary Harvey’s ecological theory of resilience to 

view identity and belonging in the context of specific communities while taking into 
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account localized histories and environment. Harvey’s ecological model places individual 

recovery within the greater context of community by examining how individual and 

community interrelationship promote or hinder individual recovery, noting that individual 

differences in responding to trauma and recovery stem from interactions between person, 

event and environmental factors (Harvey 1996: 3).      

Patricia Foxen draws attention to the “two sides of the coin” paradox, arguing that 

instead of focusing only on the vulnerability of individuals and communities, we should 

explore their resilience in order to provide an alternate understanding and possibly uncover 

local coping strategies that deal with post-war violence and repression (68). Foxen points 

out that the concept of resilience in various fields such as environmental and development 

studies, psychology, and disaster relief is used as a remedy for avoiding and modifying 

victimization and assumptions of generalizations of a single understanding of trauma 

response across cultures and regions (68).  As Foxen’s introduction of the concept of 

resilience fosters new interpretations, an examination of the resilience and innovation of 

Migueleñas in both regions enables a shift away from victimization and a move towards 

analysis of strategies they use to overcome hardships.  

The concept of resilience has been used in migration scholarship to demonstrate a 

shift from vulnerability over the past decade; yet few studies apply resilience to both 

pregnancy and migration. The following three examples demonstrate various ways in 

which migration scholars draw attention to migrant resilience in arduous situations. Saskias 

Casanova (2012) utilizes the concept to highlight the academic success of Lupe, a Mexican 

Maya migrant. Though Casanova reveals the issues present for migrant adolescent students 

in the United States, the study focuses on Lupe’s resilience despite the discrimination she 
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encountered. Alex Julca (2011) applies resilience to positive changes in socioeconomic 

status created by labor migration remittances1, which can reduce vulnerabilities caused by 

poverty. Julca notes that remittances are seen as a “promise of resilience” for family 

members in home cities yet present new vulnerabilities for migrants away from familiar 

networks in destination cities, leading to challenges in family structures and ties (33). 

Siriwardhana and Stewart (2013) review the effect of internal displacement and return 

migration on mental health, suggesting the need for further studies on individual and 

collective resilience in return migration.   

The studies above determine the resilience of individual migrants, changes created by labor 

migration, and the return of displaced persons, demonstrating the versatility of the concept.      

Suniya Luthar, Cicchetti, and Becker (2000) recommend extending the concept of 

resilience beyond childhood development to account for resilience achieved throughout the 

life span and encourage the use of resilience in other disciplines such as anthropology and 

sociology to better understand context specific processes (556). This study takes these 

recommendations into account by applying an innovative approach to resilience to develop 

an awareness of women’s positive reactions despite adversities present during pregnancy. 

In the context of pregnancy and migration, Bender and Castro (2000) explore migrant 

women’s perceptions of resilience factors to better understand the birth weight paradox, or 

epidemiologic paradox, in which migrant women experience fewer low birth rates than 

women born in the United States. They have identified five resilience factors: access to and 

use of health services for pregnancy and delivery, strong nuclear and extended family 

relationships, aspirations for a better life, a conviction that education is important for one’s 

                                                 
1 Monetary transfers made by migrant workers to recipients in their country of origin. 



 

9 

children, and the dream of eventual return to one’s homeland.  Bender and Castro’s 

resilience factors will be used to analyze the resilience of Migueleñas in Lake Worth, with 

the exception of the fifth factor, the desire to return to San Miguel, given that this question 

was not directly asked to the participants and thus it cannot be evaluated.  

In this study, individual and collective resilience is defined as both an individual 

characteristic and a cultural phenomenon. Individual resilience is defined as personal 

positive response to and growth stemming from arduous situations. The Migueleña drive 

to provide opportunities she lacked for her children is an example of individual resilience. 

Another example is the need to learn about maternal services in the Unites States as a result 

of migrating to an unfamiliar environment.  Sociocultural-based resilience is defined 

through interconnection across borders, as exemplified in migration’s influence on 

maternal seeking behavior. The mutually beneficial relationship of individuals across 

borders enables individual and collective resilience in both regions. Similar to the way 

remittances may benefit a migrant’s family and community, the diffusion of new ideas may 

also influence a culture, as will be demonstrated in the study.  

1.3 Study Sites 

Palm Beach County is a suitable location for this study due to its significant Maya 

migrant population, which rose in 1978 at the onset of Guatemala’s 36-year civil war. 

During the period of the late 1970’s and early 1980’s the Guatemalan government and elite 

were pushing land development in a manner that clashed with the indigenous populations’ 

interests, which led them to join forces with militant religious and political groups. The 

Guatemalan Army’s confrontations with these groups resulted in rape, torture, murder, 
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disappearances and massacres. An estimated 200,000 people were massacred during this 

conflict and approximately one million Maya were forced to leave or chose to flee between 

1981 and 1985 (Menchú and Burgos-Debray 1984; Sanford 2003; Kobrak 2003; Casaús 

Arzú 2004; Restall and Florine 2007). Loucky and Moors (2000) have estimated that since 

the start of the war, half a million Maya have migrated to the United States.  

 

Figure 1  map of Palm Beach County. All the interviews were conducted in Lake Worth. 

the cities mentioned in the interviews were Jupiter, Lantana, Lake Worth, and Boynton 

Beach, Central and North Palm Beach County (Evertonelectric). 

In 1988 the Maya population in Florida was estimated at fifteen to twenty thousand, 

of which a few thousand resided in the Palm Beach County areas of Indiantown, West Palm 

Beach, Homestead, Boynton Beach, Immokalee, and Okeechobee (Burns 1993). Current 

studies estimate the Guatemalan-Maya population in Florida to be between 29,000 and 
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60,000, or as many as 100,000, noting that variation in figures is caused by miscounting 

Mayas as Hispanics (Linstroth 2009). There are other factors preventing accurate figures, 

such as undocumented status and population changes depending on the availability of 

work, which is highest during harvest season (Wellmeier 47).  

The presence of the Maya population is particularly visible in Lake Worth. Certain 

streets are mainly Maya enclaves, predominately in downtown Lake Worth from Federal 

Highway to A Street and between 6th Avenue South and 10th Avenue north. In this region, 

there are small businesses that are owned and frequented by Maya migrants. For example 

there are several restaurants, bakeries, and convenience stores that sell products from 

Guatemala to Maya migrants. The establishments are recognized as Guatemalan owned by 

their names; some are named “Quetzal” after the Guatemalan national bird and currency 

and some use the word Maya.  There are also women who wear traditional Maya clothing 

walking in the area east of interstate 95. Based on volunteer experience in Lake Worth for 

attorney and Honorary Consul of Guatemala Aileen Josephs, I knew the Department of 

Huehuetenango was well represented. From speaking with contacts she provided, it was 

evident that the majority of the Maya migrated from San Miguel. I met more women from 

the hamlet, which became the specific focus of my fieldwork. Maya migration to Palm 

Beach County is discussed more in detail in the third chapter.   

1.4 Significance of the Study 

My personal experiences of living in six countries, including Guatemala, sparked a 

transnational perspective that guides my research toward themes that affect women under 

complex political and social situations. Undocumented migrants—especially Maya, are a 
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difficult to access population; thus research within this group contributes innovative 

knowledge to transnational gender migration studies. The research also raises awareness 

of universal public health concerns and structural inequalities via a combination of 

qualitative data and theoretical framework so that the people who are studied and the health 

advocates who are experienced with Maya maternal care voice their own wisdom. 

In addition to the study’s relevance to existing debates on migration and health care 

in the United States, the research provides an innovative approach to Maya maternal care. 

Maya maternal care in Guatemala has been researched in recent years and outlines the 

existing issues present such as dangers to pregnant woman and infants, midwifery, and 

barriers to seeking obstetric care (Glei and Goldman 2000; Geli, Goldman, and Rodriguez 

2003; Lindstrom and Muñoz-Franco 2006; Geli and Goldman 2006; Berry 2006, 2008, 

2010; Wong 2011). Colleen Supanich (2009) explores Guatemalan Maya women’s use of 

midwife and biomedical maternal care in South Florida. However, few studies assess the 

transnational effects of migration on Maya maternal care. To date, no systematic 

investigation has considered changes in Maya women’s maternal care between Guatemala 

and the United States. In addition to understanding how notions of maternal experiences in 

their hometown impact their maternal care-seeking behavior in the United States, it is 

important to know how migrant experience in the United States impacts their hometown. 

This study extends our knowledge of such changes through the comparative case study of 

Migueleña maternal care resulting from migration in San Miguel and Palm Beach County. 

The research also introduces Maya women’s responses to adversity stemming from 

systematic marginalization in Guatemala such as lack of educational, social, political, and 

economical opportunities and racism, as well as their response to political and social 
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limitations due to their migratory status in Palm Beach County. Harvey (1996) asserts that 

research on resilience can be used to develop public health strategies that assist individuals 

and groups who are less likely to receive professional care (13). In this manner, positive 

changes in maternal care-seeking behaviors at home and abroad created by Migueleña 

migration may lay the framework for future policies aimed to improve the well-being of 

pregnant migrant women. 

1.5 Organization of the Study 

The dissertation consists of seven chapters: an introductory chapter; a chapter 

comprised of a literature review and methods; four themed chapters; and a conclusion. In 

Chapter 2, the existing literature on transnational migration, gender, and health with special 

emphasis on maternity is outlined along with the methodology of this study.  Chapter 3 

consists of a brief history of Guatemala and Maya migration, and an overview of history 

and migration from Guatemala and San Miguel, including a detailed description of the 

research site municipality. Chapter 4 examines Maya migration to the United States, 

specifically to Palm Beach County, Florida along with the types of care available during 

pregnancy. Access to biomedical maternal care is presented based on data available and 

interviews with health care advocates. Individual migrant stories are included to 

demonstrate reasons for seeking care and the types of care they seek. The personal 

experiences reveal the hardships Migueleñas face and the strategies they employ to 

overcome them. The chapter also exposes how pregnancy and motherhood are perceived 

in both regions based on their experience and whether this motivates migration. Chapter 5 

examines pregnancy in San Miguel; the Migueleñas’ perception of pregnancy in the United 
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States based on their communication with migrants is presented, disclosing how the 

transnational relationship plays back and its influence on their health seeking behavior. 

Interviews with mothers in San Miguel along with interviews with various hamlet officials 

such as health care advocates and workers, and school and government officials are utilized 

to explicate the institutional context. The data reveal various outlooks of the dangers 

pregnant women face, types of care available to pregnant women, the care they seek, and 

reasons for seeking or not seeking care. Participants also provided suggestions for 

improving maternal care for Migueleñas in San Miguel and abroad. The concluding chapter 

provides a summary, critique, and implications of the findings for future research.  
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2  LITERATURE REVIEW AND METHODOLOGY 

2.1  Selected Literature Review 

2.1.1 Gender and Migration 

A considerable body of migration literature has been published; however, until the 

1970s, most studies in this field focused solely on men. These studies failed to explore 

women’s contributions to migration. Feminist theory has only recently begun to develop 

in migration studies; scholars who have brought gender and feminist theory into migration 

such as Patricia R. Pessar, Sarah J. Mahler, Pierrette Hondagneu-Sotelo, and Cecilia 

Menjivar, among others, call for studies that examine migration through a gendered lens: 

“Although gender has been raised as an important point of inquiry by several scholars of 

transnationalism, it has yet to be adequately incorporated into transnational theory and 

scholarship” (Pessar 1999). More recently, scholars began to focus on the transnational 

impact on women and as a result of migration (Hirsch 1999, 2002, 2003, 2009; Menjivar 

2002; Pauli 2003; Boehm 2008).  

Transnational gender studies uncover the changes that women experience and how 

their behavior and their relationships with others have altered on account of migration. 

Julia Pauli (2003) approaches gender from the context of transnational communities 

demonstrating how gender roles shift. The roles are affected by the use of a new space, by 

building houses in Mexico with money sent from their husband’s earnings. Jennifer 

Hirsch’s ethnographies (1999, 2002, 2003) depict how Mexican relationships 
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and the practice of marriage and partnership have evolved because of migration from a 

transnational view. Deborah A. Boehem (2008) coins the term “gendered moves”, the 

transformation of subjectivities in a community of transmigrants (16). These studies 

demonstrate the growing interest in uncovering how gender is modified by migration on a 

transnational level rather than only at each locale.  

2.1.2 Migration: Health and Pregnancy 

Numerous studies have been conducted on migrants’ health experiences in the 

United States. Scholars have established a need for further studies on this issue and many 

studies acknowledge the difficulty and importance of conducting research with an 

undocumented population (Kohpahl 1998) (Munro et al 2013) (Almeida et al 2013). This 

stresses the significance of qualitative data to better understand a difficult to access 

population, specifically the Maya population, given its miscategorization as Hispanic in 

quantitative data conducted by government and other health organizations in the United 

States. Qualitative data enable a closer look into the female migrant birthing experience.  

Surveys of studies on migration and pregnancy call for further research on the 

health and social challenges of undocumented migrant women (Murno et al 2013; Almeida 

et al 2013). They indicate that studies lack samples and attribute the lack to this 

population’s migratory status and social conditions, which makes them hesitant to 

participant and difficult to reach (Alemida et al 1353; Murno et al 283). From a systematic 

review of 30 studies, Almeida et al uncover migrant women’s challenges during pregnancy 

such as waiting times, transportation, financial aspects, past experiences, fear of 

deportation, and communication, among other barriers. Both articles indicate that barriers 
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lead to negative results including increased risk of psychological issues, prematurity, infant 

and maternal mortality, low birth weight, and stillbirth. Murno et al found similar results 

among the studies and also addressed contradicting birth outcomes among migrant women 

and those born in the United States; separate studies revealed low birth weight, higher birth 

weight, and no difference in birth weight. Murno el al acknowledge the disparities are a 

testament to difficulties of studying this population. There are studies available on topics 

of migration and maternity in the United States such as the birth weight paradox, but the 

majority focus mainly on women of Mexican origin (Urquia,  Frank, and Glazier 2010) 

(Ceballos and Palloni 2010).  

The literature demonstrates the importance of understanding that a monolithic 

model of undocumented women does not exist. Results vary depending on demographics, 

policies of sending and receiving nations, class, education level, and past experiences, 

among many other factors. Therefore, when women are presented as vulnerable the 

individual and collective strategies they employ are not recognized and thus the studies are 

limited. This again demonstrates the importance of conducting qualitative research on 

specific individuals and groups.    

2.1.3 Pregnancy and Guatemala 

The maternal mortality rate (MMR) in Guatemala in 2010 was 120 per 100,000 

births (CIA 2010), ranking among the highest in the region. Maternal mortality is three 

times higher among indigenous women in Guatemala and its leading causes are postpartum 

hemorrhage, sepsis, eclampsia, and unsafe abortion (Everymothercounts.org). In 2007, 

Guatemalan indigenous women had an average of 6.1 children (WHO). Several 
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organizations and scholars have focused on the use of obstetrical care in Guatemala, 

particularly among indigenous women (Glei and Goldman 2000; Glei, Goldman, and 

Rodriguez 2003; Lindstrom and Muñoz-Franco 2006; Geli and Goldman 2006; Berry 

2006, 2008, 2010; Wong 2011). The studies indicate that age, religious affiliation, long 

distances to health centers, lack of transportation, and financial constraints prevent women 

from gaining access to biomedical health services. Glei and Goldman (2000) list 

socioeconomic status, health insurance, previous issues with pregnancy, health beliefs, 

having contacts in Guatemala City or abroad, and autonomy in decision making are all 

predicting factors of whether women seek medical care during pregnancy. Lindstrom and 

Muñoz-Franco (2006) conclude that the most significant obstacles to formal assistance 

during delivery are financial cost and location.  

Maya midwifery studies provide a perspective on prenatal care in rural Guatemala. 

In “Remaking the Guatemalan Midwife: Health Care Reform and Midwifery Training 

Programs in Highland Guatemala” Jonathan Maupin (2008) evaluates midwives’ 

participation in training programs in Chimaltenango, Guatemala and the influence of 

neoliberal health care reforms  on midwifery. Maupin focuses on the midwife incorporation 

into the national health care system via training programs. Emphasis is placed on 

challenges stemming from current forms of midwifery selection, education, and practice 

along with how training programs are changing midwifery practice and identity and 

midwife reaction to said changes. Serevando Hinojosa (2004) relates the way in which 

formal health authorities have gained interest in Maya midwifery in Guatemala, deeming 

that there is a need for it to be a controlled and licensed trade. Hinojosa notes that the 

Guatemalan health establishment has combined the legitimization and control of midwives 
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and midwifery with compliance by mandating their formal training and the use of 

biomedical equipment. Focusing on the Kaqchikel Maya experience, Hinojosa explains 

that Maya midwives are the primary care providers for pregnant women and their infants 

in rural Guatemala and that over the past decades, the health establishment began to certify 

and train midwives.  The study reveals that Guatemalan health personnel have altered Maya 

midwifery by providing midwife training from the Western medical perspective, 

privileging biomedical knowledge, which at times undermines midwife ancient knowledge 

and experience. Encounters between midwives and formal health personnel reveal an 

ongoing privileging of biomedical knowledge, one that preserves asymmetrical 

relationships between these practitioners. One of Hinojosa’s main arguments is that health 

personnel extend their influence via the midwives as a way of furthering biomedicine into 

Maya communities. In “Exorcizing the Midwives” Barbara Ehrenreich and Deirdre 

English highlight the link between the rise of professional medicine and the decline of 

treatment for impoverished women in the U.S.  Since this had serious consequences on the 

public’s health, when calling for more biomedical involvement in the prenatal care of 

women who are culturally dependent on midwives, it is necessary to note how this 

transition affected women in the United States, so that access to biomedical is not presented 

as a cure all.   

2.1.4 Health and Migration in Guatemala 

Lindstrom and Muñoz-Franco (2006) distinguish assimilation, diffusion, and 

remittances as three pathways in which migration may reduce financial and cultural 

barriers to biomedical health services in rural Guatemala. Studies devoted to migration’s 
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effect on health in Guatemala indicate ways in which social networks, assimilation, and 

remittances influence medical care-seeking behavior in the sending and receiving nations 

(Cecilia Menjivar 2002; Lindstrom and Muñoz-Franco 2006). 

2.1.5 Maya Migration to United States in Transnational Context 

The works The Maya in Exile (Burns 1993), The Maya of Morganton (Fink and 

Dunn 2003), and In Search of Providence (Foxen 2007) highlight the transnational lives of 

Maya migrants in Florida, North Carolina, and Rhode Island. The Maya in Exile is 

anthropologist Alan Burns’ ethnography of Maya migrants’ lives in Indiantown, Florida. 

The ethnography details how they adapt to a new culture while preserving their own 

traditions. Burns provides accounts of several aspects of Maya life in the area and reveals 

some experiences of Maya women with the health system in Florida that created rumors 

among the Maya community which led to distrust. Through historical accounts, detailed 

interviews and descriptions, Leon Fink and Alvis Dunn reveal the resilience of Guatemalan 

poultry workers from their own perspective in The Maya of Morgantown. The authors 

uncover worker’s local and transnational ties to each other and their communities of origin 

in the context of a strike regarding safety concerns and fairness.  

Patricia Foxen’s ethnography In Search of Providence describes k’iche Maya 

transnational life in and between Guatemala and Rhode Island. Foxen examines the 

changes the k’iche undergo in both locales due to migration. She pays special attention to 

transnational identity, and exposes positive and negative ways migration affects the men 

and women, including women who remain when their spouses migrate. Through a focus 

on new identities and experiences that result in a “double consciousness” of material and 
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symbolic ties to both spaces, a transnational approach allows for space and time to be 

viewed in a non-linear or fixed manner (Foxen XVII). Foxen applies “Hybridity” as a mix 

of cultural elements as well as accommodation and resistance strategies to the nation-state, 

such as Maya practices of balancing economic options inside and outside of their 

communities. Despite their historical attachment to land, migration has been a survival 

strategy and an organizing principle which has created the construction of new identities 

(xxi). 

Up until recently, studies on the impacts of migration focused solely on the sending 

or the receiving communities as mutually exclusive, paying little attention to the 

interconnection of cultural changes across borders. The three ethnographies highlight how 

Maya migrants maintain their culture and relationships with Maya in their places of origin 

while adapting to life in an area that is extremely foreign to them in every possible sense. 

Culture is maintained in the areas of settlement via replication of events and activities that 

are important to Maya transitions, such as recreational sports, festivals, and ceremonies 

such as baptisms. Relationships are maintained in various ways, such as by recording and 

sending videos of the events to family members (Burns 1993).  Maya relationships with 

each other and with their hometowns play a significant role in their strategies for adaptation 

to the host cities. 

2.2 Data and Methodology  

Quantitative research is crucial to understanding the results of changes in maternal 

care: “…it is possible and practical to obtain operationally important information and 

insights on specific health problems that are required by communities and program 
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planners through the use of focused ethnography” (Pelto and Pelto 161). Furthermore, as 

Marcia C. Inhorn notes, ethnography creates a fundamental space for women to 

communicate their own health issues: “by listening to women through participatory forms 

of ethnographic research, anthropologists are able to determine women’s own health 

priorities, which may be entirely overlooked without such preliminary ethnographic 

investigation” (Inhorn 347). Qualitative research allows those whose stories may be 

otherwise inaccessible to a broader public to share their experiences. Thus, ethnographic 

fieldwork is critical to gain an enhanced perspective on changes in maternal care-seeking 

behavior from those who are undergoing the changes as authors of their own experiences. 

Guided by my own research of contemporary theories and existing studies from the 

Western academic perspective, the interview process enables Migueleñas to become an 

integral part of the discussion on their own maternal health. The qualitative methods used 

in this research emphasized in-depth interviews which enabled sensitive topics to be 

addressed and the participant perspectives and beliefs to be expressed more freely. In 

addition to interviews with individual participants, I observed a prenatal care group, but 

did not interview any of the participants since they were not from San Miguel. The group 

meeting did provide insight into the program and since there usually are Maya group 

members, it was important to experience a session. In San Miguel I participated in a two 

day retreat at the Maternal House where health promoters were trained to educate residents 

of the communities they worked in. Additionally, I attended various meetings at the San 

Miguel branch of Curamericas, an NGO that aims at increasing the health of women and 

children in the hamlet and surrounding municipalities. Data regarding health-care statistics 

in the region are available from studies conducted by governments and NGOs, yet there 
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are few insights as to how the people who experience the situation themselves perceive the 

context. The extended case method as cultivated by Michael Burawoy was used to structure 

the research.  

2.2.1 The Extended Case Method  

Michael Burawoy’s extended case method stems from reflexive science and is well 

suited for the ethnographic component of this study. His perspective on research stems 

from his engagement in participant observation over decades of working various jobs 

ranging from manual labor to office work in Zambia, the United States, Hungary, and 

Russia.  During his research of Zambian copper mines, Burawoy found that positivist 

science was not suitable for his field research partly given that positive approaches’ survey 

research requires researcher suspension from participation in the world that is studied. Jack 

Katz (1983) introduces the regulatory principles of positivist science (the 4Rs): reactivity, 

reliability, replicability, and representativeness in his study of analytic fieldwork.  Burawoy 

advises against the 4Rs by explaining how he violated each principle during his research. 

The case method diverges from survey research which suspends researcher participation 

from the world being studied.  Burawoy proposes an alternative by “rooting ourselves in 

theory that guides our dialogue with participants” (5). A reflexive approach allows the 

researcher to recognize their place within the disciplinary field and enables the creation of 

a study that merges academic theory with the experience of those being studied: “…we 

must be on the lookout for repressed or new voices to dialogue and challenge our artificially 

frozen configurations, and be ready to reframe our theories to include new voices but 

without dissolving into a babble” (23).   
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Michael Burawoy’s critique of the positivism and survey research methodology is 

applicable to my own experiences. Survey research was not used because the way in which 

the questionnaires are formed is not adequate for the study population. It was important to 

interact with participants and ask them questions that maximized their trust in the 

researcher. Because undocumented migrants, particularly Maya, are not easily accessible 

to researchers, if I suspended my participation from the research it is extremely likely that 

they would not have been comfortable speaking with me about their maternal experiences, 

or at all. Since Migueleñas in San Miguel were not accustomed to being interviewed or 

speaking with people who were not from the area, it would not have been possible to 

interview most of the women who participated. All the interviews in San Miguel required 

the women to be familiar with who I was and my presence. To gain participant trust so that 

they would grant me interviews, it was necessary to become a part of the environment I 

was researching in. Although survey research discourages such participation due the effect 

it may have on the results, in this particular case, the trust established by the participation 

was necessary.  Without it, it may not have been possible to collect any data. 

The extended case method is more appropriate for studying Maya women’s 

experiences because it legitimizes and highlights their participation in the study while 

strengthening existing academic knowledge: “Reflexive science sets out from a dialogue 

between us and them, between social scientists and the people we study . . .  It starts out 

from a stock of academic theory on the one side and existent folk theory or indigenous 

narratives on the other. Both sides begin their interaction from real locations” (1998: 7). 

Reflexive science moves away from the limits of positivist science since the case method 

fosters a dialogue and collaboration between researcher and participants, enabling an 
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outlook that is aware of and therefore minimizes power effects. As Burawoy experienced 

the inability to separate himself from the environment during fieldwork, in my approach I 

aimed to gain acceptance and trust from the participants which would not have been 

possible to accomplish had I not immersed myself within the culture.   

2.2.2 Sample Population 

Qualitative research in the form of individual interviews was conducted in Lake 

Worth and San Miguel, resulting in two populations – one in each region and comprised 

of eight individuals each for a total of 16. The target population was San Migueleñas who 

gave birth to at least one child in San Miguel and/or Palm Beach County. The age group 

ranged from young mothers 18 years of age to grandmothers in their late 40s and early 50s.  

There were four participant groups: mothers of children under 10 years of age in San 

Miguel, mothers of children over the age of 10 in San Miguel, mothers of children under 

the age of 10 in Lake Worth, and mothers of children over 10 in Lake Worth.  Interviews 

with women of different age groups allowed insight into how ideas about maternal care-

seeking behavior have changed over the years, as well as difference in thought based on 

age. Though undocumented Guatemala Maya women were ideal candidates, participants 

also included documented Maya women. The migratory status of participants was taken 

into consideration in the research, potentially emerging as an independent variable.  Since 

it is common for Maya women to become pregnant at a young age, there was no minimum 

age requirement.  

There are Maya women who have not received formal education, thus literacy was 

not required for participation in the study. Because language could be a barrier to 
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representing information accurately, most participants spoke Spanish or English so that I 

could personally understand and translate the data, ensuring its accuracy and avoiding the 

need for translation from Acatec, their native language, to Spanish and then to English. 

Three participants that did not have a fluency in Spanish were accompanied by daughters 

who translated from Acatec at moments when they had difficulty expressing a thought in 

Spanish. Initially I felt there would be a greater trust if participants were fluent in Spanish 

since sharing a common language may foster a deeper relationship between researcher and 

participant. However, the three participants who spoke some Acatec during their interview 

understood basic Spanish and were comfortable with the questions and only resorted to 

Acatec when they had difficulty communicating thoughts. Language presented some 

difficulty, not necessarily due to a lack of understanding, but rather to a difference in 

communication. For example, some participants were not accustomed to being asked 

questions and they easily deviated from the subject at hand, making the interview process 

challenging.   

2.2.3 Challenges 

Authors of studies on Guatemalan women outline various obstacles to seeking and 

interviewing women of Maya descent. In her research on the social and familial power 

relationships of Guatemalan women in Los Angeles, anthropologist Gabriele Kohpahl 

(1998) revealed that she experienced some difficulty with the Maya participants. She 

explained that since some Guatemalans feared their lives were in danger if they returned 

to Guatemala and that may make them more cautious regarding their participation in the 

study. She also attributed challenges to conducting research with undocumented women 
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partly due to their invisibility since they work for factories and private homes. Kohpahl 

detailed her research methodology and specific characteristics of the research population 

(19-35). These observations were used as a guide before I set out to establish Maya contacts 

in Palm Beach County. Throughout this section I address ways in which some of the 

challenges were overcome.  

There were challenges in gathering data in Florida as well as in San Miguel. A main 

challenge was seeking informants willing to participate. Researchers have encountered 

difficulty in gaining trust from undocumented and Maya participants. The legal status of 

some participants renders them politically vulnerable; hence, I have identified some minor 

ethical and safety issues concerning the investigation. In her dissertation for the College of 

Nursing at Florida Atlantic University, Rosa Maria Sternberg (2009) researched how the 

health and well-being of Latina migrant mothers was impacted by separation from their 

children. Sternberg found that participants may see participating in a study as a risk (113). 

To alleviate this concern, as required by research protocol, it is essential to assure strict 

confidentiality and disclose how the information will be used and stored. Furthermore, all 

participants were informed that to protect their identity, their real names would not appear 

in the study. 

Some difficulties were evident from the beginning of the fieldwork; trust was 

immediately identified as a major obstacle to recruiting suitable participants.  In order to 

compare changes in health-seeking behavior to its outcomes, and with the awareness that 

field work in Guatemala was to be conducted in San Miguel, I needed to establish contacts 

in the area before traveling there. Since some San Migueleñas seek guidance and assistance 

during pregnancy from services and centers such as Healthy Mothers Healthy Babies 
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Coalition of Palm Beach County (HMHB) and the Guatemala-Maya Center (GMC) in 

Lake Worth, the initial idea was to identify participants via these resource centers in the 

region through consulting advocates with established contacts in the area. Flyers were 

made for HMHB; however, not surprisingly, no participants were found.  This outcome is 

most likely attributable to a lack of literacy and trust. 

Since recruiting participants was a challenge, snowball sampling or respondent 

sampling via recommendations from Lake Worth participants was the best way to establish 

contacts in Guatemala. Snowball sampling allowed greater participant trust among a 

guarded population along with giving me the ability to locate participants with similar 

experiences. For example, I was introduced to an initial participant in Lake Worth who was 

active in the community, and she introduced me to a few participants with family in San 

Miguel. This key informant in Lake Worth provided me with addresses and phone numbers 

of people who were from the San Miguel region, but this did not ensure they would speak 

with me. We visited several potential participant homes, and though some spoke Spanish, 

they would not address me directly. Calling participants was also complicated; some 

displayed confusion and mistrust, potentially due to not having participated in a study, and 

due also to their migratory status. The distrust was most prevalent among those who 

suspected I belonged to a religious or government organization. I pondered what to wear 

the first time I visited homes to seek participants, and decided a long skirt would be 

appropriate. One woman whose trust was eventually gained said she saw me walking 

around the neighborhood holding papers (a notepad) and believed I was evangelizing.   

Preliminary research in Lake Worth allowed me to arrive in San Miguel with 

knowledge of a few contacts, some tips on what to expect upon arrival, and a place to stay. 
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This was useful to locating participants and gaining an initial level of trust since I knew 

their relatives in the United States. Once in San Miguel, women began to inquire about the 

purpose of my stay. Most would not ask me directly; even those who spoke Spanish turned 

to the woman accompanying me and asked her for details. Once my purpose was 

established, women began to visit me, some with family in Florida, and most bearing gifts 

of prepared food. Those who had family in Florida were asked if they wished to participate, 

and their family member was interviewed upon returning to Florida.   

Obstacles to interviewing San Miguel participants were also present, but were 

significantly different than those of the Florida-based participants. As will be outlined in 

the following chapter, San Miguel was deeply affected by Guatemala’s Civil War. Given 

the history of war in the area, trust was an issue, but once trust was established and 

interviews commenced, a new set of issues arose. The challenges were related to a lack of 

experience with interviews; several participants were amused with the tape recorder (none 

had been recorded and many had not seen a tape recorder before, and this became a 

common topic of conversation), some walked out of the interview to do tasks or talk to 

their children and returned after several minutes. Some interviews were difficult to keep 

on track given the strong sorrow felt by many of the participants due to family separation; 

two participants became very emotional during the interview when talking about children 

that had migrated to the United States and had difficulty continuing a formal interview.  

Though not anticipated, trust was also initially a major factor with the San Miguel 

participants. Two weeks passed before women began to participate in the study. They all 

wished to know why I was there and who I was before participating. Many days were spent 

with some of the women doing household chores, light farming, food delivery to neighbors, 
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and cooking before they chose to participate. Although most of the women seemed to be 

available, some would often say they were busy. Household responsibilities such as 

laundry and cooking are an essential part of their daily routine and there were always tasks 

that needed to be completed. Only after establishing a long-term presence did most grant 

me an interview, as was the case with Irene Maldonado, a 23 year old mother of two and 

granddaughter of Milagros Reyes, one of San Miguel’s more respected midwives. I spent 

a lot of time at the midwife’s house before she or Irene agreed to an interview. I gathered 

fertilizer in the woods with Irene, ate and cooked with her, bathed her dogs with her, and 

dropped off laundry she had hand washed to a woman who miscarried before she decided 

we could sit down for an interview. Though the space was not ideal (her house had no 

electricity and the children were a perpetual distraction), I was appreciative that she granted 

me the time to interview her, and a strong bond developed between us during my first stay 

in San Miguel. Others stated that they did not have time, and though to me it did not seem 

they were busy, I later understood that this was also a way for them to discover who I was 

before embarking on a formal interview.  During my second stay in San Miguel in 2012, it 

was not difficult to obtain follow-up interviews, and those who had met me during the first 

visit also agreed to participate. New contacts were established in Lake Worth from 

interviews.   

2.2.4 Ethical Considerations  

The research protocol was approved by the Florida Atlantic University Institutional 

Review Board (IRB). Scripts approved by the IRB were used in order for the study to be 

conducted in an ethical manner and ensure that participant risk was at the most minimal 



 

31 

level possible. Conversations were recorded and, as protocol, illiterate participants gave 

verbal consent and agreed to be recorded. Participants were assured that participation was 

voluntary and that they could withdraw from the interview and study at any time. Local 

activists who have worked with Maya migrants were consulted in order to take the highest 

measures to foster a comfortable environment for participants. Lake Worth participants 

were compensated for their time with a phone card and San Miguel participants were 

compensated with small gifts such as journals and pens or toys for their children. Since 

much of daily life revolved around the kitchen, in some cases, I brought food from the 

market to cook before or after some of the interviews. 

2.2.5 Interview Questions 

A structured questionnaire was designed to collect participant data pertinent to the 

study such as age, place of birth, place of residence, education level, and socio-economic 

status2. Midwifery and maternal care studies were consulted to create questions relevant to 

the particular context of migrant women and pregnancy. In order to foster a communicative 

interview approach, open ended questions were used to encourage participants to freely 

express themselves and discuss their experiences in-depth. Based on responses, further 

questions regarding their maternal care experience were raised.  

2.2.6 Limitations 

The limitations present in the study relate primarily to sample size. While the 

number of participants interviewed is small, given the lack of studies in San Miguel and 

                                                 
2 See Appendix D 
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the difficulty in accessing and gaining the trust of undocumented women, particularly 

Maya women, the qualitative data provide new insight that has not previously been 

addressed.  Though the data gathered is of Migueleña migrants in Palm Beach County, it 

enables a detailed view of maternal care-seeking behavior in both regions from their own 

perspective as well as that of health advocates. Furthermore, the interviews conducted with 

Migueleñas in Palm Beach County and their relatives in San Miguel enables a comparative 

view of maternal care among family members in both regions. There was only one 

participant who did not have family abroad, but her story serves to demonstrate how this 

affects women in a region where the majority of residents have access to migrants and rely 

on remittances.  
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3 MIGRATION CONTEXTS: DEPARTING SAN MIGUEL ACATÁN AND 

RECEPTION IN PALM BEACH COUNTY 

3.1 Guatemalan Migration Context  

Historical and structural conditions in Guatemala have resulted in mass migration 

which has escalated over the past several decades. The current population of Guatemala is 

15.47 million (World Bank 2013). An estimated 1.5 million Guatemalans live abroad, of 

which an estimated 1.3 million reside in the United States, the majority as undocumented 

migrants (IOM). Guatemala is the highest remittance recipient in Central America; an 

increase from $583 million in 2001 to $3 billion in 2008 marks the significance of 

remittances to the economy as well as the amount of outward migration (Bank of 

Guatemala). In 2012 remittances reached $4.8 billion, making this among the highest 

source of income for residents, comprising as much as two fifths of exports and one tenth 

of the Gross Domestic Product (CIA). The 2013 figures of total remittances to Guatemala 

are estimated at $5 billion.  

Many Guatemalans who migrate and reside abroad are of Maya ancestry and, 

although Maya migration may be viewed as a recent phenomenon, when observed from a 

historical perspective, migration is a recurrent theme for the Maya and is an essential 

component of their survival that can be traced from their nomadic eras through the Spanish 

conquest of the sixteenth century, the colonial and national periods until present day (Lutz 

and Lovell 2000). There is a misconception of a unified pan-Maya identity—
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though this is a goal for some Maya, it is not necessarily established; in Guatemala 

different ethnic groups tend to live in their respective regions and generally do not interact 

frequently. There are twenty-three Maya ethnic groups and twenty-three officially 

recognized Mayan languages in addition to Spanish—the four dominant languages are 

K’iche’, kaqchikel, Mam and Q’echi’. The main languages spoken by migrants in Florida 

are Mam (spoken by migrants from the regions of San Marcos and Huehuetenango), 

Kanjobal, Acatec and Jacaltec (spoken by Huehuetenango migrants). The Maya were 

prohibited from learning Spanish during the colonial era due to the fear that they would 

gain useful knowledge by learning the language (Arias 168). This is a strong example of 

how the integration process was highly discouraged during colonial times, leading to the 

present day lack of unity among the Maya in Guatemala.   

A conceptualization of hardships faced in Guatemala is necessary to better 

understand the Guatemalan Maya migration context. Guatemala has been plagued with 

violence spanning centuries, beginning with a hostile Spanish conquest and colonization 

in which indigenous inhabitants were killed and enslaved (Loucky and Moors 2000; Lovell 

2005).  Turmoil continued for the Maya until present day in the form of racism, forced 

labor, lack of opportunities, and ultimately as targets of atrocities during a long lasting civil 

war (Arriaga 1997; Jonas 2000; Sanford 2003). 

