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I. The Problem and Neéd for the Study.

Early marriage and low rates of birth control use are
conducive to very high adolescent pregnancy rates among
Guatemalan Indians. About 25 years ago, Indian women between
the ages of 15 and 19 years had an average of one pregnancy
(Méndez-Dominguez 1984:50). As marriage is postponed (Early
1982:78), and the use of contraceptives slowly spreads, pregnancy
rates have dropped (Méndez-Dominguez 1984:50). Still, as late as
1980, rates of over 50 pregnancies per'iOO adolescent women were
common even in highly Westernized Indian communities with
operative birth control programs (Méndez-Dominguez 1984:50). The
seriousness vathe problem can best be appreciated in the 13 to
19 age bracket (Direccidn General de Estadistica 1981:226). One-
third of these young women have had at least one child (Direccion

General de Estadistica 1981:383).

This situation has serious public health implications for
young females and their chiidren. Past studies have revealed
that children born of adolescents are smaller, weigh 1less, and
die more often than children born of older women; they also show
that adolescent mothers are at a greater health risk (Anderson et
al 1982:299-300; Guttmacher 1973:69-70; SIECUS 1971:5; Hassan et
al 1964; Wallace 1965). In the Guatemalan rural areas, these
problems are likely to be compounded due to the poor health and
nutritional. status of the Indian population (Early 1982:101;
Woods, 1968:14). This highlights the need for adequate prenatal
care services. .However, prenatal care programs are hindered by a

low demand for services.



Several vyears ago, to improve the situation, the Central
‘Government created a training program for 1local traditional
midwives (Moore 1977:92). A house—-to-house visit by this
personnel constitutes an important effort in some communities to
secure periodic check—-ups mostly of fetal position in addition to
hygienic deliveries. But it is bdoubtful that an adequate
prenétal program for Indians ({including nutritional
supplementation, weight and growth control,. and preparation for
delivery) could be implemented under the present conditions of
such low demand for services.

Low demand fpr' adequate prenatal care 1is still further
limited during adolescence when knowledge about pregnancy and
services 1s likely to  be inaccurate and scanty. This 1is
particularly so of societies as these,  which have a very
conservétive outlook on matters of sex (Paul 1974), and in which
the topic is seldom discussed and then only among adults of the
same gender ( Nick 1975). As women become adults only after the
first child is born, a very limited flow Qf traditional knowledge
bétween generations is expected to occur .at this point.
Discussion with the young husband is likely to be hindered for
the same reasons. Mass media and formal education, although more
important than in the past, provide meager information on health
issues related to reproduction. The status indefinition of the
adolescént is a supporting factor in maintaining ignorance about
the existihg services. Shyness ' derived from fear of over-
stepping into the adult world blocks adequate information about

these services.
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II. Objectives and Hypotheses.

To gain a better knowledge and understanding of the.factors
inhibiting the demand and use of the prenatal care services, this
study has the following specific objectives:

a)l To describe the beliefs and attitudes of pregnant Indian
adolescents regarding pregnancy and their caretaking and
careseeking behavior during pregnancy.

b) To determine the ‘knowledge, conceptualizations, and
attitudes pregnant adolescents have about traditional' and
Western prenatal services.

c) To determine how knowledge, beliefs, and attitudes affect
the utilization of prenatal traditional and Western
services.

a) To determine the sources of information and support
influencing such knowledge, beliefs, attitudes, and

behavior.

The principal working hypotheses of the study were:

a) Indian adolescents [1] make very inadequate use of prenatal

care services [2].

b) The Indian adolescent’s knowledge, beliefs, and attitudes
towards pregnancy and health providers are often conducive

to inadequate prenatal care.

[1] Fifteen to nineteen years of age. _

£2] Prenatal care in these communities wusually involves
counseling, periodic examinations, food supplementation, and
treatment for ailments. '



c) The sources of counseling and of emotional and social
support provided by the social system are incompatible with

proper prenatal care.

III. Research Design and Methodology;
A. The Research Design.

The réséarch design was developed to a) arrivé at a national
general view of Indian adolescent prenatal care; b) gain
knowledge about the variables involved in the decision making
process related to prenatal care, and c) describe the ways the
adolescent, other members of society, and Western and traditional

services interact in the process.

The decision—making process, and the treatment received were
believed to be determined by three types of variables: a) the
prevailing beliefs and attitudes regarding pregnancy; b) the
socio—-cultural options provided by thé community, and «c) the
available medical alternatives. Prevailing beliefs.and attitudes
are those held by the pregnant adolescent, and other individuals
who stronoly influence the adolescent’'s behavior. .Social options
are the ways permitted by the social system to solve a problem or
attain an end, in this case to remain healthy during pregnancy
and have a normal delivery. The number and kind of social
optioos are likely +to vary according to the level of
Westernization of the community, and its cultural complexity. For
instance, .while in traditional Buatemalan towns the pregnant
adolescent is. usually taken by her mother—-in-law to the health
provider, in more Westernized towns she may go either with her

mother, husband, mother—in-law, or even by herself. Medical
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alternatives refer to the number and types of prenatal services
available in the community. Some of these alternatives may be a
nation31 hospital, a county health center, one or more ﬁrivate
physicians, Catholic anﬁ Protestant clinics, and the traditional

midwives.