3.1.1 The Armed Conflict 

In the 1960s guerilla groups began to revolt against the military dictatorship that 

had begun after a United States backed military coup in 1954. During the late 1970s and 

early 1980s the Guatemalan government and elite pushed for land development that 
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clashed with the indigenous population’s interests. This led some Maya groups to join 

forces with militant religious and political groups. The military engaged in confrontations 

with guerilla groups and anyone suspected of assisting guerilla or simply living in affected 

regions. The result was a thirty-six year civil war referred to as “El Conflicto Armado” 

(The Armed Conflict) and “La Violencia” (The Violence), during which rape, abductions, 

torture, murder, mutilation, public dumping of bodies, massacre, and other human rights 

violations were common.  The majority of those responsible for these actions have yet to 

be tried or sentenced. Women suffered greatly during the war; many were murdered or 

endured abuse and lost relatives as presented in compilations of survivor testimony and 

reports published by Amnesty International and other organizations. The Commission for 

Historical Clarification’s Guatemala: Memory of Silence documents the United States’ 

connection to the war by assisting national intelligence and training officers in 

counterinsurgency. Among the most notable reports is Guatemala, Never Again!, 

published by the Human Rights office of the Archdiocese of Guatemala in 1998. The 

coordinator in charge of the report, Bishop Juan Jose Gerardi Conedera, was violently 

murdered two days after its release and his murder remains unsolved.  

The signing of the Peace Accords in 1996 officially concluded the Armed Conflict, 

but the aftermath of thirty-six years of war included economic devastation and 

sociopolitical instability, fear and distrust of the government by Maya and ladino3 peasants. 

                                                 
3 Ladino: In Guatemala, the term Ladino originally referred to Mestizos, people of mixed race. In the late 

nineteenth century, Ladino evolved to encompass Guatemalans who are not of indigenous decent or do not 

identify as indigenous (Warren 1998). In her testimonial, Rigoberta Menchú uses the term in a derogatory 

manner to refer to an indigenous person who embraces non-indigenous culture and dresses in Western 
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The Peace Accords are a negotiated settlement brokered by the United Nations that reduce 

the budget and limit the functions of the army, end counterinsurgency units, establish a 

civilian police force, and mandate reforms to the judicial system (Jonas 1997). The Peace 

Accords may have officially ended the war, but outward migration did not subside. Large 

numbers of economic refugees from the highlands and other locations continue to migrate 

to areas where war refugees migrated previously and have now settled. It is estimated that 

35,000 to 45,000 Latin American Indians, mostly Maya, migrated to the United States 

annually in the 1990s (Fink 171). Furthermore, although the Civil War ended, safety has 

not increased. Currently Guatemala has among the highest rates of theft, gang violence, 

femicide, drug-trafficking and murder. The United States Overseas Security Advisory 

Council (OSAC) lists “endemic poverty, an abundance of weapons, a legacy of societal 

violence, and weak law enforcement and judicial systems” as causes for the current 

violence in Guatemala.  

3.1.2 Economic Instability 

In addition to unsafe living conditions, economic instability and hardship have also 

given rise to migration as an economic survival strategy. Politicians and elites force the 

neoliberal economic model on the indigenous and campesino4 population. They are the 

ones who decide on the implementation of deals like the Central America Free Trade 

                                                 
clothing (Menchú and Burgos-Debray 1984). In this study it is used to refer to a Guatemalan who is not of 

indigenous heritage (speaks only Spanish and is not from San Miguel Acatán).    

 

 
4  Campesino: subsistence farmer. 
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Agreement (CAFTA). While supporters believe such deals benefit Central American 

economies, opposes believe they hurt small farmers and result in fewer safety nets like less 

access to health care and social security and abolishment of unionization rights. Families 

and individuals see internal and external migration as a solution to the lack of economic 

opportunities in the country and depend on migration as a means to alleviate poverty (Smith 

2006; Cohen 2006; Jonas 2013).  

The majority of residents in rural Guatemala live in extreme poverty and it is 

difficult for them to improve their living conditions due to their economic hardship and the 

lack of opportunity and public assistance. This is most evident in the flawed education 

system, which does not provide opportunities for those who wish to advance their 

education and career choices. The 2011 literacy rate estimates in Guatemala is 81.2% for 

men and 71.1% for women, the second lowest rate in the Western Hemisphere (CIA). It is 

important to note that not only are the statistics extremely low, they are also unequal 

between men and women. This dilemma is especially present among Guatemalan girls and 

women, predominantly those of indigenous decent residing in rural areas. Sue Misheff 

(1994) notes that Guatemalan literacy advancement is deterred the price of books and low 

access to books for young readers. In areas of extreme poverty, basic necessities take 

precedence over book purchases. The lack of a library system also hinders literacy; in 

Guatemala there are very few public libraries and residents of rural areas have limited or 

no access to such facilities. Furthermore, the lack of a public library system and the cost of 

books result in a shortage of classroom resources, leading to extreme situations, such as a 

classroom of sixty children sharing one text (Misheff 528). 
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3.1.3 Migration to Guatemala City 

People’s internal migration to urban areas such as Xela and Guatemala City in 

search of jobs is common, but does not necessarily lead to a better quality of life. Most 

internal migration in the 1980s and 90s was linked to displacement stemming from war. 

Now, migration holds little reward. Paradoxically, Guatemala is one of only two countries 

monitored by the United Nations that doesn’t experience improved welfare due to internal 

migration (United Nations Human Development Report, 2009). Migrants within 

Guatemala seem to fare worse than those who migrate abroad (Klugman 67), thus 

incentivizing external migration even more.  

Lack of successful internal migration can be partly attributed to racism towards the 

indigenous population, the native Indians, labeled and treated by society as inferior 

citizens. This racism is displayed in many ways including in language; the word indio, or 

Indian,5 is commonly used by Guatemalans as an insult signifying idiot or low life. This 

collective racism has served to stigmatize the indigenous population, creating a separation 

between Maya and ladinos as Rigoberta Menchú Tum stated in her testimonial to 

anthropologist Elizabeth Burgos-Debray: “It was very painful for me to accept that an 

Indian was inferior to a ladino. It’s a big barrier they’ve sewn between us, between Indian 

and ladino” (Burgos-Debray 119). The divide between is evident in daily life in Guatemala 

City. The majority of the indigenous population lives in conditions of extreme poverty in 

rural Guatemala while the non-indigenous middle and upper class lead a more financially 

established lifestyle in the capital (Arriaga 1997; Gellert 1999).  

                                                 
5 Indio: Indian.  
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Racism towards the Maya is present in daily life, as national and international 

scholars extensively report (Grandin 2000; Sanford 2003; Hale 2006; Casaús Arzú 2007). 

For example, during his ethnographic research, Charles R. Hale (2006) noted that an 

informant displayed physical disgust when speaking about the Maya referring to them as 

“thickheaded, bothersome, and dirty” and claiming that this can even be seen among their 

children (26). Hale’s study documents a more extreme racism that persisted until the mid 

1940s but includes experiences of daily racism he witnessed. Noting a personal example 

of professional Maya women’s refusal of entry into restaurants, Hale recounts that he met 

a Maya PhD candidate wearing a corte or traditional Maya woven skirt for lunch and 

restaurant staff refused to serve her (27). Another instance of refusal of service received 

public attention in 2013. A national newspaper published an article about an incident when 

two Guatemalan K’iche’ PhD students were confused as street vendors and removed from 

a café in Mexico (Prensa Libre). In addition to causing a separation among Guatemalans, 

racist mentality and behavior creates structural inequality, and was a leading cause in the 

oppression, exploitation, and genocide of thousands of Maya (Casaús Arzú 2008). The 

history of violence and racism experienced by internal migrants along with economic 

hardships and lack of opportunities in urban regions leads migrants who seek to improve 

their standard of living to do so abroad rather than in internal urban areas.  

3.2 San Miguel Acatán  

San Miguel Acatán is a municipality located in the department of Huehuetenango, 

77 miles from its capital, Huehuetenango and 242 miles from Guatemala’s capital 

Guatemala City. Located on the Cuchumatanes mountain range, San Miguel is the eleventh 
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largest municipality in Huehuetenenago, ranging 58.7 square miles. San Miguel borders 

Jacaltenango, San Rafael la Independencia, Nentón, San Sebastián Coatán, San Juan Ixcoy 

and Concepción Huista. San Miguel is divided into eight geographical sectors, with four to 

nineteen communities in each sector. Most of the study participants are from Santa Cecilia 

and Solom Kab'al in sector one, while the remaining few are from surrounding hamlets.   

 

Figure 2 Map of the department of Huehuetenango, Guatemala, where San Miguel 

Acatán is located. (http://www.mapasguatemala.net/) 
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3.2.1 People and Society 

The story of San Miguel’s establishment combines Maya oral tradition and Catholic 

beliefs. San Miguel’s Development Plan published by the Presidential Secretary of 

Planning and Programming details the municipality’s establishment.  According to oral 

tradition, a Maya man named Balunh Q’ana’ arrived in the region from Tikal with his two 

sons; one founded San Miguel, and the other founded Jacaltenango, a neighboring region. 

The Acatec people originally lived in Tenan, meaning “multitude of people.” Tenan was 

flat but became mountainous following a cataclysm. During the Spanish Invasion, residents 

of Tenan were massacred. The survivors fled to Cajtx’otx’pam meaning “colorful land”, 

the region that is now named San Miguel Acatán. Acatán comes from the Nahuatl term 

Acatlán meaning cañaveral, or covered in cane (Andrés 14).  

San Miguel is believed to have been established as a village around 1540 by 

Dominican Missionaries, who formed indigenous villages in compliance with a Royal 

Decree of the Spanish monarch. In 1690, Francisco Antonio de Fuentes y Guzmán, 

chronicler and mayor of Huehuetenango described it as an inaccessible village of 170 

residents and a small church. The municipality was officially granted territory by decree of 

the Guatemalan government on March 24 1898. San Miguel is named after the archangel 

Michael, who, it is believed, appeared twice in the community – once under a tree and once 

in a spring.  

In the 1990s, Timothy B. Jafek conducted field research on the Archangel Michael 

as a cultural symbol in San Miguel and the history of religion in the region. He documented 

various versions of the Archangel Michael’s presence. In one version the Archangel 

appeared before a woman and instructed to build a house and to name the future town after 
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him so that he would become the patron saint. The house that was built became the town 

church (“Community and Religion” 22). In 1946, the first American Maryknoll priest 

arrived in San Miguel. By the mid 1950s the Maryknoll priests had a well-established 

presence in the region. They remodeled and modernized the church. They also denied some 

of the previous traditionalist religious practices that honored San Miguel, such as burning 

candles in the church, particularly problematic because it was a way for Migueleños to 

connect with San Miguel and their ancestors. Traditionalists, those believed in the divine 

revelation of San Miguel, preferred the more simple church they had established for their 

patron saint. They viewed their relationship with San Miguel as equals, but felt that the 

priests’ hierarchy denied this custom and excluded them.  

According to Jafek, There were many unsuccessful attempts for the traditionalist 

religious leaders to burn candles in the church and to oust the foreign priests. In 1959 

traditionalists who believed priests aimed at replacing San Miguel claimed that he appeared 

as a poor man asking for posada6 at house in a nearby village. The homeowner offered the 

poor man tortillas and coffee but he declined. The next day the man was gone, and in his 

place stood the small statue of San Miguel with his sword. People came from afar to visit 

and cry with the saint. It is possible that traditionalists invented the story in a drastic attempt 

to outmaneuver the priests; they stated that San Miguel could not stand the rosaries and the 

priests so he moved from the church and reappeared in another nearby location 

(“Anthropologist as Anti-Christ” 94-96). 

                                                 
6 Posada: lodging or hospitality offered to travelers 
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In 2010 San Miguel’s population was recorded as 4,494 families totaling 24,939 

residents, with 47% male and 53% female. Only 12.1% of the population lives in the urban 

sectors and 87.9% reside in rural areas. The age distribution is as follows: 45% between 0-

14 years of age, 49% between 15-9 and 6% are age 60 and over. In San Miguel, 99.40% of 

the population is of Maya Acatec origin. The general poverty is 91.45% and the extreme 

poverty, signifying insufficient income to cover basic food needs, is 43.5% 9 (Andrés et al 

2010). The majority of the population is Catholic, with a growing number of evangelical 

churches. A small number of residents maintain a religion referred to as costumbre7, the 

cultural and religious practices of their ancestors, which is linked to nature, Nahuals8 and 

harvest. The two major mass services held in Acatec and Spanish on Sundays are heavily 

attended. The majority of the cultural and town activities are religion based and many are 

held on church grounds. 

The native language of San Miguel is Acatec. Many of the younger residents speak 

both Acatec and Spanish, while the majority of the middle aged and elder population I 

interacted with spoke mainly Acatec but were able to communicate in mediocre Spanish 

for daily conversation. Migueleños who had lived outside of the municipality, in other 

regions of Guatemala or abroad spoke Spanish fairly well. 

The traditional San Miguel dress for women is a sleeveless white huipil9 and a red 

faja10 and corte11. Colorful glass necklaces symbolize the rainbow and represent winter 

                                                 
7  Costumbre: Refers to the traditional Maya religion and beliefs. The direct translation is 

“custom” or “tradition” 
8 Nahuals: Spiritual guides.  
9 Huipil: embroidered blouse. 
10 Faja: fabric woven belt that holds the corte together.  
11 Corte: Traditional colorful Skirt made of woven fabric.  
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and summer. Men’s traditional clothing includes leather sandals, a bag, a hat made of palm 

leaves, red pants, a red cinta12 and a white blouse. The garment colors symbolize life and 

nature; white represents clouds, the source of water and red stands for heart, blood and 

human life. It is rare to see men wearing their traditional colors outside of cultural or school 

events. I did not see many women wearing the traditional colors; overall there was a mix 

of indigenous clothing worn by some who wore only the hupil or corte, while many of the 

younger women did not wear traditional Maya garments. The school uniform for girls is a 

white shirt with the logo and a black and while corte, not traditional San Miguel colors. 

The boy’s uniform does not include traditional fabric. 

 

Figure 3 Schoolgirls wearing traditional garb for a community event at the church school. 

Patron Saints are honored in fiestas (festivals) around Guatemala. Fiestas are a 

unique display of Maya traditions that have survived over centuries. Over the years fiestas 

have incorporated Maya traditions and rituals with the Catholic religion and functioned in 

                                                 
12 Cinta: belt. 
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multidimensional ways to define municipal boundaries, enforce ethnic identity and unite 

the community and communities that surround it. The Fiesta San Miguel is held every year 

from September 26 to 29, attracting visitors from nearby areas. The days leading up to the 

main event are filled with activities and attractions such as traditional dances, sporting 

events, carnival rides, live musical performances, and the election of the festival queen. 

The importance of the fiesta, now also celebrated outside of Guatemala in areas of 

settlement including Palm Beach County, is manifested in the way it has crossed borders 

into new territories along with those who migrate, becoming a transnational symbol of 

Maya identity and unity.   

3.2.2 Housing 

The structure of houses in San Miguel is predominantly of adobe and block with 

ground and cement floors and laminate zinc roofs. The interiors generally have little to no 

indoor division of spaces. There are also modern structured homes, most of which are built 

by families who receive remittances or returnees who earned wages while working abroad. 

Although not all houses have electricity, water is available via rivers and other natural 

sources in the area.  There is no control, treatment and purification plant for the water in 

San Miguel. There are health consequences present if the water is not boiled prior to 

consumption, which is why proper water boiling methods is one of the topics discussed in 

community health workshops organized by nongovernment organizations and the Health 

Center.  

In 2012 Caridad Paz hosted me in the house where she was raised.  The house is 

located, along with five other living quarters, on a property she shares with her siblings. 
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The first quarter is occupied by the eldest brother who is a retired teacher, his wife, and 

five of their six children. At the bottom of a small hill is the home of another brother who 

lives with his wife, their daughter and her son, and their daughter-in-law and her two 

daughters. In 2006 a drunk driver crashed onto their roof causing damage that was not 

repaired because they did not have a title for the home so no claim could be made against 

the driver. Each family has an individual outdoor pila13sink. Caridad said she paid sixty 

quetzals (about eight dollars) annually for her water bill. Two of the sisters who currently 

reside in Florida built houses just up the hill on the same plot as their siblings, but the 

houses remain vacant and do not have electricity. Caridad’s sisters have offered her to 

move there, but she prefers to stay in her own home, the one she was born and raised in. 

When Caridad’s sisters visit from Mexico and the United States, they all stay with her and 

their nieces next door, rather than staying in the houses. I believe this is more about being 

physically close to family during visits from the United States rather than to have space 

and stay in separate houses on the same property.  

Caridad lives next to her two brothers in a simple and small rectangular living 

quarter, the same house she was born and raised in. The first section is a kitchen which 

contains a table and some chairs, a wood stove for cooking and one outlet with electricity. 

The door is made out of wood and a lock was placed on it when she was in her bedroom 

or away. The kitchen is separated by a wall from the bedroom; the single bedroom contains 

a dresser, two beds and a desk with religious items such as calendars, paintings of Jesus 

and Mary and candles. The desk serves as an altar for praying before bedtime. The space 

                                                 
13 Pila: a cement sink found in most Guatemalan homes. In rural areas it is used to hold 

water for consumption and to wash clothes and dishes. 
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is separated for privacy with a rope that runs across the room and is used for hanging 

laundry, and airing sheets and towels. The latch on the inside of the door does not work, so 

at night we propped a thick piece of wood on the door for safety. There is a blue tarp under 

the ceiling that keeps the roof from leaking onto the living quarters. This room and the next 

living quarter are connected by a small, narrow wood shed. As with many San Miguel 

homes, because of lack of indoor space, the main room functions as a place for gathering 

and prayer during funerals. Caridad’s mother passed when I was in San Miguel in 2013 

and the wake was held in her bedroom. Her bed was replaced by plastic chairs where people 

could sit and pay their respects. 

Caridad’s house, including the furniture in it and the altar, is reminiscent of the 

houses described by anthropologist and Jesuit priest Francis Grollig is his 1959 dissertation 

San Miguel Acatán, Huehuetenango, Guatemala: A Modern Mayan Village (38-51). 

Although it was once similar to Caridad’s home, the next house belongs to her brother and 

his wife and has been almost entirely remodeled. Three of her nieces live there with two 

children and a young woman hired to cook, clean and care for the children. The inside of 

the home resembles that of a middle class Guatemalan family in that it contains cement 

walls instead of adobe. There is also a functioning toilet, a shower with hot water, a pila, a 

kitchen, and two bedrooms, all enclosed inside a red wooden fence. In the kitchen there is 

a television, a refrigerator, a gas stove, couches, a table, and a nice cabinet and other 

amenities that other quarters on the property lacked. The women’s parents who migrated 

many years prior worked at a poultry plant in Alabama. The remittances they sent were 

used to pay for the home remodeling and their daughters’ education. The eldest daughter 

is attending law school and building her own home on the family property.  
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The experience of sleeping in this room with Caridad was different than in any 

place I had slept in before. Caridad did everything she possibly could to make my stay as 

comfortable as possible, as her sister who lived in Lake Worth and recommended I stay 

with her had instructed. The afternoon I arrived, Caridad prepared supper – an egg and 

refried beans from a can. She usually made her own beans from beans harvested in San 

Miguel but she wanted to treat me to canned beans. I ate with her and at about seven in the 

evening, she told me it was time to go to sleep and she turned off the lights. She also bought 

a candle for me so that we could have some light at night. Beans and a candle may not be 

considered fancy to readers of this study, but for Caridad these were expensive items that 

were not part of her budget. That first night I could not sleep until 2 am and for part of the 

time when I was awake I cried silently. It smelled of dirt and it was cold, and the mattress 

I lay in was extremely hard. I later learned this was the typical mattress in San Miguel. The 

situation was very foreign to me; I knew no one and I was so far away from Guatemala 

City where I grew up. I was afraid of what was ahead in the weeks to come and the living 

quarters were a difficult introduction to life in San Miguel.  

In the weeks to come there were instances where I wished I was sleeping 

somewhere nicer, especially when I was bitten by bedbugs (the same ones that feast on the 

farm animals and dogs). There were a few nights where I sensed a stench I associated with 

a dead animal. Caridad did not agree until we found a dead rat in the bedroom. We washed 

the ground floor with an aromatic cleaner I bought too try to get rid of the scent. The 

experience was not easy at night, but I always remembered that as hard as it was, I could 

never fully understand the reality of the residents in San Miguel, because this was not my 

permanent home and I had a comfortable mattress, a toilet, and a house with running water 
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to return to. Though the nights were not easy, the days were filled with exciting moments 

and I was treated with extreme kindness by everyone in the hamlet. When I returned to 

Florida, it took several months to get accustomed to living the way I did before knowing 

what life was like in San Miguel. I had grown so accustomed to the San Miguel lifestyle 

that when my washing machine broke, I washed my clothes by hand for several months 

before it was repaired. I was overcome with feelings of guilt as to why I had or needed a 

washing machine in the first place. I also had limited patience when I heard complaints 

about issues that seemed so trivial such as how hot it was or that parking was limited 

because I knew that life was not difficult in comparison to the day to day difficulties 

Migueleños face.                

3.2.3 Services 

3.2.4 Church and School 

Canton Centro is the center of San Miguel and the location of the majority of the 

hamlet’s services both private such as small diners, a clinic, a bank, shops and pharmacies 

as well as governmental such as the health center, the police, and the mayor’s offices are 

located. Among the most frequented places are the main Catholic Church where the 

Archangel Michael statue is housed and the church school Escuela Diana Otriz, named 

after an American nun who was kidnapped during the war. Diana Ortiz returned to the 

United States after she escaped her kidnappers and her memory is honored in San Miguel 

in the school’s name.  The school holds classes for students from first grade through high 

school and is run by a former nun from El Salvador. 



 

50 

3.2.5 Government 

The municipal government offices and a Banrural bank branch are also located in 

Canton Centro. Long lines to receive remittances are frequently visible outside the bank. I 

opened an account in Guatemala city so that I would not have to carry large sums of money 

on me. I went to the Bank once with Caridad and though there was a long line, the security 

guard told me to pass to the front. I assume this was because I was a foreigner and though 

I felt uncomfortable, Caridad insisted I skip the line and was amused that we could go right 

in without the wait. There is a small national civil police station in San Miguel with ten 

officers, an inspector and a chief officer. The San Miguel Justice of the Peace handles 

disputes of residents of the center and the surrounding sectors. The National Registry of 

Residents Registro Nacional de las Personas (RENAP), located in Canton Santa Cecilia is 

visibly one of the most modern buildings in San Miguel. There, residents can obtain an 

updated government identification card (DPI), birth, marriage, and death records from the 

registry books. It can take a long time and be difficult to obtain official records since 

registry books are large with handwritten data, and many books were nearly fully or 

partially destroyed by the guerillas in the 1980s (“Community and Religion” 16).  

3.2.6 Community Services 

Community organizing is common among Maya. Consejos Comunitarios de 

Desarollo (COCODE) community development councils are generally well organized local 

committees that exist in each community that aim to improve the standard of living. The 

municipality and nonprofit organizations work together with the COCODE in order to 
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advance projects with community support. There are several other municipality groups that 

advocate and carry out various plans for the area.  

The Comunidad Linguisitca Akateka, (Acatec Linguistic Community) is in charge 

of maintaining and promoting the Acatec language by producing literature materials and 

holding events and classes to educate both residents and outsiders on Acatec. Although 

they have offices in a central location, the organization finds it difficult to gain resident 

interest.  The offices are directly in front of the Casa Cultura, or Culture House, built and 

maintained by funding from a Canadian donor. It holds archeological artifacts and a library 

with books in both Acatec and Spanish on educational topics pertaining to the area. Acatec 

language and Marimba14 music classes can also be taken on site for free. Few people visit 

the offices other than the occasional students that conduct research for school projects or 

work on the computers after school.  

3.2.7 Health Center 

San Miguel has a small government run health center that services the daily non-

emergency medical needs of the community. The staff has increased over the past few 

years and currently there are nurse auxiliaries, a head nurse and a doctor who operate the 

center from 8:30-4:30 on Monday through Saturday. A small ambulance is used to 

transport patients with serious medical issues to centers that are more equipped in nearby 

cities or to the main hospital in Huehuetenango, approximately a four hour drive away. 

There is a driver on call for late night emergencies. Though the center has improved in 

                                                 
14 Marimba: traditional Guatemalan wooden percussion instrument that resembles a 

Xylophone. The instrument is essential to indigenous culture and is played at most events 

in San Miguel.   
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recent years, it is not fully equipped and faces various challenges to improving the health 

of residents in an area with the highest medical needs for women, infants and children in 

the country. The Center works together with nonprofit organizations to strive to accomplish 

medical goals as will be discussed in Chapter 5 along with its maternal functions in San 

Miguel.      

3.2.8 Transportation 

Transportation is limited in San Miguel. There are daily bus trips to and from 

Huehuetenango as well as privately owned taxis, minivans and pickup trucks that charge a 

fare for travel to villages and hamlets. Travel times vary significantly since many roads 

that surround the mountains are narrow and unpaved. There is a main paved road that cuts 

through the center of the hamlet and leads to other villages. The road that heads north is 

the route towards Mexico. I took a bus up that road to get to the Maternal House in Calhuitz, 

a journey of about an hour and a half. The narrow road winded around mountains and the 

bus stopped many times when there was oncoming traffic in sections that were not wide 

enough for the vehicles to pass. It was a terrifying experience and I attempted not to look 

outside the window to maintain a feeling of safety. The main road is shared by busses and 

cars, but there is not traffic since they do not frequently pass on the road. For the most part 

there are people walking on that road. The majority of residents get around by foot in San 

Miguel. The first time I was invited to the pool I asked if it was close and everyone agreed 

it was. The meaning of close does not translate culturally because I did not expect to walk 

an hour up the very steep main road to reach the pool. If a truck passes by residents can ask 

the driver to stop and offer him (I never saw a woman drive while I was in San Miguel) 
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some money in exchange for transportation. Residents who have a car use it when 

travelling longer distances. There are cars parked without gasoline and the tanks are filled 

only when there is a reason to travel. There is a small gas station right before the entrance 

to San Miguel.  

3.2.9 Economy and Lifestyle  

The majority of Migueleños are, in some capacity, farmers, who farm their own 

crops on small land plots for subsistence and for selling at markets. Those who do not own 

or lease farm land may find employment on land plots. Potato, onion, carrots, wheat and 

other produce is exported from San Miguel to Guatemala City and El Salvador. The main 

crop grown is corn; it is visible everywhere in San Miguel and is a major part of every meal 

Migueleños eat. For the most part, crops are grown for personal consumption and slight 

revenue.  

Employment opportunities are extremely limited in San Miguel. In the municipality 

head where the hamlet’s center is located, there are some positions in service, trade, health, 

education, and public sector, which are held by residents as well as ladinos who are not 

from San Miguel. Other jobs include owning buses or working in small cafes and retail 

services, Additional businesses and employment include owning or working at wood and 

metal shops and working as masons. In town center and in areas where people frequent 

there are several fried food vendors (chicken, fries, tacos). The minimum wage in 

Guatemala is sixty-five quetzals (about eight dollars) per day, yet payment in San Miguel 

ranges from forty quetzals to sixty quetzal (about five to eight dollars) daily. I witnessed a 

very elderly man working for meals and forty quetzals total for three days of hard 
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agricultural labor. I also noticed that some rely on the barter system and others who were 

unable to pay money they borrowed would carry out several tasks such as carrying wood 

or washing clothes to settle debts. I knew several women who did not have a place to live, 

some with children, who worked in exchange for housing. In some cases they were also 

paid a small amount of money as well. Because jobs are so limited, there are a great number 

of people who rely on remittances from family members abroad, but those who do not have 

access to remittances severely lack advancement opportunities.  

Markets are an essential part of indigenous tradition and history. Located in the 

municipality, the San Miguel market meets residents’ daily shopping needs and has a long 

running history. Stalls that surround the market sell a variety of products such as household 

supplies, clothing, and food items, and are available for rent for sixty quetzals (about eight 

dollars) per month. On Sundays the market extended and residents from surrounding 

hamlets and municipalities come to buy and sell food, animals and new and used products 

such as clothing and entertainment are brought in from nearby municipalities and Mexico. 

The market is directly outside the church and it is set up before the end of the first service.  
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Figure 4 San Miguel market on Sunday. Banrural bank in the top left corner next to the 

mayor's office 

During late afternoons, vendors move to the sides of the market and it becomes a 

basketball court where children and adult leagues play. Since sports are integral to 

Migueleños, there several private recreational facilities. Sports centers and soccer fields 

are rented out hourly as private businesses. There are also two private recreational pools 

that charge about a dollar to enter. I went to one of the recreational pools with Milagros’ 

grandchildren and once with one of the Paz sisters and her friends for exercise. It was a 

long and steep hike up the paved road that runs through San Miguel, but once we arrived 

the view of the mountains from the pool was breathtaking. There were swing sets and 

animal decorations made from cement at the pool, as well as a store to buy snacks. One of 

the times I was at the pool there was a private party for the bank employees. I also went to 

several soccer games at three sports facilities. I did not use the public restrooms, but when 
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I stayed at the Hotel San Miguel the restrooms were also rented to the public and on 

Sundays there was a long line because of the church services and the market.       

3.2.10 San Miguel Acatán Then and Now 

Chronicles and journals of San Miguel before independence in 1821 and studies of 

travelers and anthropologists who documented the town since 1821 show the significance 

of the region to Guatemalan politics over the years. The earliest documented study about 

San Miguel was published in the 1940s and 50s by anthropologist Morris Siegel, who wrote 

several articles on the cultural aspects of what was then a village. He described San 

Miguel’s politics and economy, impressed by its thriving market and the contraband of 

items. Siegel also discussed family structure and relationships among ladino and 

indigenous residents, and the different types of homes they lived in. During this time, 

religion was not as structured as it currently is; Siegel noted missionary attempts to 

evangelize residents in the area. Anthropologist and Jesuit priest Francis Grollig published 

a dissertation (1959) containing thorough information of what he observed in San Miguel 

during his yearlong fieldwork in 1958.  

In their detailed studies, Siegel and Grollig compared San Miguel to other 

Guatemalan regions. Grollig referred to it as a “modern Maya village”, and believed that 

the newly built Pan-American Highway would bring “great changes” to the region (186), 

and Siegel observed that it was a prosperous time for the area, with prospects of positive 

economic and political outcome for the indigenous population. In “Culture Change in San 

Miguel Acatán, Guatemala” (1954) Siegel writes that for the first time since the conquest, 

Migueleños elected their own leader, their market was one of the strongest in the area, and 
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signs of development began. The cultural, religious, economic, and political changes since 

the 1950s are evident—polygamy is no longer practiced, the ladino or non-indigenous 

presence has diminished, and most of the population is evangelized. However, the progress 

Siegel predicted in San Miguel did not come to fruition; it is currently among the poorest 

and less developed regions in Guatemala. In the decades following Grollig and Siegel’s 

field work, San Miguel residents experienced years terror brought about by the Guatemalan 

Civil War, which undoubtedly affected the potential they saw in San Miguel. 

3.2.11 Involvement in War 

San Miguel and its surrounding regions were greatly affected and involved in 

various ways during the Guatemalan civil war. Migueleños paid a heavy cost for aiding the 

anti-government guerilla forces. Like other regions, residents provided food for the guerilla 

and transported their mail, but their involvement extended beyond this, as detailed by Paul 

Kobrac in Huehuetenango: Historia De Una Guerra (2003). A bomb factory was located 

in the region and many Migueleños enlisted in the guerilla.  Also, residents contributed a 

monetary amount so significant that the funds maintained the guerilla nationwide. Some 

say this was a voluntary contribution so that San Miguel could be taken into consideration 

if the guerilla prevailed and established its government. Others claim that they were forced 

to pay so that they would not stand out as orejas (ears) or military informants. Migueleños 

were in a predicament; they risked consequences regardless if they assisted guerilla, if they 

assisted the military or if they did not get involved at all. Eighty-eight out of 669 massacres 

documented took place in the region and testimonials and accounts of kidnapping, torture, 

rape and massacre in Huehuetenango continue to be documented. In 1981 five women and 
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a young girl who prepared food for the guerrilla were murdered. That same year a man 

accused of being a guerilla member was taken from house to house to implicate those who 

assisted guerilla; entire families were forced to dig their graves before they were murdered. 

There were instances when the military would state someone was a guerrilla member and 

village residents were forced to hit them. If they did not beat them hard enough, they were 

accused of being a guerilla member as well.  

There are just a few of the numerous accounts of atrocities witnessed by 

Migueleños during the war. When residents discussed war experiences with me, some 

seemed desensitized and others emotional, but it was clear that what they experienced was 

in their direct memory. The strong military presence and several massacres in the area in 

the early 1980s drove the residents of San Miguel to flee to the mountains or seek refuge 

in Mexico. Most residents nostalgically explained that when they returned years later, the 

area was inhabited by people from nearby villages and that San Miguel was never the same 

place they left. After they experienced the events of the war, many settled abroad and chose 

never to return.   

3.2.12 Impact of Migration out of San Miguel Acatán 

Migration is very significant in San Miguel; residents state that at least one or two 

family members have migrated to the United States. Lack of employment and poor human 

development has led an estimated between 63% and 85% of Migueleños to migrate out of 

San Miguel to national and international destinations looking for work (Andrés et al 2010). 

There is also temporary agricultural migration to Mexico and the south coast of Guatemala. 

Chiapas and other areas bordering Guatemala are major destinations from September to 
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January. Although there are no figures, it seemed to be substantial because several men 

told me they migrated back and forth to Mexico for work during harvest seasons. It is closer 

to migrate to some parts of Mexico for work than to migrate internally in Guatemala.   

As noted in the introduction, due to lack of employment San Miguel’s economy 

relies heavily on migratory remittances; 2,301 of 3,596 households receive an annual 

estimate of $7,291,869 averaging about $3,169 per family (Andrés et al 2010). Although 

remittances help advance community members economically, migration has also had 

negative effects on San Miguel. Family disintegration and whole family migration has 

created serious issues such as emotional distress, risky behavior and increased vulnerability 

to violence, abuse and exploitation (Foxen 2007; D’Emilio et al 2007). Migration has 

resulted in further lack of employment and low paying jobs.  

The impact of migration on San Miguel is manifested throughout the region, 

evident in the architecture, dress and language. Architecture is a major indicator of 

migration; homes built with remittances are easily distinguished from traditional San 

Miguel homes. Such homes either extend upon the original structure, or are newly 

constructed with contemporary building materials such as cement, glass windows and 

metal doors. Migration is also prevalent in the businesses like billiard halls, cantinas, 

cafeterias, hostels, and stores named after major destination cities and states, for example 

“Hotel Florida” and “Billar Lake Worth”.  

Cultural changes in San Miguel brought about by migration are also apparent. 

Language serves as an important example; those who fled to Mexico during the war 

generally speak Spanish well and those who have lived abroad speak varying levels of 

English. Many young men who returned or were deported from the United Sates regularly 
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approached me in broken, slang-filled English. On some nights inebriated men spoke 

English through the window of the house where I stayed. The clothing and hairstyles of 

young men who had been abroad were different; several had the sides of their heads shaved 

and wore American sports jerseys, others had visible tattoos. Some of this migrant style 

was copied by other men, but it was the behavior brought back from the states such as 

drinking and sexuality that concerned many of the residents.  

It was apparent whether residents had a family member abroad. Caridad had two 

sons, one lived in Mexico and did not send money home and the other recently migrated to 

the United States and sent some money back, but not a significant amount. Caridad’s house 

needed several repairs and she would often explain that she was waiting for the money to 

fix it, for instance, “my son will send money to fix the kitchen window” was uttered a few 

times a week. 

  In 2012, one of Caridad’s nephews migrated to earn money for his family. His 

mother, Caridad’s sister-in-law Luisa Paz was concerned because her son stopped sending 

money and she heard he was drinking heavily. Luisa showed me his picture often with the 

hopes that I would see him and ask him to send money again. They gathered the family to 

take photos I could show him if I saw him and sent him peanuts, a local favorite snack. 

When I returned in 2013, Luisa’s other son had also migrated, leaving his wife and two 

daughters at home with his parents. When they stopped receiving money they were notified 

he had begun to drink along with his brother. His wife now had to work as an attendant 

who rented out public restrooms in the center to contribute to the family income, and his 

parents were devastated. Successful or not, almost every family in San Miguel has a 

migrant story.   
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3.3 Maya Migration to Florida 

Migration patterns indicate migrants are most likely to settle in areas with 

established contacts or social networks, as is the case of the Maya. In the 1970s, Maya 

migrants established communities in Houston, Texas and Los Angeles, California. Over 

the following decade, many affected by the war sought refuge in these previously settled 

locations and with time the destinations expanded to states with employment availability, 

most notably Rhode Island, Oregon, Alabama, Colorado, Delaware, Ohio and North 

Carolina. During the conflict and the years that followed, numerous Maya fled to Florida 

which made it a central destination for Maya migration by the 1990s. Migrants were 

recruited from the Texas Valley to Florida on a local radio station that promised 

transportation to jobs in Indiantown and the protection of a priest.   

Father Frank O’Loughlin, Vice Chairman and Executive director of Lake Worth’s 

Guatemala-Maya Center (GMC) was the parish priest among the migrant workers who 

arrived in Palm Beach County in the 1980s. He believes attempts to seek asylum for 

refugees were unsuccessful due to the United States’ denial of genocide in Guatemala at 

that time. Less than 1% of Guatemalans were granted refugee status between June of 1983 

and September of 1986. It was not until 1986 that most migrants were granted legal 

residence as agricultural laborers. Legal residency in the United States via Migrant and 

Seasonal Agriculture Worker Protection Act (SAW) known as Farmworker amnesty was 

granted to undocumented migrants who arrived after 1982 and worked at least 90 days 

between 1985 and 1986. Changes in regulation as a result of the Immigration Reform and 

Control Act (IRCA) of 1986 made it difficult to gain legal residency for those who arrived 

after 1982. Some of those came after attempted to stay by applying for political asylum 
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(Burns 90). In April of 1997 the Illegal Immigration Reform and Immigrant Responsibility 

Act (IIRIRA) created a new set of difficulties for Maya migrants. Whereas the IRCA 

allowed for time spent undocumented in the United States to be factored in applications as 

evidence of good character, IIRIRA expedited deportation of those who stayed without 

documentation unless they demonstrated “exceptional and extremely unusual hardship” to 

relatives with legal status. The current Maya population in Florida is composed of those 

who applied for political asylum, some under the Farmworker Provisions of IRCA, and 

numerous undocumented workers and migrants (Burns ix-x). 