To gain insight into how these three sets of variables
(beliefs, options, and medical facilities) interact, the research
design takes into consideration individuals with  very
traditional beliefs and attitudes, and individuals with a more
Westernized or modern set of beliefs and attitudes, making
decisibns in communities with either a 1limited or a great

-variety of social options and medical alternatives.

In this - design, three figures are considered of centrai
importance: the pregnant adoJescent.with her own knowledge,
- beliefs, and attitudes about pregnancy, about social opﬁions, and
about medical facilities; the relevant person or persons who act
as information sources, advisers and mediators between the girl
and the health care provider, and the health care provider with
his or her own beliefs, attitudes, and practices.

B. Sampling Techniques and Characteristics of the
Sample.
1. The Community Sample.

Guatemala is a country of considerable cultural complexity.
At least eighteen languages and many more dialects (Instituto
Linguistico de Verano 1983: 4-4%9) are spoken by roughly three and

a half million Indians.representing forty-two percent of the
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nation‘s total population. Nearly all the heavily populated
Indian muniéigios or counties exhibit important cultural
variations within the general pattern of modern mesocamerican
culture. To improve national representativeness it was necessary
to actount, in as much as practical considerations permitted, for

these variations. Medical facilities are also markedly

different between the more and the less rural Indian communities.

Middle size towns throughout the country are usually served
by a public health center‘attended by a physician and one or more
nurses., Health posts with fewer facilities and personnel Dperaté
in villages and smaller towns (Maldonado 1985:15-31; AID,
v1987:24). Centers and posts are supported by the state and
provide services at nominal prices. However, pregnant women
seldom request these services (Early 1982:97), except when
procuring relie+>from acute 1illnesses (AID, 1987:15). Medical

services supported by private agencies and independent physicians

may élso be present in the municipic or county. The national
coverage of the former is, nonetheless, limited {(Maldonado,

19853:3) and the latter too expensive to use except in case of

serious illness (AID, 1987:36).

A decision was made to restrict the study to middle size
settlements with existing Western facilities and thus to permit
the testing of the working hypotheses and to better understand

the decision-making process involved in prenatal care.
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Two communities were selected from each of the three major
geographical-cultural areas of the country that account for
approximately sixty percent of the total Indian population. These
areas are: Cakchiquel ( Central Highlands), Quichg (middle region
of the Western Highlands), and Kekchi-Pokomchi (Northern
Highlands). Based on preliminary field work and secondary sources
(Direcciéon General de Estadistica 1981), a total of six county
seats with a population pf less than 10,000 inhabitants, were
selected to represent different levels of westernization (thought
to be associated to the number of social options) and access to

‘Western medical facilities.

Due to some difficulties encountered during field work ( see
Implementation below), two other localities 1in the Kekchi-
Pokomchi region were added to the sample (San Cristobal Verapaz
and San Pedro Carcha). This situation limits the possibilities of
cross—comparison between these communities and the four
communities in the Cakchiguel and Quiche regions, but does not
impare, band. probably enriches, a national overall view of
prenatal care among Indian adolescents (see Map 1 for the

geographic distribution of the communities).

The eight communities that compose the study sample are

described below.

(1) Nahuald to the Northwest of Lake Atitlan, in the
Department of Solol&, 1is the county seat of Nahualid county.
Ninety-seven percent of its 2,314 inhabitants are Quiché speaking

Indians with very limited knowledge of Spanish. Men and women
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still wuse their traditional dress and . in general have a
traditional outlook despite Nahuala’s proximity to the Pan
American Highway. Quetzaltenango, 43 Kms. away, is the closest

city. Guatemala city is 158 Kms. east.

Nahualé has the folloWing medical options'for prenatal care:
a Type "C" health center, a Catholic and Protestant clinic, and
around 15 midwives. Nahuala’'s health center is covered on a year
round basis by a physician, 2 nurses, 2 rural health technicians
and health promoters. Pregnant Qomen are attended by the doctor,
and when he is not available by the male rural technicians. The
midwives referb téeir patients to the health center for free

vitamins, milk, corn meal, cooking oil, and tetanus vaccines. The

health ' center does.hot attend deliveries. The Catholic clinic

also has a physician, a male student nurse, and two health
promoters. The Protestant <clinic only attends members of the
Protestant Church. It has the following medical personnel: a

mediéal doctor, a student nurse, and a laboratory technician.

(2)> San Andreés Xecul has a population of 4,220 inhaﬁitants.
Ninéty—nine percent are Quiché speaking Indians, most of whbm
have 1limited knowledge of Spanish. The town can be reached by a
dirt road, appro#imately 10 Kms. long, detouring from a major
national road. Xecul is not far from Quetzaltenango, Guatemala’'s
second largest City {approximately 11 Kms. westward), th it lies

190 Kms. from the country’'s capital.

San Andrés has a Type "C" health post, with an advanced

medical student, one registered nurse, and one rural health
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technician. Prenatal care visits are attended by the doctor or

by the nurse. There are no facilities for delivery.