As previously mentioned, the existence of a pan-Maya identity under which all 

Guatemalan Maya are unified as a group is not established. However the formation of it is 

visible among Maya who reside abroad. An individual and collective refugee identity in 

the United States is essential for Maya survival. As Alan Burns states, “Guatemalan Maya 

refugees have a very practical need for an identity apart from  other undocumented aliens 

so that deportation can be forestalled when the Maya are brought before immigration 

officials” (127). In the case of the Maya, shared experience of violence in Guatemala has 

served to unify groups that were not previously connected as a survival strategy. They share 

the pain of having lost family and community members and the fear from events 

experienced in their native land: “Both internal and external identity was first and foremost 

enhanced by the killings that the Maya witnessed in Guatemala” (Burns 128). The 

unification of Maya of different ethnic backgrounds fosters the creation and reinforcement 

of a pan-Maya identity. Indiantown “is a place where Guatemalan Maya have become 

American Maya who take their place alongside other ethnic groups that are economically 

tied to the low-paying jobs in migrant agriculture and construction” (Burns 131). Harsh 
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living conditions in the United States encourage the Maya to work together to create a 

better environment for every Maya ethnicity.  

Maya migrant experiences differ among the host cities; the large populations of 

Maya that reside in Florida have faced varying challenges over the years. Most do not speak 

English or Spanish upon arrival; among those sampled in Burns’ 1993 study, below one 

fifth of new migrants understood English. Lack of knowledge of either language creates 

communication barriers and obstacles when they search for employment; thus they rely 

heavily on established connections and hiring centers. Employment and economic mobility 

are hindered by ethnicity and language, which creates labor and economic segregation 

(Burns 111). Numerous studies of undocumented workers in the United States indicate 

ways in which employers exploit undocumented migrant workers, providing them with 

limited or no social and workplace rights which may lead to health issues stemming from 

unfavorable working conditions and lack of health insurance (Castañeda et al 2011). 

Employment is essential to the Maya migrant identity (Burns 103). The original 

jobs in Indiantown were as field laborers in Florida’s agricultural industry. Employment in 

the United States differs greatly from the Maya work in their villages. In Guatemala 

subsistence agriculturalists may have raised animals and tended to cash crops individually 

or as a part of a cooperative, worked for wage agriculture or been a member of artisan 

cooperatives along with their families, while in the United States, there is a step down from 

the control that famers may have had over their own decisions and activities (Burns 105). 

Father O’Loughlin recalled the difficulty Mayas experienced as orange grove agricultural 

laborers, due to their generally short stature and long hours and working conditions they 

were not accustomed to as small plot farmers in Guatemala: “they are tough workers, but 
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no one in the world goes out and does that type of labor every day. There is a difference 

between being a farmer on your own bit of land where you break the soil and you plant 

something and wait for it to grow—that’s hard work, and going out every day.” Father 

O’Loughlin compared the working conditions to enslavement. He explained that when the 

women came off the buses when they returned from “doing backbreaking labor for their 

families” they made an effort to not be seen because they were humiliated.  

The housing options in the 1980s and 90s presented several dangers, as Burns 

describes in 1993 (43-45). Initial housing was found in cardboard boxes or old busses 

rented for twenty-five dollars a week. Those who could afford to stay at converted 

apartment complexes known as camps preferred this option because of proximity to others 

in case of emergency. The camps were known by colors. “Blue Camp” was rooms shared 

by two to three families at a high rent, “White Camp” was tiny houses at the edge of town 

and Yellow Camp” also known as “The Roach Palace” was an apartment house that was 

eventually demolished. Father O’Loughlin recalled that a representative of the United 

Nations High Commission for Refugees who had visited refugee sites in Chiapas and 

Nicaragua sat down on the floor and cried when he saw White Camp in Indiantown. Living 

conditions were uncomfortable and unsanitary; it was hot and mosquito ridden and few 

houses had refrigerators or other amenities. Dysentery, tuberculosis and other infectious 

diseases easily spread and crowded conditions were common. In addition, residents of the 

camps experienced theft, murder for unpaid coyote debt, arrests, evictions and immigration 

inspections. These are some examples of the deplorable housing situation, which is why 

migrants strived to move from the camps. Those who earned enough money to exit rented 
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houses once they were comfortable with the location. Living in a house often mean they 

were responsible to host recently arrived relatives and friends.  

The Migueleño migrant Lake Worth houses I visited from 2012 through 2014 

varied in size and interior. With the exception of one large home, most were small and 

decorated with symbols of their homeland, such as calendars and towels with Guatemalan 

or religious images. This decor style was also common in San Miguel homes where old 

promotional calendars given away by businesses hung on walls. Every participant’s house 

had a refrigerator and full kitchen, and was not divided by curtains as in San Miguel and 

the 1990s Indiantown camps. Many participants have hosted family members from their 

communities until they found housing and employment. It is possible that due to population 

growth and establishment of networks from the 1980s until present day housing is no 

longer a major issue for many upon arrival.  

3.4 Maya Life in Florida 

Indiantown was the original destination for Maya migrants, but as the population 

grew they began to expand in search of lodging and employment in nearby cities such as 

West Palm Beach, Boynton Beach, Lake Worth, Fort Myers, Homestead and Immokalee. 

In the late 1980s the construction business thrived in Jupiter and Lake Worth. This created 

openings for elementary carpentry employment building roof trusses referred to as la 

Madera (the wood) by migrants (Father O’Loughlin). Maya who became self-sufficient 

and no longer relied on the “unofficial sanctuary” of Indiantown also began to seek 

opportunities in other areas of Florida in the 1990s (Wellmeier 47) 
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Maya who journeyed to Florida in hopes of a safer environment and better 

opportunities face a new set of challenges. In some ways, those who are undocumented are 

nationless; they belong neither to the home they left, nor to the one in which they settled 

in. As the country does not permit absentee voting, the right to vote is forfeited when they 

leave Guatemala. Many migrants are voiceless in host countries unless they have permits, 

and undocumented migrants rarely benefit from rights reserved for citizens, residents, and 

legal aliens, such as going to the hospital, calling the police when in danger or banking 

legally. It is known that Maya do not bank and carry their wages, this along with their 

height and “gentle nature”, Burns explains, renders them vulnerable to becoming targets 

for theft (44).  There is an added threat if they are injured during theft since they are not 

likely to seek medical attention. Exploitation in jobs is also seldom reported due to fear of 

deportation, allowing employers to ignore the rights of undocumented workers.  

Migrant advocates in the area shared that spousal abuse also goes unreported by 

women out of fear that the police will deport their spouse and their situation and that of 

their children would be worse without a spouse than with an abusive one. As Cecilia 

Menjivar and Olivia Salcido reveal in their study “Immigrant Women and Domestic 

Violence: Common Experiences in Different Countries” (2002), fear of deportation results 

in failure to report abuse, and the fear is justified given that three-hundred men are deported 

as abusers annually along with their wives. Wives can also be deported if they were listed 

as dependents on their husband’s immigration applications. This is an example of how 

abusers can use their wives’ legal status to prevent them from reporting abuse (Menjivar 

and Salcido 908).   
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There is a grave dilemma for some undocumented women who reside with their 

spouses in the United States and are expected to safeguard their culture in a context that is 

foreign to their culture. In Guatemala, it is common for indigenous women to be charged 

with maintaining the culture of their ancestors. In San Miguel, for the most part only 

women continue to dress in traditional garb. Midwives also maintain the family tradition 

of healing across generations. Foxen notes that K’iche’ women are frequently secluded and 

“protected” from contact with ladinos and their culture in order to preserve traditions. In 

rural Guatemala, seclusion from other cultures is generally less problematic as it is in 

concentrated areas of Maya migration in Florida. Whereas Maya women in Guatemala 

have personal networks and support systems within their own hometowns, in the United 

States, they rely heavily on their spouses. This may lead to a more vulnerable situation 

since there are less people to rely on if faced with a conflict, particularly if the conflict 

involves their spouse. Margarita Méndez, staff at the Guatemala-Maya center has dealt 

with many abuse cases including of teenage girls younger than fifteen. She states that few 

cases are reported and lack of relatives in the area is an obstacle: "In Guatemala, if the 

relationship isn't good and the husband begins to abuse the girl, the father can protect her. 

But once she comes here, she has no protection. She is alone and the husband feels he has 

the right to hit her” (Lantigua). Due to these challenges the is a need for services that assist 

migrants, especially women, with legal and medical issues such as domestic abuse, 

evictions, deportations, wage theft and other issues that arise.  
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3.5 Services Available to Migrants in Florida 

Services available to the Maya in Florida vary depending on their migratory status, 

and most migrants rely on networks and local organizations for support and information. 

As the migrant population increased the neighborhood complaints of loitering and decrease 

in real estate value began. Complaints were also made that traffic was unsafe due to 

hundreds of migrants standing on the streets while waiting to be hired. In 2006 residents, 

immigrants, faith-based groups, university and town officials created El Sol Jupiter’s 

Neighborhood Resource Center as a safe place for migrants to be hired in response to 

complaints and in order to avoid abuse such as wage theft and unsafe work environments. 

El Sol has since developed and now offers English, literacy, computer and vocational 

classes and breakfast and lunch for workers who are not hired during the day.  

El Sol has also aimed at increasing awareness and access to health care services 

and offers services for the underinsured and uninsured migrants and residents. The Jupiter 

Volunteer Clinic serves the community on Saturdays since 2011. The clinic is a result of 

public and private combined efforts of El Sol, The Town of Jupiter, Jupiter Health Center, 

The County Health Department and volunteers. El Sol also has a successful team of 

Promotores de Salud (health promoters) trained by Rural Women’s Health Project that 

goes into the community to inform about health care, prevention and access. In addition, 

presentations on health topics are given while workers wait to get hired and health literacy 

is added to the English as a Second Language Curriculum.    

Father O’Loughlin recognized the need for services for migrants, so after he 

finished assisting Maya file their immigration paperwork, he turned his focus to health 

matters. In an interview in February of 2014 he told me that during the late 1980s there 
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was a statewide concern with babies born with health issues referred to as “million dollar 

babies” because of expenses used to treat them. Palm Beach County’s St. Mary’s neonatal 

unit was incurring expenses from treating babies born to women with no prenatal care. The 

health department provided a building on F-street in Lake Worth to use for persuading 

Maya women to seek pre and postnatal care and the Franciscans donated vans to transport 

women to appointments. Up until 2012, the GMC had a clinic for perinatal health, 

providing immunizations and other services. Over the years, GMC expanded its services 

to advocate for education and safety of Maya in Lake Worth. 

The GMC currently serves as a link between migrants and the resources available 

and assists migrants in their transition to life in Lake Worth. Through a family-centered 

approach, the GMC aims to “preserve native language, culture and wisdom while 

promoting stability, resiliency, and efficacy” and “unique social services primarily to the 

Guatemalan Maya refugee population” (http://www.guatemalanmaya.org/).  The GMC 

deals with migration issues and advocates for language and culture interpreters to improve 

the health of Maya and their children’s education in an attempt to keep them from entering 

gang life. The GMC provides after school programs that assist with homework, tutor, and 

monitor grades.   

El Sol and GMC work with Maya run organizations that assist migrants and 

promote the preservation of San Miguel culture through activities, most notably the Fiesta 

San Miguel, also referred to in Florida as the Fiesta Maya. The Fiesta has been held in 

Jupiter since the late 1980s and is now held in several locations in Florida. The Fiesta was 

held for the first time in Jupiter in 1983. It is currently organized and promoted in Jupiter 

by Corn Maya along with support from community volunteers and El Sol. In Lake Worth 
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Iq Balam has sponsored five fiestas with the assistance of activists and donations. The 

Maya of Indiantown and other Florida cities also organize soccer tournaments and various 

weekend leisure activities that are common in their hometowns. But given that the 

migrants’ main purpose is to work, that leisure time that is common in highland Guatemala 

is limited in Florida due to their capitalist work schedule. Since they must be selective in 

how leisure time is spent, much of it has been focused on planning and holding the Fiesta 

Maya (Wellmeieir 49).   

The fiesta’s significance to Migueleños cannot be underestimated. First, it creates 

an annual event in which community members come together around familiar traditions 

and brings Migueleños residing in the United States and Guatemala. This encourages a 

celebration of heritage as well as a space to reunite and meet other Migueleños who enjoy 

food, music, dance, sports and cultural activities they can no longer witness in San Miguel. 

A second important function of the Fiesta San Miguel in Florida is the chance to create a 

positive image of and share Mayan culture with residents of the cities where the fiestas are 

held. Migueleños, advocates, the Church and community members and some local 

politicians come together on the days of the Fiesta San Miguel, making this event a unique 

way to bridge together people in the host city and those in San Miguel.          
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Figure 5 Maya Princess Contestants at the 2014 Fiesta San Miguel in Lake Worth, 

Florida (Photo Roberto Monjaras) 

3.6 Effects of Migration on the Status and Rights of Women 

Considering the status of women in Guatemala and the factors against their 

progress, it is noteworthy to explore the contexts under which women gain rights.  

Migration offers insight to positive and negative changes which emerge for women who 

migrate and those who remain in their places of origin. Qualitative studies conducted in 

Ecuador, Mexico and Thailand demonstrate that migration can lead to autonomy for 

women of rural areas. The United Nations Human Development Report (2009) reveals that 

paid labor migration from rural to urban areas tends to result in empowerment for those 

migrating (60). The receipt and handing of remittances creates newly assigned 

responsibilities which enable wives of migrants to gain a better standing in their 

relationships with male family members. The International Organization for Migration’s 
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(IOM) annual survey on migrant remittances to Guatemala sampled 3,000 households in 

all 22 departments, revealing 66.5% of the remittances sent to over one million 

Guatemalans are received and handled by women (Lozano 1). Often, women take charge 

of the home via agricultural activities and the education of their children, and more 

significantly, they are responsible for generating income when remittances are not sent 

(Gender Remittances and Development 5). In some cases women’s newly acquired 

financial and labor responsibilities once expected primarily of men create new perceptions 

of women’s responsibilities. They gain independence by becoming the head of the 

household responsible for decisions that are generally reserved for men. 

Women’s newfound responsibilities associated with becoming household heads 

when men migrate may be empowering, yet studies show they can also be a disadvantage. 

Deborah A. Boehm (2008) states that migration leads to a complex interplay between men 

and women, and though some women gain autonomy, others are faced with a reassertion 

of male dominance. While economic responsibility can have favorable outcomes, lack of 

remittances can create difficulties for women who now manage households on their own: 

“A slow remittance pace can be extremely disquieting for those left behind, particularly 

wives who are forced to head their households on their own. Often not having taken part 

in their husband’s decision to migrate, these women are left with the very difficult situation 

of raising children and managing the home and milpa on their own” (In Search of 

Providence 139). The outcome of remittance receipt and management is a topic that lends 

itself to further research to determine its impact on women, yet it is most likely particular 

to individual experiences. 
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Furthermore, migration can impact several facets of gender roles and expectations 

including health, marital norms, domestic abuse, parenting roles and economic and labor 

responsibilities. Even when absent, men may limit women’s participation in decision 

making within the family and place restrictions on women’s engagement in social activities 

out of fear of accusations by members of the community (Gender Remittances and 

Development 5). Women may experience uncertainty and feelings of abandonment due to 

a husband’s absence, which in some cases results in alcoholism and death (Foxen 140-

141).  For some women, the added pressure of raising children on their own has also 

challenged family structure and caused children’s loss of respect towards mothers: 

“Transmigration has also provoked numerous changes in parent-child 

relations…particularly as children grow older, causing a great degree of frustration and 

resentment” (Foxen 142).  

I saw this with some of the teenagers I met in San Miguel. There were two brothers 

ages eleven and fourteen whose mother and father migrated four years prior along with two 

of their siblings. The parents left the boys with their grandparents because the cost to 

migrate was high and they felt they were too young to make the trip. The parents sent 

remittances to the boys’ grandparents and they attended school, but they were melancholy 

and the eldest was resentful towards his parents. Their cousin who was in his early twenties 

was deported and his mother and sister remained in Tennessee. His behavior was more 

American than Migueleño, and he was bitter about being back in San Miguel and working 

with his uncles on the land. His grandmother did the best she could to keep him away from 

trouble, especially alcohol since drinking is a common pastime for men there. The 

grandmother was raising seven grandchildren on her own since her sons and daughters 
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migrated without them. Some of the children rebelled against her or displayed anger since 

she kept strict rules in the household. She was left to care for grandchildren ages three to 

twenty-three and they were not always in agreement with her parenting style.    

The difficulties the Maya have witnessed and continue to endure in Guatemala and 

during their journey to and settlement in Palm Beach County were highlighted throughout 

this chapter. Maya survival trajectory from conquest until today has armed them with 

resistance tools necessary to navigate dual systems. This is extremely evident in Migueleña 

resilience strategies at home and abroad revealed from their own voices in the interviews 

that will be discussed in the following chapters.  
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4  MIGUELEÑA MATERNAL EXPERIENCE IN PALM BEACH COUNTY 

There is an image of vulnerability associated with pregnant undocumented women, 

yet the stories of the Migueleñas interviewed in Palm Beach County indicate that they are 

also resilient, successfully overcoming hardship to manage their maternal care, 

subsequently helping other Migueleñas manage theirs.  Migueleñas become agents of 

change by virtue of the manner in which they negotiate between their previous knowledge 

of birth and the new sources present in Palm Beach County.  Participants demonstrated 

various perceptions of the prenatal care available to them in Palm Beach County, which 

changed over time and with each experience. Though their views vary, these women have 

employed similar strategies to navigate a system that is culturally and medically different 

than the one familiar to them prior to migrating.  

The assistance available to migrant women in Palm Beach County and the barriers 

to utilizing them are presented in this chapter followed by the various functions of social 

networks, specifically the networks women used to gain support and access to aid that 

enables strategies leading to successful birth outcomes. Migueleñas perceptions of 

maternal care as well as the coping and resilience methods employed by these women to 

adjust to a medical system vastly different than their own are highlighted throughout the 

chapter though their own voices. Through use of services available from government, non 

government and religious organizations, social networks, and especially the support of and 

information gained from other migrant women, over time the Migueleñas 
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interviewed became knowledgeable about maternal care in Palm Beach County. 

Migueleñas found ways to incorporate parts of their culture and what they knew about 

pregnancy and delivery prior to migrating to the new system. Every participant displayed 

a general trust in the medical system, though some procedures were questioned.  

    Entering and embracing an unfamiliar medical system comes with a variety of 

mixed decisions relying upon both new and previous birthing knowledge. Despite the fact 

all the participants in this study hail from the same community in Guatemala and share the 

same cultural background, their differing prior and post migration experiences result in 

varying views on and reactions to the medical system they encounter in Palm Beach 

County. Their individual stories lead to a more thorough understanding of the diverse 

attitudes and use of maternal care. Almeida et al (2013), Gálvez (2011) and Im and Yang 

(2006) observed that immigrant women do not simply adapt to the new prenatal resources 

available to them, it is a complex and multifaceted process in which each makes decisions 

grounded on their personal experience in their place of origin and settlement.  

In her study of Mexican women’s use of public prenatal care in New York Gálvez 

(2011) found that women’s maternal experiences are intricate due to the different 

information they must manage when making maternal choices: “when they decide to start 

a family, immigrants negotiate a complex terrain of services and manage conflicting advice 

from kin, friends, agencies, and health care providers about how to care for themselves and 

their babies” (10). I found this to be true with Migueleñas as well. Each woman made 

maternal-care-seeking choices based on her own experiences in San Miguel or what she 

knew of maternal care prior to migrating and what she witnessed and learned in Palm Beach 
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County. For those who had more than one child, subsequent maternal experiences were 

affected by experience lived and knowledge gained from each birth.  

Im and Yang (2006) assert that migrant women’s health experiences are diverse 

and mediated by their immigrant experience including socioeconomic status prior to 

migration, reason for migration, economic hardship, employment, social support, 

spirituality, cultural beliefs, education and life events (676-7). All of these factors that 

formed Migueleña’s experiences prior and after migration influenced their maternal care 

choices and outcomes. In their systematic survey of studies on maternal healthcare of 

migrants, Almeida et al (2013) suggest further research is necessary to better understand 

migrant women’s perceptions of individual, community and health system barriers to care 

to meet their needs more appropriately (1353).  This study aims to contribute to research 

that aims at understanding such perceptions.  

4.1 Services Available 

Cristina Rios arrived in Florida twenty-six years ago after fleeing the violence in San 

Miguel with her brother. When she became pregnant with her first child, there few options 

available for prenatal care and assistance with infant needs. Cristina’s experience with 

maternal care in Florida was very different given that in the 1990’s there were very limited 

maternal care options for migrant women, and women were unaware of the options that 

were available. There were also fewer Migueleña women, and therefore established support 

networks were not easily available to new migrants. Cristina knew little about the 

procedures in the County and was unaware of vaccination requirements. She explained she 
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received a threatening letter from the state of Florida stating her infant had to be vaccinated 

by law.  

Cristina did not have any prenatal care during her first pregnancy and had extreme 

difficulty feeding her firstborn in Lake Worth after she left the hospital in 1990: “My first 

daughter never saw a doctor until she was born. I would go under the bridge where fleas 

roam to find expired milk to be able to raise the girl, and then I became pregnant again and 

met Ernesto.” She relied on the aid provided by Ernesto and a Mexican woman who drove 

her to the clinic and helped her during her pregnancies and when her husband left her after 

her second daughter was born: “Don Ernesto gave me prenatal care, I don’t know if he’s 

still alive. He had an office like the Maya Center. The Maya Center didn’t exist yet.” An 

American woman and a Mexican woman helped her:  

They treated me as if I was their family. They gave me clothing. I had 

marital problems. My husband started with the beer and other barbarities. I 

got stronger that day. I had bad advice from people. They said “leave him”. 

I have my children, I thought, I have my daughters. If he leaves I have 

company, I won’t be alone. Someday he will be rescued. (Cristina Rios, 47 

interview February 18, 2014) 

Cristina’s husband eventually did return home, he quit drinking and became very connected 

to his faith. They have a strong relationship now and are business owners and grandparents. 

Her story is one of strength, courage, and success, but she vividly recalls the difficulty she 

faced during her pregnancies: “It’s a sad memory because I didn’t know Spanish, I didn’t 

know how to be in this place, I didn’t know how to have a child, I didn’t have family, Now, 

my children have studied they know how to care for their children, they have Internet.” 
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Cristina currently works at her family small grocery store in Lake Worth where she 

provides migrant women who come in with advice on where they can seek medical care 

and assistance for their children. 

4.1.1 Healthy Mothers Healthy Babies  

Estrella Cardenas is a Guatemalan native and the program director of Healthy 

Mothers Healthy Babies of Palm Beach County (HMHB). Because of her personal 

background and her work with HMHB, Estella greatly understands the Migueleña migrant 

population’s pre and postnatal care and parenting challenges. The agency’s main function 

is to improve access to prenatal care in the first trimester and to link pregnant women with 

early prenatal care. HMHB educates women about the importance of early prenatal care 

and connects them to available free and low-cost services, depending on their financial 

status. The main concern of HMHB is that women are not accessing the available services 

until the second or third trimesters. This can result in issues such as gestational diabetes, 

high blood pressure, preterm labor, low birth weight, birth defects and infant mortality.  

The statistics of women in Palm beach County who do not seek care early in their 

pregnancy or at all is alarming. Currently approximately 25% of women do not seek 

prenatal care in the first trimester, of which over 40% are Hispanic women. Of an average 

of 13,700 babies born in Palm Beach County, 1% arrive at the ER for delivery without 

receiving any prenatal care (Cardenas 2012). The Palm Beach County State of the Child: 

2010 Birth Outcomes Update states that in Lake Worth, only 40% of pregnant women 

access prenatal care in the first trimester. About 20% wait until their third trimester to seek 

care or do not access any prenatal care before delivery. Furthermore, At least 25% of 
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pregnant women do not access early and sufficient prenatal care in West Palm Beach, 

Boynton Beach and Lake Worth. Though The Children’s Services Council report 

concludes that these areas have seen some improvement in access to care, there is still a 

significant need for further advancement (Bargerstock15).  

Births to Mothers with 3rd Trimester or No Prenatal Care, 3-Year 

Rolling Rates 

  Palm Beach Florida 

Year Count Rate (%) Count Rate (%) 

1999-01 2,753 6.9 20,653 3.4 

2000-02 2,694 6.7 19,945 3.3 

2001-03 2,469 5.9 18,723 3 

2002-04 2,488 6.1 20,185 3.3 

2003-05 2,867 7.4 24,841 4.1 

2004-06 3,453 9.1 31,214 5.1 

2005-07 3,608 9.1 36,053 5.7 

2006-08 3,656 8.9 37,367 5.8 

2007-09 3,265 8.1 35,017 5.6 

2008-10 2,890 7.5 30,326 5.1 

2009-11 2,521 6.7 26,929 4.7 

2010-12 2,477 6.5 26,582 4.6 

2011-13 2,632 6.8 27,803 4.7 

Table 1 - Births to Mothers with 3rd Trimester or No Prenatal Care (Floridacharts.com). 
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Births to Mothers With 3rd Trimester or No Prenatal Care, 3-Year 

Rolling Rates 

  Palm Beach Florida 

  Hispanic Non-Hispanic Hispanic Non-Hispanic 

Year Count 

Rate 

(%) 

Count 

Rate 

(%) 

Count 

Rate 

(%) 

Count 

Rate 

(%) 

2004-

06 1,763 15.2 1,682 6.4 9,978 5.8 21,092 4.8 

2005-

07 1,838 14.5 1,759 6.6 11,813 6.4 24,049 5.3 

2006-

08 1,858 13.8 1,789 6.5 12,042 6.5 25,129 5.5 

2007-

09 1,555 12.2 1,700 6.2 10,744 6.2 24,092 5.4 

2008-

10 1,339 11.2 1,546 5.9 8,862 5.5 21,323 5 

2009-

11 1,087 9.4 1,430 5.5 7,424 4.8 19,385 4.6 

2010-

12 1,005 8.7 1,472 5.6 6,989 4.5 19,490 4.7 

2011-

13 1,028 8.8 1,603 5.9 7,131 4.4 20,570 4.8 

Table 2 Births to Mothers with 3rd Trimester or No Prenatal Care (Floridacharts.com). 
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4.1.2 The CenteringPregnancy Group Program 

To improve birth outcomes for low-income minority at-risk women in Palm Beach 

County, HMHB offers CenteringPregnancy. CenteringPregnancy is an evidence-based 

model group prenatal and early postpartum care program (Pbccounts.org). The program 

consists of four monthly sessions and six bi-weekly sessions on a variety pre and postnatal 

topics that progress with the participant’s pregnancy. During each meeting, women are 

called individually for checkups and assessed by a practitioner or midwife. While they wait 

to be called, a moderator facilitates group discussions about pregnancy, delivery and infant 

care. CenteringPregnancy has shown positive results among Hispanic migrant women. A 

Johns Hopkins University evaluation of CenteringPregnancy compared Hispanic women 

who entered the program with those who opted for traditional biomedical care in Palm 

Beach County. The study found that women who joined CenteringPregnancy were 

significantly less likely to experience preterm births—5% of CenteringPregnancy members 

gave birth before 37 weeks’ gestation compared to 13% of women who did not participate 

in the group prenatal care program (Tandon et al 2012). Women who completed 

CenteringPregnancy were also more satisfied with and participated more actively in their 

prenatal care than the women in the control group and their homes were more medically 

prepared for their infants (Tandon et al 2012). .  

Maya women are categorized as Hispanic by the United States Census. Since the 

investigators felt this would confuse participants, the study took into account women who 

self-identified as Maya. When given the choice to enter CenteringPregnancy or traditional 

care, more Central American women preferred the latter, while a larger number of 

Guatemalan women opted to receive group care (Tandon et al 478). Their reason for 
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choosing group care was not revealed in the study, yet it is possible that the collective 

mindset of Maya women makes group learning an effective source of birth knowledge.  

I emailed two of the study authors; Darius Tandon, Associate Director Of the 

Center for Community Health, Institute for Public Health and Medicine at Northwestern 

University and Lucinda Colon, CenteringPregnancy program manager for their insight on 

reasons why Maya women were more likely to choose group prenatal care.  Colon believes 

that based on the amount of referrals they receive, it could be because Maya women tell 

others in their community about the program. She also mentioned that when the study was 

conducted the program had a Guatemalan Maya outreach worker who spoke Kanjobal 

(which is similar to Mam and Acatec) who was trusted and had a big influence on the Maya 

women. Colon feels that the women felt accepted and comfortable in the group, despite 

that they are the ones who tend to participate the least in the group discussions. Tandon 

suspects that it due to a combination of “a) wanting to receive support from other similar 

women, b) the fact that culturally, prenatal care in their home country lasts longer than the 

brief 15-20 minutes that individual prenatal care receives here in the US, and perhaps the 

collective mindset that you mentioned”.  Tandon wrote that there is no data that speaks 

directly to why Mayan women chose groups, but that they have some anecdotal data that 

each of the reasons state above is true.   

Cardenas believes the CenteringPregnancy program model benefits a variety of 

ethnicities, and views it as a great resource for Maya women:   

I think that Mayas do like to have more visuals and more conversation than 

printed materials. I think the group setting allows for discussion, to answer 

questions, to hear from other women that are going through the same thing, 
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meaning they are pregnant too, and I think it promotes cohesiveness and 

self awareness because one of the goals of that program to be literate health 

literacy. It’s just a wonderful thing when women discover simple things, 

where the bladder is, where the uterus is, it’s amazing, it’s just beautiful to 

share, to learn about their own bodies and what is going on. (Estrella 

Cardenas, interview October 15, 2012) 

One explanation for Maya women’s preference for visuals and conversations during group 

meetings could be the low literacy levels among these women. Very few of the Lake Worth 

participants attended elementary school, and none graduated from high school. Discussion 

based learning, rather than reading allows women who cannot read the ability to become 

informed about subjects pertinent to safer pregnancy and delivery.   

I attended a two hour session at the Palm Beach County Health Department in 

Lantana on April 30, 2013 from 1-3 pm. In the meeting a variety of topics that prepare and 

educate women for birth were discussed, such as epidurals, circumcision, transportation 

and hospital tours. There were participants from Mexico, El Salvador and a Guatemalan 

Maya woman from a highland village not far from San Miguel. The session was led by a 

moderator who posed questions to every woman to answer from her perspective. Most of 

the women in the group were learning the answers to questions about topics that might be 

considered common knowledge for the first time. Visuals were on hand and the moderator 

referred to them several times. The topics were introduced in a fun manner and there was 

a sense of bonding between the women in the group, who throughout the session felt 

comfortable asking one other and the facilitator questions regarding their pregnancies. The 
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Guatemalan woman, who was not literate, did not make this known to the group but quietly 

requested assistance completing a form after the meeting was over.  

Two of the participants of this study attended the centering program and had 

positive experiences from learning and sharing with other women. Rocio Fuentes fled 

during the war from San Miguel to Mexico with her parents and siblings. Rocio migrated 

to Florida alone and explained that the group provided her with the support she needed 

during a difficult pregnancy, and that though it was her third pregnancy, she felt she was 

able to learn from the group experience: “Going to the group helped me with the second 

girl, [but] with the first I didn’t know about it. I learned because of the many things they 

shared with me, like how to take care of the girl. It was very beneficial; I learned how to 

care for my family. They offered me support and the necessary help.”  Like Sabrina and 

Rocio, Maribel gave birth to a son (who now lives with her in Lake Worth) prior to 

migrating to the United States without parental support; Maribel’s mother left for Florida 

the day after the delivery, Sabrina was an orphan and Rocio was living with her partner’s 

mother due to her parent’s disapproval of her pregnancy.  

  Sex is a taboo subject in San Miguel, leading many women to be unaware that 

they are pregnant or unable to understand basic information about pregnancy and delivery.  

Sabrina only realized she was pregnant after a few months because of changes in her body: 

“My stomach grew and he started moving. I didn’t bleed every month.” Like Sabina, 

Maribel was not informed about sexual education or what to expect when she was pregnant. 

Maribel said her mother was not open with her and she was not able to learn about caring 

for her infant from her. CenteringPregnancy had a positive impact on her during her second 

pregnancy. She detailed the following about her experience in the program: “I joined a 
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group in the clinic where there were about ten women, and the ten were going to give birth 

the same month. It’s good because it opens your mind more. You know more or less what 

you are getting into, how your life is going to be from now on. It’s nice because having a 

child is a lot of responsibility.” This is a stark contrast to Maribel’s experience of giving 

birth in Guatemala. Maribel was living with her unsupportive spouse and in-laws who 

became upset when she visited or stayed with her own family. She explained the night she 

went into labor at her parents’ home she was completely unaware of what to expect:  

My mother-in-law became upset with me because I went to my parent’s 

house and all of a sudden, my son was born there. My water broke and what 

I did was look for a corte15 and put it on because I felt so hot. Since I was 

inexperienced, I didn’t know. That’s the bad thing about over there; they 

don’t tell you how it’s going to be, they are too closed. I didn’t even know 

what would happen to me. Here it’s like they open your eyes. I didn’t even 

know where my son would come out of. (Maribel Lugo, 29, interview 

September 16, 2013) 

Esperanza Lemus migrated to Palm Beach County over twenty years ago. She was critical 

to connecting me with participants in Lake Worth because she was one of the organizers 

of a nonprofit that assisted Maya migrants and promoted Maya culture. She also referred 

me to her grandmother and midwife Milagros Reyes so that I had an established contact in 

San Miguel prior to arriving. During our interviews, Esperanza mentioned several times 

that she lacked experience and followed the traditional methods she knew of from San 

Miguel with her first child. Although she had assistance from a midwife, she felt she lacked 

                                                 
15 Corte: traditional Maya woven skirt  
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the knowledge to deliver her child properly. After she experienced one home birth and two 

hospital deliveries, she preferred and felt more comfortable with hospital delivery over 

home birth: “It was better at the hospital, because there they watch what will be done, 

unlike in the house, you don’t know if it’s coming or not, and it was my first time. I didn’t 

know if it was supposed to come or not, I was making an effort for nothing, when time 

came for the birth, I didn’t have any force.” The availability of group prenatal care and 

learning such as CenteringPregnancy provides much-needed information about the 

changes that occur in women’s bodies during pregnancy and what to expect before, during, 

and after delivery. This information is combined with medical attention and routine 

prenatal checkups, such as a weigh in and a blood pressure check. I noticed that just the 

support the women received from each other seemed very important to them; some would 

share how the check-up went once they rejoined the group. The medical checkups, the 

information, and the support are all especially beneficial to women who may not be literate 

and who were raised in a culture in which sexual education and pregnancy are not 

discussed.  

4.1.3 The Guatemalan-Maya Center 

 Founded in 1992 by Father Frank O’Loughlin, the Guatemalan-Maya center 

(GMC) provides services and programs that “seek to identify, contact, and engage 

individuals who are considered at risk for poor birth outcomes, child maltreatment and 

neglect, and possible developmental delays and provide information about the benefit and 

availability of services” (http://www.guatemalanmaya.org). These are much like the 

services provided by HMHB, but geared specifically to the Maya community. The GMC 
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provides translation and interpretation for the Maya population, literacy classes, and legal 

assistance. Their interpretation services are particularly useful in clinic and hospital 

settings. Many of the participants used the center to better understand their prenatal medical 

care options and for assistance with paperwork and filing for government assistance.  

Currently the GMC does not create an annual report with information of the specific 

breakdown of the services provided and the amount of people that utilize the services. The 

GMC executive assistant Jill Skok said that they are planning on creating a report and 

stated that approximately 1,500 people seek various services at the center each month (Nov. 

17, 2014). The center is a well-known resource among the Maya community. Every 

Migueleña interviewed in Lake Worth was aware of the GMC and its services.  

 

Figure 6 Outreach worker in indigenous Guatemalan garb aids a Maya family in Palm 

Beach County   photo from http://www.guatemalanmaya.org 

4.2 Misconceptions of Abusing the System 

Cecilia Menjivar’s (2002) study of Salvadorian and Guatemalan families in 

Phoenix centers on ways the law affects multiple spaces of migrant’s lives, particularly 
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how the social and legal ambiguity and vulnerability experienced by migrants leads them 

to be hyper alert as to how to use the law in their favor. Menjivar does not claim that this 

hyper awareness leads to empowerment or agency, but rather forms possibilities of action 

(378). When I asked Cardenas her thoughts about the belief that women abuse government 

benefits, she explained that the system was not easy to take advantage of, but rather an aid 

for those who have a legitimate need: 

I haven’t met or seen anybody that has become rich taking advantage of the 

public assistance system; I have yet to meet a person like that. For example 

to be eligible for public assistance services, they are not that easy to obtain. 

You may get Medicaid, that is the easiest one compared to the others, but 

now you are applying for food stamps, more requirements, more proof of 

this and that. You want to apply for cash assistance, even harder. Most 

moms don’t qualify for cash assistance, period. So that’s a misconception. 

Like I said, I have yet to meet someone that has turned into something better 

just living off public assistance, it doesn’t work like that, I just haven’t seen 

it. (Estrella Cardenas, interview October 15, 2012) 

In order to receive government aid, the procedures that need to be followed are extremely 

time-consuming and certain criteria must be met. Cardenas describes the women who seek 

assistance at HMHB as hard-working and refutes notions that they are attempting to take 

advantage of the system:  

I have seen people that want work, that’s what they want. More work, more 

hours of work, they want to work, those are the people that I meet every 

day. Or they are pregnant and they are in fear because now they are afraid 
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that the employer is going to fire them because “whoa I am pregnant and 

they may fire me”, or they may not have any more work for me because I 

am pregnant. There is no workers compensation or insurance. (Estrella 

Cardenas, interview October 15, 2012) 

The belief that migrants seek ways to take advantage of the welfare system can 

affect the care they receive and the way in which they are treated when receiving care. 

Gálvez (2011) explains that despite the fact that health care providers may espouse 

progressive political, social and pro-immigrant views, they are nevertheless gatekeepers to 

public benefits access. Gálvez goes on to state that “…in the absence of a care protocol 

that allows time to hear immigrant patients speak about their hopes, dreams, experiences, 

and wisdom, public hospitals can fall into patterns of racialization even as professionals…” 

(26). Furthermore, she states that the quality and type of care patients receive does not 

depend on a variety of individual knowledge, experience, and desire, but rather requires 

patients to present themselves under categories of self-sufficient or needy, compliant or 

noncompliant, educated or ignorant (26). Cardenas asserts that although the services are 

free of charge, the costs involved are time and privacy:  

Although the services are free of charge when you think about it, families 

have to disclose their intimate details about everything, what they own what 

they have, what they don’t have, if they have a bank account, they have 

justify the transactions, if you say you made a thousand dollars a month. 

Because you have to pay with your time, with your dignity, with your 

privacy, so many things they have to disclose to prove that someone needs 

the service. (Estrella Cardenas, interview October 15, 2012) 
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The misconception of system abuse is contradicted by the fact that in Palm Beach County, 

most migrant women do not seek care until the second or third trimester, some not until 

the point of delivery. One of the goals of HMHB is to decrease the amount of time that 

pregnant women wait to visit a clinic for their first prenatal checkup so that the pregnancy 

can be safely monitored and to foster better delivery outcomes for mothers and infants. The 

interviews with Migueleña participants reveal that the majority did not seek prenatal care 

immediately in Palm Beach County. In reality, many waited until the second or third 

trimester, and some did not seek care at all as presented throughout this chapter.      

4.3 Satisfaction of Services  

Alicia Gálvez (2011) found that Mexican migrant women display enthusiasm 

regarding access to hospital-based prenatal clinics and tend to perceive the prenatal and 

birth advice received there as superior to that of their own communities (7). Although most 

of the women interviewed in Lake Worth waited until at least the third month of pregnancy 

to visit a clinic, all but one of the seven responded that they trusted and followed the 

instructions given to them. The participant most skeptical of medical procedures was the 

midwife who had not given birth in the United States but was present for the birth of several 

grandchildren. She explained her distrust in the following way, “Sometimes the midwives 

know when the baby is not good and they turn it, but the doctors just operate on the woman. 

Midwives give massages, women don’t have operations, and it’s calmer.” Despite this, 

Maria Santiago who was a midwife in San Miguel and now resides in Lake Worth also 

acknowledged the benefits of giving birth in Florida in comparison to San Miguel:  
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Having a baby here is only with the doctor. Here it’s not in a house, it’s in 

a hospital. Here in the United States, it’s good. It’s better. You just go a 

little bit, the ambulance is fast. In Guatemala the doctor is far, there is no 

ambulance. The road is long, there is no highway. It takes too long. The 

difference here and in the US is that the doctor is the most important, it is 

everyone’s responsibility but in Guatemala it’s just midwives, no doctors.                                                                  

(Maria Santiago, 55?, interview February 19, 2013) 

This vignette demonstrates Maria’s acceptance of the biomedical system as positive when 

it pertains to emergencies because of the proximity to hospitals and because unlike in San 

Miguel, there are doctors and hospital staff, so pressure to assist women during birth 

complications is not solely on the midwife.   

Rocio was the only participant who sought care early on in each pregnancy and has 

an immense trust in the medical procedures. She also has a deep appreciation for the 

services she was provided, particularly when comparing it to the painful and expensive 

Caesarean  experience she had in Chiapas:  

I knew at four months I would have a girl. This was so different. With the 

boy they did a Caesarean . I had to have Caesareans here too. I felt the pain 

so much with the operation over there in Chiapas; here I didn’t feel the pain. 

It was free here, over there five thousand pesos, at that time that was a lot 

and no one could have that money. (Rocio Fuentes, 33, interview December 

9, 2013)  

In Mexico Rocio’s survival and that of her infant depended on a medical procedure that 

she did not have the money to pay for. She believes she would have died had the money 



 

93 

not been sent from her husband’s family member in the United States. In Florida, her 

maternal safety did not depend on whether or not she could afford to seek care. Rocio felt 

very satisfied with her pre and postnatal experience in Palm Beach County, saying “I was 

treated very well; my daughters were born and they took care of me with the operation. I 

never felt bad about how they treated me.” It seemed that the women who had given birth 

prior to migrating found the experience in the United States to be much more favorable 

than in their hometowns. Sabrina felt, that based on her personal birthing experience in San 

Miguel and what she knew of others’ experiences, a hospital setting was more favorable 

than home: “It’s easier at the hospital, if they [the babies] are not born fast, they operate. 

They operated me with the boy. They said he couldn’t have a normal delivery because he 

was very big. It [giving birth] would have been harder in San Miguel. That’s why a lot of 

people die. Since the children aren’t born and one’s energy is finished and no one helps 

you take it out, and that’s it.” 

4.4 Barriers to Seeking Maternal Care in Palm Beach County 

Migueleñas’ choice to use biomedical care in Palm Beach County is influenced by 

some of the same factors as in San Miguel, in addition to other reasons that determine 

whether they will seek care. Women do not seek medical care early on in their pregnancies 

due to lack of knowledge about care available, fear of deportation, lack of transportation, 

language and cultural barriers, and financial constraints. In her research of the Guatemalan-

Maya Center, Colleen Supanich (2009) concluded that a main reason for seeking 

biomedical care was the availability of a midwife; women who could not locate a midwife 
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in the community were more likely to seek care from early on, while those who did waited 

until late in the pregnancy. 

There are numerous reasons why migrant women shy away from seeking care in 

their host communities and urban settings. Portes el al (2012) highlight three barriers to 

health care for migrants: lack of information, cultural/linguistic barriers, and fear. In many 

cases, migrants avoid seeking care because they fear that they will be reported to 

Immigration and Customs Enforcement (ICE) and detained or deported. According to 

Portes et al, the fear is justified because of community raids, including raids led by ICE in 

San Diego after monitoring Spanish radio stations for locations of mobile medical units 

(5). Fear of fees and bureaucracy also exists; Portes et al provide an example of a boy who 

was not taken to the hospital to treat a brain hemorrhage due to the fear of cost of treatment, 

resulting in his death, demonstrating the notion evoked by the director of an emergency 

room in a large South Florida hospital: “Every patient who arrives here carries a dollar sign 

in his forehead, one way or another, he or she will be billed.” (5). Portes et al cite lack of 

information as a barrier to care, noting that locations, range of services and accessibility of 

facilities may not be familiar to the migrant population since free clinics and family clinics 

depend largely on word of mouth and generally are under-advertised.   

The barriers Portes et al present are relevant to migrant health care in general, and, 

in the case of neonatal care, Sargent and Larchanché (2011) found that undocumented 

Mexican women have restricted access to government health services, no private insurance 

and negative attitudes toward medical practitioners in the Unites States. Thus these women 

tend to underutilize services and receive less prenatal and postpartum care (249). Language 

and cultural communication issues are valid barriers which are difficult to address, yet the 
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notion among migrant women that they are not eligible for or cannot afford care, coupled 

with the fear that attending clinics could result in deportation, are common misconceptions 

that serve as barriers to seeking necessary care early on in pregnancy. Estrella Cardenas of 

HMHB affirmed that prenatal services are available to anyone who meets the income 

criteria and lives in Palm Beach County, and that women cannot be deported for seeking 

care. Furthermore, those who do not meet the income criteria can access doctors on a 

sliding fee basis. Despite this, the data indicate that a significant amount of women are not 

utilizing the services provided until the second or third trimester, and some not until the 

time of delivery. 

Fear of unfamiliar medical procedures also prevented many women from seeking 

medical care early on during pregnancy. Many of the Lake Worth participants who had 

also given birth in San Miguel did not attend the Health Center in San Miguel before they 

delivered and those without prior birthing experience were also not accustomed to 

attending a clinic. For these women, giving birth was understood only as taking place at 

home assisted by a midwife. The clinic environment and its procedures were foreign to 

them. To gain insight as to why Migueleñas delay in seeking care I asked Maribel why she 

waited until the third month to go to the Lantana Lake Worth Health Center. She explained 

that although she understands that the staff is doing their job, she was afraid of the 

numerous procedures that she felt were unnecessary:  

When one goes to the clinic, they [the medical staff] start to draw blood and 

a ton of other things. It’s my fear, you just get there and you’re pregnant 

and they draw three or four tubes of blood. Or because then they tell you 

that you need to have a pregnancy test. They have so many things 
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[procedures] that sometimes you prefer to go wait until your stomach is 

showing to see a doctor. (Maribel Lugo, 29, interview September 16, 2013) 

Maribel knew that if she waited, she would be able to avoid some of the tests and 

procedures she felt were superfluous based on her perception from her experience giving 

birth to her son in San Miguel prior to seeking care in the United States. It was 

incomprehensible to Maribel that a pregnancy test was necessary if a woman went at the 

clinic was because she knew was pregnant.  Maribel’s reaction demonstrates various 

reasons why Migueleñas would resist medicalization. A  procedure such as drawing blood 

could seem intimidating to those who migrate from a place where this is not standard. Since 

prenatal care in San Miguel is limited and does not include blood work, the reasons why 

blood is drawn may also not make sense unless it was a part of their culture. As someone 

who helps other women with advice when they are pregnant, based on her experience, it is 

unlikely Maribel would suggest a pregnant woman visit the clinic until it is obvious that 

she is pregnant to avoid procedures that she views as scary and unnecessary. Routine or 

necessary clinic checkups may be skipped by Migueleñas that hold labor intensive jobs 

throughout their pregnancy due to discomfort with the procedures.         

Healthy Mothers Healthy Babies caters to the Maya population in the county in 

several ways. Estrella Cardenas is exceptionally knowledgeable regarding specific needs 

of Maya women and the obstacles that HMHB faces in ensuring that they seek care early 

on. She relates their low levels of clinic attendance to lack of information and cultural 

differences, guessing that “perhaps it’s because they don’t know of the services available 

in the US, and perhaps it because they bring their own values, beliefs and cultures that they 

grew up with, and prenatal care was a concept that was nonexistent or was different in their 
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homeland.”  When Cardenas asks women why they did not start prenatal care beforehand, 

the most common answers are “I was not sick, I was just pregnant, I didn’t have time for 

that, I’m busy working, I’m busy taking care of the other children, or I have had a baby 

before and I’m just having another baby.” Migueleñas do not view pregnancy as an ailment 

and are accustomed to visiting clinics only when feeling ill; therefore, this mindset 

becomes a deterrent to seeking routine prenatal check-ups. Being busy caring for children 

or at work also prevents women from seeking formal care, as their jobs are often not 

flexible enough to allow for routine clinic visits. Any loss of income is problematic for 

women whose own livelihood as well as that of their remittance recipients depends heavily 

on hourly wages. Lack of transportation also influences the choice to obtain prenatal care. 

Though HMHB does not provide transportation, they can provide a bus pass and have 

mobile services to clients with extreme difficulties. However, funding is not available to 

provide transportation to all those who require it.   

Most of the women who became pregnant shortly after they arrived in Palm Beach 

Country were not initially aware of the prenatal care options available to them. This and 

other obstacles to seeking formal medical resources were made evident during the 

interviews, as discussed below. In the studies surveyed on migrant maternal care, Almeida 

et al (2003) found that miscommunication between migrant women and care providers has 

resulted in less than optimal prenatal care, such as undiagnosed symptoms and poor 

compliance with treatment (1352).  

Communication and language barriers significantly deterred the participants in this 

study from going to the clinic and resulted in uncomfortable experiences for some; none 

spoke English and the majority did not speak Spanish well enough to understand the staff 
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at the clinic. Low literacy rates among Maya women who are able to speak Spanish also 

hinders the ability to seek care, since those who cannot read do not benefit from 

instructional materials provided and cannot fill out forms without assistance. This led to 

situations they referred to as shameful and embarrassing: “I couldn’t communicate because 

my Spanish was not good. I didn’t understand a lot because there were things I was asked 

that I couldn’t explain, or I didn’t understand well what they were saying. I went alone. 

With pure shame I communicated with them” (Esperanza Lemus, 39, interview October 9, 

2012).   

Esperanza gained experience and knowledge with each birth; her first baby was 

birthed at a midwife’s home, her employer encouraged her to see a doctor at the Lantana 

clinic when she was six months pregnant with her second child, and she sought care early 

with the third in the clinic as well. She used Medicaid to pay for her second pregnancy and 

insurance through her employer for the third. She explains, “Well, with the second the 

government helped me, they gave me Medicaid to go to the consultations, with the third 

not anymore, because I had insurance from work. I just paid $250 or less. Whatever one 

can pay.” Esperanza is the only participant of the study with residency and is currently in 

the process of applying for citizenship. When she was granted permission to work, she 

began working at the GMC and used insurance and other forms of government aid for her 

neonatal care as well as a hysterectomy after her son was born: “With the third child I 

worked in the Center. I went to the doctor from the first month; I started to see the doctor 

fast because I didn’t feel well. He was healthier, because I ate well. I knew that the child 

has to, being inside he has to eat, I had to feed him.” Her second child was underweight 
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due to her work schedule. Both this experience and working in a center that assisted Maya 

women with prenatal care led to a healthier outcome for both Esperanza and her infant.  

Because of her personal experiences, Esperanza was very knowledgeable about the 

resources available to pregnant women. She felt that out of all the services the GMC’s 

interpretation services were particularly useful to her. “I think that the Centro Maya is a 

big help for the people that don’t know how to speak Spanish, in that way, they are helping 

well, because if they go to the clinic and no one understands them they don’t know what 

they said, if everything is fine or not. They leave the clinic like nothing happened.” It was 

evident from interviews with the participants, HMHB and the GMC that language barriers 

and miscommunication are major deterrents to seeking care. Margarita Méndez, outreach 

care coordinator at the GMC, recalled an incident when miscommunication led to both staff 

and patient frustration:   

A nurse called me about a fourteen-year-old who came into St. Mary’s. She 

was raped after coming from Guatemala. The nurse asked for my help. She 

said “why isn’t she understanding me? I speak Spanish.” I said “I can 

explain it to her”, she said “we speak the same Spanish.” She was Cuban. I 

said, “no it’s not, that’s totally different.” She said, “I told her to give her 

the teta [breast].” First of all teta for me, in Guatemala is for the cows, we 

use that term for the animals. It’s insulting. For us we say, use the pecho or 

chiche. She said “where are you from?” I said “I am from Guatemala.” She 

said “well so is she”, I said “it is different, I am from the city, she is from a 

village, she does not have an education.” She said “so tell me now how can 

I tell them to give the formula for the child?” I said “formula for me is for 



 

100 

math, a+b=c. She doesn’t want to take the pill! She doesn’t know what it’s 

about.” (Margarita Méndez, interview December 9, 2013) 

This example illustrates that even when speaking the same language, slang and cultural 

differences can also contribute to negative experiences for mothers. The young mother was 

being degraded by the nurse, who did not take the linguistic differences in Spanish into 

account during their interaction. Messages of these experiences spread among the 

Migueleño migrant community and may impinge on their decision to seek care. 

Word of mouth is an effective strategy among the Maya migrants because it leads 

to the dissemination of knowledge about maternal care it. Yet in some cases, it can also 

result in rumors that in turn cause fears that prevent women from accessing formal care. 

Burns recounts two examples in Florida in which stories of experiences resulted in fear and 

distrust in health care institutions. In the first instance, a woman who went to a clinic with 

postpartum depression was then sent to a hospital where lack of communication resulted 

in forced admittance to a psychiatric ward. After almost a day, her husband located her 

with the help of a social worker. Hospital staff informed the social worker that the woman 

was sent to the ward because she was “speaking in tongues” and made no sense.  

The second case involved 15 year old Magdalena who became pregnant a year after 

she arrived to the United States. Upon giving birth, she was sent home and told tests would 

be run on the infant. When Magdalena returned the next day, hospital staff had placed the 

baby in foster care because they felt she was not bonding with her child. The court hearing 

was in Spanish and Magdalena’s primary language was Kanjobal; therefore, her responses 

were limited, and due to her undocumented status, she stated that she would return to 

Guatemala and not take her baby. The advocacy group Guardian Ad Litem asked Burns to 
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prepare a report for the case in which he discussed Maya cultural differences in the birthing 

experience, role expectation, family behaviors, show of affection and the court context in 

Guatemala. He also explained that in Central America mother and child attachment is a 

private process between a woman and her family, thus the sterile United States hospital 

environment can impede labor and delivery as well as attachment (186). The child was 

eventually returned but information about the case circulated serving as “a bitter lesson on 

institutional violence against Maya people in the United States” (188).  

Gálvez found that Mexican immigrant women’s access to public prenatal care in 

New York can often lead to a displacement of their prior self prenatal care and childbirth 

knowledge, as they are instructed to behave as particular kinds of needy patients. This can 

undermine protective and healthful behavior that these women practiced prior to entering 

the new system (11). The healthcare professionals of this system may be unfamiliar with 

the culture, needs and habits of the women seeking medical care. In Lake Worth, Father 

O’Loughlin recalled that the standard used to measure whether women would require 

Caesarean operations due to at-risk births was not applicable to Maya women, as many had 

body types much different than what the scale was designed for. As a result, Caesarean 

operations were performed on women that were capable of vaginal delivery:  

There was a time in Martin County where every baby was delivered by C-

section. I see this woman on the street one day, she was very tiny, but she 

had several kids, and I come back and I say, what happened to her, she looks 

like death walking? They said she had a C-section and I thought that was so 

preposterous, she would have delivered her own baby. So I wanted to know 

what was going on. It turned out they had a chart at the hospital that they 
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operated on, this was early on, the chart described dimensions, the doctors 

operated off of these measures, and none of these petite Guatemalan women 

fit the formulas that these guys had. The guy could schedule several of these 

in the middle of an afternoon, there was that part. This was in the 80s and 

the 90s. It really is worth worrying about. This woman had had several 

babies there was no way she should have been going in for a Caesarean, and 

she was walking all around town all the time and was fit. And she never 

looked the same again. (Father Frank O’Loughlin, interview December 9, 

2013) 

 The recovery process for operations was not accounted for and some women were not 

familiar with the procedure, yet followed the instructions to undergo it. In the case 

described above, giving birth is medicalized from a process that is generally a very natural 

one in San Miguel to an operation in Palm Beach County based on height and weight 

statistics that are not culturally relevant to Migueleñas. Whereas in San Miguel even in the 

case of emergency it is difficult for women to access hospitals for Caesarean operations, in 

his depiction Revered O’Loughlin presents an example of how delivery was presided by 

culturally insensitive doctors with time constraints. A California study concluded that 2010 

C-section rates were higher among for-profit hospitals, yet a Health News Florida study 

revealed that in Florida, there was no difference in the rates among for-profit and non-profit 

hospitals (Genrty 2014). 50 Florida hospitals—over half of the hospitals in the state with 

obstetric services, received a Harvey Balls black, the worst c-section rating possible. 

St.Mary’s Medical Center in West Palm Beach and Bethesda Memorial in Boynton Beach 

are the hospitals where the participants gave birth and where the majority of Maya women 
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in Palm Beach County give birth. Both are among hospitals with the 50 worst c-section 

ratings in Florida, with a 22% rating.  

The way migrants are treated will influence what they say to other migrants and in turn 

this will affect their decision to seek care. As Burns and the GMC staff reveal, there are 

cases when news of negative experiences cause others to not seek care. Contrary to these 

experiences, overall, Palm Beach County Migueleñas indicated that they trusted the system 

and that women encourage each other through a network that has lived experience with 

resources and information.  

4.5 Positive Power of Word of Mouth 

Among this study’s most interesting findings is the way in which knowledge is 

shared between women who reside in San Miguel, women who migrated to Palm Beach 

County, and women across the two locales via returnees and communication technology. 

In Palm Beach County, word of mouth provides Migueleñas with both the support of other 

women who have experienced the maternal care system, and the information about where 

to seek care. From the perspective of health care advocates like Méndez, the value of 

communication is understood:   

The big thing here in Lake Worth is that they communicate with each other. 

Let’s say I have an immigrant that comes today with me and she says “oh 

you used to give us transportation, do you still give us that?” And I say “no 

we don’t have the program anymore, but I can tell you who can go to your 

house and do the HIV free and the test free for you.” The friends 
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communicate and they send them here, we call the person who is in charge 

of doing that. (Margarita Méndez, interview December 9, 2013) 

Méndez, Cardenas and other health care advocates in the region shared that referrals are 

extremely significant in Maya culture and that  many women seek maternal care based on 

the information provided by other women. Referrals are a trusted method of learning the 

care options available in an unfamiliar area.  

4.6 Employment  

Maya women in Indiantown and surrounding cities have participated and currently 

work in various types of employment; the most common are landscaping, agriculture, juice 

processing plants, sewing, importing and selling typical clothing, cooking for boarders, and 

caring for other Maya women’s children (Wellmeier 1995). The undocumented status of 

Maya migrant women creates a danger to their physical and emotional health. Employment 

hindered formal care on some level for every participant during at least one of their 

pregnancies. Forms of employment varied, although most of the women held physically 

intensive jobs working either in the agriculture industry or handling and preparing flowers, 

putting the health of their pregnancies at risk. Not only were pesticides used in the fields, 

but the necessary rest and food intake were also lacking. This is illustrated by Esperanza 

when discussing her second pregnancy: 

I kept working until the eighth month. Were there pesticides? Yes, there 

were, but one doesn’t know what damage can be done. The only thing is 

that my son was born very skinny; he didn’t have enough weight since I 

worked and didn’t eat well. I was hungry around 10 am, but at that time I 
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can’t sit down and eat because I’m working. (Esperanza Lemus, 39, 

interview October 9, 2012) 

As Burns notes, farm workers are poisoned with chemical pesticides in Florida 

fields and new migrants are particularly susceptible to developing rashes from being in the 

fields soon after they are sprayed. Due to their unfamiliarity with the chemicals used in 

United States agriculture, they are often unaware of and do not take precautions such as 

wearing protective clothing, washing their clothes and themselves and staying away from 

chemicals sprayed by crop dusters (Burns 109). Therefore, work is not only a barrier to 

seeking care, but provides further reasons for which pregnancies ought to be closely 

monitored. Physically demanding jobs may also result in tragic consequences; for instance, 

Maribel’s need to continue working resulted in a miscarriage:  

In the beginning from all the work I did in that job, I followed my customs, 

since each village has its own customs [she was working a lot and did not 

seek care early]. I was pregnant but it fell at three months, if I’m not wrong. 

I ended up in the hospital. I was working in a packing plant in the fields. I 

started working in the flower shop where they arrange flowers. I had to carry 

heavy boxes. I was working and they told me that’s why I lost it, and that 

my womb was weak. (Maribel Lugo, 29, interview September 16, 2013) 

Although work presented very real dangers to their pregnancies, it also provided women 

with a social environment in which the necessary support and advice were available to 

them, which they otherwise might not have had access to. 
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4.7 The Influence of Social Networks, Support, and Information Exchange 

 As researchers have long recognized, and as this case study confirms, migrant 

networks are critical to migrant success in the host nation. “Migrant networks are sets of 

interpersonal ties that connect migrants, former migrants, and nonmigrants to one another 

through relations of kinship, friendship, and shared community origin” (Palloni et al 1263-

1264). As evident from knowledge and support gained in the work environment, networks 

are crucial to accessing the necessary information to promote healthy pregnancies and 

deliveries. Networks are also essential to opening migration possibilities via funding, 

employment and housing. The premise of the network hypothesis of social capital theory 

is that people related to migrants have higher odds of migrating on account of access to 

social capital made possible by prior migration (Massey et al 1987; Massey, Goldring, and 

Durand 1994; Palloni et al 2001).  Theories on access to networks deduce that this access 

increases the likelihood of international migration due to reduced costs necessary for and 

risks associated with migration, the transmitting of information and increased expectations 

of future net returns (Palloni et al 2001). Most of the women interviewed in this study had 

a small, established network comprised of immediate or distant family members as well as 

people they knew from San Miguel before arriving to Florida. These networks were not 

only in Florida, but in transit cities along the way, which is particularly important for those 

crossing the border by land since the entry point is in the West Coast and Central United 

States, but their journey continues until their final destination in the East Coast.  

When Maribel Lugo migrated in 2003, she and her infant son stayed with distant 

relatives in Arizona on her way to meet her parents in Florida. She explains her relationship 

with her cousins who hosted her and the idea that in small communities, everyone is 
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considered family, “I had some cousins, we’re distant cousins, but you know when it’s a 

village, it’s a small village and we’re all family.” Once in Florida, her parents used their 

wages to gather the necessary funds for her to migrate as well and escape an abusive 

husband that she wed at the age of sixteen. Though she mentioned the opportunities 

available in the United States often during the interview, Maribel explained that she 

migrated because her parents helped her escape the frequent and severe physical abuse she 

experienced at the hands of her alcoholic husband:  

Time passed and my life changed. My son’s father dedicated himself to 

drinking. It didn’t go well for me. My parents gave me an option, or he came 

to Florida, or I did. My mom gave me a choice, or you come or you stay, 

that is your choice, but you have to bring the boy. So I made a decision, if 

he migrated, he would be the same way there. I came because I wasn’t living 

well and I was given an option. I lived in a situation where there were 

beatings and sometimes there was nothing to eat at home. (Maribel Lugo, 

29, interview September 16, 2013) 

Maribel acknowledges that without the income earned by her parents abroad and the 

support of her distant cousins, she would not have been able to migrate. Maribel’s story 

highlights several ways in which social networks facilitate migration, her parents gave her 

the money necessary to cross and a place to stay since they established themselves after 

migrating to Florida.  

Rocio’s case also has examples of migration with the assistance of network support. 33 

year old Rocio was born in San Miguel but during the war her family fled to Chiapas, 
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Mexico. She lived in a camp with her parents and twelve siblings in conditions of extreme 

poverty: 

We were in Chiapas, but we weren’t in a city, we were in a camp, like a 

colony of only Guatemalans. When we got there we sought refuge and the 

Mexican government gave us a place to live there. The houses were on top 

of each other. There were no organized houses like here, there were not even 

houses; it was wood with nylon on top. It was like living in the shade. With 

time, the government gave a bit of help to the poor. They gave us food, rice, 

beans, oils, canned food, but not in the beginning. I remember this, I lived 

in this. My dad would look for land to plant beans and corn so we could 

have food. It’s so different than here, my kids live well. (Rocio Fuentes, 33, 

interview December 9, 2013) 

At sixteen, Rocio was in a brief relationship with a man twice her age which resulted in 

her pregnancy. After being abandoned by the father of her child, she resorted to moving in 

with his mother out of fear that her own family would reprimand her. She was not 

comfortable with the way she was treated by the woman she was now living with, but 

returning home was not an option.  

There were serious complications with Rocio’s delivery, whereby she experienced 

intense labor pains for a week before gaining access to medical intervention. Five thousand 

Mexican pesos were sent from the United States for a Caesarean operation, money she 

mentioned was necessary for her and the baby to survive and that would not have been 

available to her otherwise: “One of his uncles, his father’s brother helped me with the 



 

109 

money, it was five thousand pesos. He was born, but he was dying in my womb, he was 

purple. I had labor pains for one week and I didn’t have him, I was already dying too.”  

When her son was a year old, she left him with her parents and migrated to Florida 

with the financial help of a cousin who was working in the United States. The first crossing 

was extremely difficult for her:  

I was almost eighteen when I came here. The crossing was hard. I had a 

cousin—he has since died—he helped me come here; he gave me money 

for the fare. Unfortunately, I was lost in the desert and he was able to cross. 

Two women and two children were with me. Thank God a man found us in 

the desert and took us to Arizona. I was lost for two days. We tried to walk 

in the day and at night we slept under trees. We looked for a road where 

cars passed, and the man saw us there. We had some food, but we didn’t 

know if it would last us or how long we would be lost. (Rocio Fuentes, 33, 

interview December 9, 2013) 

For a year she sent the majority of her wages to her mother to purchase formula and care 

for her son. As she mentioned leaving him, she tried to refrain from crying but began to 

sob, noting that this was the most difficult experience of her life to date:  

I left my boy when he was a year old. I didn’t want to, it hurt so much to 

leave him but I had to face being a responsible mother to provide for my 

son, to work, to get him ahead. I couldn’t take the load, but I couldn’t leave 

him with my dad since he had twelve children and I was the oldest. It wasn’t 

easy to support them all so I had to come back for my boy. What we lived 



 

110 

never leaves my mind. What we lived, it wasn’t easy, it is always present in 

my head. (Rocio Fuentes, 33, interview December 9, 2013) 

 After a year, she had also gathered the funds necessary to return to Mexico and migrate 

back with her son to Florida: “I crossed the desert back with my son. A coyote helped me 

cross back with what I earned. It wasn’t as hard to cross; the coyote helped me carry him.” 

Although her cousin has since passed, she states that were it not for his initial financial 

assistance or the assistance of her son’s uncle, she would not have been able to survive the 

birth or to migrate twice. Rocio is in a domestic partnership with her spouse and father of 

her three daughters, all born in Palm Beach County. She is the only participant who began 

prenatal care early on during each of her pregnancies at the Lantana Clinic. Her arduous 

financial and medical experience with her firstborn could account for the complete trust 

and appreciation in the care she received in Florida during her pregnancies and the births 

of her three daughters.  

In addition to providing financial and housing support useful to advance migration, 

social networks serve the important function of providing emotional support and advice on 

system navigation. Hondagneu-Sotelo’s study on the gendered experiences of Mexican 

migrants in California demonstrated how women’s networks alleviated fear and isolation 

and encouraged other women: “The companionship of even one or two other women—

often neighbors, kin, or housemates—lessened the feelings of loneliness, and women 

became more secure as they learned what activities were safe to pursue in their new 

surroundings” (1994:116). Studies show that migrant women employed in live-in domestic 

jobs are at a disadvantage when it comes to social networks and support because they lack 

interaction with other migrants (Hondagneu-Sotelo 1994; Hagan 1998). None of the 



 

111 

participants were employed in domestic work and many were able to secure essential 

support and information from coworkers and contacts at work. Both Esperanza and Sabrina 

were informed about their options and encouraged to attend a clinic during interactions at 

work. Esperanza’s employer forced her to take a day off to see a doctor:  

When I was six or five months pregnant with the second I worked outside 

in the fields. I didn’t go to the clinic either, since one thinks that everything 

is ok. Until one day the boss asked, “How is the baby?” “Mmm…I think 

fine”, I said. And he tells me “Are you going to the doctor?”  I told him no. 

he got mad at me he reprimanded me, “how is it possible that I had not gone 

to the doctor, to the clinic being pregnant and working?” And he tells me, 

“I don’t want to see you here tomorrow working, you’re going to the 

doctor”, he said. And it was how I went to the doctor. So that is how he told 

me, from there I went to the clinic in Lantana, they just gave me an 

appointment. From then, I kept going to the clinic. (Esperanza Lemus, 39. 

interview October 9, 2012) 

Esperanza learned of some measures that are taken during pregnancy in the new 

environment she was living in from her employer, however, she was not told of the 

potential dangers of working in an area where pesticides were used. Sabrina was 

encouraged to visit a clinic by coworkers who had delivered children in the area: “When 

they told me it was time to go to the clinic, friends at work they know the experience so 

they sent me to a clinic.”  

As we saw in Sabrina’s case, women share their experiences and knowledge with 

each other, which becomes a major factor in system navigation. Issues that stem from 
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distrust and fear hinder women’s access to medical care while pregnant. As a result, word 

of mouth stands out as the most common way to spread trustworthy information and advice 

about assistance available in Palm Beach County. Cardenas explains that they promote 

their services on the radio, in community newspapers and neighborhood newsletters. Their 

outreach team, which mirrors the population they serve, goes to churches and local 

gatherings. In HMHB’s tracking of how pregnant women became aware of services, word 

of mouth continues to be essential, whereby “a great number of women say ‘I heard from 

a friend, or my mom told me or my uncle or my somebody or a relative’, and that’s how 

we know that world of mouth also works, and a great numbers of women also come by 

word of mouth” (Cardenas 2012). Rocio became familiar with the Lantana clinic when she 

accompanied her friend, so she was familiar with the location and the procedures when she 

became pregnant, and now shares information about the location and her experience with 

other women. She explained, “When I came here, I had a friend who was pregnant and I 

accompanied her to the clinic so I knew where to go when I got pregnant with all three. 

When I meet women here, if they don’t know where to go, I take them to show them. It’s 

free.” Maribel also turned to other women for advice to know what steps to take when she 

became pregnant, saying “When you realize, you listen to what people say, that if you are 

pregnant you have to go to Lantana. Then one meets people and they say, ‘go to that place, 

there they will do a pregnancy test, they will fill out your paperwork and with that paper 

you can go back to the clinic’.” 

I gained first-hand insight into how these support networks function as a result of 

my own pregnancy. All three women I interviewed after I became pregnant offered advice 

and support. They explained ways I could get assistance and recommended that I attend 
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the group learning program or visit them if needed anything. Maribel was especially 

concerned when she learned that my family lived abroad and wholeheartedly extended 

encouragement, advice, and friendship:   

In this place it’s nice to have friendships because one is alone sometimes 

and you just need someone to help you or to tell you about their experience. 

Stay here [in the United States], get your child ahead, work. Sometimes 

where we come from there’s so much poverty, but here your children live 

well, eat well. You can get food stamps. Many people even say they get a 

check. We can make a nice friendship and buy things for your baby. We can 

look for second hand things. Be sure to get newborn diapers first. You’ll 

meet people that will give you things. I have another friend, we can all meet 

and don’t worry, you’ll get ahead with your baby. It’s difficult to be a mom 

alone, I lived it. (Maribel Lugo, 29, interview September 16, 2013) 

Maribel was eager to help in any way she could. She shared that she could help get 

necessities for my baby, but what she most wanted me to know was that she offered me 

her friendship. Although I interviewed Esperanza before I was pregnant, like Maribel, she 

called to offer support after her midwife grandmother Milagros Reyes shared the news with 

her from San Miguel.  

I was pregnant during my second visit to San Miguel in July 2013. I shared the 

news with Milagros first. She was happy about the news in her calm manner, but she was 

concerned about my studies and had many questions regarding my plans. To express her 

concerns during our conversation she stated various times: “Qué vamos a hacer, somos 

mujeres / What can we do, we are women.” Milagros or Chikay (grandmother in Acatec) 
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as I called her, wanted to perform a traditional healing massage. Although I trusted her, I 

was a little nervous because I did not know what to expect. She invited me inside her 

bedroom instead of the outside room where she usually heals women and children. She 

rubbed my stomach in a circular motion and told me where the baby was located and told 

me that it would be fine.  

Milagros was protective of me since we first met, she wanted to be sure I was well 

fed and that I was happy. Once Milagros was aware I was pregnant she became even more 

protective of than she had been before. She greeted me each day by asking “What does 

your heart say?” to check how I felt. She constantly wanted me to eat and always had her 

grandchildren escort me back to where I was staying, or if it was dark the young men would 

accompany me on the way home. When we hiked to the cemetery to place flowers on her 

husband’s grave Milagros refused to allow me to cross the river creek unless I held hands 

with one of the children. When the sun was intense she made me cover my head with a 

fabric. Milagros saw my safety as her responsibility. I was not sure how the three 

households (the people who live in Milagros’, her daughter’s, and her granddaughter’s 

house) would react to the pregnancy, but I was not expecting sadness. The women were 

sad because they said they knew I would not come see them again if I had a baby. I 

promised that I would come back, yet each time we speak they ask if I forgot about them 

or if I will return. Although I plan on returning, the harsh reality is that life is challenging 

in San Miguel for those who have children to provide for.  

Being pregnant in San Miguel gave me a glance into what women experience there. 

It was extremely exhausting to walk up the steep road or around the mountain. Some of the 

unsanitary conditions that had not previously bothered me, such as the human waste along 



 

115 

the paths or flies on food, became difficult to overlook. I also felt quite insecure in the 

event that I would experience any complications. I spoke with the doctor of the private 

clinic to check the resources he had at his disposal. At times I felt uneasy about the distance 

from emergency care, but I could only minutely identify with the Migueleña maternal 

experience because my stay there was temporary. Moreover, what separated me from most 

pregnant Migueleñas was the independence, family support, and the financial resources 

that allowed me to have options regarding my maternal care and delivery. I knew that if I 

had an emergency while in San Miguel, the distance from the hospital would be my only 

barrier to seeking care, unlike the barriers Migueleñas experience which are discussed 

throughout the study.  

The insight to being pregnant in San Miguel was temporary, yet I was fortunate to 

gain long-term firsthand experience with the transnational women’s support network 

among women in San Miguel and in Palm Beach County. The women I met in San Miguel 

called me on a regular basis to ask how I was doing. This is significant since they do not 

have a lot of money, yet they paid for the calls because they felt it was important to keep 

in touch. And in Palm Beach County, in the same way that Esperanza knew I was pregnant 

and extended her support a week after I returned from Guatemala, I was offered constant 

support from Migueleñas I spoke with for the first time.   

4.8 Midwifery in Palm Beach County 

In the case of maternal health, legal status affect Migueleñas in a variety of ways, 

leading them to resort to several strategies in order to give birth and care for their children. 

As will be evident from midwife Maria Santiago’s experience, this means adjusting their 
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practice to continue to provide services while continuing to follow their spiritual calling. 