The ma;ority of the pregnant women visit the health post for
their prenatal care. They prefer going to the Hospital in nearby
Quetzaltenango or Totonicapan for delivery than being attended by
the midwives. They feel the hospital is safer, as there  have
been several delivery related deaths attended by the midwives.
The iatter are not considered as hygienic as they should be, and
do not take prenatal care courses, which are given in San Andrgés

Xecul ohly on a yearly basis.

(3) San Lucas Toliman is one of the twelve towns on the
shore of Lake Atitlan, in the department of Soclola. Itvhas a
population of 6,067 inhabifants, 827 of whom are Cakchiquél
speaking Indians. The fown is located about 3 Kms. from a major

highway. San Lucas is 117 Kms. west of Guatemala City.

San Lucas Tolima&n has a Type "B" health cénter, a Catholic
and a Protestant clinic, a private physician and four midwives.
The health center has no %aciiities for attending deliveries, but
prenatal care is offered. The prenatal visits are attended by
the registered nurse or the student nurse (generally by the
student nurse). Other health personnel in the center includes a

doctor and a technician in rural health.

Prenatal visits in the Catholic or Parrogquial clinic cost
one Quetzal (approkimately Uss 0.33) per visit. Deliveries are
attended here for G30.00 to Q40.00 (approximately US$  14.80).

Medicines are given free of charge or for a nominal fee. One

y,
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doctor and three auxiliary or student nurses attend the clinicgy
prenatal care visits are. seen to by nurses, whereas the doctor

assists in the deliveries.

The same doctor is also in charge of the Protestant clinic,
which has more personnel than the Catholic Clinic: five
auxiliary or student nurses, three registered male nurses, an
administrator, an accountant, a jaﬁitor, and a caretaker. Here
again, prenatal visits cost one Quetzal, and @30.00 to B40.00 per
delivery depending on the economic resources of the patient. The
clinic admits patients mostly from the outlying rural areas.

Prenatal visits are attended by the female nurse or the doctor.

Religious membership is not as important here as it is in
Nahuala, since either Protestants or Catholics can attend both
clinics. The Protestant Clinic is better equieped for
deliveries, more hygienic, and spacious. The Catholic Clinic, on

the other hand, has a greater variety of medicines.

(4) Sumpango in the Department of Sacatepéquez has a
pepulation of 9,040, of which ninety—five percent are Cakchiquel
speaking Indians; most of them fully bilingual, moderately
Westernized (Ladinoized), and well acquainted with city 1living
and modern'facilities. Sumpango is only 45 Kms. west ef Guatemala

City on the Pan American Highway.

Medical options in the community includes a Type "C" health
post, midwives, and two private physicians. The personnel in the

health post includes a student doctor, one registered and one
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auxiliary or student nurse. The auxiliary nurse attends the
majority of the premnatal visits; the health post does not admit
patients .fqr deliveries. There 1is a registratioh fee for
prenatal care of QO.25 (approximately US$ 0.09 ); but each visit

is free of charge.

The two private physicians in Sumpango (one works Monday
through Friday, the other one only on weekends) do not attend
pregnant women, nor assist in deliveries. Patienfé with more
economic resources prefer to go to private physicians in. large

towns such as Chimaltenango, 13 Kms. away.

There are seven midwives in Sumpango who care for the
majority of préghant women and their deliveries. The midwives
refer patients to the health post for vaccination. All
deliveries are attended by the midwives at the patient’s home.
Midwives take refresher courses evefy month and meet at the
health post every fortnight to discuss any pfoblems they may

have.

(3). Santa Cruz Vefapaz in the department of Alta Verapaz has
a population of 1,497 inhabitanfs, forty—-seven perﬁent are
Indians, of whom the majority speak Pokomchi. Kekchi-Pokomchi
bilingualism 1is common. Santa Cruz has a Type "C" health post,
with one health techni;ian, one auxiliary nurse, and advanced

medical student.

(6) San Cristobal Verapaz, less than 5 Kms. from Santa Cruz
Verapaz on a paved road, is a larger and more important town than

Santa Cruz which, in spite of its county seat status, 1is a
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satellite of San Cristdbal. San Cristéobal has a population of
7,040; seventy percent of whom are Pokomchi and Pokomchi—Kékchi
Indian speakers. THe town has a large and very well equipped Type
"A" health center with ample bedding facilities for delivery, and

well organized maternal and child health programs.

(7) San Juan Chamelco in the Department of AltaFVerapaz has
3,280 inhabitants. Eighty percent of them are Kekchi speaking
Indians. A paved road connects Chamelco with the largest regional
city, Coban, less than half an hour away to the South-East. The
town has avape "C" health center, and has neither a private

clinic nor a resident private physician.

San Pedro Carcha is the largest town in the region. Ninety-
five percent of its 5,191 inhabitants are Kekchi speaking
Indians. Coban, to the South-West is 1less than 15 minutes away
by @& paved road. Carcha has a Type "A" and a Type "B" health

center in addition to several private clinics.

2. The Individual >Sample.

In accordance with the fesearch design, the ‘individual
samples inéluded three types.of individualé: the adolescent,
relevant others, and prenatal care persénnel. Our an preliminary
fesearch shows that the mother—in-law and mother are among the
most important relevant others for adolescents and ih%luenée the
girls’ decisions at all stages. Conseqﬁently, three populations

were sampled:
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i) Thirty—five'to fifty year old women who could be the mothers
or mothers—in-law of the adolescents.

ii) Fifteen to nineteen year old adolescents at various stages

of pregnancy.

iii) Health care personnel providing prenatal care and counsel.