Many Migueleñas, especially those who recently arrived, choose to combine familiar 

cultural practices or are uncomfortable with the clinic environment due to language barriers 

and procedures they feel are unnecessary and other factors mentioned in the study. The 

majority of women in San Miguel deliver at home, while the majority of Migueleñas in 

Palm Beach County deliver in a hospital. There is no data available that speaks to the 

number of women who seek midwife maternal care instead of or in addition to biomedical 

care. Interviews revealed that women who seek varying levels of prenatal care in San 

Miguel and Palm Beach County (from occasional visits to health centers and clinics to 

hospital delivery) still chose to integrate this experience with traditional midwife practices.  

There are a variety of reasons why Migueleñas might feel more comfortable with a 

midwife than medical staff, the first being tradition. It is customary to be seen by a midwife 

in San Miguel, as will be elaborated further in the next chapter. The treatments that 

midwives provide are culturally familiar and for most women serve as the only form of 

maternal care they are accustomed to. Secondly, midwives are trusted members of the 

community and are often the women’s immediate or extended family, or know the women 

they are treating personally prior to their pregnancies. This varies greatly from care 

providers who are culturally different from them and whom they have never met. In 

addition to trust and familiarity with the treatments they provide, midwives offer their 

services for little to no cost, and the fear of deportation is not a factor when visiting a 

midwife. An important function that midwives serve is that they encourage women to visit 

prenatal clinics (Burns 347). Since it is rare that they assist women in delivery as they 

would in San Miguel, they are able to provide them with information about the additional 
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types of care available as well as treating them for any discomfort they may have during 

the pregnancy. 

Some of the women who gave birth in Palm Beach County visited midwives to 

receive traditional massages but only Esperanza delivered her firstborn at home with the 

assistance of a midwife. Esperanza, who was married by age fourteen, looked for a midwife 

when she became pregnant with her first child because this was culturally familiar to her:  

My daughter was born here in the United States, but well, one always brings 

their culture from there. Even though I was here, I didn’t go to the hospital 

because I was afraid and I had, well I didn’t speak Spanish, but now I do. 

Well, a lady helped me here in Indiantown. My daughter was born there in 

her house. I gave birth the way it’s done in Guatemala.                                                                      

(Esperanza Lemus, 39, interview October 9, 2012) 

The midwife offered Esperanza to move from Lake Worth to her home in Indiantown to 

assist her with household chores in exchange for delivering her daughter. Since Migueleña 

midwives cannot legally assist with birth in the United States, home deliveries are not 

frequent among the Migueleña community, but access to other midwife services is quite 

common.  When asked how she learned of the midwife she used, Esperanza explained that 

she knew of her in San Miguel and that her brother met her in Indiantown. Here again then 

we see how social networks function to grant access to contacts that can provide services 

traditionally familiar to migrants.  

As is evident from Esperanza’s experience, migrant women learn of San Migueleña 

midwives who practice in the area and are known among the Migueleño community’s 

social networks. Maria Santiago, a practicing midwife in Lake Worth, opted to have her 
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daughter and granddaughter present during our interview to assist her in answering 

questions when she felt more comfortable speaking in Acatec. Maria believes that when 

she was twenty, God decided that she was to become a midwife, a gift that must be fulfilled 

as she explained with the help of her daughter:  

She had a dream they had told her that she can do this because she was 

chosen by God. They say that if you don’t do what you had dreamed [sic] 

or you don’t try, you get sick. You have to show it out and help the people, 

because God has given you that gift, so you have to use that gift. If you 

don’t use that gift you get sick really bad, and you can die. 

(Maria Santiago, 55? interview February 19, 2013) 

 

 Maria views her midwife responsibilities in a spiritual way and feels that practicing is not 

a choice, but rather a calling. Therefore, she continues to practice by providing massages 

and herbal remedies, since she feels this would not call attention to her or jeopardize her 

status in the way that providing birth assistance would. 

Maria does not advertise her services; instead, women access her through referrals. 

When asked about Maria’s clients, her daughter answered: “All different people come to 

here, Guatemalans, Mexicans, Hondurans, Salvadorians, they come to the house. Some 

people she doesn’t even know, they have Guatemalan friends or some other friends and 

they start talking about it [her services].” I asked why she felt women came to see her, and 

her daughter replied, “I see there are some of them that don’t even have papers, so they 

come here. They know my mom, how good she is, because they have heard from people 

that gave birth already or are pregnant that couldn’t stay pregnant so they had to come here 
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to get medicine, my mom gives them a massage and then they get pregnant.” Maria 

explained to her daughter that undocumented women felt more comfortable with the 

midwife than in the clinic, “Because doctors won’t even know what the problem is, they 

just give you medicine and that’s it. They say you are ok, they give you antibiotics just to 

get the pain away, or medicines that just, you know just relieve the pain and that’s it. But 

if they come here, they will know what’s going on with the baby, they will know what’s 

wrong, and she will give them medicine if they need it, if they want it.” Maria’s answer 

demonstrates that women do not necessarily renounce the cultural practices they are 

accustomed after they migrate, nor do they blindly accept the practices of the new culture.  

Maria assured me that because of divine power, she knew what to do on her own 

before she received certification: “She recites prayers that she received from God, not from 

training. The only thing she was told was that the child should not be born in dirty place, 

and they gave her towels and scissors to cut. And a small plastic tub to clean the child”. 

She claimed the training she had was very minimal.  She also registered with the Justice of 

the Peace in San Miguel and received some training from the Health Center to legitimize 

her midwife calling to a professional level: 

In the beginning I volunteered in the community and after that the priest 

from church and the nuns talked to me. They helped me become one [a 

midwife] and start working in San Miguel because I lived in the country 

outside in a hamlet [in a more rural hamlet in San Miguel, the municipality]. 

I had to go to San Miguel [the municipality center] which is kind of like the 

city. I had to go get classes there and get all the tools I needed. I knew what 
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to do [how to be a midwife] on my own; God gave me the gift.  (Maria 

Santiago, 55? interview February 19, 2013) 

Although she has over twenty years of experience delivering babies, Maria is not licensed 

to practice and is undocumented. She understands that her services are limited by law, as 

her daughter explains, “She doesn’t deliver at the house; she is scared. This lady had told 

her, ‘what if I give birth here’? She said, ‘you can’t come to me, here in the Unites States 

you have to go to the hospital’.” Alan Burns explains that Maya midwives take pride in 

their Guatemalan training and certification so it is difficult for them to understand why they 

cannot practice in the United States.  Like Maria, midwives are aware it is illegal to perform 

services and that there may be consequences if they do and health officials are notified. For 

this reason, their work has shifted from birth assistants to health and nutrition promoters 

and prenatal experts who give traditional massages which are therapeutic and comforting 

to women who are accustomed to this cultural practice (Burns 347). Though she does not 

assist women during birth, Maria believes it is her duty to heal, so she accepts visits for 

minor prenatal and postnatal care and other health concerns.  

4.9 Family and Spousal Support 

In their study on factors that enable family resiliency in the relocation process, 

Greeff and Holtzkamp (2007) found that formal and informal support systems were a 

significant factor in successful adaptation. The primary coping resource was intra familial 

assistance such as family, emotional, and practical support. The support of extended family 

and friends was the main coping resource beyond the family came in second, followed by 

activities related to religious and spiritual beliefs (194).  Affirming communication, which 
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calms by transmitting support and caring, was a significant factor in family resiliency 

(Greeff and Holtzkamp 192). Some of the participants explained that though their 

immediate family was lacking, or that they felt lonely upon arrival, they eventually built 

their own family and the presence of an involved partner gave them emotional and financial 

comfort. The women with supportive partners also felt that although they missed their 

family, they received the knowledge, encouragement, and assistance that their family or 

spouse did not provide them in San Miguel. Sabrina, Maribel, and Rocio migrated with 

their infants partly due to problematic spousal relationships. Rocio migrated with her infant 

son and does not have a single family member in Florida, but feels the support she needs 

is provided by her spouse. She states:  

I got used to being here [in Florida]. I’ve been here sixteen years. It wasn’t 

hard for me here without my family but my husband helped me. He was 

there for every delivery. Even if he doesn’t make money that day [when he 

does not work] he takes me to the hospital and he stays there. When we go 

home, he helps me bathe the baby. I used to feel alone but with my husband 

I feel a friendship [and] a dad for my son [who is not his biological son]. I 

feel strong. (Rocio Fuentes, 33, interview December 9, 2013)  

The establishment of a tight-knit family is also a source of strength for Rocio; she views 

her three young daughters as friends and finds new opportunities through them, such as 

learning how to read and write:  

My daughters are my best friends. I tell my daughters of the hard life I lived. 

I tell them “you are living well, you have good conditions”. I tell them, 

“have motivation, and study well.” I didn’t have the opportunity to go to 
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school, but through them I am learning how to write my name. They teach 

me letter by letter. Even though I can’t read, I sit with my girls and say “do 

your homework, I will wait here.” From them I am learning vowels and the 

alphabet. (Rocio Fuentes, 33, interview December 9, 2013)  

From a young age, Sabrina overcame a series of difficult situations that ultimately resulted 

in her decision to migrate to Florida. She became an orphan at the age of twelve and 

although she had siblings, she received little emotional and no financial support from any 

family members. She joined her spouse in order to get ahead, but reveals that this led to a 

less favorable situation:  

I grew up without a father and my mother died when I was twelve, so we 

started working. I started working when I was twelve. My dad was killed in 

’81, when the war happened, they say. Twelve years later, my mom died, 

that’s why I started working. I have siblings, some are married. It was very 

hard. Other family didn’t help me. That’s why I got involved with the father 

of my son, to get ahead, but it was even worse. Thank God I came here with 

my son; he has what I never had over there in Guatemala.  (Sabrina Miguel, 

31, interview June 16, 2013) 

Unlike the abusive relationship she experienced with her first spouse who she left in San 

Miguel, Sabrina found significant support in her Lake Worth domestic partner and the 

family they formed together. All of the participants expressed satisfaction with their current 

relationships and spoke positively of their spouses.  
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4.10 Religion and Spirituality as a Coping Strategy: 

Religion and involvement with the church are significant factors to migrant 

resiliency and settlement (Vlach 1992; Burns 1993; Hondagneu-Sotelo 1994; Kohpahl 

1998; Greef and Holtzkamp 2007). In Greef and Holtzkamp’s study on migrant family 

resiliency in South Africa, religion and spirituality were qualitatively rated as vital external 

recourses for deterring stress among 59% of the families surveyed (198). In her search for 

Guatemalan participants in Los Angeles, Kohpahl found that church was the only 

institution where Maya women would actively participate (29). Among undocumented 

Mexican migrants in Oakview, California, families attended mass on a regular basis and 

women participated more than men in church-affiliated groups. Church provided families 

a place to practice their faith and to find others with similar spiritual interests, advancing 

community integration and settlement (Hondagneu-Sotelo 180-181). Vlach noted that the 

Evangelical church may have a connection with ideology and identity search and also may 

be a release for the loss and the hidden pain of the war felt by Guatemalan refugee families 

in San Francisco (120).      

Religion is of great importance to the Maya in Guatemala and abroad. In Palm 

Beach County, Evangelical and Catholic churches provide supplies and link migrants to 

resources and information. Maribel suggested to me that if I had a car I could drive from 

church to church to collect donations such as diapers. Religion has another function in 

addition to the assistance that religious organizations provide to Maya migrants and the 

support networks that is created among church members; the data reveal that many found 

comfort in their spirituality during challenging life moments. Almost every participant 

mentioned or thanked God as a source of strength. Sabrina Miguel experienced significant 
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hardship throughout her life; her father was killed in the war and her mother passed away 

when she was twelve. As an orphan, Sabrina relied on spousal support from an early age. 

Her partner was abusive which led her to escape the relationship and migrate with her son 

to Florida in search of opportunity in Florida. Sabrina attributed her strength to God and 

during our interview; she often referred to her migration and settlement process as a miracle 

of God. Her spirituality gave her comfort and hope throughout moments of crisis.  

4.11 Differences between Palm Beach County and San Miguel Acatán 

A question central to this research is how giving birth in Palm Beach County is different 

than in San Miguel? Participants approached this question in a variety of ways. Some of 

the responses have already been included in this chapter, such as types of care and access 

to these types of care in terms of distance and affordability. Participants also mentioned 

changes in support system from family support to support from friends and spouses. The 

comparative differences are further elaborated in this section.  

Some participants answered the question from a resource perspective, noting that 

the availability of supplies such as diapers made for an easier experience than in San 

Miguel where such recourses are scarce and too expensive for most to afford:   

I already had a child here and one in Guatemala, so I have a lot of 

experience. That’s why I see the great difference from here and in 

Guatemala, here they grow well and very fast, because here they use 

pampers and everything, it’s very different here from Guatemala, much 

better because over there in Guatemala, even more when I am from, there 

is no water or anything, you gather the diapers and wash them in the river, 
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here you change them and throw it in the garbage, very different. (Sabrina 

Miguel, 31, interview June 16, 2013) 

Sabrina continued to explain how lack of work in San Miguel made providing for her son 

difficult, whereas in Florida women are able to be independent due to employment 

opportunities and State assistance:    

They have to give you everything here, food and diapers. And in San 

Miguel? (Laughter) No, not there; the first day the child is born, if he cries 

and cries and doesn’t have milk from his mom, he has to drink coffee, that’s 

what they do over there. It’s different, here there is work, you can eat, and 

you can even live alone. Over there in Guatemala, it’s different, there is no 

work, or if there is a little bit of work you have to spend the money to feed 

the crops. It’s a big difference; here you get aid if you live alone. In San 

Miguel I washed clothes, I made very little money, enough to buy a Sabritas 

[bag of chips] for my son, after washing clothes for hours I was given twenty 

quetzals [under three dollars]. (Sabrina Miguel, 31, interview June 16, 

2013) 

There are several themes that come across in Sabrina’s answer. Employment opportunity 

is clearly a main difference between her life in San Miguel and Palm Beach County that is 

of great importance to Sabrina. The notion of independence is also evident in her response; 

the fact that “you can even live alone” is if significance to her because women are not able 

to live alone in San Miguel, mainly because of financial reasons. Another concept present 

is assistance in providing for children. In this quote Sabrina does not refer specifically to 

government assistance, during the interview she mentioned it along with several other 
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forms of aid from churches, organizations, and friends. For Sabrina, the ability to be 

independent and to provide for her children with income from work and various forms of 

assistance is a stark contrast from the difficulties she witnessed in San Miguel before 

migrating to Palm Beach County.          

 

The answers were not solely about birth in Palm Beach County. Some participants 

approached the question from a family support perspective. Esperanza migrated with her 

partner and became pregnant shortly thereafter. Her brother who lived in Indiantown did 

not speak with her, and her partner was not supportive. She initially described the lack of 

family support for migrants, then shifted the focus to the lack of medical attention in San 

Miguel:  

Well, I think that because the family is more united and they take care of 

the woman that gives birth there. She has to be in bed twenty days, she can’t 

touch water, and she can’t wash. The neighbors and the family help her 

wash clothes and prepare food. Because there’s a difference, over there 

when you give birth since there is no doctor. If you got hurt [during 

childbirth], you will bleed for a week, in addition to what comes after [the 

recovery process]. So you are left almost like, like a dead person, let’s say. 

You don’t have a lot of strength to do things.  So here there is a difference, 

if the child is too big, if you got too hurt—well the doctor here will sew you. 

But over there no, normally it will all dry like that, normal, and that’s a 

difference that here. On the other hand [in Florida] your son is born and on 

the next day you are leaving, walking, and with air on you, just like that. 
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That is a difference for me (Esperanza Lemus, 39, interview October 9, 

2012) 

Esperanza’s response indicates that in San Miguel the need for family and community 

assistance is crucial because of a difficult recovery process due to a lack of medical 

assistance. Although many of the cultural practices which are an essential part of the 

maternal recovery process in San Miguel cannot be carried out in Palm Beach County, they 

also may be less necessary.   

These cultural practices and other factors influencing maternal care in San Miguel are 

explored in the next chapter from the perspective of Migueleña mothers and maternal 

health advocates of various organizations. The barriers to seeking maternal care will be 

discussed as well as the ways in which migration alters Migueleña maternal care, with the 

location shifting from Palm Beach County to San Miguel.   
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5 MATERNAL EXPERIENCES IN SAN MIGUEL ACATÁN 

By creating knowledge, networks, and other essential health based connections 

Migueleña women play a critical role in the evolution of Migueleña maternal care in Palm 

Beach County and in San Miguel. Migueleña maternal care-seeking behavior in both 

locales can be better understood by discovering their maternal-seeking behavior and life in 

San Miguel. From 2002 until 2012, 28 women died giving birth in San Miguel. The total 

number of maternal deaths during that time in San Miguel and two surrounding 

municipalities Santa Eulalia and San Sebastián Coatán was 116. In those same years, 138 

infants died during birth in San Miguel. The total infant mortality was 721. With great 

effort from various health organizations, the maternal and infant mortality in the area has 

gradually decreased over the years. The nongovernmental organization Curamericas 

statistics reveal that over 90% of the women in San Miguel give birth at home and only 

8.6% of Migueleñas received all 4 prenatal controls (Superviviencia Infantil statistics). 

Insight on the care Migueleñas are familiar with reveals that it is drastically different than 

the common maternal care in the United States. For this reason, the transition from home 

births and a setting where checkups and vitamins are not routine to biomedical maternal 

care is not automatically accepted as a natural or simple process.  

This chapter will highlight the challenges Migueleñas face in their community, 

including the dangers during pregnancy and barriers to seeking care. It is important to 
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present the Migueleña maternal experience in order to recognize the harsh 

conditions present and their strategies for overcoming personal and collective maternal 

health challenges.  Data gained from interviews with mothers, health care advocates, and 

town officials reveal various views on maternal care in the region. The maternal services 

available in San Miguel and the Migueleñas’ use and satisfaction with these services are 

presented from both the perspective of the women using the services and the health care 

professionals who provide them. One of the major findings of the research, the manner in 

which migration has altered Migueleñas’ views of maternal care by the knowledge that is 

shared between Migueleña migrants, returnees, and those who remain, will be discussed 

further in this chapter. The chapter also contains data on the cultural norms of Migueleños 

and that subjects pertaining to body, sex, family planning, and birth are not discussed by 

family members or at school. This leads to a severe lack of awareness regarding sexual 

education, birth, maternal and infant care. This lack of knowledge is severe; one woman 

stated that she felt so confused and uninformed to the point that she did not know where 

the baby would come out from. Because of these issues, participants were asked how they 

believed women’s knowledge and maternal care could be improved in San Miguel. The 

chapter concludes with these suggestions. 

5.1 Migueleña Limitations  

Soledad Puente is a young mother raising three daughters with extremely limited 

family support. She was 24 years old when she shared her story with me during our 

interview in August of 2012. Soledad’s hardships began at a young age as an orphan, and 

she had recently lost her grandmother: “My mother died giving birth when I was a year 
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and a half. My grandmother raised me, [but] she also passed away 8 months ago. My father 

went with another woman and I haven’t seen him since my mom died.” Soledad’s three 

daughters were ages 6, 3, and 3 months, each from a different father.  

When she discussed her experiences as a mother, Soledad revealed that she 

encountered tremendous difficulty since she was single and without family assistance and 

was responsible for raising and providing for her daughters under extreme financial 

limitations: “It’s hard. There are times you don’t have money to maintain your children, 

and the fathers don’t want them.” I asked if the girls’ fathers helped her financially: “No, 

they didn’t help with anything. They didn’t come to the birth, with the eldest he was in the 

States. He went with a woman and left me pregnant. He didn’t send any money. None of 

the girls’ fathers came to meet them.” She had never been to school and could not read or 

write. She searched for part-time jobs in San Miguel to provide for her children: 

“Sometimes I work to save money. Sometimes I earn thirty quetzals (under four dollars) 

for washing clothes, a lot, a lot of clothes. Sometimes I find work and sometimes I don’t 

because there is not a lot of work here.” Soledad’s eldest daughter Juana cared for her 

younger sisters while their mother worked. Each time I passed their home, the girls would 

yell Canchita (meaning white woman) at me and Juana would run to get the baby and hold 

her up over the steep hill to show her to me. I was always concerned that at 6 years old, 

Juana was caring for a toddler and an infant on her own, but Soledad had few options and 

had to manage caring for her daughters on her own: “When my kids were born at night, 

and the sun came out, I got up, and cleaned and made my food. There is no one else to help 

me. Life is hard for me here, I don’t have any money to spend and sometimes I don’t have 

any food. No one lends me any money, and no one gives me food. Sometimes I cry alone, 
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it’s hard”. Because she does not have the support of family and friends, she was not able 

to have a traditional recovery period after birth. Soledad’s story is one of many examples 

of women who endure tremendous economic limitations in San Miguel.  

Although birth control is available free of cost in San Miguel, Soledad did not begin 

to use it until after her third daughter was born. This could be attributed to the fact that her 

grandmother raised her, but most likely it is due to the lack of information about birth 

control methods and sexual education in general in San Miguel due to cultural norms which 

prevent the subject from being openly discussed. Regardless of the reason, Soledad’s lack 

of family planning resulted in the birth of three daughters that she now had to care for alone 

under very difficult circumstances in a place where women encounter a large amount of 

limitations.  

In the summer of 2012 I met and interviewed Virginia Leon, a ladino social worker 

from the city of Huehuetenango. The Justice of the Peace serves as a court where residents 

of municipalities can file minor cases to be heard by a magistrate. From 2008 until 

December of 2012, Virginia worked for the San Miguel Justice of the Peace in San Miguel 

where she witnessed the limitations women face in the region on a daily basis. Virginia 

stated that educational and professional opportunities, workshops and training, and literacy 

are lacking in the area which results in situations where women rely on men for survival:     

The opportunities in San Miguel Acatán are few and limited; there is no 

access to work, occupational workshops, or communal agricultural projects 

for women. What is worse is that after high school there is no chance of 

education for women, and less for those in remote areas. This is evidenced 

in that the majority of women who come to the Justice of Peace cannot 
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communicate in Spanish, just in their mother tongue. The majority of 

women do not know how to read or write, because in situations of poverty, 

daughters are not protected and have to find a husband to provide food for 

them. (Virginia Leon November 17, 2012) 

 Virginia explained women turned to men for survival, as Soledad attempted, but 

the outcome led to having to provide for three children on her own. Among all the 

participants interviewed, Soledad faced the greatest challenges. Like many of the women 

in San Miguel, she endured the hardships described by Virginia; lack of jobs and other 

opportunities left her with very few options. It seemed her daughters would not have the 

opportunities some of the other children had due to financial constraints. When I asked 

Soledad if she wanted her girls to attend school, she responded that she wanted her 

daughters to have a better life which was why when Juana was younger she gave her to her 

uncle: “Yes, but I don’t have money. I gave her to my brother so he could send her to 

school, I gifted her to him, but she didn’t find herself there [The expression “she didn’t 

find herself” means she was not comfortable with the situation]. He lives in another hamlet. 

He has other children. She didn’t want to be there, she said they reprimanded her.” In San 

Miguel and other hamlets it is not unusual for a woman with limited resources to give her 

children preferably to a family member, but in some cases, someone she knows can also 

provide for the child. The motivation for the family to raise the child is often because they 

don’t have children or a child of that particular gender. Soledad has tried to find other 

homes for her children more than once with the hope they can be better off.    
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Figure 7 Soledad's daughters in front of the home they resided in (July 2012).  

In August of 2012 before I departed San Miguel, I offered to pay for Juana’s school. 

Soledad was concerned about the cost of the uniform so I explained it would be covered as 

well. The cost for a year would be roughly two-hundred dollars. The school headmistress 

said she would allow her to begin classes in January. In December I called Soledad, but 

her number had changed. Her neighbor informed me she moved to a coffee plantation in 

search of work. The following summer in 2013 I searched for Soledad and the girls and on 

my last week in San Miguel I ran into them in the market. Soledad explained that the house 

she had lived in previously belonged to one of the girl’s fathers who evicted her in order 

for another woman to move in. She was now working as a maid in exchange for housing 

and a small allowance. Soledad tried to give her middle child away since she had an illness 

that caused her not to grow properly, but was unable to. She said that Juana had to watch 

over them so she would not be able to attend school. The hardships she faced were common 

among women in the hamlet, and like Soledad, her daughters were experiencing these 

difficulties from a young age.   
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The other women interviewed either worked in the home or on the family farm or 

worked at their family store. One of the participants, Luisa Paz, sold food at the market, 

but resorted to working on the plot when her table was stolen: “I lay fertilizer. I used to 

make food and sell it at the plaza, but they stole my table so I don’t sell [food] anymore. 

There is also no money to buy the food to make and sell it.” Luisa also bred and sold house 

animals such as dogs and ducks with her husband and daughter.  Elisa Paz was the only 

participant who studied beyond high school at a vocational school and found a position as 

a nurse’s aide in a nonprofit organization. Her schooling was funded by her parents who 

lived in Alabama. Remittances sent by family members who work abroad help residents 

meet their most basic needs or to provide tuition for an education, though employment 

positions for those who receive them are limited. My host Caridad Paz was a widow in her 

mid-forties whose husband was kidnapped during the war. When I stayed with Caridad, a 

woman would wash her laundry in exchange for money she had borrowed. Some women 

barter by exchanging house labor for basic necessities or pay off money they borrowed by 

performing chores for the lender. There were women who could not afford to pay midwives 

so once they recovered from the birth, they repaid them for their services with house chores 

and other methods. Women and families with limited resources also barter in exchange for 

maternal services. In sum, even when women receive an education, employment is very 

limited, thus many unemployed Migueleñas who do not receive remittances resort to other 

options such as part time house chores or bartering in order to survive.       

Domestic violence is a serious problem in San Miguel, which can intensify during 

pregnancy and once children are born. In their study on violence against women in San 

Miguel (2013) Giulia Maero Carla and Yadira De León Alvarado found that in Guatemalan 
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patriarchal contexts employment opportunities are scarce and are denied to pregnant 

women and mothers who have minimum to no social support resources. Violence against 

women is triggered during pregnancy and after childbirth, which Maero Carla and Del 

León Alvarado interpret as men competing for attention. Their study reveals that this is 

also the case in San Miguel and that furthermore, pregnancy triggers violence against 

children (58). 

Virginia revealed that spousal abuse was among the greatest dangers women face 

during and after pregnancy: “The dependency on or submission to the man, because the 

woman cannot make due on her own, she can because a victim of violence against women, 

because of her precarious condition, her self-esteem is damaged.” Though it was clear 

violence against women was present in San Miguel from interviews with health advocates, 

none of the mothers interviewed disclosed personal experience with violence until I spoke 

with Rosario Medina.    

Rosario is a sweet, shy young woman who rarely spoke unless spoken to. When I 

spent time with her siblings and cousins at her grandmother Milagros Reyes’s house, she 

always observed from the side quietly and smiled. Rosario entered school but her family 

withdrew her after first grade because they did not believe she was smart enough to 

continue. Her brothers completed high school and her younger sister was in the third grade 

in 2013. Her family’s house was small, yet nine family members resided there, including 

her two nephews that remained when her oldest brother migrated. Her mother, Vanessa 

Medina, is Milagros’ daughter. Their house is on the same plot as Milagros’ house, along 

with Irene Maldonado’s house. I spent a significant amount of time with the extended 

family in 2012 during my first stay in San Miguel and witnessed how united they were. 
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Several months after I left, Rosario’s cousin Irene called to say two suitors asked to marry 

Rosario, but that she was now pregnant and refused to say who the father was. When I 

returned the following year, Rosario was living with Milagros and her son was 4 months 

old.  Given what I knew about her family, the news that she revealed during the interview 

was unexpected.  

Rosario was twenty when she became pregnant with her son. Her cousins laughed 

when they heard I wanted to interview her, “She doesn’t speak any Spanish” they said “She 

doesn’t speak at all.” To my surprise, then, Rosario communicated very well in Spanish 

and seemed eager to talk about what she was going through. She revealed that upon 

learning she was pregnant she kept the pregnancy hidden from her family out of fear and 

confusion:  

I went to the Center with my cousin before I had the baby. I didn’t know 

what was happening. They told me I was pregnant and I got scared. I didn’t 

explain anything to my brother or my mom and my cousin didn’t tell them 

either. They gave me vitamins and I took them secretly. When my mom saw 

the medicine she said “what is that?” [I answered] “My head hurts”, [she 

said] “Oh, alright.” My brother came [to me] and said “Tell me the truth 

please, are you pregnant?” [I said] “No, I’m not pregnant, who is saying 

that?” [He said] “no, I just want to hear from you if it is true.” “No, I swear”, 

I told him. He became angry when I didn’t tell him anything. I said “Why 

are you angry, brother?” “Because you didn’t tell me you are pregnant”, he 

said. [ I said] “Because I don’t want all the people to listen [to find out].” 

He said “Am I going to tell mom or dad? I won’t say anything, just you and 
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me [will know].” I explained myself to him, “Yes, I am pregnant, three 

months now.”  He got scared [and said], “Who knows what we are going to 

do.” He didn’t say anything, not to my mom or dad, not to my grandmother, 

nothing. (Rosario Medina, 21, interview July 28, 2013) 

Rosario’s mother Vanessa could not read or write and spoke very little Spanish, so she did 

not question that Rosario’s medicine was for headaches, but her brother Juan who was a 

schoolteacher in a nearby hamlet knew that the pills were prenatal vitamins. I did not 

understand why she kept her pregnancy hidden from her family since her grandmother 

Milagros was a renowned midwife and from spending time with them I knew her family 

was warm and more liberal than other families I met in San Miguel. I asked Rosario why 

she did not tell them and her answer revealed that even among such families, domestic 

violence is prevalent:  

 My father gets angry at us, he was furious when he found out I was 

pregnant. I saw my sister—she is in the United States—when she was 

pregnant like me, he hit her with all his might. My sister has a lot of hair. 

He grabbed her by it and beat her. I was little, I was 6 years old. He didn’t 

hit me because my grandfather helped me. My grandfather said: “you can’t 

hit her, she is pregnant, if she dies, it’s your fault.” “I want to hit her, where 

is the father of the child” said my father. “She suffers”, said my grandfather, 

“if you hit her, I will die, I am sick.” My grandfather helped me, he said 

“you can’t [hit her], she is nine months pregnant. You are guilty if she dies.” 

My father wanted me to die. My mother loves me and my son, she said, 

“Don’t come home or your dad will hit you, stay with your grandmother.” 
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I stay here with grandma now. My dad is very angry now; he doesn’t speak 

with me anymore. When my son was born only my mom and my brother 

were there. My dad, he, he doesn’t want to speak with me. “Let him be, my 

daughter, one day you will have your son and you won’t suffer, let him be”, 

said my mom. My sister that is in the United States said “Let him be, so that 

he won’t hit you, look what happened to me; because of him my son died.” 

She cried when she spoke to me on the cellular phone. She said “I was nine 

months pregnant when my dad hit me and my son died and now I suffer so 

much. Stay with grandmother, there you will be well.” My uncle was very 

angry at my dad, “Why do you want to hit her? Isn’t she your daughter? 

Why are you so angry at her? There are a lot of people that do what she 

did.” He didn’t listen to him, he was so angry, [he said] “I don’t want to see 

her here, she should go very far.” He wanted me to go far with the boy [her 

son]. My mom told me not to go, to stay with grandmother. My uncle said 

“Where will you live? Stay there, don’t go far, I will give you money for 

your son, if you go far, your son will die.” I am happy here with my 

grandmother, she is not mad at me, she loves me very much. She loves my 

son. (Rosario Medina, 21, interview July 28, 2013) 

Had it not been for strong family interference and her uncle’s financial support, Rosario’s 

father may have beat her as he had done to her sister who migrated after his actions resulted 

in her miscarriage. Rosario’s grandfather Manuel also protected her by prohibiting her 

father to hit her and offering to take her in:  
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My grandfather loved me so much, “Stay here, here there is food, there is 

corn.” He took care of me when he was sick, I was with him. He said “Don’t 

worry, I will care for your son when he is born.” He didn’t know he would 

die two months before my son was born. He didn’t accept he was going to 

die. He didn’t say anything when I asked him “Grandfather are you sick? 

Are you in pain? Don’t die.” [He said] “No, I will take care of you. I am 

fine, I will stand up again.” We all cried when he died, my grandmother, 

my siblings, everyone. My brothers drank when he died, they were sad, we 

were all so sad. That is how we were left without my grandfather. (Rosario 

Medina, 21, interview July 28, 2013) 

As the family patriarch, Rosario’s father respected his father-in-law’s orders. Manuel was 

a kind and gentle man who was greatly loved by his family. His death caused tremendous 

grief, especially in his wife Milagros, who was inconsolable when they called me via Skype 

and when I spent time with her in 2013. Rosario began to cry when she said her father no 

longer loved her and as she mentioned her grandfather, her emotions intensified: 

My father doesn’t love me, my father doesn’t love me. I am sad, I want to 

go back with my family. There is no one there to wash their clothes, I am 

very sad for them. My brother said “Why don’t you come back to us? We 

are sad for you. No one is washing my clothes.” [I said] “What can I do 

brother? Father doesn’t love me, you love me.” “I am sad” said my brother. 

I told him to bring the clothes here so I could wash them. Yesterday I 

washed his clothes. He is very happy with me “You are one of a kind, 

sister”, he said. (Rosario Medina, 21, interview July 28, 2013)       
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Rosario named her son Manuel in honor of her grandfather and all he had done to protect 

her when she was pregnant. The prevalence of domestic violence presents a great risk to 

pregnant women and along with family decisions is one of the barriers to seeking care. 

Domestic violence directly impacts migration (Menjívar and Salcido, 2002). As seen with 

Rosario’s sister who migrated after her father hit her while she was pregnant causing her 

to miscarry. For participants in this study, domestic violence was a major push factor which 

resulted in their decision to migrate to flee the danger of recurring abuse.   

5.2 Cultural Practices 

The majority of Migueleños follow many cultural beliefs surrounding pregnancy. 

There are various norms which hold pregnancy as a mystical and spiritual state. Several 

residents shared that when a woman is pregnant, her fetus is so powerful that it can hurt 

people, especially children, and make them ill. Migueleños believe that when a pregnant 

woman looks at a baby, she passes mal de ojo, the evil eye. One couple in San Miguel who 

knew I was pregnant in 2013 brought me their son and asked me to lick my thumb and 

make a cross of his forehead to protect him from the force of the pregnancy.  

There are various plants used and treatments performed by midwives during 

prenatal care of mothers and postnatal care of mothers and infants. The rue plant is used 

with frequency by midwives. They use rue to cure babies when they are born. Rue one of 

the ingredients in the holy water the midwives make to cure various spiritual, emotional, 

and physical issues. In order to distinguish the ailment, they rub an egg on the woman or 

baby. Then the egg is cracked to check the source of the problem. Maria, the midwife in 
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Lake Worth told me that in San Miguel that egg would then be cracked in the river, but she 

is not by a river so she improvises and cracks the egg in the toilet.    

After birth, women and their infants bathe in the chuj, a traditional bathing hut made 

of adobe and mud, located outside of the house. Water is heated in a pot with firewood in 

the chuj. This water is used for bathing and the fire creates steam while bathing in the 

closed hut. Mother and infant bathing in the chuj is central to Migueleño birthing practices, 

as recorded by Grollig in his 1959 study of San Miguel (107). The chuj is such an essential 

part of Acatec culture that Migueleño residents with modern showers in their home 

continue to bathe in the chuj on a regular basis. 

The recovery process after birth lasts twenty days. During that time, women rest 

and their family and friends care for them. They follow several beliefs pertaining to 

bathing, foods they can and cannot eat, and how much they can move. After the twenty 

days there is a party to thank the people who assisted and to celebrate the birth. I was told 

that this period lasts twenty days so that the mother can heal from birth, but also because 

when a baby is born, they cannot be certain that the baby will live so they wait before 

celebrating the birth.  

Anthropologist and Jesuit priest Francis Grollig documented Migueleño birth 

practices part of his field research in the 1950s (106-109). During this time, babies were 

delivered solely by midwives. Grollig uses the Spanish term comadrona instead of midwife 

because “…in most cases the comadrona is not a professionally trained midwife, as that 

term may signify in English. Rather she is one whose mother before her attended women 

at childbirth. She has been taught the ‘tricks of the trade’ and has the confidence of the 

Indians, whether she is a professional or not” (106-107). The midwives were paid between 
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three to four dollars for delivery only if the infant survived. Grollig describes infant 

mortality as high, but finds it surprising that it is not higher. The twenty day recovery period 

which is currently practiced in san Miguel was practiced during that time as well. The 

mother would stay in bed the majority of the time and would eat special food made for her 

recovery. Grollig also mentions that vitamin pills and powdered milk were distributed free 

of charge by The United Nations Educational, Scientific and Cultural Organization 

(UNESCO) and the World Health Organization (WHO), but does not provide more details 

on the results, reception, or use of these “free gifts” (106).   

Some cultural norms can be detrimental to women’s health. The lack of openness 

to discussing pregnancy and the body prevents breaking taboos, it prevents women and 

men from talking about the health issues that stem from pregnancy and ways to address 

them. From conversations with the majority of women and health advocates, it was clear 

that there was a lack of knowledge among Migueleños not just on maternal care, but also 

pertaining to the actual process that the body undergoes during pregnancy, and how 

pregnancy and delivery occur. For this reason, though it is difficult to discuss family 

planning with residents because of cultural taboos, it is one of the most important goals of 

health advocates. 

5.3 Health Professional Perspective on Pregnancy in San Miguel Acatán 

There are numerous physical and emotional dangers for pregnant women in San 

Miguel. I asked every health care professional interviewed about these dangers; the most 

common answers were as follows:  age of pregnancy, malnutrition, family income, limited 
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medical services, distance to emergency clinics, and lack of information due to education 

and cultural taboos.  

Dr. Rodrigo Hernández works with Curamericas, a non-profit organization that 

partners with underserved communities in Africa, Latin America, and the Caribbean to 

improve the health and well-being of residents of these communities. Dr. Hernández 

oversees the Curamericas operations in San Miguel and its surrounding municipalities. Dr. 