Twenty to thirty adult women were interviewed in each
comﬁunity. Each 1locality was divided into quarters, vroughly
equivalent to the old Spanish divisions of cantones or bérrios
(see Polo Sifontes 1981). Since a random sample was impossible as
it would require considerable knowledge of the population and too
much time, an equal number of women were selected from eaeh

quarter to minimize sample bias.

The adolescent ideal sample consisted of sixty 15 to 19 year
old girls 1in each community. Since beliefs, attitudes, and
practices are likely to vary according to the stage of pregnancy,
the adolescent sample was divided into three subsamples
corresponding to the first, second, and third trimester of
pregnancy. Each subsample was ideally composed of. 20

adolescents.

A sample of the personnel of all public and private clinics
were to be interviewed, and as many private physicians and

midwives as time permitted.

The actual samples of adult womén, .adolescents and health

care personnel are presented in Table 1.

17



C. Data Collection Instruments.

Seven instruments were developed. Three were used
exclusively in interviews with adolescents, one exclusively with.
adult women, and one exclusively with health care providers. The
remaining two instruments were usedeith all three populations.
Observation, ‘key informants, and unstructured interviews were
also uséd to supplement the dafa collected through interviews.

/

The instruments used with adolescents include the following
topics: socio-demographic characteristics (age, marital status,
place of residencé, level of education, degree of Westernization,
economic status and religion of the adolescent, and of her
consanguinal and affinal families); knowledge and attitudes
toward pregnancy, and health care providers. The instruments also
include guestions aimed to determine {he conceptual place of
pregnanéy within} the domain of body states, and to describe
careséeking behavior and its relation to elements of the  social
‘and illness domains. Finally, there 1is a large number of
questions intended to clarify the underlying cultural and social
factors involvedbin the selection of specialists for consultation
and treatment réceived while pregnant (see Appendix, instruments

1,2,5,6, and 7).

Adult women were interviewed on knowledge and attitudes
toward pregnancy, the health care personnel, and treatments (see

Appendix; instruments 2,3, and 3).



Interviews with health care personnel covered topics on the
personnel and the services availablé at the public and private
clinics in and near the community. In the case of the midwives,
the instruments also included questions on attitudes toward
adolescent pregnancy énd knowledge and attitudes regarding

pregnancy itself ( see Appendix, instruments 2,4, and 3).

All instruments were translated into the four appropiate
Indian languages (Cakchiquel, Quichg, Kekchi, and Pokomchi) to
ensure comprehensioﬁ of the questions and to avbid cul tural
biases, especially in the cognitive—attitudinal survey items.
Translation was done by the field personnel. Groups of two and
three fieldworkeré worked on each version to secure an adequate
translation. The instruments were field tested for comprehension
in communities near those selected for the main study.. An item
by item review of the results from three days of practice led to

the final version of the instruments.

DT | Methods of Ahalysis and Statistical Techniqués.

The complex nature of the study required different methods
of analysis and statisticalA techniques for its various
components. Some aspects are best covered by an>interpretative,
non—-quantitative analysis, while others are enhanced by the
.application of statistical techniques. 1In the énalysis of the
data an effort was made to keep this cbnsideration in mind and
reach a balance between qualitative and quantitative anpalysis.
Simple statistical techniques such as percentages and measures of
central tendency were applied to most of the data. A variety of

formal analysis, cluster frequencies, and hierarchical clustering
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were applied to materials related to the selection of the
specialist and the structure of the illness domain (See Results,

for greater detail on the use of these speciaiized techniques).

V. Implementation.

The study was carried out in three major phases: 1) the
preparation for data collection including the elaboration and
testing of the instruments and hiring and training the field
personnel; 2) the collection of the field data, and 3) the final
processing and analysis of the information, and dissemination of

results.
A. Phase 1I: Preparation.

To maximize interpersonal rapport and minimize linguistic
and -inter—-ethnic biases, Indian women from communities near those
studied were used as field personnel and interviews were carried
out in the local lanquages. Young unmarried Indiam girls are
expected to know little about sexual matters and to refrain from
talking about‘them. Consequently, in hiring the interviewers, an
effort was made to select women who had at least one child.
Generally, these women are allowed to talk freely about sexual
matters and pregnancy. To facilitate communication, young
interviewers were preferred. An ability to write in the local
language and to be able to translate back and forth in their
native language ‘and Spanish were required. Most of  the
interviewers selected were rural school teachers. The training
of these personnel included an item by item review of all

questions in the seven instruments; mock practices between
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interviewers, field practices, and review and evaluation of those

practices.

The .original work plan was to have a fieldworker who would
supervise the fieldwork teams daily. However, due to the
distanceé between the selected communities, close supervision of
the field teams was not possible. To remedy the situatioﬁ, one
fieldworker in each language group was trained as a supervisor.
Her duties included helping with interviews, reviewing the
material collected by the other interviewers, and reporting any
problems and doubts that emerged in the field operation to the

principal investigator.