Hernández observed that women ran a high risk of death from complications during 

delivery: “Almost all women run a risk of dying if they have an emergency during their 

pregnancy. Every year in San Miguel there has been maternal mortality, there are two in 

2012 and the year has not ended.” Sheyla Salguero is a nurse for an international nonprofit 

organization that operates in San Miguel. She disclosed the most frequent medical 

complications among women in the region: “The dangers women face during pregnancy 

are malnutrition, vaginal bleeding, vaginal discharge, urinary discomfort, fever, pain in the 

pelvic region, cramping, headaches, arterial pressure greater than or equal to 140/90 

mm/hg, among other dangers.” Elisa works as a nurse’s aide for the same organization as 

Shyela. She reported that malnutrition led to health concerns for pregnant Migueleñas:  

Moms are malnourished; some say they are twenty-five and they look thirty-

five, their teeth fall out and they look anemic and skinny. The pregnancy 

affects them because when the fetus is formed it takes their nutrients to form 

the placenta. Breastfeeding does [leads to the malnourishment of mothers] 

as well. (Sheyla Salguero, interview June 30, 2013)   

Social worker for the Justice of the Peace Virginia detailed concerns due to limited medical 

services and complications caused by malnutrition:  
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The mother’s alimentation during her pregnancy is precarious, and most 

have small children and frequent pregnancies. [Pregnant women are in 

danger of] malnutrition and disease because of their precarious condition 

and [are in danger of] death due to lack of medical care. If there is a 

complication at birth the mother can die and she is transferred to another 

medical center such as the one in San Pedro Soloma. (Virginia Leon 

November 17, 2012) 

Malnutrition was a result of lack of knowledge and finances to eat properly during 

pregnancy. Julio Fernandez manages the San Miguel branch of Curamericas, the nonprofit 

organization Dr. Hernández, Sheyla and Elisa also work for. Julio noted that 

misinformation of complications that result in maternal dangers was especially an issue 

pertaining to teenage pregnancy, which is common in the region:   

The maternal mortality is very high because of the fact that there are a lot 

of people, a lot of women that don’t recognize the signs of danger during 

pregnancy. We are talking about early ages in regards to pregnancy, some 

have menstruated maybe five or six times when they become pregnant so 

they didn’t have control of their first menstruation, much less during their 

pregnancy. They consume very little folic acid, iron, and those things, they 

don’t take vitamins. (Julio Fernandez, interview August 5, 2012) 

Elisa affirmed that age of pregnancy was an issue: “I’ve seen 13 year olds with their 

first child and some by twenty-five have five children. There are older women having 

children as well because they don’t accept family planning.” Elisa’s team leader Julio also 

viewed teenage pregnancy as a major concern that resulted in greater risk because sexuality 
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and pregnancy was not explained to teenagers: “In regards to pregnancies there are many, 

many problems, first of all because of our population, young women get married at a very, 

very early age; between 13 and 15 years of age. Some of their bodies are not physically 

prepared. They are girls taking care of girls. The risks present are also higher.” Julio also 

opined that the lack of understanding of signs of danger and maternal care-seeking behavior 

that can lead to safer pregnancy and delivery are a consequence of taboo: “For many 

people, signs of danger during pregnancy are not topics that were openly discussed.” The 

need for improved communication among family and education about maternity and child 

care was mentioned often during interviews. Though domestic violence was not mentioned 

by every participant, it is also a pressing matter and a danger for many women in the region, 

including pregnant women.   

5.4 Services Available 

5.4.1 Midwives 

In 2007 the Guatemalan Health Ministry started a midwife training program. The 

Health Center issues certification cards to midwives who attended the training workshops. 

Curamericas and the Maternal House also hold training sessions for midwives. The topics 

covered in the training sessions are always about the birth process, newborn care, and 

recognizing signs of danger signs during pregnancy, delivery and postpartum. Health 

Ministry refers to the municipality of San Miguel as Health District Number 7. The district 

is divided into two sections.  Until August 2014 the first section was covered by Asociación 

de Desarrollo Integral Vida y Esperanza (AVIDES Association of Development Integral 

Life and Hope), located in Santa Cruz Braillas, Huehuetenango, about an hour and a half 
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from San Miguel. They trained thirty-seven midwives one day each month. The midwives 

were given a stipend of fifty quetzals (approximately seven dollars) for their participation 

in the program. The new Maternal House inaugurated in May of 2014 is located in section 

1. Currently the Maternal House hosts workshops for twenty midwives from the 

surrounding communities. The midwives are provided with lunch but there are no funds to 

provide them with a monetary stipend.  Curamericas is responsible for the second section. 

Curamericas trained twenty-five midwives and provided them a fifty quetzal stipend until 

October of 2014. The training program came to an end due to lack of state funding. In June 

0f 2013 the Health District provided sixty packages with delivery care equipment. The 

packages included scissors, gauze, bandage tape, cotton, alcohol, and a backpack, this was 

in June 2013. The supplies have been exhausted and only a few pairs of scissors remained 

in November of 2014.  

The majority of mothers interviewed gave birth at home assisted by a midwife. For 

these reasons, midwives continue to be the primary maternal care option in San Miguel. 

Milagros Reyes is among the most respected midwives by residents and health care 

providers in the region. At seventy-one with over forty years of experience, she has treated 

Migueleñas and children for a variety of illnesses and provided maternal care and delivered 

many infants. Milagros is kind and calm person; it is clear why so many trust her and why 

the room next to her house where she sees patients is full on a daily basis. Outside the room 

there is a long bench where patients wait to be seen and their family members wait. She 

also conducts house visits when women cannot come to her. Milagros was taught how to 

heal from her father after God granted her the premonition to become a midwife: “My dad 

was a healer. Before there were no midwives. My dad helped my mom [during childbirth] 
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when I was born. He was a good man. He died a long time ago. He taught me a lot.” The 

knowledge passed down by her father was an important part of her training, but she insisted 

that knowing how to pray was crucial to being an effective healer.    

Milagros was eager to share her experiences with me because she said it was 

important to help me with a study that will tell others about the problems women have in 

San Miguel. She often said, after sharing information she believed was pertinent, “You 

should write that in your study.” Shortly after we began the interview, she left and returned 

with credentials and visuals that the Health Center gave her. She could not read or write, 

but had cards where she documented her deliveries with the help of her grandchildren. 

Milagros described the services she provides to pregnant women: “When women are 

pregnant they come get massages here so that their babies are well, I put olive oil.”  She 

also uses plants to make remedies and is aware of the pharmaceutical medications women 

take because she collaborates with the owner of a local pharmacy:      

There are plants, after they give birth, they buy chamomile and vitamins. I 

cook the plants. They [vendors] sell them at the market now. There are herbs 

that smell good, women drink these. The woman at the pharmacy gives 

them medicine for the pain. She works [heals, delivers babies] well. Some 

babies are born there [at the pharmacy] with her too. She helps them and 

she calls me too, and I help her. (Milagros Reyes, 70?, interview August 9, 

2012) 

Milagros mentioned that the plants are sold at the market because before this, she 

would have to search and pick plants she needed that were growing in various areas. She 

also referred to the medicine sold by the pharmacy owner to explain that women also take 



 

148 

pills in addition to or instead of the natural plant remedies. The pharmacy owner Milagros 

is describing also assists births and at times Milagros collaborates with her when she is in 

need of aid. To better understand midwifery in San Miguel I asked Milagros when and how 

often women seek her services: “They come once or twice, but some don’t feel their babies 

so they come here. There are some people at the pharmacies that send women here. They 

come at around two or three months when they feel they are pregnant, at one month one 

doesn’t know.”  

The costs of midwife services vary depending on the midwife’s beliefs and the 

patient’s ability to pay. Some women barter in order to pay for midwife services. Milagros 

accepted any form of payment because she believed her knowledge of midwifery was a 

gift from God: “They see how they can pay, some are poor and they have no money, it is a 

work of God, each person pays what they have, Some have too many children they don’t 

have what to eat, I don’t charge them. Some come and wash clothes here or give me gifts.” 

Milagros added that in addition to lack of finances to deliver in a biomedical setting, 

women prefer midwives because it is what they are culturally accustomed to: “They are 

used to our culture. Here they just give birth, only if something happens they go to the 

hospital.” 

Milagros said that she saw many changes to maternal health over the years:  

Before the children were born well, now they are not. Before there were no 

shots, now there are. Before the food was good, it was original, the food 

now is not good, it doesn’t give women force. Before more women died, 

now there are injections and vaccines that help. There are medicines, there 
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are pills, and IV, women who have money use IV. (Milagros Reyes, 70?, 

interview August 9, 2012) 

The differences she mentioned were both positive and negative. Milagros thought that 

deliveries were less complicated when she began to practice midwifery and attributed this 

partly to the dietary changes; she believed the packaged food people now consume was not 

as beneficial as the natural food people used to eat. She was referring to the processed chips 

and other food such as cup-o-noodles, that was not available until recently. It is interesting 

to note that although San Miguel is rural and quite remote, there are trucks that deliver soda 

and beer products as well as processed bagged food to the hamlet and other remote areas 

nearby. Milagros recognized that modern medicine had benefits for women, but that it was 

used mostly by those who could afford it. She did not have a negative view of biomedical 

care and was proud of her collaboration with the Health Center and NGO staff.   

 Midwifery will continue to be prominent in San Miguel not only because of lack of 

biomedical services and individuals’ lack of funds to afford other types of care, but because 

it is a cultural tradition. In addition to tradition, midwifery allows and encourages a bond 

between the women and their healers. They feel comfortable with the person who is caring 

for them and assisting their birth, which is extremely important to the culture. Milagros’ 4 

year old granddaughter was present during women’s visits and she often mimicked 

Milagros using a doll as her patient. She was a midwife in training, the next generation of 

Migueleña healers.   
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Figure 8 Milagros' granddaughter playing midwife with her doll 

 

Figure 9  Milagros' granddaughter playing midwife with her doll 

Most births take place at home with midwife assistance. Public maternal services 

available in San Miguel include family planning, vitamin supplementation, and 

vaccinations, but there are no public government services for childbirth. From his years of 

experience in San Miguel and surrounding municipalities in the Cuchumatanes highland 
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region as the doctor for a nonprofit organization, Dr. Rodrigo Hernández recognized that 

women do not have access to emergency care and that there are barriers present to the 

limited services that are available:  

The majority of women don’t have access to health services, only to 

transportation personnel. They are attended to in the health centers only 

during working hours; this is why it’s not enough. The majority have to 

walk, spend, accommodate to a schedule; which is why we can conclude 

that they don’t have access to health services.  

(Dr.Rodrigo Herdandez, interview November 13, 2012) 

Dr. Hernández explains that availability of health services in San Miguel are “not enough” 

because they are limited to non-emergency care due to lack of equipment and staff. If there 

is an emergency there is access to free transportation to permanent attention centers with 

personnel that is qualified to handle emergencies and the equipment necessary to do so. 

Dr. Hernández concludes that the services do not meet the needs of the area, that if women 

have to travel far and spend money to seek care, it means they do not have access to health 

services. Although there are obstacles to accessing the services and they are not as 

advanced as those available in the United States, the services are provided for free by the 

Government Health Center, nonprofit agencies such as Curamericas, and religious 

organizations.  

5.4.2 Health Center 

The Health Center in San Miguel is classified as type B, meaning that it provides 

vaccinations, medicine, and prenatal vitamins, as well as water and sanitation services.  It 
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is open from 8:00-4:30 pm during weekdays and limited hours on Saturdays. Type A 

centers (also referred to as Permanent Attention Centers) (PAC) are open twenty-four hours 

and have the equipment, doctors, nurses, and medical staff necessary to handle birth-related 

complications. The centers do not have surgeons, however, and when extreme cases arise, 

patients must be transported to the department capital’s national hospital in 

Huehuetenango. The nearest PAC is in San Pedro Soloma, about an hour and a half drive 

from San Miguel and the hospital in Huehuetenango is about a four to five hour drive. 

Justice of the Peace social worker Virginia stated that the Health Center is not equipped to 

provide full services and, therefore, an ambulance is on call twenty-four hours for 

transportation needs: “In the Health Center there are only nurses, and there is no doctor, or 

medical equipment for prenatal care, and less to assist complicated births. In case of 

emergencies or complications, the Health Center ambulance takes them to the attention 

center of San Pedro Soloma, at a distance of two hours.” The nurses at the Health Center 

are nurses’ aides and are not able to deliver and the medical equipment at the Health Center 

is limited and not fit for delivery. There are private biomedical maternal care options in 

San Miguel, but the majority of Migueleños cannot afford to use them. In November of 

2014 the staff at the San Miguel Health Center included a doctor, a professional nurse, a 

rural health technician, a laboratory technician, a nutrition manager who is also a nurse, a 

secretary and four nurse’s aides, two counselors—a woman and a man.  

5.4.3 Curamericas Global and the Maternal Houses 

Maya women are more likely to seek medical care when their traditions and culture 

are taken into consideration and they are treated respectfully by health-care professionals 
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and less probable to do so when they are not (Berry 2006; Berry 2008; Schooley et al 2009). 

Mayas expressed several concerns with their reception at hospitals; some feel they are 

treated unfairly, that hospitals are not accommodating to the families and guests of patients 

(who are usually present during home births), and many perceive long hospital wait times 

as insulting, and some leave after 30 to 40 minutes. (Berry 2006; Berry 2008). On the other 

hand, The Maternal House women’s support groups revealed that women felt valued when 

they were allowed to wear their traditional Mayan dress, when they were not confined to 

hospital beds while waiting for the birth onset, and when their families were present and 

encouraged to bring food they like. Furthermore, the emotional support provided by 

caregivers resulted in a better experience for women who had given birth in an isolated 

environment, creating feelings of fear and aloneness (Schooley et al 2009).   

Since its establishment, Curamericas has worked together with the Health Center 

to accomplish improvements in women and infant’s health in San Miguel and its 

surrounding communities. Curamericas is a private non-governmental organization with 

no religious affiliation that began operating in Guatemala in 2001. The Curamericas 

mission is to improve the quality of life of residents in underserved rural communities that 

have little access to education and basic health services by providing such services via a 

multidisciplinary team.  Projects are spearheaded and supervised by Dr. Rodrigo 

Hernández who began working in the area early on, over time made rounds by horse, 

motorcycle, and now vehicles.  In order to address the high maternal and infant mortality 

rates and the malnutrition in San Miguel and its surrounding municipalities, Curamericas 

implemented various projects under the “Child Survival” program. In November of 2014 

the San Miguel branch of Curamericas was comprised of a director, Dr. Hernández 
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(responsible for the various branches of Curamericas in the region), a field coordinator, 

seven community educators that graduated high school with a teaching degree, and one 

educator with a bachelor’s degree, a commercial secretary, and a social worker who is in 

charge of the San Miguel operation. 

In response to the high maternal and infant mortality in the region, the Maternal 

House was built about an hour and a half from San Miguel in Calhuitz, San Sebastián 

Coatán by Curamericas in 2006 with funds donated by Dr. Christian Finch. The goal of the 

maternal house is to reduce maternal and infant mortality and to mobilize communities to 

improve women and children’s health. Between 2006 and 2009 Curamericas worked with 

Calhuitz community members, councils, committees, and midwives to determine how the 

Maternal House would be run. It was inaugurated in May 2009 as a safe place for women 

to receive pre and postnatal care that takes into consideration their cultural practices. The 

Maternal House benefits residents in that it is significantly closer to them than the 

department hospital, 4-5 hours away. Cultural practices are acknowledged and encouraged 

at the maternal houses and family is allowed to participate in the birthing process.  In 

addition to a shower, there is a chuj, a traditional bathing hut for women to bathe with their 

infants. Women can relax in the chuj while in labor and bathe their newborns as they would 

in their own homes. Family planning, pap smear, and newborn health care services are also 

offered at the Maternal House.  

The Maternal House now serves as a model for the establishment of other maternal 

houses in surrounding regions. Curamericas collaborated with the residents of Coya, about 

an hour from the center of San Miguel to build the second Maternal House with resident 

funding from the United States Agency for International Development (USAID) and the 
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Ronald McDonald House Charities. Since the inauguration in May of 2014, Migueleña 

attendance and participation has been remarkable as Julio expressed: “The Maternal House 

in Tuzlaj, Coya a is a complete success. From May 2014 until October 2014, 50 births have 

been assisted from the 10 surrounding communities. 3 women were referred to the hospital 

in Huehuetenango and 6 lives were saved. This gives us enormous satisfaction” (October 

31, 2014). Julio’s enthusiasm is matched by every Curamericas employee I met; they are 

passionate about their mission to reduce maternal and infant mortality and to educate 

women on proper care for themselves and their children. 

 

 Figure 10 Community effort to build a new section in the Calhuitz Maternal House 
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Figure 11 Woman leaving the maternal house with her newborn and family (Photo 

Curamericas) 

5.4.4 Medical Missions 

The day I arrived in San Miguel in the summer of 2012, I was surprised to see that 

there were other non-indigenous people in the municipality. My host Caridad Paz explained 

that over the past few summers, missionaries had arrived from the United States to provide 

medical services and to repair the Catholic Church and school. She took me where they 

held medical visits in the center of the hamlet. There was a long line of women and children 

waiting to be seen by doctors. A few days later there was a sendoff party at the school with 

traditional marimba music and performances by the children to thank the missionaries for 

their service. The Archdiocese of Omaha began their Ixim Spirit of Solidarity missions to 

enrich the Christian relationship between Catholics in Omaha and hamlets in 

Huehuetenango. The name Ixim, meaning corn in Kanjobal, was chosen to represent a 

staple of the people of Huehuetenenago and a livelihood of Nebraska (archomaha.org). The 

two-week mission takes place every year in June or July. The mission coordinator Mark 

Zimmer said they are discussing ways to have a longer lasting impact on the community, 
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since they feel that the illnesses residents are treated for recur once they are healed. The 

services are of great importance to the people of San Miguel, who display great 

appreciation to the missionaries during their stay.    

5.4.5 Private Clinic 

The private clinic is located in the center of San Miguel directly across from the 

Health Center. It is owned and operated by Doctor Rolando Cabrera, a ladino doctor. The 

clinic is very small in size and there are two staff members who assist the doctor and receive 

patients at the clinic, one during the day and one at night. Dr. Cabrera and his staff accept 

patients that are ill or have small injuries and provide maternal services to residents who 

can afford private care. The clinic is equipped with medicines, vaccines, and IVs but is 

limited in maternal care procedures since Dr. Cabrera cannot perform Caesarean operations 

at the clinic. Like in many private clinics in the area, the doctor charges more if a boy is 

born. I was not given an explanation as to why and though we spoke several times, Dr. 

Cabrera was not available to interview.   

According to health care professionals and Migueleñas, there have been families 

who had not planned to pay for delivery at Dr. Martín’s clinic, opted to seek his private 

biomedical services due to serious complications and delay in seeking care.  Elisa 

explained that the private clinic is mostly used by remittance recipients and during dire 

emergencies. In the case of urgent situations, families find a way to pay for the delivery. 

Elisa recalled a situation when a woman exchanged livestock for treatment because she 

had no other way to pay:   
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Some that have family abroad are more likely to deliver in clinics. I heard 

of a case of a woman had nine children and she couldn’t give birth, they had 

to take her to the private clinic and she gave him a calf that she had. 

Sometimes they give up some of their property, borrow money or sell 

something they own. They look for a way to pay. (Elisa Paz, 24. interview 

August 5, 2012) 

Midwife Milagros Reyes also informed me of Dr. Rolando Cabrera’s clinic: “Rolando 

helps us too, he charges 1,800 quetzals (around $235), it seems. There are other doctors, 

they charge a lot.” She added that she helps families find ways to pay him when they cannot 

afford to do so immediately. Desperate situations could be prevented if care is sought as 

soon as complications arise, but as Elisa explained, if the desire to save the woman and 

infant is present, there are options to do so locally as well.   

5.4.6 Family Planning Services 

Traditional mindset also hinders women’s ability to openly use protection and 

family planning services. Interviews with health care participants revealed that some 

husbands suspect women who want to use methods of protection are unfaithful. Because 

of these cultural ideas about gender, women are provided privacy by the Health Center and 

organizations working in San Miguel if they choose to receive vaccines to prevent 

pregnancies.   Dr. Hernández explained: “There are family planning services, but in the 

family and church this is still taboo which is why many women must keep this hidden from 

their family and church.” Virginia related a lack of family planning knowledge in San 

Miguel to many of the maternal health concerns present in San Miguel: “The women don’t 



 

159 

know about family planning, and it is evident that there is no adequate education about 

spacing births, and there are pregnant women who are at an advanced age. There are 

increased cases of teenage pregnancies, since in the education centers there is no 

coordination with the Health Center for adequate sex education.”  

Sheyla also attributed the high number of pregnancies to lack of family planning, 

but explained that it was due to resistance from` husbands: “The average number of 

children per woman is extremely high because husbands don’t accept family planning.” 

Shyela and Elisa worked for Curamericas and both explained that there are men who do 

not allow their wives to use birth control, but Elisa added that there are women who went 

against their husband’s will “Many times they have to clear it with their husbands, but there 

are also women that make their own decisions about planning, regardless of whether their 

husband is in agreement. They get the vaccine by their own choice in secret. It’s an option 

they are given in case their husbands resist.” Though medical professionals mentioned that 

many women hide contraceptive use from their husbands and families, the women 

interviewed did not imply that they did so. When I asked Irene what her husband thinks 

regarding contraception use, she laughed and asserted that the choice was hers: “I decide, 

I don’t ask him, I tell him.”  

Most women interviewed were aware of family planning options and used a form 

of contraception, mainly contraceptive vaccines and rod implants in the arm provided for 

free or very low cost by the Health Center and other organizations in San Miguel and 

surrounding regions. None of the participants disclosed use of birth control pills. Two 

participants revealed that they preferred to purchase condoms rather than to receive them 

for free at the Health Center to prevent rumors among residents. The Health Center runs 
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campaigns to inform residents about birth control options. Irene informed me that women 

are most likely to use birth control when they are made aware of the option by women they 

know: “There is a woman here that already has five children, and one passed away. That’s 

why the lady went to get those injections and she convinced me and that’s why I went.” 

Irene had an implant in her arm, which she referred to as an injection. She was well 

informed about the various methods available in the area: “I use the injections from 

Jacaltenango. I go there. They say it lasts three years and you have to go check it every 

year. It’s free but you have to pay your fare to travel there. They have these injections here 

too; if you gather thirty women to put the little tubes in their arms, people come from 

Mexico to give them.” Elisa from Curamericas confirmed that there are drives in which a 

certain number of women is required in order to administer vaccines or implants. Women 

share knowledge of family planning with each other, which makes others them more likely 

to use family planning methods than if approached by the Health Center or the nonprofits.  

I initially thought that since Migueleños were very religious, the Catholic Church’s 

stance on birth control would hinder contraception use as Elisa experienced when talking 

to women about family planning, but this did not present an issue for the women I 

interviewed. When the subject arose, Estela Mercado disclosed that it was not religion, but 

rather shame that prevented her from getting contraception at the Health Center, so she 

resorted to other options: “I believe in God, but it’s not because of religious practices. 

Sometimes one is ashamed to go to the center about that; you think, what will they say? 

Sometimes I go to the pharmacy and buy them. I think people today know because 

midwives tell you.  Now I know a midwife and she gives me medicines so that I don’t get 

pregnant.” 
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Like Estela, Elisa also felt ashamed to use birth control so rather than receiving it 

for free, she paid for it in order to keep it hidden from the other residents:  

I was with my husband for a year after I gave birth and I used contraceptives 

three months after I gave birth. I bought them, I used Depo-Provera that 

lasts three months but since I was breastfeeding so I lost a lot of weight. I 

replaced that with a monthly one. I paid for private contraceptives, even 

though I knew that they had this free at the health services, but because of 

shame I didn’t go, I didn’t want everyone to know. I was seventeen when I 

got pregnant.(Elisa Paz, 24, interview August 5, 2012)   

  

After gaining experience as a nurse’s aide working for Curamericas in San Miguel, Elisa 

now believed that currently more women use birth control they obtain from public or 

private clinics: “I think some women don’t go because of shame, but now more women go 

for family planning or private services if they are embarrassed or don’t trust the things 

provided by the government.” She added that Curamericas had made progress with 

informing Migueleñas about family planning and that those who continued to be resistant 

to birth control did so because they were not properly informed: “We are on the vanguard 

of that because there are some women that plan, on the contrary, many don’t because they 

believe it’s bad, or they won’t be able to have children later, or get cancer, a lot of beliefs. 

They are misinformed.”  

Some midwives discuss family planning with women after they give birth. Like 

many women in San Miguel, Milagros had frequent pregnancies. She explained that she 
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encourages family planning and discusses this with both men and women because frequent 

pregnancies are an issue:   

I have twelve children. I had twins, one died, she got sick when she was 

little. When babies are born, I talk to the women and the father; I tell both 

that they have to take care of themselves and wait seventy-five or fifty days. 

Some don’t understand, they become pregnant again soon after they give 

birth. Some want to take care of themselves [prevent pregnancies], some 

don’t. (Milagros Reyes, 70?, interview August 9, 2012) 

Milagros is familiar with the contraception methods offered at the Health Center  where 

she refers her patients, but like the health care professionals she affirmed that there are 

women who have issues with the methods provided: “There are shots at the Health Center  

but some get sick from the vaccine and they don’t want to get it. There are some that gain 

weight from it”. Although not all her clients are receptive to seeking care in addition to 

midwife services, collaboration with midwives such as Milagros has resulted in positive 

changes to maternal care in San Miguel.  

5.5 Collaboration with Midwives 

Midwives are central to reproductive health care in the San Miguel culture. They 

are respected members of the community and for many women are the only form of pre 

and postnatal care. Thus, midwives are the link between women in labor and emergency 

obstetrician services and may also be able to convince families to seek emergency care for 

women when needed. In their study of barriers to the use of maternity homes and delayed 

access to quality emergency care in Guatemala, Ruiz et al observed that the issue with the 
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fact that 70% of births are attended at home is that midwives lack the skills and resources 

needed during obstetric emergencies (206). During her fieldwork in Sololá, Nicole S. Berry 

recognized that the Safe Motherhood campaign policies disregarded the importance of 

midwives and treated them as unskilled biomedical obstetricians. Berry explains the crucial 

difference between obstetricians and midwives to community members: “Unlike the 

obstetrician, an Iyom [midwife] was not valued for her knowledge or treatment for 

pathologies, but for the powers that she derived from God. When something went wrong 

in the village and a birthing woman died, the knowledge of the midwife was not instantly 

brought into question” (“Unsafe Motherhood” 84). For these reasons midwives are crucial 

to maternal health in rural areas and their duty must be respected by biomedical health 

advocates in their attempts to improve maternal and infant safety in the region.  

A midwife saw every woman I interviewed at some point during her pregnancy, 

regardless of income, age, or education. Those women who used biomedical care and 

delivered in a hospital also sought midwives for treatment while pregnant. The importance 

of midwives’ role is understood by the Health Center and non-profits in San Miguel and 

both collaborate with midwives in a variety of ways to provide them with information and 

materials necessary for safer deliveries.  

William Dorado is the accountant and inventory manager at the Health Center. He 

explained the importance of the Health Center’s collaboration with midwives: “We work 

with midwives that now are trained because of the service providers thank God, because in 

the district of San Miguel Acatán the births normally take place in their homes.” The Health 

Center provides midwives with visuals that explain how to spot signs of danger. They also 

are in frequent communication to update midwives on emergency transportation 
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procedures. Many midwives send their patients to the clinic to receive prenatal vitamins. 

Milagros said she informed women about the Health Center’s services: “I send them there 

to get their vaccines so their babies are born well and they have force. There are some 

midwives that don’t send women to the clinic, but the injections help.” Milagros explained 

the ways in which she collaborated with the Health Center to ensure her patient’s well-

being:  

I attend the Health Center’s workshops. They say what to give women, to 

eat fruit. When they come here they give me papers and I say who is 

pregnant. Sometimes I help gather money if they need it. If there is an 

emergency, they go to the hospital, if I have time I go. I go tell the Health 

Center that they need to take them.  (Milagros Reyes, 70?, interview August 

9, 2012) 

Like the Health Center, Curamericas also works with the midwives and holds 

frequent workshops on dangers that may occur to an expectant mother during pregnancy: 

“For the pregnancy she is assigned a midwife that goes to see her for all the check-ups. 

There are midwives here that we know who are trained, and they can solve complications. 

In our group we count on twenty-five midwives. Each month they receive training on 

different topics, always about how to prevent maternal mortality” (Julio). Elisa noted that 

midwives are also informed to notify the ambulance when a birth cannot be resolved at 

home: “Midwives are taught that when births last longer than twelve hours or the placenta 

doesn’t come out they have to go to a medical center so that the ambulance can take them 

to a facility. The midwife training is beneficial because some midwives now refer women 
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with labor complications to the Health Center.” The workshops are frequent and 

Curamericas staff goes to the houses to inform them when they will be held.  

Curamericas works with international organizations to provide a variety of medical 

services in Huehuetenango. The agency partners with midwives from the United States to 

form transnational relationships with midwives in San Miguel. In July 2012 Curamericas 

hosted two midwives from the Clinicians Migrant Network who arrived from the United 

States to treat women and train staff to conduct community workshops. During a review of 

a mock workshop held by facilitators in front of health care providers and advocates, 

participants constructively criticized the visuals of black and white drawings depicting 

African women. The Curamericas San Miguel team and I redesigned the materials in order 

for them to be applicable to the indigenous population by coloring in clothing to transform 

them to cortes and huipiles, traditional Maya garments, and changing the hair and facial 

features of the women and infants. 

5.6 Community Collaboration 

After spending time with the Curamericas team, it was evident to me that their 

strategy went beyond involving the midwives to work with the community to improve the 

well-being of pregnant women and infants. Curamericas’ vision is to encourage its mission 

by promoting community organization and engagement. In addition to providing health 

checks and vaccinations for women and children in remote areas with no access to care, 

Curamericas created a team of local health promoters and trained it to conduct workshops 

in Acatec.  The local promoters train community leaders to hold workshops in their houses 
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about topics such as hand washing, breastfeeding, and child nutrition. The women are also 

trained to gather information about pregnancy, birth, death, and migration of residents. 

Curamericas hires the majority of the team locally so that they can better understand 

the resident’s needs and overcome cultural communication and language barriers by 

speaking in Acatec. Elisa asserted that her job is easier to accomplish as a Migueleña 

nurse’s aide: “The fact that I speak their language makes them feel more trust. Sometimes 

they are ashamed because they can’t speak Spanish, so they call me over to the side and 

tell me they want to receive the vaccine. I always tell them that is what I am there for and 

that they should not feel shame.” Curamericas aims at employing members of the 

community like Elisa in order to be culturally sensitive and aware of the needs of the 

residents. 

The community was also heavily involved in the establishment of the new Maternal 

House, which was not built without the blessing of the mayors and hamlet leaders who 

took the initiative to convince residents who opposed its construction. The mayor provided 

the plot of land, leaders gathered funds from the residents and many residents volunteered 

to build the house. From his extensive experience in the region, Dr. Hernández knew that 

the best way to ensure the facility would be used was by including those who would use it 

in every aspect of its establishment. 
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Figure 12 Community workshop on hand washing and boiling water (Photo Curamericas) 

5.7 Cultural Barriers to Seeking Care 

Lack of information of maternal care can be a barrier to seeking care. However, 

awareness of prenatal care in rural Guatemala does not guarantee its acceptance. As Nicole 

S. Berry demonstrates, in some rural areas, cultural values and beliefs, such as religion, 

play a major role in the decision not to seek medical attention upon complication. During 

extensive participant observation, Berry learned that evangelical Kakchikel Maya view 

complications as physiological symptoms of spiritual problems which should be dealt with 

through prayer. Hospital intervention denotes a lack of faith, and thus there is social 

pressure to not seek emergency biomedical care at hospitals so that their faith could not be 

questioned (2006). The unique case of Maya women poses complex challenges to 

improving their well-being, and there are instances when migration has resulted in adopting 

new perspectives, resulting in positive maternal outcomes.  
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5.7.1 Family Decisions  

I helped a woman give birth once. When she was in labor she stood the pain 

for one day, and her baby was born dead because she was afraid and she 

didn’t push well. She didn’t go to the hospital because she lives far and her 

mother-in-law didn’t want her to. She walked too far to buy things in the 

market and that’s why she was in pain, that’s how my cousin suffered. She 

is pregnant again. (Irene Maldonado, 23, interview August 9, 2012) 

As is evident from this vignette, family decisions are crucial to women’s well-being 

in San Miguel. In many cases, the women are not in control of the most basic decisions 

regarding well-being and pregnancies, which becomes a serious life-threatening matter 

during emergency situations. While there are many examples of support and solidarity, 

there is also evidence that mothers-in-law impose a relationship of exploitation or forced 

labor (61). I heard this from Migueleñas as well; a few women in their 50s told me that 

when they were younger they had to work for their mother-in-law, who made decisions for 

them. Marta Lugo stated that when she married, her husband migrated to work and she 

remained in her in-law’s home without permission to leave the house. Her story is included 

later in this chapter. 

 Family involvement in the birth process is prevalent and crucial; family members 

make the decisions regarding the pregnancy and birth:  

In the “ideal” birth the extended family participates, lending physical, 

emotional, and spiritual support to the laboring woman. During this process 

kin ties are instantiated, particularly when a woman and her partner 

emphasize their respect for their parents. In this setting, having trouble, or 
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even worse, openly identifying a problem is a contentious activity that 

disrupts “ideal” birth. Failure to have an ideal homebirth is not blameless. 

Depending on the problem this delay may jeopardize the life of the woman. 

(Berry 2010: 41) 

In many cases, older Migueleña women (sometimes mothers, but mainly mothers-in-law) 

are the ones executing the orders:  “senior women frequently appeared to have more 

individual choice and control over younger women’s birth than the young women did 

themselves” (Berry 2010: 34). This control presents a problem when decisions against 

seeking medical attention could result in grave consequences to the safety of women and 

infants.  

Many of the health care advocates and providers emphasized ways in which family 

members, particularly husbands and mothers-in-law, discourage women from seeking 

medical attention during delivery:  

Those that come to the clinic are given education, yet when they are told to 

go to the hospital, they would like to go, but the decision is always the 

family’s, primarily of the husband and the mother-in-law, many women 

have died because they were not taken to the hospital even though they 

asked to be taken. (Dr. Hernández 11/13/2012) 

As a nurse who is not from San Miguel, Sheyla displayed frustration which the manner in 

which family decisions prevented the Curamericas team from providing services to women 

who are pregnant: 

 The problem is that women don’t take decisions on their own; the husband 

and the mother-in-law always make the decisions for them, which is why 
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they are afraid of seeking attention; they only go when it is authorized by 

the husband or mother-in-law. This hinders the entire health package 

because the attention that the state established for women and children is 

achieved very few times. (Sheyla Salguero, interview June 30, 2013)   

Sheyla’s team leader Julio frequently witnesses the control husbands and in-laws have on 

women’s birth in his community outreach with Curamericas: “Some women have pressure 

from the husband or mother-in-law: ‘you’re a weak woman, I had 15 children and here I 

am, before there was none of this’ [prenatal care and biomedical intervention during 

emergencies] says the grandmother.” He sees this control as a principal danger to healthy 

pregnancy and delivery because of women’s inability to make health-seeking choices for 

themselves:  

Machismo is also very strong; the woman doesn’t decide anything, not even 

use of planning methods, she doesn’t decide if she wants to go [receive 

maternal care] with someone who she trusts more for her pregnancy. In this 

case there is a lot of influence of the mother-in-law, even more than some 

of their mothers, from when the woman goes with the husband or when she 

becomes pregnant, she goes with the other family and this is when it’s the 

mother-in-law who makes the decisions; who will deliver the baby, what 

methods will be used. (Julio Fernandez, interview August 5, 2012) 

The health care advocates expressed immense frustration with the obstacle of 

convincing husbands and mothers-in-law to let them see or transport patients when every 

moment is crucial to saving the woman’s life.  I asked Sheyla why she believed there were 

women who chose not to use the Health Center’s services: “They don’t visit the clinic often 
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because they are still living machismo and matriarchy; the decisions are made for them by 

the husband and mother-in-law.” Sheyla’s answer reveals that safe pregnancy and delivery 

extend beyond availability of services, since even when life-saving options are present at 

no cost, access to those services is not possible if a woman’s family does not allow it.  

Mother-in-law influence and decisions are crucial to Migueleña well-being. 

Estela’s son was 7 years old when we first met in July 2012. She confirmed that it is 

common for mothers-in-law to impose their own birthing experiences on their daughters-

in-law, preventing them from seeking care: “Sometimes mothers-in-law say, ‘I gave birth 

here, you can too’. They don’t support you, instead of saying let’s go to the doctor. 

Mothers-in-law have a big influence.” Estela’s husband migrated when she was pregnant 

and the remittances were sent directly to her mother-in-law who decided what she would 

receive an allowance for. Additionally, her mother-in-law did not support clinic visits. 

Because of this, Estela found it necessary to sell some of her own belongings to have funds 

for her personal necessities when her mother-in-law did not agree with the spending. Her 

pregnancy and birth experience was difficult; she felt alone and that she lacked enough 

emotional and financial support:    

 I got pregnant and he went to the States. I don’t remember how many 

months pregnant I was when he left. I was working and I lived with my in-

laws back then, but we got in a fight. So I gave birth and my husband wasn’t 

there, just my mom. He sent money to my mother-in-law; you see how 

things are here? He wasn’t here until two months after the baby was born. 

It was hard, because you don’t feel comfortable with other people, but 
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everything turned out alright. (Estela Mercado, 28, interview August 6, 

2012) 

Family control of women’s maternal health has resulted in consequences that could have 

been prevented. This cultural control impacts everything from decision making to 

discussions about maternity.  

Studies demonstrate that men and other household decision makers are crucial to 

influencing Mayan women’s health choices (Schooley et al 2009; Becker et al 2006; Wong 

2011). The Maternal House diminished this obstacle by holding couple based education 

and teaching women how to negotiate with men and members of the community. This 

initiative lead to changes in health decisions: “The learned behaviour of ‘negotiation’ with 

key decision-makers and/or opinion leaders was an effective tool for convincing such 

individuals of the value in accessing facility-based care” (Schooley et al 417). When 

building the second Maternal House, Curamericas staff addressed the challenges that may 

arise due to family decisions by fully involving the community in every aspect of the 

planning and building. If the community supported the establishment of the Maternal 

House, they were more likely to use it and be comfortable with women delivering there.     

5.7.2 Culture, Religion and Communication 

As evident in the Lake Worth participant interviews, the subjects of sex, family 

planning, and childbirth are not frequently or openly discussed among women from San 

Miguel. Every health care professional stated that cultural prohibition is one of the biggest 

factors leading to dangers during pregnancy, early pregnancy and confusion regarding 

healthy pregnancy and delivery. Lack of information on reproduction, pregnancy, and 
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mothering in San Miguel presents a cultural barrier for health care providers and advocates 

since a lack of trust is present due to misconceptions.  

On August 7, 2012 Mercedes Cruz the headmistress of the Escuela Parroquial 

Diana Otriz, granted me an interview in which we discussed the issues of teenage 

pregnancy and education. I inquired about pregnancies in San Miguel and she 

acknowledged that there were early pregnancies and irresponsible parenting: “There are a 

lot of premature pregnancies, young women of age fourteen and fifteen, and there are also 

a lot of irresponsible parents. When you ask who the father is they say they don’t have one. 

It is pregnancies of irresponsible parents.” During interviews with health care 

professionals, I spoke with many who affirmed that girls have dropped out of school due 

to pregnancy, yet when I asked Mercedes regarding pregnancy among students of the 

school, she recalled only one case:  

Four years ago there was a 16 year old student that was pregnant. She didn’t 

continue studying. I asked her why she won’t come back, she said the 

mother of the boy sent for her to come to her house and stop studying. I took 

her to the medic to check if she was pregnant, and she was. She decided she 

didn’t want to study, she was down, her mother thought she was a bad 

example for the other children. I tried to talk to her, to give her therapy, but 

she didn’t keep studying, the boy took her to his house and the baby was 

born. She reached the sixth grade. (Mercedes Cruz, interview August 7, 

2012) 

In response to whether students receive any sex education in school, Mercedes replied that 

there were reproduction classes, but that they do not discuss methods of protection, 
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claiming they can get this information elsewhere: “They have health and hygiene and 

reproduction classes. What about protection? No, not that. In the Health Center they can 

get that information about sexual education. In sixth grade they are adolescents, sometimes 

they get the education in the street from friends who don’t go to school.” It was not 

expected that a Catholic school system in rural Guatemala would support sex education 

and inform students about such subjects, but it was clear from her answers that she 

understood teenage pregnancy was an issue and that students were obtaining inadequate 

information from sources that were not legitimate.   

Estela was one of two participants that completed high school in San Miguel. 

Despite this she felt she was not well informed about pregnancy and motherhood from her 

education and that she also lacked open communication with her mother and mother-in-

law about the process:  

Look, what can I tell you? I think here the mothers and fathers don’t talk 

with their children. They have to tell them what life is like as a mother, 

mothers have to be open with their daughters so that they have an idea more 

of less of what will happen. Did your mom talk to you? No, I had doubts of 

what will be, and questions, one should talk to their children, that was not 

my case, so it was a little difficult for me. Can you imagine, the time comes 

and you don’t know what to do, where do you go, who do you look for? 

More than anything the midwives help you, but in special cases, well, you 

die there, you die and the baby dies.                          (Estela Mercado, 28, 

interview August 6, 2012) 



 

175 

She added that the only person who advised her on how to care for her child was her sister-

in-law, who had experience from raising her own children: “It’s hard to trust someone. The 

one who helped me a lot was my sister-in-law, she already had children. She helped me a 

lot, how to change the diapers, without her I don’t know what I would have done.” When 

I asked her why her mother was not open to discussing sex, pregnancy, and motherhood 

with her, she pondered: “Maybe she was embarrassed to talk about it, who knows why she 

didn’t help.” Estela’s negative experience marked her significantly; she loved her son, but 

did not want to have any more children: “with that experience that I had, I said, ‘Oh no, I 

don’t want to have another child, just one’. So one stays stuck there, because of that bad 

experience. One says, ‘No I don’t want to have more children because this happened to me 

and I don’t have money to go to the doctor’. So, it would be good to have more children, 

but I don’t want to anymore.” She felt strongly about not having more children, but the 

when I saw her the following summer in 2013, Estela was two months pregnant.  

Estela’s husband had insisted that they have another child. To gain more profit, he 

had turned the back half of the store into a cantina, but she disliked the loud music and that 

presence of drunken men behind the store. She mentioned that since her husband was 

present for this pregnancy, he was more understanding of the costs and the problems she 

faced when he was away during her first pregnancy. She said he accompanied her to check-

ups at a private clinic in Soloma and that she planned to deliver there and not at home.  

Religion and faith are major sources of strength to the people of San Miguel. They 

serve as coping mechanisms and provide resilience and inspire residents to help each other. 

However organized religious authority and rules can also hinder women’s ability to seek 

care when it is necessary. A zealous trust in God’s will can interfere with family choices 
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to use biomedical care in an emergency. There are cases where women are not transported 

to the hospital or are allowed to languish during a potentially life-threatening issue so that 

by the time the decision is made to seek emergency care, the lives of the mothers and 

infants are at great risk. In the kaqchikel community Nicole S. Berry studied, birth 

problems were viewed as a disruption of a woman’s relationship with God and should be 

solved through prayer. Seeking care at a hospital was perceived as a lack of faith and 

distrust in God’s will which could become problematic for a pregnant woman and her 

family since it led to rumors among community members (2013: 184).    

Julio recognized religion as a major deterrent to women’s safety revealing that 

complications were linked to sin, and death meant the sin was too grave to resolve 

through prayer:  

Culture influences in great part and religion has a lot of influence as well. 

If a woman who is pregnant for the first time cannot give birth to the baby, 

culturally the complication arises for one reason alone; because of 

something she did wrong to her parents, so then what she is living in her 

birth is a form of educational punishment and until she doesn’t show 

remorse or regret, she will not be able to heal. The church influence is 

very, very strong and they have proven that they have to bring a priest or a 

pastor, and she must pray for her shames, pray, pray, pray, and if she dies 

it’s because her sin was something with the devil, it was so strong, and 

that’s how it had to be, so they don’t assume that it was due to pre labor 

bleeding, it’s something spiritual it’s related to something bad she’s done. 

(Julio Fernandez, interview August 5, 2012)      
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Elisa cites religion as the reason some women are not open to family planning: “Some 

think it is a sin because they are supposed to have the amount of children that God 

decides.” Religion may also interfere with use of the maternal services offered in San 

Miguel.  

5.8 Use of and Satisfaction with Services 

I went to the Health Center. In those days there were no doctors, just nurses. 

I don’t think the medics deliver here, so one stays the same [The situation 

has not changed]. I received prenatal care from the beginning, from when I 

knew I was pregnant.  They [the Health Center Staff] would give me 

medicines; they were trustworthy (Estela Mercado, 28, interview August 6, 

2012) 

Like Estela, every Migueleña interviewed displayed trust in the services provided 

by the Health Center and organizations in San Miguel. Every participant was aware that 

the Health Center offered free prenatal services and vaccinations for infants and most knew 

that there were options of free transportation in case of emergency, as Irene informed me: 

“There is a municipality ambulance here, that ambulance helps. The mayor is responsible 

for all the spending. That ambulance is free; one only has to call when women don’t give 

birth well and then take them to Soloma or Huehuetenango. One calls and the man that 

drives the ambulance and goes.” Irene was particularly knowledgeable about the services 

since her grandmother was a midwife, but every participant was aware that San Miguel has 

an ambulance service.   
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Milagros works together with the health care providers and refers every woman she 

sees to the Health Center. Milagros opined that the women are at fault for not seeking the 

services and explained that it is partly because they know that she delivers the babies safely 

so they rely solely on her services. She also stated that the Health Center trusts her over 

other midwives because there are others who do not inform their patients of the Center’s 

service and do not provide them with good care: “They are at fault, not us. The nurses at 

the center tell us to tell them to get injections, some want, some don’t, it’s their fault. Here 

the children are born well, so many have given birth here. There are midwives that don’t 

work well, that’s why the Health Center works with me.” Milagros felt pride in her work, 

but understood that her collaboration with the Health Center resulted in optimal outcomes. 

She explained that the vaccines gave women strength for when the time came to give birth.  

The mothers interviewed in San Miguel combined the free services from the Health 

Center with midwife massages and the majority delivered with midwife assistance. When 

Luisa Paz was pregnant, she visited the clinic in addition to receiving massages from her 

mother-in-law who helped her during birth: “I went to the clinic and my mother-in-law is 

a midwife. She delivered them. Just one child was born in Mexico. I didn’t use any 

medicines, just natural remedies.” Luisa believed she was around 50 years old. Her 31 year 

old daughter Ana Paz went to the clinic in the third trimester of her pregnancy, stating “I 

went to the clinic. I took vitamins. I was seven months pregnant when I went to the clinic 

the first time.” Soledad visited the Health Center five months after she became pregnant 

with each of her daughters. She stated that she preferred to deliver in a hospital setting, but 

did not have one nearby or the money necessary to do so. She added that the midwife who 

delivered her infants did so for free because she was poor.   
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 Few of the older women interviewed received care other than from midwives 

because it was not available when they were pregnant. I interviewed Marta Lugo at the 

store she works at and owns. Marta lived in San Miguel during the height of the 

Guatemalan Civil War and shared memories of what life was like at that time. One of her 

stories depicts the fear that Migueleños experienced during the war:  

We were so afraid. They said soldiers were raping women, but since one 

trusts God, we didn’t think anything would happen, but we shivered in fear. 

One day I ran into the soldiers. I went to carry firewood and then they caught 

up to me. I shook with fear. I carried my daughter under my arm and the 

wood on my back. Oh how I shook! “Stop”, they said, “stop.” Before, I did 

not understand Spanish well. So I stopped and they said, “Where are you 

going? Where do you live? Stay there,” he told me, “Stay there.” The one 

in charge spoke to the soldiers, “take the wood off her,” he said. I was so 

afraid. I thought they would kill me there, so I told him, “No, I will carry 

it.” “No mija [my daughter],” said the lieutenant, “give them your wood, it 

is heavy and you are carrying your baby. Move your baby to your back and 

give them the wood.” All I could think was, “what will these men do to me, 

will they kill me or they will help me? I am free my Lord, I entrust myself 

to you.” So then we arrived almost to the entrance. “Ma’am  stop,” they 

said, “take your wood.” They placed it on my back and said, “Goodbye 

ma’am. Tomorrow morning, if God wants, we will see you in the Plaza of 

San Miguel. Don’t tell anyone, you hear me?” “Yes,” I said. “Don’t tell 

anyone; go there without saying a word.” I arrived at my home and thought, 
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“what a relief for me, my God you have saved me from death.” I threw my 

wood down and I kneeled and prayed, “Thank you my Lord.” But I thought, 

“Who knows what will happen tomorrow or tonight?”  At night there were 

gunshots. “Oh who are they killing?” I thought. I couldn’t sleep that night. 

I later learned that the same soldiers I met raped three women. “How lucky 

I was,” I told God, “that nothing happened to me.” That’s how it was; so 

sad. Those are unforgettable days for me. (Marta Lugo, 50, interview July 

25, 2013) 

Her input on maternal care in San Miguel during the 1980’s reveals that the options for 

prenatal care and delivery were even more limited than they are today. There was no Health 

Center or free emergency transportation services when Marta gave birth. She relied on a 

midwife for the majority of her births, but went to the hospital when her life was in danger 

during her second delivery:   

I gave birth in the house with a midwife, [she was] my aunt. She helped me 

a lot. That is how I had my first one. There was no Health Center. I had no 

care when I was pregnant. We didn’t pay the midwife, she was my aunt and 

we had no money. The birth was easy, the first one was easy. With the 

second I had a miscarriage.  That is more painful than anything. I wanted to 

die. The baby came out, but the placenta stayed, it ruptured inside. I had to 

go to Huehuetenango to the hospital. My husband rented a car and I had a 

C-section. That’s how I was saved; otherwise I would die [sic]. My mother-

in-law didn’t help one bit. My mother wasn’t there. They fled during the 

war and didn’t come back until recently. I already had my children. Those 
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days [after the second baby was born] I left my mother-in-law. I didn’t come 

back to her. (Marta Lugo, 50, interview July 25, 2013) 

The hospital is a far drive from San Miguel, and at the time Marta traveled there to receive 

urgent care the roads were even less developed than they are now. Marta had to travel to 

the hospital in Huehuetenango a second time, but fortunately the child survived because 

they did not delay the journey: “One was born in the hospital, the last one. The pain started 

at home and then they took me to the hospital because I was left without force. They did a 

C-section again. It was free.” Based on her experiences, Marta believed that giving birth 

was more difficult in the past:  

There are differences; there is no pain like before. Before, there was a lot of 

pain, not like now. Sometimes it doesn’t hurt them at all. I know one woman 

who died [during childbirth]. She walked and walked and then she died in 

childbirth. Before you had pain four or five times and you could push, 

before, with three four five pains the baby came, it was stronger, now not 

anymore.(Marta Lugo, 50 interview July 25, 2013) 

While I was speaking to Marta in her store, Elisa’s ex-mother-in-law Telma Diaz 

arrived and wanted to be interviewed as well. She discussed the differences between 

women’s birth now versus when she gave birth: “Some don’t give birth here, they go to 

Soloma. I had nine [babies] at home. Before only [patients that needed a] Caesarean went 

to the hospital. I had one at the health private promoters because I had no more force. It is 

now expensive, before it was free.” Marta and Telma were not as accepting of biomedical 

services and delivering in a hospital as some of the younger women in San Miguel. Telma 

stated proudly that she had seven children.  Five were born at home and two were delivered 
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in the hospital because of complications. She supported Elisa in her decision to give birth 

in a clinic, but explained that not every woman wanted to deliver in a clinic. She said that 

one of her daughters-in-law was not comfortable with anyone seeing her give birth, even a 

midwife, so she gave birth alone: “She closed herself in the room all by herself, not one 

person was allowed in, She had three this way, she lifted them out. When she called us, 

they were outside. She was embarrassed and wanted no one to see her, she didn’t have any 

problems.” Due to her own hospital experience as well as assisting some of her 

grandchildren’s deliveries in biomedical settings, Marta concluded that she preferred to 

give birth at home, but understood that this preference was not shared by every woman:  

Its better at home, you are well covered, in the hospital they strip you of all 

your clothes, you don’t even know the medic, it’s less private. In the 

hospital its safer, if you can’t give birth, they will take it out for you. If you 

like to go to the hospital, you go, if you know you can at home, you should 

do it at home, both are good. If you like the doctor, better if you don’t better 

at home. One has to trust God too, if you think you can, then you have to. 

Now kids these days say no more, and they go to the hospital. (Marta Lugo, 

50, interview July 25, 2013)  

The Migueleñas interviewed shared that overall they trusted the maternal services offered, 

but their views varied depending on their economic and educational background, access to 

remittances, and age.      

As revealed during interviews with Migueleñas, trust did not seem to be an issue as 

much as the fact that very few of the participants sought care in the first trimester. Health 

promoters in San Miguel stated that the majority of women did not go to the Health Center 
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until the second or third trimester. Virginia knew this from working at the Justice of the 

Peace and observed that women who lived in remote areas were even less likely to seek 

care:    

During the first six months, the majority of pregnant women don’t go to the 

Health Center to seek care or take vitamins or iron. In cases where young 

women realize they’re pregnant they come to the Justice of Peace so that 

the father acknowledges his paternity, and they’re asked if they went to the 

Health Center and they answer no. But this is the case of pregnant women 

living in the hamlets surrounding the center of the municipality, but in the 

case of women living in remote areas, they don’t seek any medical attention 

because they don’t have the economic or physical possibility of traveling, 

they just visit their community midwife. (Virginia Leon, interview 

November 17, 2012)  

Like Virginia, Julio related that women in remote areas were less likely to seek care 

regardless of the distance. Although they offer services in those areas, many women refuse 

to be seen by them: “It’s interesting that the closer the place is to the municipality head, 

some attitudes start to change, but the further a place is there and if there is no health 

service, there is more resistance, we could say. At least we visit them once or twice a 

month.” Julio also stated that not all women follow instructions and recommendations 

given by the health care staff:  

Some follow instructions, and this is noticeable during the birth and once 

they have the baby. With the ones that don’t we have found the vitamins 

unconsumed. They don’t understand that part, they are there listening to the 
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talk, and all of a sudden we pass the path she went on, and there by the 

cornfield is the little bottle of folic acid. It’s bothersome, if she didn’t want 

to take them, why didn’t she tell us? We wouldn’t have given it to her, 

maybe someone else would have. The vitamins have a bit of a strong taste 

and smell and people subconsciously think that because they’re free, they 

don’t have the same vitamin value as something that you have to pay for 

that comes in a different presentation or content, even if it’s the exact same 

thing. In some cases, people take advantage when they have this type of 

medicine and sell it. At least here in Curamericas, we constantly check the 

expiration date from the moment we receive the product, we check every 

month. Here people don’t manage expiration dates well. (Julio Fernandez, 

interview August 5, 2012) 

Julio added that he has witnessed cases where the health of a child is so severe that the 

mother denies treatment: “We see a barbarically malnourished child, it’s obvious, and it is 

easier for the mother to say that she doesn’t want it or doesn’t want to take it than to 

dedicate herself to the child’s recovery”. Julio had many similar anecdotes from his 

experience working as a health promoter in one of the municipalities with the highest 

malnutrition rates in the country.    

I observed the perceived lack of value in free medicines/vitamins and the issue of 

expired medications firsthand when a woman asked me to read and translate the 

instructions on a medicine bottle she purchased that day at a local pharmacy to treat her 

son’s cold.  I noticed that it had expired the previous year. She said she didn’t want him to 
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take the free medicines provided at the Health Center and was told the medicine she 

purchased was from the United States, which to her meant it was of greater value.    

Julio also noted that some community residents are apathetic and resistant to 

granting women access to services:  

Our team is made up of one professional nurse and one auxiliary nurse, an 

educator, and all of that, but the women don’t access it for some reason. 

Some don’t value life; because they could access the services since we bring 

it all the way to them. Today we went to a community that has not provided 

us with a space even though we have worked there for five or six years, they 

don’t want to assign a space for us to see their wives. They are their wives, 

they are their daughters, they are their daughters-in-law, they are all family, 

but they have not made a little space for us to set up so they can receive the 

services. (Julio Fernandez, interview August 5, 2012) 

Many of the health care professionals noted that migration altered women’s likelihood to 

seek care. In the following section the impact of migration on San Miguel will be discussed 

from various perspectives.  

5.9 Migration and Maternity  

There are cases where migration positively impacts women’s ability to get ahead 

without the need to be subjected to the control of husbands and mothers-in-law. Elisa’s 

parents lived in Alabama and sent her and her three sisters remittances to build their home 

and receive an education through high school and beyond. When she became pregnant, her 

parents preferred she remain with her sisters instead of moving to her in-laws’ home. This 
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and the funds available allowed her to seek the type of care she desired without having to 

consult his family. Although she began to receive care after four months (the point at which 

she finally notified her family of her pregnancy), Elisa was able to visit the clinic in Soloma 

and the Health Center in San Miguel for frequent check-ups. She also gave birth to her son 

in the Soloma clinic. Her sisters and a young live-in maid helped her care for her son while 

she attended nursing school and they continue to watch him while she works for 

Curamericas. Elisa and her husband are now separated, but she maintains a cordial 

relationship with him. He sees his son on a regular basis and his mother takes him to her 

home often to play with his cousins. Without remittance assistance from her parents, Elisa 

would most likely have faced a less favorable living situation. It is difficult for women to 

separate from their husbands in San Miguel because of cultural reasons, but also because 

typically they financially maintain the household. Though Elisa works as a nurse’s aide, 

the money she earns would not be enough to afford the modern home and furniture or the 

live in maid that takes care of her son while she works.    

When Elisa’s sister Julia Paz became pregnant at seventeen in 2012, she also chose 

to remain at home and her boyfriend moved in with her family. She continued the lifestyle 

she was accustomed to throughout her pregnancy, which included a modern home with 

plumbing and electronics and assistance from the live-in maid. The ability to make their 

own choices, have access to a variety of maternal care options, and live a comfortable 

lifestyle was made possible for the sisters mainly by the remittances they received from 

their parents abroad.  

The changes that are most readily observed and measured are those influenced by 

remittances. These changes and other modifications of health-seeking behavior will be 
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developed and analyzed in this section. Based on interviews with mothers and health care 

advocates in San Miguel I came to better understand the influence of remittances from 

three primary perspectives.  One outlook is that of the health care workers who see the how 

migration influences maternal care first hand. The other two perspectives come from 

Migueleñas who returned to San Miguel and Migueleñas who have not migrated but 

formed opinions from talking with residents who have.  

5.9.1 Diapers and Milk: Notions of Birth and Child Care Abroad 

All of the participants believed that the United States was a superior place to give 

birth and provide for children and believed that living there led to benefits. Many 

mentioned that milk and diapers were provided for free, demonstrating how this has 

become an embedded cultural idea. Milk and diapers are lacking in San Miguel. Most 

residents do not have refrigeration for milk and powdered formula is extremely expensive. 

Infants are breastfed, but I did not see any women breastfeeding in public. I also did not 

see any diapers on infants or in stores. The participants gained their notions of birth and 

child rearing mainly from family members who had migrated, given that all but one had at 

least one family member who had lived in the United States or currently resided there.  

Estela believed it is preferable to deliver and raise children in the United States. 

Her husband was there while she was pregnant and his family lived there before she met 

him. Her sisters-in-law told her they received government assistance and spoke with a lot 

of returnees while working at her husband’s store: “They tell me that life is good there, 

there are doctors, there is everything; they give you milk for free for your children. 

Recently one of my sisters-in-law went from here to there, she gave birth there. So she was 
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happy that her son was born there, they helped her a lot with the doctors, they even help 

you with food, the milk and all of that.” Estela’s sister-in-law’s stories of life abroad awoke 

a longing to migrate in Estela. After the interview, she said she knew life would be better 

for her family in the United States as well: “Everything is pretty there, right? That’s why I 

sometimes I think I would like to go there.” 

Irene was not interested in migrating, but after speaking to her cousin about life in 

the United States she understood that the birthing process was better supervised and safer 

there:  

I have family that had babies over there. My aunt’s daughter says it’s 

something normal; they give you anesthesia so that you don’t feel the pain 

when you start giving birth. She says she doesn’t feel the pain, even when 

the baby is born. They go get checked every fifteen days or every month 

when they are pregnant. I think it’s better so that you’re well, the baby is 

well, and that it will be born well. I never heard that anyone dies there, there 

is good medicine and there are doctors. And here, in the villages and in the 

hamlet where we are, sometimes the doctors just see you and suddenly 

women die at the doctor. I think where they are there is good medicine and 

there are doctors. (Irene Maldonado, 23, interview August 9, 2012) 

Elisa understood from family members that women do not give birth at home in the United 

States and that they receive government aid. She knew of women who returned to the 

United States when they were pregnant in order to have access to better maternal services 

and government assistance:  
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My aunts have told me that everything is very different, that all the women 

give birth at the hospital. A pension is given to women by the government, 

each child is passed a pension. Also, they are well attended, that it’s free. A 

bit ago there was a woman that had a job, she got pregnant, since she had 

been born in the States, when she was seven months pregnant she went to 

the States so that she could get her pension and because the services are 

good and free. (Elisa Paz, 24, interview August 5, 2012)   

Elisa’s younger sister Julia was well informed about neonatal care from her sister who had 

a four-year-old son and was a nurse’s aide. She discussed some details about pregnancy 

and birth issues in San Miguel:   

Here they don’t have enough things they need to give birth. Women here 

should go to the Health Center to check if there are problems with the babies 

and they don’t go. Some have problems their babies are born small or with 

a disability. There are some problems in the birth. In many cases women 

die because of the lack of help since there are not many places that can help. 

I’ve seen this. (Julia Paz, 18, interview August 6, 2012)    

Julia was pregnant when we spoke, and though she had the finances necessary from 

remittances sent by her parents and her sister was a nurse’s aide, she did not take prenatal 

vitamins or eat adequately during her pregnancy. As a result, her son had a low birth 

weight, but was recovering when we met again eight months after his birth.  

Victoria Santiago is the daughter-in-law of midwife Maria Santiago who resides in 

Lake Worth. As one of two participants who lived in Lake Worth for several years before 

returning to San Miguel, Victoria Santiago witnessed how her sister-in-law received 
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assistance with Medicaid and food for her children from the Special Supplemental 

Nutrition Program for Women, Infants, and Children (WIC):  

My sister-in-law is there. She would go to check-ups to see if her baby was 

alright. Here there is nothing. There they help with milk and Cornflakes and 

Medicaid. When I saw my sister-in-law there, she had a card the 

government would give her, I think, then she went to the store and she could 

get everything, diapers, milk; it’s better to have children over there.  

(Victoria Santiago, 38, interview August 6, 2012)  

Marta Lugo also had first-hand knowledge of maternal care in Lake Worth since 

she lived there for five years and her daughter Maribel give birth to her first child in San 

Miguel and experienced two births in Palm Beach County. Marta stated that a major 

difference was that in San Miguel most births occurred at home and in the United States 

births took place only in the hospital: “In the United States it is obligatory to go to the 

hospital, you are not allowed to give birth at home. But here since there is not hospital, 

there is nowhere to give birth, you have to stay at home, if you have money you go to the 

hospital, if not you die in your house.” Marta explained that she and her husband migrated 

to pay a large debt they had after he received care in a hospital in Huehuetenango: 

One goes to the States [migrates] for something, not to go have a good time 

there.  I went for work. The time I was there my husband was sick, he 

couldn’t work so he came back here to the hospital and I stayed in the States. 

He came back because he was sick, but we had to pay the hospital, it was 

thirty or forty thousand quetzals, we had a debt, we had to borrow money. I 

talked to my husband and said, let’s go to the states so that we can pay the 
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debt, he was sick so we went back together. Take me I said since it costs 

money. We crossed the desert, I was very sick when I arrived in Arizona, I 

was dehydrated, I spent two nights there. After those two nights, I had to 

travel from Arizona to Florida, I went to Florida because I thought there 

was more work and I knew people there. That’s how I got to Florida, I 

worked in the fields. He didn’t work two years because his spine was hurt. 

We paid the debt and we sent money to the children and that’s where the 

money went. Lots of things happened, and I’m still with my husband, we 

love each other. (Marta Lugo, 50, interview July 25, 2013) 

While in the United States, Marta learned that maternal services were provided for 

free and there were no bills to pay after the birth. She was also aware of government 

assistance low income families are eligible to receive:   

They help with milk and they give you Medicaid and doctors, here nothing 

[the government does not provide free items or care], who will help you, 

only if you have money, if you die you die, if you have money you go to 

the hospital, if not you look for medicines at the store. With that you can try 

to cure yourself. Its better there, that’s why everyone wants to go there. 

There are people who go there for that. (Marta Lugo, 50, interview July 25, 

2013) 

It was important for Marta to emphasize that, although Maribel received government 

assistance as stated in the previous chapter, she did not migrate to receive aid.  She migrated 

due to an abusive relationship: “My daughter left because her husband was abusing her. 

She stayed alone here with her child when we left. So she came on her own with him. She 
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had two more kids in Lake Worth, they give her milk and Medicaid.” She added that the 

Migueleños migrated to work so that they could send remittances to family in San Miguel:  

I think one doesn’t think of why they leave, they go for work, for the benefit 

of their mothers and fathers and children. That is why they send money.  My 

daughter doesn’t have any kids here, she took them, I was there, that’s why 

I said bring your child, who will take care of him there? No one, he will die, 

so she brought him. (Marta Lugo, 50, interview July 25, 2013) 

When she told her daughter to join her in the United States, she did not want her to leave 

her son behind as Marta and so many others had done.  

 Marta was disappointed by the lack of assistance from the Guatemalan government. 

She compared this with the assistance in the United States and explained that unlike in 

Palm Beach County, if women gave birth at the hospital in Huehuetenango, they had to 

buy their own supplies for their infants:  

The government should help people. Here government doesn’t help you. 

You have to go to Huehuetenango. You have to have everything on your 

own here, pampers, and the bottle you spend two to three-hundred quetzals. 

You have to leave your things there for your baby, and they use it for your 

baby or for another, they give you a sheet with things you need to buy. They 

don’t give it back to you when you leave, who knows maybe they sell it 

after. You have to buy and take it there. They say you have to bring all these 

things with you, they say here is a paper with things you need to buy in the 

store. In the states you don’t have to buy anything, they give you the clothes 
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for your baby. You enter calmly, and you leave calmly. (Marta Lugo, 50, 

interview July 25, 2013) 

Because of these differences, Marta related the high migration to both the need to provide 

for family in San Miguel and the desire to start a family where this need was not as pressing.  

As a single mother caring for her three daughters alone without family assistance, 

life in the United States seemed appealing. When asked what she knew of childbirth and 

motherhood abroad, Soledad compared what she viewed as benefits in the United States 

with issues in San Miguel:  

They go with doctors over there, they take care of them. They protect the 

babies, they give them free food. Sometimes in San Miguel there are women 

that midwives don’t take care of, and they die.  There was a woman who 

was sixteen that died giving birth to her first child. They didn’t take her to 

the doctor and her energy left and she didn’t have the baby and she died. 

The midwife didn’t take her to the hospital. She was married, [but even] her 

husband didn’t take her. (Soledad Puente, 24, interview August 3, 2012)  

Soledad was the only mother interviewed who did not have any family in the United States 

but like every participant she believed that birth and raising children abroad is favorable to 

what women experienced in San Miguel. Regardless of the participant’s positive opinion 

of the benefits of migrating, the ability to migrate is not available to all women. There was 

no indication that women desired to migrate solely to receive the assistance and there were 

only a few women who mentioned that women were motivated to migrate to the United 

States for benefits provided, yet they did not say they knew anyone in particular who did 

so.  
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5.9.2 Migration from the Health Care Professional Perspective 

Health care professionals responded that Migueleñas returnees demonstrated 

various changes in care seeking behavior. The change most easily measured is that they 

now have the financial means at their disposal to expand their maternal care options. Other 

changes include less risk during pregnancy, less frequent pregnancies, higher probability 

to seek medical attention and visit clinics, less shame regarding the subject of pregnancy 

and sexuality, and encouraging family members to seek medical care when needed.  

Virginia affirmed that in addition to cultural changes, migration positively alters 

women’s maternal health: “The woman who has lived abroad changes her customs and 

traditions, her identity, her typical dress and has other financial means as a product of her 

work. She presents less risk in her pregnancy, and has less frequent pregnancies.” Mercedes 

explained that migration influenced returnees to gain access to biomedical maternal 

services:  “They are more oriented, more awake, with more knowledge. They know to go 

to the doctor.”  Health Center accountant and inventory manager William Dorado pointed 

out the benefit in the difference between the educational opportunities in the two countries 

“First of all there are changes in the people that have been abroad influenced by the type 

of education given in other countries and it changes the mentality of these people.”  

Dr. Hernández believes that this change in mentality has a positive influence on the 

community because women encourage their families and others to do so as well:  

Generally, women that have lived abroad return with a greater education 

and the highest concern of searching for medical services and generally 

support their families in going to the medic or the Health Centers; having 

migrated favors the search for medical attention and diminishes the shame 
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that a woman who has never been anywhere has. (Dr.Rodrigo Herdandez, 

interview November 13, 2012) 

Julio informed that Curamericas work with Migueleñas who display and increased 

reception to maternal care after their experience abroad. They assist to ease fears and 

convince residents who are resistant biomedical services:  

There are also people who help us do our job, because they are more 

animated, more liberal, they speak more, there is something different, they 

attend the talks. So when we go they tell others “it’s true, believe them 

because it is that way.” They are like our community facilitators; they will 

repeat what they learn to others. (Julio Fernandez, interview August 5, 

2012) 

The positive mindset transformation in returnees has been mainly beneficial in improving 

the use of health services in San Miguel. Returnees and migrants who are abroad present a 

new mindset that is more accepting of biomedical maternal care and is also more open to 

discussing subjects that are taboo within the Migueleño culture. Since word of mouth has 

a large influence in San Miguel, this new mindset is shared with Migueleños who have not 

migrated and fosters an opening for a change in their mentality as well.   

 Every health care professional interviewed agreed that changes were evident in 

returnees, but that they were not all positive. Julio recalled a situation when a returnee 

refused to seek the maternal care provided by Curamericas because she viewed it as inferior 

to the care she had received in the United States: “We came across a woman from here that 

said she won’t accept the service we gave because she viewed it as low quality, she had 

three kids in the United States and the last one she had here, but in her house with a midwife 
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and it went well.” The woman preferred traditional care with a midwife to care that was 

not at the same level as the biomedical services she used during her previous pregnancies. 

The experiences health care professionals had with returnees were mainly positive, but in 

some cases returnees opposed free services because they believed these services were 

better in the United States. 

 The health advocates found it hard to provide women and children with necessary 

resources such as medicines and formula for malnourished infants. I asked Julio about the 

differences in maternal care in Guatemala and the United States. He stated that the health 

promoters in San Miguel experienced difficultly accessing Government supplies that are 

urgently needed to improve women and infant’s health. Julio shared an anecdote of one 

experience in which a child who was visibly malnourished was not given the necessary 

care that would enable his recovery. 

It’s the mentality. There are people that have had kids over there that say 

it’s better to have kids there, because they will help them with milk and 

medicines and all of that. Here they just get vitamins, like vitamin A, and 

medicine for parasites, the vaccinations, but milk and all that no. This is 

also with kids we detect as low birth weight; we have to do so much to get 

a bottle. San Miguel is fourth place in highest malnutrition, there are 

thousands of detected cases, yet mathematically there is a whole process in 

order to classify the child as malnourished. It’s as if it’s inconvenient to 

them. Once the nutritionist came from Huehue, she checked weight by ages 

and weight by height, and she said no. She brought three little bottles of 

milk for three different children, not for the same child. That bottle is 
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consumed by the child in a week. Here there’s only powdered milk, but in 

the pharmacy, and it’s really expensive. We’ve learned in the workshops 

that no matter how malnourished moms are, they will always produce milk, 

we have techniques to show them. (Julio Fernandez, interview August 5, 

2012)   

As a last resort, Julio and his team encourage women who are also malnourished to 

continue breastfeeding their visibly emaciated infants when they don’t qualify as 

malnourished or supplies are lacking. Due to lack of government support and supplies, the 

Curamericas team has encountered difficulty improving the conditions of women and 

infants in the area. This is important because the cultural barriers to assisting them are 

already present in addition to the lack of assistance from the state.    

5.10 Sisterhood in San Miguel Acatán 

The women of San Miguel women help each other in many ways. Irene is one 

woman who strives to assist other women in various ways on a daily basis. Having grown 

up without her mother and as the granddaughter of a midwife, Irene believes strongly that 

she must help other women. She has no interest in becoming a midwife since she is not 

comfortable with the sight of blood, but she frequently assists Migueleñas in various ways. 

One day she asked me to accompany her to drop off laundry she washed for a woman who 

had a miscarriage. I asked her why she did this and she responded: “I help her because she 

is alone, she has no one, her family doesn’t love her, that’s why I wash her clothes and I 

visit her and because her baby was weak and she didn’t have any strength and she lost the 
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baby. I like to help people that are in need or a woman who is sick.” Irene added that she 

shares her knowledge of birth control with other women:  

There are many here that suffer, some want to use protection because they 

don’t want to have more children. It’s important to talk to the other girls; 

one always wants to talk with someone, even though you don’t know 

anyone. We have to tell women we know. When women suffer a lot and 

they already have too many children, four, five, or six, it’s too many and 

it’s hard. Sometimes the mom doesn’t want to have so many children; we 

have to explain to the other women to take care of themselves. Some suffer 

so much because they don’t have a mom or a family member that knows 

them and they suffer when they give birth.                        (Irene Maldonado, 

23, interview August 9, 2012) 

Irene’s answers reflect the difficulties women endure in the region, but they also 

demonstrate the women’s solidarity and the responsibility they take upon themselves to 

help each other in an area where services are scarce and limited. After Irene’s mother left 

her and her sister with their grandmother and moved to the United States, she felt 

abandoned and saw her aunt as a mother figure; this experience enables her to empathize 

and to be supportive of other women who are alone or cannot count on family support.  

 It was not surprising Irene was so helpful to other Migueleñas since her 

grandmother Milagros taught her that women were responsible to help other women. They 

helped one another daily in their household, and at times they took responsibility for family 

members who had no one to care for them. Milagros detailed that when the woman who 

assisted her during birth grew old, she moved into their house where they cared for her 
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until she passed: “I had a midwife, my husband’s sister. I took care of her like she took 

care of me. When she died she was old, no one took care of her, we went to get her, my 

husband washed her and we dressed her and we gave her food.” It was endearing to witness 

how, in a region where resources are scarce and people are often in need of assistance, 

residents provide each other with the support necessary to survive. In the Migueleño culture 

everyone, (mainly women) comes together to care for family and residents (many of the 

residents are related in some way, by blood or by marriage). The elderly and the sick are 

well cared for and respected. Despite or because of very limited resources, residents are 

extremely supportive of each other.       

5.11 Suggestions for Improvement     

 Participants were asked if they had any suggestions on how to improve women’s 

maternal health in San Miguel. This question was included in the study after speaking with 

Estrella Cardenas at HMHB. She asked that I report my findings in case there were any 

suggestions that would be useful to encouraging Maya women in Palm Beach County to 

see maternal care early on in their pregnancies.  Rather than simply formulating 

suggestions based on the interviews, I felt it would be important to ask both the mothers 

and the health care professionals directly for suggestions based on their own experiences. 