B. Phase 1I1: Field Work.

Fieldwork started late in Auqust 1988, and was completed in
midb January, 1989, The fieldwork involved two periods of
residence 1in ea;h community. During the +first period of
residence, the field team iﬁterviewed the adult women, using
instruments 2,3, and 5. Other importént activities at this time
were the formation of the sample of recently married or . pregnant
adolescents to be interviewed during the second period of
residence in the community and the compilation of a preliminary
inventory of prenatal care services available in the community
and its surroundings. Once these‘ materials were  partially
processed, the field team was sent back to the community‘for the
second period of residence to interview adolescents, midwives,

and other health care personnel.
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Two main difficulties were encountered during fieldwork; one
concerned the {ieldwork personnel and the other lconcerned the
number of interviews that were actually carried out with the
preénant adolescents. Two Kekchi and three Cakchiquel groups of
field personnel rather than one per language, had to be trained
in the use of the instruments,  because the first groups either
did not perform adequately or showed a lack of reéponsibility.
Anticipating difficulties in setting up the adolescent sample in
each community, preliminary lists of adolescents were constructed
during the interviewers’' first stay in each community. This was
done by visiting the Civil Registry, the Health Centers and
through informal interviews with the people of the town.
Unfortunately, the Civil Registry’s marriage listings did not
provide addresses and the Health Centers had very incomplete
registers. A third source of information on pregnant adolescents
were their younger siblings who atteﬁded the local schools. This
source also proved inadequate because of an early suspension of

school activities.

These problems weré compounded by the small size of some of
the communities, and consequently its small adolescent population
ahd in others by the commercial activity of women or seasonal
migrations that takes them away from the locality for several

days or even months.

In the two Kekchi communities originally chosen (San Juan
Chamelco and San Cristobal Verapaz), it proved impossible to
obtain the number of interviews originally planned in the

research design. To compensate for this, two other communities
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were chosen to increase the number of interviews; Santa Cruz

Verapaz and San Pedro Carcha.

Due to these difficulties and to thosé with the personnel,
and above all, due to the secrecy surrounding the'first\months of
pregnancy, the number of interviews with adolescents that was
originally planned (360) was not reached. However, the actuai

size of the sample of adolescents (282) is adequate for the

purposes of the study.

c. Phase I11I1: Processing and Analysis of Data.

The data collected in the field was transported on a regular
basis to the central offices in Guatemala City. There the
interviews were coded and the answers requiring no translation
were processed. Translation began in the field, but most of it
was carried out in the office by the interviewers during the time
between the first and second period of residence in the commuﬁity

or at the end of the data collection phase.

V. Results.

A. The Pregnant Indian Adolescent, Her Knowledge,
Beliefs, Attitudes, and Behavior.

In  the communities studied sex and procreation are
considered to be matters which the unmarried young girl should
neither talk ndr know about. I1f she does, she is a bad girl.
Sex 1s of such concern in thesé societies that siblings of
different sexes are discouraged from talking and playing with
each other from about age eight on. Formal education and mass

media offer but meager amount of information on this aspect of
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life. Thus girls marry knowing very little, and find themselves
with tutors, such as the mother and mother—-in-law, .who can
barely improve this situation. In most cases, the youngk girl
learns about pregnancy from one month to another, the principal
source of knowledge appears to be her own experience. While
sixty—four percent of the girls that were two mohths pregnant
were able to mention atbleast one symptom or characteristic
associated with the first month of pregnanéy, only twenty-seven
percent were able to do so regarding the symptoms of the
following months. While most of the girls in their seventh month
of pregnancy could mention one or more symptoms or
characteristics of the first, second, third, fourth, and fifth
months of pregnancy, Jjust above half of them could mention
symptoms of the eighth and ninth months, see Table 2. Similarly,
a very small number of these adolescents knew about the common
ailments associated with pregnancy aﬁd sixty-five percent of them
could not even mention half bf the midwiQes well-known in their
communities. This sharply contrasts with the richness of
emotionai, spiritual, and social aspeéts adolescents associate

with pregnancy as seen below.

1. Feelings, Attitudes, and Emotions.

In order to determine the conceptual association of various

feelings with pregnancy a three point scale was developed. The
average value of three degrees of intensity, (1) intensely felt,
(2) moderately felt, (3) not felt, was used. The measure is

referred to as the average associational distance (AAD) of the

feelings investigated as related to pregnancy, see Figure 1.
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The interview data revealed that for the young Indian
adolescent, pregnancy is a condition‘primarily associated with
feelings of an emotional and spiritual nature rather than a
phyéical nature. Love, fear, boredom, shame-shyness are closeiy
associated Qith pregnancy. Physical feeiings such as pain,

hunger, and cravings are not as closely related.

Most adolescents (82%) associate love with pregnancy. .The
AAD for love was 1.34 for the entire sample. Some adolescents

associate love for the child, others love for the husband, and
still others love for the family in general. Since love relates’
to the desire or rejection for the child (see below), the
intensity with which it is felt modifies other feelings the young
mother associates to pregnancy. It was found, for instance, that
shame was more intensely felt among those who felt moderate or no

love than among those who felt it intensely.

Girls are usually very frightened of being pregnant. Fear is
the second most mentioned feeling (747%) associated to pregnancy
and has about the same average associational distance to
pregnancy aé love (1.40). Girls said they were afraid of dying
during delivery, of aborting, of pain during delivery, and of the

child dying or being abnormal.

Love and fear tear the girl between desire for the child and
apprehension toward Ehildbirth. While the first of these feelings
- seems to be based on cultural values, the second.is supported by’
the generalized ignorance of the biclogical processes, and a

distrust for the existing health facilities.
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Fifty-nine percent of the girls feel an 1intense boredom
resulting from limitations imposed by biological discomforts.
Overall the AAD for boredom was 1.63. This may be due to
feelings of sadness derived from exclusion from full  social
participation in activities that were accustomed when single.
Since marriage and pregnancy occur almost simul taneously in these
societies, the feeling of exclusion is likely to be a complex
issue related to sbcial status change. ©Since full adulthood is
thought to be reached only after delivery, a girl finds herself
at a threshold of status change for nearly nine months. During
this périod she is limited from full social participation in both

the status she is leaving and the status she is about to enter.

About half of the girls feel intense shame while pregnant
The AAD for shame is 1.90. Girls say they are ashamed because
their "stomach" is growingj; people stare at them and talk behind
their back. The secrecy in which sexual matters are held for the
young in these societies, the strictvsocial regulations between
genders, and the value assigned to sexual ignorance on the part
of young girls, suggests that shame is a very deéply  grounded
feeling. The growth of the "stomach" not only alters her
appearance making her shy, but is a clear evidence of sexual
experience. Being at the threshold of status change, she is
neither a virgin nor a true woman; and she appears to  be

overwhelmed by feelings of insecurity and shame.

Fifty~-three percent of the girls feel extremely tired when
pregnant. The AAD for tiredness is 1.80. However, none of the

repondents mentioned the child’'s need for nutrients, poor
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nourishment, or the biological condition of the mother, such as
anemia, as cause for this condition. Tiredness is said to be
caused by the weight of the child. The mother is in a very

literal way, primarily a child carrier.

Forty-three percent of the informants associate ' pregnancy
with pain. The AAD for pain is 2.01 whether these pains are
normal or abnormal of related to delivery. Almost an equal
percent (41%) think the same of cravings. O0Overall, crévings have
an AAD of 2.00. As cravings are always f0r>food, they are very

similar = to hunger which is mentioned by a similar percentage of

informants (3&6%). Cravings and hunger are felt——adolescents
say—-—because the child '"wants to eat", ‘'desires something",
"already eats", or "he is growing". These are not metaphoric

ways to express the need for a more abundant food supply for the

mother. bMost of the girls actually believe that the child
demands food and that he is able to eat somehow. For many of
them, the child is»a perfectly formed being who eats and breathes

in utero.

One-third of the girls associate pregnancy to sadness. Most
of them attribute this feeliﬁg to the uncertainties and fears
related to delivery. One can imagine other reasons such as
boredom and fatigue. In addition they have often been removed
from their  parental homes and placed under the supervison of
their mother—-in-law (see Results: The Relevant Other), and are
leaving their prévious status of young, unmarried girls to become

respohsible, adult women.
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Surprisingly, only a fifth of them (21%) associate pride to
pregnancy. The AAD for pride is 2.51. Even less associate thirst
(19%) and cold (14%) to it. Feelings such as rancour, hate,

contempt,and anger are distantly related to pregnancy.

2. Behavior and Role Activities
Adolescent girls think that there are activities’ which
should be avoided. In some of them the girl is the subject and
in others she is the object of the action. Some activities are of
a physicai or a psychological nature, and others have

implications for social relations and role performance.

Only Jjumping, of all of the physical activities measured, is
strongly associated with.pregnancy. Ninety percent of the girls
believe jumping can cause an abortion because “"the womb leaves
the child loose," or because the womb itself falls. Jumping can
also change the child’'s position, causing pain and difficulties

during delivery and increasing risks for the mother and child.

The data shows that walking 1i1s nearly irrelevant. Only
eleven percent of the girls believe walking has negative effects,
such as swelling of the feet and backaches. Excessive walking is

believed to cause tiredness, and lead to abortion, premature

birth, or weak children. It is worthwhile to notice, however,
that women normally walk considerable distances in these
villages, and what they call excessive walking may actually be

considefed excessive. Only one girl reported'that walking may

help pregnancy and deliVery.



Although tiredness and pregnancy are associated in the
adolescent‘'s mind, there is no evidence of a widespread belief

that pregnancy causes a desire to sleep.

Some psythological activities, such as crying, have
considerable importance in pregnancy. Over half of the girls
think that crying results in babies with stomach aches (cglicos),
and children that cry for everything. Some girls thihk crying can
even lead to abortion. There are other psychological activities
which are considered of very little importance, such as thinking.
Only very few girls associate thinking to sadness with the

negative consequences seen above.

Antisocial behavior results in considerable damage for the
mother and her child. Seventy—-two percent think that anger
(colera) and/or fright (susto) felt by the mother due to fighting
can induce abortion. Anger is also believed to produce
stomachaches (célicos) in the newly born baby. About half of the
girls also reported that fighting can be damaging because the
mother can receive a bad blow. In the latter case the child, if

born alive, would be all black—and-blue (morado).