From working in her family store downtown, Estela hears a lot of what goes on in San 

Miguel. As a mother, she believes that issues in San Miguel could be resolved with stronger 

communication between parents and children, schools and students, and midwives and 

patients:  
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They should tell kids at school. I will be more open with my son; I will find 

a way to talk to him. He knows a lot, I talk to him about how to treat women. 

I think they should teach more at school. The midwives should talk more to 

their patients. At school is where a child could learn more, that’s where they 

spend the most time. (Estela Mercado, 28, interview August 6, 2012) 

Many lay people and health advocates in San Miguel agreed that stronger communication 

was necessary to overcome cultural restrictions and to better disperse information they saw 

pertinent to women’s well-being.    

 The theme of improved communication and education was also discussed by the 

health professionals as an integral part of the improvements needed in San Miguel to better 

Migueleña maternal safety. Virginia is a social worker for San Miguel’s Justice of the 

Peace, who herself found that the municipality’s institutions needed to hold educational 

events for its residents: “The institutions, primarily of health, religion, and education, 

should create spaces of attention for youth, such as discussions, movies, and proper sexual 

education from the schools, but overall they need the will to make the changes.”  

Curamericas director Dr. Hernández also stated that workshops would benefit Migueleños, 

and added that such workshops should focus on sex education and move beyond women 

to include men and the younger residents.   

Workshops help women understand themselves and their rights, yet little 

has been done with this. There must be more financing to hold workshops 

on sex education. These workshops should focus on including men and they 

must also prioritize teenagers, churches, schools, and the support of the 

community authorities. The positive experiences must be shared, for 
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example, the rural maternal houses that try to support in the improvement 

of quality of life and health for everyone. (Dr.Rodrigo Herdandez, interview 

November 13, 2012) 

Dr. Hernández suggested that in addition to workshops, Migueleños should be made aware 

of progress, like the maternal houses of the area.  Curamericas nurse Sheyla suggested 

workshops would lead residents to spread information with others in the community.  

 Workshops for women would be of great use today since teenage 

pregnancy is also increasing, as well as pregnancies for women over thirty-

five. Women of childbearing age, pregnant women, and lactating women 

could be organized in groups for health education workshops to train leaders 

of their community so they could replicate the information as a chain for 

those unable to attend. (Sheyla Salguero, interview June 30, 2013)   

Curamericas was conducting the community training workshops for women leaders, so 

Sheyla’s idea was in the process of implementation, which places importance on word of 

mouth and women learning from each other in the community. They believe this method 

is most effective because the information is transmitted among women who trust each 

other, rather than health advocates who are trusted, but do the conviction is greater coming 

from women in the community.    

5.12 Conclusion 

Interviews in San Miguel and Lake Worth reveal that the experience in the hamlet 

is altered via the migration and sharing of information by the network of women. As noted, 

Migueleñas have access to different forms of maternal care in each region. In San Miguel 
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barriers to accessing maternal care lead to greater risks during pregnancy. Though 

Migueleñas in Palm Beach County have access to biomedical care, the services are 

underutilized for numerous reasons. Migueleñas who migrate to Lake Worth have 

difficulty acclimating to the new system and the inability to see midwives during pregnancy 

presents challenges. Transnational relationships result in changes in maternal-care-seeking 

behavior in San Miguel and in Palm Beach County. Women from San Miguel migrate 

abroad because they believe life is easier there. However, as they soon learn, the reality is 

more complicated than expected, given the cultural differences, the difficult living 

conditions, and the feelings of loneliness that are caused by this change. Over time, with 

the support of previously established or newly formed networks the women display their 

resilience as they begin to adapt and learn how to navigate the new culture and in turn 

affect the culture they departed.  
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6 CONCLUSION 

Using original field data, the study set out to examine the resilience of 

undocumented pregnant women with original field data by analyzing the strategies they 

employ to navigate medical and political systems of maternal care. This chapter begins 

with a summary and review of the research followed by the empirical findings, theoretical 

models, and policy implications of the study. The chapter concludes with recommendations 

for future research based on the findings of the study.  

6.1 Summary and Review of the Research 

The main focus of my research was to investigate changes in Migueleña maternal 

care in their hometown of San Miguel and Lake Worth, a major Migueleña destination city 

in Palm Beach County, Florida as an arena of gender-specific transnational health 

dynamics. The research explored resilience strategies such as the creation of local and 

transnational support networks, use of midwives for minor issues, and a combination of 

San Miguel birth practices with maternal care resources available in Florida. The resilience 

strategies in both locations are developed and expanded by the relationship of Migueleñas 

who migrate and those who remain. Migrants’ experiences causes the set of birth practices 

in San Miguel to be continually re-assessed and modified in ways that are broadly 

impacting the experience of pregnancy and childbirth for women. The central 
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question the study aimed to answer is how migration alters Migueleña maternal care-

seeking behavior in San Miguel and Palm Beach County.  

The research explores questions regarding Maya migration and maternal care from 

a national and a transnational perspective. Changes in Migueleña use of maternal care 

services was examined transnationally by discovering how migration to and changes in 

maternal care-seeking behavior in Palm Beach County impact in San Miguel. The 

structural and cultural factors that enabled these changes, such as the communicative 

networks in which information is exchanged, will be analyzed throughout the following 

sections. The ways in which Migueleñas are affected by knowledge of care abroad and 

whether this knowledge impacts their migratory decisions will also be revealed.   

6.2 Empirical Findings 

6.2.1 Changes in Migueleña maternal care in Palm Beach County 

Interviews with Migueleñas in Palm Beach County revealed clear changes in their 

maternal care-seeking behavior over time and after migrating here. The most evident 

change was in the number and frequency of hospital births. In San Miguel, most 

participants have and / or would have delivered their baby at home. Esperanza was the only 

participant in Florida, to have once delivered at home with the assistance of a midwife, but 

all her subsequent children were born in a hospital setting. Another change is the gradual 

awareness of pre and postnatal care by each participant. This includes knowledge gained 

from nonprofit organizations and by going to the clinic for prenatal care, attending 

educational prenatal group sessions, and delivering in a hospital setting for the first time. 

The third important discovery is women migrants’ desire to assist other women in the 



 

205 

process of learning about the maternal care and the assistance available to undocumented 

women. The subsequent female support network of Migueleña women provides critically 

important information on the urban socieoeconomic dimensions of reproductive health care 

available to migrant women. These changes can be attributed to a number of factors, the 

most important being the new availability of services and resources, and changes in support 

systems and family structure.  

The accessibility of biomedical care is the most obvious structural factor 

contributing to changes in use of maternal services. This is mainly because of two reasons; 

the first is that unlike in San Miguel, regardless of the use of biomedical services, this 

option is available and encouraged by their support network and in Esperanza’s case, her 

employer. In San Miguel the option to deliver outside the home is reserved solely to those 

who can afford private services and have family support to do so. The second reason is 

because midwives are not accessible; Migueleña midwives are extremely limited in the 

region, Migueleña women must adapt to a new system of maternal care. It is extremely 

difficult to find a practicing midwife willing to risk legal repercussions. Although there are 

midwives who provide massages and remedies, the great majority do not assist in births. 

This leads pregnant Migueleñas to accept hospital births as the sole option for delivery, but 

it does not mean that they immediately welcome the unfamiliar routine clinic visits and 

procedures that are part of this well-established process in the United States or that they do 

not continue to practice their cultural beliefs. They make decisions regarding maternal care 

generally with much less influence of relatives, since they are away from their family.  

Family is important to the well-being of pregnant Migueleñas and to be able to 

maintain cultural practices. As Maribel stated about her birth in the United States: “Here 
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there are no twenty days of recovery. Here you miss your family in that situation, or a 

friend or someone who will bring you food”. The importance of family to the birthing 

process is undeniable; therefore changes in support systems and distance from family 

enable some women to gain independence to make their own decisions, including choices 

pertaining to their own health. Although family and friends can provide a support system 

for women in San Miguel, they may also hinder their birth outcomes by preventing them 

from seeking care. Living in a setting where birth occurs only in a hospital prevents families 

from prohibiting women to deliver there. Distance from family fosters newly established 

support systems composed mostly of other migrant women who have experienced the birth 

process in the United States. This support network of trusted sources enables Migueleñas 

to gain information about maternal care and motherhood in Palm Beach County. As evident 

from the data, Migueleñas were encouraged and assisted by other migrants from San 

Miguel and Mexico to seek care and then in turn assisted newly arrived migrants with the 

information and experience they gained. They also accompanied them to the check-ups as 

others had done for them. The support is replicated and the passing of knowledge 

continues. All women confirmed that they assisted other pregnant women, and this became 

evident once I shared I was pregnant, to be then offered information about services and 

emotional support from the participants themselves. Those Migueleñas who learned that I 

was away from my family were particularly supportive, offering to accompany me to 

clinics or help me find affordable clothing for the baby.    

The initial hypothesis was that Migueleñas with access to maternal care make use 

of it and thus, the changes in health-seeking behavior would lead to favorable results. After 

the first interview, it became clear that contrary to my expectations, the answer to this 
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question was not as obvious as anticipated; having access to care does not guarantee 

improvement of maternal safety for Migueleñas in Palm Beach County. Dangers during 

pregnancy are still present and as in San Miguel, women continue to avoid seeking care 

until the second or third trimester, if at all. As discussed in Chapter 4, barriers such as 

language, communication, fear, misinformation, transportation, and work prevent women 

from obtaining prenatal care early on in their pregnancy.  

Migrant women encounter a different set of dangers when pregnant, especially 

those who continue to work while pregnant. Work is a priority for migrants; they must 

work to afford basic needs and send remittances home. Pregnant migrants place themselves 

and their fetuses at risk to earn wages. For those who are away from their family, the need 

to work is also attributed to lack of family support. Whereas in San Miguel women count 

on family support during pregnancy, especially during the recovery period, without family 

nearby, migrants cannot afford to stop working. In San Miguel women primarily do house 

chores and agricultural work on small plots of land. As mentioned in chapter 4, migrant 

employment can be different than what they are accustomed to in that it is more labor 

intensive, outside the home, and dependant on others, among other reasons.  

Most Migueleña migrants who were interviewed worked throughout their 

pregnancy, which posed dangers for them and their unborn children.  In Esperanza’s case, 

her son had a low birth weight because she lacked timed breaks to eat properly while at 

work.  Maribel miscarried from lifting heavy crates at her job. On the other hand, the 

outcome was more favorable for both women than it may have been in San Miguel; 

Esperanza’s son recovered with medical intervention and Maribel had immediate access to 

nearby emergency obstetrician services when she miscarried. These options are not as 
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possible in San Miguel due to distance, finances, family decisions, and other barriers to 

seeking urgent care.  

Despite the fact that women continue to seek care late in the pregnancy, they lack 

family support, and they continue to work in physically demanding jobs while pregnant, 

there are positive outcomes brought about by migration for Migueleñas in Palm Beach 

County. The ability to work, distance from family control and assistance from networks, 

state, and nonprofit organizations enable independence most women in San Miguel are not 

able to achieve.  Migueleñas who receive assistance with medical expenses, food, and 

diapers benefit emotionally from the peace of mind of being able to provide for their 

children. The governmental, nonprofit organizational and church aid offered in Palm Beach 

County to these women were mentioned by most Migueleñas as a major positive difference 

in financial stability from that in San Miguel.  

Though there are disadvantages attributed to being far away from family support 

systems, this distance was also favorable to some of the participants’ well-being. Women 

who migrated alone faced initial difficulties, but they eventually gained autonomy that was 

not possible in San Miguel due to women’s traditional roles there, including the cultural 

norm to endure control over them by their family, partner, or their partner’s family. Maribel 

lived with her parents in Lake Worth who, due to evangelical religious convictions and 

despite Maribel’s escape from him due to physical abuse, decided to pay for her husband 

to migrate, she was forced to be with him again, and the abuse continued until her parents 

returned to San Miguel and she left him. She is now with another man who does not abuse 

her, who treats her son as if he was his own, and who provides for their family so she can 
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remain at home with their children. For Maribel, distance from her family meant she could 

make decisions resulting in her physical and emotional safety.     

6.2.2 Changes in Migueleña Care in San Miguel  

The findings support the hypothesis that availability of biomedical services in the 

United States influence Migueleña maternal care in both regions. In San Miguel, changes 

in maternal care due to migration are visible in returnees and women who have family 

members abroad or have spoken to returnees about maternal care outside of San Miguel.  

There are two reasons why Migueleña returnees present personal changes in their care-

seeing behavior: the necessary finances they now need and the new mindset necessary to 

seek biomedical maternal care. Generally, younger mothers under thirty expressed a desire 

to have access to care, not necessarily to deliver in a clinic setting, and for this to be more 

accessible overall in terms of proximity and cost. Women who had the finances for private 

prenatal visits, which included ultrasounds as well as delivery in a clinic, made use of this 

service. Thus, age and class—which usually was established with remittances, influenced 

Migueleña use of biomedical maternal care. Some returnees with financial means prefer 

biomedical care over midwife delivery, while others incorporate both forms of maternal 

care. This is not universal as evident in Julio’s account of a woman who viewed the 

available care as inferior to what she received in the United States; she opted for the 

traditional midwife maternal care and delivery.  

In addition to altering their own health seeking behavior, returnees influence the 

maternal care of others who have not migrated. In San Miguel, returnees with biomedical 

maternal experience encourage Migueleñas to seek biomedical prenatal care. As health 
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care providers in San Miguel revealed, women who return from living in an area with 

greater access to care are more open to using biomedical services and are efficient in 

encouraging other women to use services available in San Miguel, such as prenatal 

vitamins and emergency obstetrician care. Many health promoters mentioned that women 

who resided abroad are more open-minded, thus they are trained by organizations such as 

Curamericas to become community leaders who promote and advocate maternal care to 

women who may otherwise be resistant to it. They help health promoters break the taboos 

that prevent residents from talking about subjects that are not commonly discussed. This is 

especially helpful since they are trusted by some Migueleñas over non Migueleño health 

providers.  

It was initially hypothesized that women were encouraged to seek biomedical care 

because of information they received about maternal care in the United States. Given that 

similar services are not readily available in San Miguel unless serious complications arise, 

it is not possible for Migueleñas to seek more than prenatal vitamins and basic check-ups 

which do not include ultrasounds or lab tests.  Instead, it was evident that what women 

learned about maternal care and raising children in Lake Worth, Florida led them to believe 

that they were lacking maternal care options in San Miguel.  Two participants who 

delivered in a clinic were able to afford the cost with remittances from their parents. 

Throughout their pregnancy, they combined midwife healing with modern medicine but 

ultimately delivered in a medical setting.   

Communication between Migueleñas has facilitated a bi-directional flow of 

maternal care and motherhood knowledge and support. Migueleñas who migrate to Palm 

Beach County share their experiences with their relatives and friends in San Miguel 
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primarily during phone calls. Migueleñas who live abroad can also provide financial and 

emotional support and share their knowledge with women in San Miguel. Rosario’s 

experience is an example of a situation where both financial and emotional support was 

used to prevent physical abuse from her father during her pregnancy. Remittances were 

essential to Rosario’s safety during her pregnancy; Rosario’s uncle provided financial 

support to raise her son so that she would not have to rely on her father to survive. 

Communication with her sister provided her with advice and emotional support that was 

equally as important for Rosario’s safety. Rosario’s sister called her frequently from the 

United Sates to encourage that she remain with her grandparents and not approach their 

father. Contrary to the positive outcome to Rosario’s situation, Soledad’s complex 

circumstance as a single mother of three exemplifies that of a Migueleña with no access to 

migrant emotional or financial support. It is extremely likely that emotional support from 

family and financial assistance from remittances enable Soledad to better provide for 

herself and her daughters.  

It is difficult to assess whether expectations of and desire of improved personal 

maternal health experience are a reason for Migueleña migration. Migration was much 

more clearly attributed to abuse and the unavailability of employment in San Miguel, than 

to the cost of medical care and supplies such as formula and diapers. Although the most 

commonly related information by returnees and migrants was that doctors deliver free of 

charge in hospitals and that diapers and formula are complimentary, still it is apparent that 

the cultural and structural pull factors contributing to migration are more complex than 

simply the desire to deliver in a hospital or receive free items. Few participants said that 

they knew women who delivered in the United States because of biomedical care and free 
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items or that the women migrated for this reason. In every instance when participants 

shared a story about a woman who migrated to give birth, they did not know the woman 

and had heard it from another source, so it was not personal knowledge. Many of the Lake 

Worth mothers expressed a desire to provide their children with opportunities not 

obtainable in San Miguel, but none cited this as the reason why they migrated.  

Although the sample is not representative of every Migueleña, the information 

provided by participants in both regions seems to suggest that that the three structural push 

factors most influencing current migratory decisions out of San Miguel are abusive family 

relationships (marital and parental), lack of opportunity, and lack of employment. Lack of 

family support or abusive mother-in-laws also led some to escape from San Miguel. 

Similarly, partner abuse was a common cultural factor that inspired migration; two 

participants cited this as the reason why they migrated. Poverty and abuse were the main 

push factors for participants in Rosa Maria Sternberg’s (2009) study on transnational 

mothers. Poverty was cited as a reason for migration by every participant. Three 

participants stated that in addition to poverty, they migrated to escape “imminent, life-

threatening personal relationships” (Sternberg 85). The Migueleñas who fled violent 

partners shared that in addition to enduring abuse they struggled without income, as the 

abusers were also alcoholics who failed to provide for their families. Alcoholism is 

exceedingly visible in San Miguel in the amount of cantinas and drunken men walking or 

lying on the streets. Alcoholic men spend their earnings on alcohol, leaving little or no 

means to provide necessities for their families. 

These reasons for migration are a change from the original push factor; the 

atrocities Migueleños experienced during the Armed Conflict. The war created a network 
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of migration which in turn led to the establishment of ethnic enclaves in Florida and 

subsequent migration. Although there are residual economic and abuse issues stemming 

from the war which may lead to migration, migrants are no longer fleeing the dangers war 

brought to the area. The availability of employment and social networks were the most 

common pull reasons to migrate to Palm Beach County. Social networks were a cultural 

and structural factor that facilitated migration; all but two participants knew Migueleños in 

Palm Beach County before migrating. The two participants who did have established 

contacts migrated with male relatives. 

In San Miguel the health care professionals are developing and applying a hybrid 

system in which the cultural practices the residents are familiar with are not overlooked, 

but rather incorporated. Midwives are respected and consulted with during monthly 

meetings in which they are provided with tools and training, and their opinions are valued. 

The Maternal Houses are adopting cultural practices in a more familiar space where 

Migueleñas and their families can feel comfortable. Should an emergency arise, the 

physical distance from urgent care is not a factor, but also, the cultural distance is lessened 

as well, increasing the probability seeking care. This system cannot be replicated in the 

United States due to a variety of reasons, primarily because regulations requiring 

midwifery licenses and the midwifery practices of rural Guatemala are not legally accepted.  

6.3 Theoretical and Policy Implications 

This study draws on Patricia Foxen’s resilience research of Maya dealing with the 

aftermath of the Guatemalan Civil War. Her “two sides of the coin” paradox of 

vulnerability and resilience is applicable to Migueleñas maternal health. While Foxen 
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recognizes the role of vulnerability in shaping post war trauma, she emphasizes the 

importance of moving beyond it to explore resilience as an insight into individual and 

community coping strategies used to deal with post-war trauma. This concept was applied 

to a research population whose challenges also stem in part from structural factors caused 

by the War. Viewing Migueleñas as agents makes clearer the strategies they employ to 

overcome cultural and linguistic barriers in an unfamiliar maternal care setting.  

The two resilience strategies evident from interviews with Migueleñas in Lake 

Worth are: the combination of maternal care folk beliefs and healing they are accustomed 

to with medical services in Palm Beach County, and the creation of a support network 

among women. The combination of hometown and host county practices enables an easier 

transition to the biomedical maternal care setting while the support network enables women 

to learn from each other about the services and aid available. Over time, these collective 

strategies allow Migueleñas to become comfortable with a system that is initially foreign 

and intimidating to them. The Migueleñas gained confidence despite the challenging 

circumstances they experienced in Guatemala and upon migrating to Florida. Every 

participant expressed that they were afraid and insecure when they first arrived and 

ultimately they became confident and now help other women.  

Patricia Foxen’s approach was also useful in evaluating the Migueleñas 

empowerment as agents of positive change in San Miguel. They employ strategies that 

assist other women emotionally and financially; women who had never left San Miguel 

helped women who experienced difficulty during pregnancy with chores, financial support, 

and exchanging information regarding their health options, such as contraceptive use.  

Returnees with knowledge of biomedical care are invaluable as health promoters who 
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convince women to seek care during pregnancy and assist in convincing family members 

to allow women to receive emergency care.     

Four of Bender and Castro’s (2000) resilience factors - access to and use of 

maternal health services, strong family relationships, aspirations for a better life, and the 

importance of children’s education - were frequently discussed by Migueleña participants 

in Lake Worth. In every interview use of and access to maternal care was highlighted. 

Every participant aspired toward a better life and believed that children’s education was 

important. Most discussed the importance of family relationships, particularly newfound 

support in their spouses. The resilience factors Bender and Castro found to be positive to 

migrant women’s maternal health in the United Sates are compatible with themes 

Migueleñas elaborated on during interviews, and are possibly correlated with their own 

positive outcomes. This is not surprising because in terms of use of maternal services, over 

time Migueleñas become more comfortable with a system that was once completely foreign 

to them. Through programs such as CenteringPregnancy, they begin to learn more about 

their bodies. With regards to aspirations for a better life and education for their children, 

considering the extreme lack of opportunities in San Miguel, including the lack of a public 

school system, it is understandable that women would value the importance of education 

for their children. These are opportunities that they were not provided with in San Miguel 

and formed a part in their decision to migrate away from their relatives and the only place 

they are familiar with. The risk of remaining is greater than the risk of the journey to the 

unfamiliar place where they hope to improve their lives.          

The underlying argument against migration is that migrants are a burden on 

taxpayers because they use federal and state resources that they are not entitled to because 



 

216 

they do not pay taxes. This study confirms studies that demonstrate migrants are not 

entering the United States in order take advantage of health benefits and government 

assistance. Migrant health is essential to general public health and with respect to maternal 

care as research shows, if women do not receive proper prenatal care the chances of preterm 

labor and other complications are greater. The tax expenses used for such situations are 

higher than providing women with prenatal care and emergency Medicaid coverage for the 

delivery (Tandon et al 2012). The question of whether migrants abuse state resources 

has increasingly become the subject of global contemporary debate. Participant interviews 

reveal that Migueleñas do not migrate with the objective of receiving free government 

assistance. Rather, they come here to leave abusive spouses in many cases or lack of 

employment in search of the opportunity to improve their lives and that of their families 

with hard work and dedication. Furthermore, interviews with health promoters and mothers 

suggest that Migueleñas in Palm Beach County actually underutilize services, rather than 

overuse or exploit and thus deplete them for others.  

Participants gave suggestions for improving Migueleña maternal health. 

Conversations with women in Lake Worth demonstrated that the adjustment from 

traditional midwife deliveries to biomedical services was not a flawless transition. Access 

to midwife care would enable an easier transition from midwife assisted home births to 

hospital births with medical staff because in both regions, Migueleñas with the option to 

deliver in clinic setting continued to combine this with traditional care provided by 

midwives. This may not be easily accomplished because the alternative methods 

Migueleña midwives use may not be compatible with the United States maternal care 

system. However, the problems that arise when women seek care late in their pregnancy 
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could be reduced if they had access to midwives to encourage them to use services and 

serve as a support. There are currently health promoters who assist women, but they face 

communication barriers.  If the health promoters were midwives, women may feel more 

comfortable trusting them since it is familiar and they are trustworthy. These health 

promoters could serve as liaisons between County health officials and pregnant women.  

In her research of Maya women’s use of biomedical maternal services in South 

Florida, Coleen Supanich (2009) cites transportation issues and lack of information or 

awareness of services as barriers to care. She also recommends the incorporation of 

midwives to the biomedical prenatal care system as is done in Canada and other areas with 

high indigenous populations. However, she acknowledges the unlikelihood that this would 

increase utilization of prenatal care services among Maya women. Supanich concludes that 

women who were unable to receive care from Maya midwives in South Florida were more 

likely to seek biomedical care while women who had access to midwife care chose not to 

incorporate biomedical care (148).        

  Participants suggested several courses of action to encourage Migueleñas to seek 

prenatal care in Palm Beach County. Some recommendations require funding and may be 

require time to implement, such as employing midwives as health promoters. However, 

there are recommendations that would not require a large budget, for instance, having 

health promoters discuss information pertaining to health education while pregnant women 

and those who accompany them wait to be seen in clinics or government assistance offices.  

A system of care that embraces medical pluralism, or a combination of biomedicine 

with Maya cultural practices, would likely increase Maya women’s comfort level and 

overall positive experience when seeking prenatal care. Guatemalan maternal care 
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practices that have demonstrated success in incorporating elements of Maya birth practices 

could be replicated in the United States for better migrant maternal and child health.  There 

are cultural traditions embraced in the Maternal Houses that would be challenging to merge 

with biomedical maternal services in the United States, such as having a chuj or bathing 

hut in the delivery room. However, a greater awareness of Maya cultural practices would 

also lessen women’s discomfort.  

6.4 Recommendations for Future Research 

Areas for future research include the evaluation of the changes in the emotional and 

monetary independence of women who migrate without partners, the effects of government 

policy on migrant health, and an updated study on San Miguel based on recent 

developments in the municipality. There is a consensus that migration and settlement has 

resulted in limited benefits for women, and future scholarship could isolate the factors 

under which these outcomes occur (Pessar 64). This study uncovers the context under 

which women’s care-seeking behavior is altered. Future studies could focus on whether 

Maya women who migrate alone undergo a shift from the control of their families to 

independence and how this affects their maternal well-being. Subsequent research could 

examine if single migration leads to changes in gender roles and overcoming cultural 

restrictions. The manner in which expectations influence migrant women’s health seeking 

behavior could also be further explored. There have also been recent policy changes in both 

migration and health in the United States. The influence of government policies on 

maternal well-being in Guatemala and United States, for example the impact of the 

Affordable Care Act on migrants, is a subject that lends itself to future research. In the 
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years since the fieldwork began, San Miguel has undergone several changes, including the 

inauguration of a maternal house. The effect these changes have on maternal care in the 

region will need assessment. Furthermore, since interviews with health promoters and 

mothers suggest that Migueleñas in Palm Beach County actually underutilize services, 

rather than overuse or exploit them (and thus deplete them for others and increase taxes), 

it would be noteworthy to conduct studies with a larger sample and to compare similar 

studies to reveal if other migrants groups in the United States are also underutilizing the 

services. 

6.5 Conclusion  

This study builds on Foxen’s use of resilience, focused on post-war Mayas in 

Guatemala, by extending the concept to assessing resilience in two interconnected locales. 

The research is strengthened by examining aspects of Migueleña maternal care in both 

regions because field research in San Miguel allowed detailed insight into a remote region 

that is not well documented.  The information on the maternal care context of Migueleñas 

in their hometown enabled a stronger understanding of the maternal care context of 

Migueleñas in their hometown built a foundation for a more complete understanding of 

their maternal care choices in Palm Beach County. Additionally, examining the Palm 

Beach County Migueleña maternal care-seeking context is the only way to measure its 

impact on Migueleñas in San Miguel. Both study sites are not mutually exclusive in that 

each is pertinent to understanding the context of and changes in the other.  Furthermore, 

participant trust in Lake Worth was increased significantly after I had been to San Miguel. 

Participants there and in San Miguel admired the fact that I had traveled to their hamlet, 
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and appreciated that I wanted to know about their culture. A complete look into their 

maternal care was gained and trust was established by extending the study to both locations.    

In addition to the innovative theme, this study is significant due to the population 

studied and the transnational family research approach. By bridging the literature gaps of 

transnational and Maya maternal health, this study contributes to growing transnational 

migration literature on gender and health, particularly focused on the effect of migration 

on Maya women’s maternal health. Existing research offers an account of migrant 

women’s care-seeking behavior in various countries, yet what is innovative about this study 

is the transnational perspective. Most migration research tends to focus on either the 

sending region or the receiving region. Although some research accounts for women in 

both regions, few studies focus on the Maya population. Furthermore, a unique outlook 

was achieved by interviewing participants who were related to each other. While there are 

transnational studies of gender and migration that include interviews of family members, 

their focus is neither on maternal health nor, more specifically, on Maya women. 

Researchers have expressed that undocumented women are difficult to study due to fear of 

deportation and the jobs they hold (Sternberg 2009, Almeida et al., 2013). It is particularly 

difficult to gain the trust of Maya participants (Vlach 1992, Kohphal 1998). Moreover, 

studies about San Miguel are extremely limited given the distance to the remote 

municipality. These factors combined enable this study to be an innovative contribution to 

transnational gender and health migration studies.    

The interviews reveal that a great source of women’s empowerment in the United 

States is the ability to work and care for their children’s needs, something they expressed 

was extremely difficult in San Miguel. From the women’s network perspective, they are 
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able to provide each other both nationally and transnationally with information that is 

pertinent to their maternal well-being. They encourage and support other women by sharing 

their own experiences. Ultimately, empowerment for Migueleñas in Palm Beach County 

or San Miguel is not achieved through accepting biomedical care given that women 

embrace the pieces of care that make sense to them in different contexts and piece them 

together.  

The most essential contribution of this study is that migrant women are presented 

from an innovative empowered approach as agents of positive change. This image builds 

on studies of migrant women’s health that present them as only vulnerable and/or abusers 

of the system. The methods used and that data collected allowed for a richer and finely-

grained understanding of what migrant women have achieved as agents of change in the 

host region and in their hometowns, insights which may not have emerged if they were 

viewed vulnerable only. Interviews with health care professionals in both San Miguel and 

Palm Beach County suggest that Migueleñas do not abuse the system, that in fact services 

are underutilized by many Migueleñas. Similarly, though Migueleñas mentioned that “free 

milk and diapers” were given to mothers in the United States, none stated this as a 

motivation for migration. The study shows evidence that the set of strategies Migueleñas 

have employed has resulted in positive outcomes; Migueleñas have overcome obstacles to 

improve their personal maternal experiences and that of other women. The collective 

Migueleña mindset has resulted in a network of information and financial and emotional 

support for women who are unfamiliar with the maternal care options available in the 

United Sates. This assistance extends beyond borders as the transnational network of 
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support has resulted in positive changes for Migueleñas in San Miguel and in Palm Beach 

County. 
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APPENDIX B 

VERBAL CONSENT FORM – ENGLISH AND SPANISH 

INDIVIDUAL VERBAL CONSENT SCRIPT 

I am Inbal Mazar from Florida Atlantic University. I am conducting a study on migration 

and maternal health.  The research will help me understand if Maya women who are given 

access to medical care and knowledge have better health when they come to South Florida. 

It will also help me understand if Mayan women in Guatemala change their behavior after 

talking to Mayan women in South Florida. 

Today I am going to ask you some questions.  It should take about 45 minutes.  You do 

not have to answer the questions.  You may stop whenever you want.  There is very little 

risk in answering my questions.  If you tell me something private, I will do my best to 

keep it safe.  

I will not tell anyone about what you say to me and I will not write down your real name.  

I will record our conversation.  The recording will be kept in a safe place and I will 

destroy the tapes after 3 years.  Only people working on the study will see my notes or 

hear the recording, unless it is required by law. 

If you want a copy of this letter for your records, please tell me and I will give you a copy 

now. If you have any questions regarding the research, contact me or Dr. Mary Cameron 

Here is a card with my contact information.  If you have any concerns about how I have 

treated you, you can contact the university’s research office.  Their contact information is 

on the card too.  Thank you again for your help.  
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Do you want to do the interview?  If you do, I will record your answer now. 

GUIÓN DE CONSENTIMIENTO VERBAL  

Soy Inbal Mazar de una Universidad en Florida. Estoy haciendo un estudio acerca de la 

migración y la salud materna. Esta investigación me ayudara a entender si las mujeres 

Maya que se van Florida tiene una salud mejor porque hay mas acceso a cuidado médico. 

También me ayudara a entender si la salud materna de mujeres Maya en Guatemala cambia 

por hablar con mujeres en Florida.  

 

Hoy le hare unas preguntas por unos 45 minutos. No tiene que contéstalas. Puede parar 

cuando quiera. No hay un mucho riesgo por contestar las preguntas. Si me dice algo 

privado, hare lo posible para mantenerlo seguro.  

 

No le contare a nadie lo que me dice y no voy a escribir su nombre verdadero. Voy a grabar 

la conversación. Guardare la grabación en un lugar seguro y voy a borrar  los casetes 

después de tres años. Solo personas que trabajan en el estudio pueden ver mis notas u oír 

la conversación al menos de que sea requerido por ley.  

 

Si quiere una copia de esta carta, por favor dime y le doy una. Si tiene preguntas del trabajo, 

contácteme o a la Dra. Mary Cameron. Aquí hay una tarjeta con mi información de 

contacto. Si tiene dudas de la manera que la trate, puede hablar con la oficina de 

investigación de la universidad. La información de ellos está en la tarjeta también. Gracias 

nuevamente por su ayuda. ¿Quiere participar en la entrevista? Si desea, grabare sus 

respuestas ahora.  
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APPENDIX C 

INTERVIEW QUESTIONS  

Interview Questions for Migueleña Mothers  

1. How old are you?  

2.  Where are you from?  

3. How many children do you have?   

4. Do you work? If so, what work do you do?  

5. What is your educational background?  

6. What is your marital status?  

7. What can you share about your pregnancy experience and being a mother in the 

area you gave birth?  

8. Where did you give birth?  

9.  What medical attention did you seek before, during and after your pregnancy?  

10. Did you have a midwife during the pregnancy and/or delivery? If so, how did you 

hear about this? 

11. Did you use any facilities or centers while pregnant?  

12. Was the location accessible to you?  

13. Was this care affordable or expensive? Did / do you receive government aid?  

14. Did / Do you use any form of birth control?  

15. What were some of your experiences as a new mother?  

16. Where and/or to whom did you turn for guidance?  

17. Was your partner involved in the medical process during the pregnancy? In what 

ways? 
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18.  For women who gave birth in more than one region: what was different or similar 

about your pregnancy, giving birth and/or being a mother?  

19. For women who gave birth only in Guatemala: how was it different than what you 

know about giving birth in the U.S.? 

20. Is there anything else you would like to share about the subject? 

Interview Questions for Midwives 

1. Has the way that women given birth changed over the years? If so, how? 

2. Do you collaborate with or refer people to the Clinic?  

3. Can you think of ways migration affects pregnancy and pre and postnatal care in San 

Miguel?  

4. What types of treatments do you provide?  

5. What kind of training have you received?  

6. Is there are fee for your services?  

7. What is done in cases of emergency? 

8. Is there anything else you would like to share about the subject? 

Interview Questions for Health-Care Professionals 

1. Can you talk about the maternal care-seeking behavior in the region you work in?  

2. What are the dangers that women face during pregnancy? 

3. What is the average maternal mortality rate?  

4. Do women visit the clinic when they are expecting?  

5. Where do the deliveries take place? 

6. What do you know of the health seeking behavior of women who migrated from the 

San Miguel region?   
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7. Do the women who visit the clinic trust/follow the instructions/medications given to 

them by the nurses?  

8. What about women who are pregnant and have spouses abroad? 

9. What is done in terms of family planning?  

10. Is there a fee for the services?  

11. What is done in cases of emergency? 

12. Do you think women could benefit from workshops regarding safe sex and 

pregnancies? If so, what would be/is the best way to go about this?  

13.  Is there anything else you would like to share about the subject?  
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APPENDIX D 

MIGUELEÑA PARTICIPANT LIST 

Name, age, relationship, location  

Santiago Family 

Maria Santiago, 55? (Midwife) (PBC)  

Victoria Santiago, 38 (Maria Santiago’s daughter-in-law) (SMA) 

Reyes Family 

Milagros Reyes, 70 (Midwife) (SMA) 

Rosario Medina, 21 (Milagros’ granddaughter)  (SMA) 

Irene Maldonado, 23 (Milagros’ granddaughter) (SMA) 

Esperanza Lemus, 39 (Milagros’ granddaughter) (PBC)  

Sabrina Miguel, 31, interview June 16, 2013 (Distant relative of Milagros through 

marriage) (PBC) 

Paz Family 

Caridad Paz, 48 – host (SMA)   

Caridad’s nieces (Daughters of her older brother) (SMA) 

Elisa Paz, 24 (SMA) 

Julia Paz, 18 (SMA) 

Telma Diaz, 50? (Elisa’s former mother-in-law) (SMA) 

Luisa Paz, 50? (Caridad’s sister-in-law, wife of her younger brother) (SMA) 

Ana Paz, 31 (Luisa’s daughter) (SMA)  

Estela Mercado, 28 (Distant relativee of Paz family via marriage) (SMA) 
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Lugo Family 

Marta Lugo, 50 (SMA) 

Maribel Lugo, 29 (Marta’s daughter) (PBC) 

No relatives interviewed 

Rocio Fuentes, 33 (No relatives interviewed) (PBC)  

Cristina Rios, 47 (No relatives interviewed) (PBC)  

Soledad Puente, 24 (No relatives interviewed) (SMA)  

San Miguel Health Promoters and Other Participant List  

Name, position  

William Dorado, Accountant and inventory manager, Health Center  

Sheyla Salguero, Social worker, Curamericas 

Julio Fernández, Social worker, Curamericas 

Dr.Rodrigo Hernández, Regional doctor, Curamericas 

 Elisa Paz, Nurses auxiliary, Curamericas   

Virginia Leon, Social worker for the Justice of the Peace, Guatemalan Government  

Mercedes Cruz, Church School Headmistress, former nun  

Palm Beach County Health Promoter Participants 

Estrella Cardenas, Director, Coordinator, and Manager for various programs at Healthy 

Mothers Healthy Babies of Palm Beach County  

Margarita Méndez, Outreach coordinator, Guatemalan-Maya Center  

Father Frank O’Loughlin, Vice Chairman and Executive director, Guatemalan-Maya 

Center 
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