One—fourth of the girls think that insulting another person
has negative effects on pregnancy. Insulting involves anger
{colera), with the related consequences, but most important, one
may become the object of witchcraft. Witchcraft can kill, make

mother and child sick, or make delivery very painful.

29



Pregnancy bears on activities strongly identified with
women’'s roles in society. Some of the most important of these
activities 1is making flat corn bread (tortear); washing clothes
(lavar), and <carrying water or cornﬁeal (mixtamal) in pots or
pails. Tortear. is regarded as the most compatible' of these
activities with pregnancy. Over three—-fourths of the girls think
it 1is possible to tortear without endangering themselves or the
child. Only a few of them believe it can have minor negative
consequences, such as backaches and headaches due to the standing

position and the proximity of a cooking fire.

Clothes—-washing is viewed as less compatible with pregnancy
than tortear. Sixty—five percent consider that there is no danger
in doing it. Thirteen percent do not approve of ‘any clothes-
washing at all, compared té nine percent in the case of ‘tortear.
Clothes—washing can be done but in a very moderate way
according to:222. In the case of tortear, this restriction is
supported by only 14%. Besides backaches it is believed that
washing can produce a change in~the child’'s position due to the
back and forth movement and that after birth the child may show a
ﬁroclivity to respiratory diseases because of this proximity to

water.

To carry a pot or pail of cornmeal or water is still less
compatible. Dniy 447 think it can be done without injury for
mother or child, one-fifth (18B%Z) fhink it should not be done at
all, and over a third (38%) think that it should be done only in
a moderate way. Otherwise, abortion, damage to the mother’'s womb,

and children with hernias, crippled, or dead are expected.
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Activities bearing on pregnancy in which the pregnant
adolescént is the object of the action wusually involves, 1in
addition to physical damage, violation of social norms. Being
pushed‘(782) and beaten (82%), which often occurs to young wives
in these societies, 1is believed to hurt the child or induce

abortion.

Similarly, the importance of sexgal activity (in which women
are usually considered passive agents), varies accokding to
sociél approval. To be kissed has no bearing on pregnancy. Having
voluntary sexual relations affects pregnancy negatively only
according to thirty percent of the girls. Among the negative
effects mentioned is the belief that the child may be hit by the
penis and born crippled or turn into an abnormal position
complicating delivery. Somé\girls think that having voluntary
sexual relations has a positive effect by helping to keep the
vagina open for an easier delivery. On the contrary, to be raped
has important negative effects according to eighty—-three percent
of the informants. As in the above cases, the child may be hurt
by the penis and born crippled. In addition, the mother's anger,

hate, and fright alone may induce abortion.

The importance of social context and social condemnation is
also reflected in the following actions. Only ten percent of the
girls interviewed think that to be bothered or teased can affect
pregnancy, and then only if the girl gets angry, or if there is a
hidden bad intention behind the teasing. In the case of being
scolded the situation is somewhat different. Eighteen percent of 

the girls believe that the anger and sadness felt by the

‘21



admonished girl affects the child negatively. Some girls think
that the unborn child can hear the scolding and become sad with
serious consequences. A still larger percentage (28%) think that
being insulted has damaging effects because of the animosity
involved. The girl’'s anger may cause a child to be born with
stomachaches (c6licos) or induce abortion. Witchcraft is the
epitomy of actions inVDlving conflictive relations. It 1is not
surprising that forty-three percent of the girls believe that the
death of the mother and the child may be caused by witchcraft.
Many more may share this belief but are reluctant to discuss
about it. Witchcraft i1s also considered important becauseb it

endangers the soul.

It is because of the potential damage to the soul that to be
frightened is also considered important by 80%Z of the girls.
When frightened, the soul is lost, or can be imprinted with the
image of an event or substance (see Méndez-Dominguez 1983). This
leads to psychological commotion with possible serious
consequences for the mother and child. Finally, to be poisoned,
strongly associated to witchcraft and its physical consequences,
are dreaded by ninety-four percent of the girls. They consider

it a real danger for the mother’'s and child’'s life.

3. Forms of Being and Status.
Informants associate various forms of being to pregnancy.
Some of these forms are of a physical nature (i.e. being fat),
others are personality traits (i.e.t being angry), and still

others relate to social roles and conditions (i.e. being
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married). Few girls attribute any importance to being short,
(5%), or fat (19%). Shortness, it is said, may cause difficulties
in expelling the child, obesity may make the mother’'s heart fail
during delivery. A greater number of girls (48%), believe that
women with narrow hips have to be operated. It may be significant
that wide hips are considered 'a sign of beauty in these

societies.

It is significant that only seventeen percent of the girls
considér being too young as having any bearing on the risks of
pregnancy. These few girls think that the children of very young
mothers are smaller and likely to die, that the mother is unable
to carry the weight of the child because her bones and muscles
are not fully developed, and that she lacks the "necessary
strength for deiivery. But even this small percent of adolescents
believes that girls 17 or 18 years old are completely capable of»

having children, and should not have problems.

The importance of a personality trait seems to be associated
with its social relevance. According to one—-fifth Qf.the girls,
Chiidren suffering from nervous disorders and seizures are born
of nervous mothers. Many more girls believe that a lack of
responsibility én the mothers part induces a lack of care for
herself and the child with a variety of negative consequences. To
be dirty leads to sicknéss, and to be angry leads to the problems
of colera, above described, 'accordihg to approximately forty

percent of the informants.
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Surprisingly, the social status of the girl and her economic
situation are regarded as important by a relatively small number
of informants.  Only one-fourth of the girls attribute any
importance to being married (legally or by cuétom) versus single.
Those who attribute any importance to marital status mention lack
of money, desire to kill the unborn child, sadness and loﬁeliness
at delivery as negative factors associated with being single.
Similarly, poverty is generally not conceived of as an important
issue by most girls. Only 23% of the girls believe poverty may

result in a lack of food for the mother and a weakened infant.

B. Services.
1. Number and Kind of SerQices.
Prenatal care is offered in the national hospitals, health
centers and posts, and private clinics, and by private

physicians, healers, {curanderos), and midwives (comadronas).

However, only the national hospitals, the Type A health centers,
and the more complete private clinics have bedding facilities and
equipment for delivery. These centers and clinics are scarce

throughout the rural area.

Only two of the communities studied, San Cristobal Verapaz
and Carcha, have delivery and postpartum facilities provided by
Type A health centers. Another community, San Lucas, has limited
Bedding facilities provided by the Catholic and the Protestant
clinic. The inhabitants of the other‘two communities (Chamelco
and Santa Cruz Verapaz) can reach a regional hospital or a Type A
health center in less than a quafter of an hour’'s drive. People

living in the rest of the communities (Xecul, Nahuala and
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Sumpango) can reach a hospital or a heglth center in about 45
minutes. However, even a short distance is a deterrent for
people having no private means of trahsportation, living in
lotalitieé lacking night services, and Having infrequent and
unreliable transportation during the day. People have other
objections. Since the hospitals and health centers are usually
located outside the community, this would mean a physical and
emotional separation from blood and affinal relatives. It also
means that a different specialist than the one conéulted during

pregnancy would attend the delivery.

Five communities have one or more private physicians who
offer prenatal care. Adolescents and adults largely agree that
to have a private physician is best. But to be attended by one
has some inconveniences. While in the national centers prenatal
examinations are either free or have a nominal charge (for
instance the equivalent of US %0.08), a private physician will
charge about US $1.735. Peoplevconsider this very expensive even
in comparison with a private religious <clinic. The Catholic
clinic in San lLucas, for instance, charges only US 0,33,
Moreover, the private physicians’ «clinics have no bedding
facilities., Physicians refer their patients to national
hospitals, large private clinics or Type A health centers for
delivery care., The physical and emotional separation from the
family are, invthis case, also present. Occasionally, a physician
may accept to deliver a.baby at the patient’'s house, but they
usuélly decline because of unhygienic conditions and the

patient’s inability to pay for the service.
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Consultation with a comadrona has none of these problems.
There are plenty of midwives in all the communities. In Xecul,
for instance, there are 24. Midwives are also inexpensive and
tune in with theipeople‘s conception 6% pregnancy as something
natural and frequent. A prenatal examination, which may include
a steam bath, may cost as little as US $0.20. The midwife_is also
someone widely known in the community and the mother—-in-law, the
mother, ' and even the girl may have been her patient in a
pregnancy or an illness. Furthermore, and more importantly} the
midwife not only offers prenatal care, but attends the delivery

in the patient’'s own home. She is usually available any day, at

any time, lives near-by, and charges only (025.00 to Q@30.00 for
delivering a girl (about US $10.00); and maybe B40.00 or (Q45.00
(about US $16.30) for a boy. This 1s really inexpensive

considering a hen costs 816.00.

Most midwives have strengthened their empirical and folk
knowl edge through[short training courses offered by the Ministry
of Health and maintain some relationship with the public health
establishments in the community. In all communities midwives
said they referred the difficult cases to the local center or
closest hospital. For midwives 1in sohe communities, this
relafionshi§ with the health center goes even further. The
midwife diagnoses the pregnancy, and refers all of her patients
to the health cenfer for food supplements (corn 6ea1, cooking
oil, and powdered milk), tetanus vaccination, and laboratory

examinations when available.



The present research took place in middle sized towns, seats
of the municipal government. The majority of the Indian
population lives outside these towns in small villages and
hamlets, with no health facilities. The nearest health cenfer,
while it may not be very diséant, is often reachable Dhly by foot

paths across mountains. This implies an even greater dependence

on midwives in these rural areas.

The curandero or healer is consulted only in those cases of

illness associated with pregnancy, particularly, but by no means
exclusively, when black magic is suspected. The healer not only
makes the diagnosis through folkloric means, but also prescribes
the cure. Cures includes patented medicines as well as homemade

remedies and magical rituals.

2. Service Attendance.

Midwives as a group provide moré prenatal and delivery care
for adolescents than other specialists, not only because they are
more numerous, but also because each midwife attends more girls
on the average than any other specialist. This is particularly
true of the first visit to a specialist. Sixty percent of the
girls that at the time of the study had gone to a specialist,
consulted first with a midwife; eighteen percent with personnel
of the health center; eighteen percent with a private physician,
three percent with a parochial or private clinic, and only - one

percent consulted with personnel of a national hospital.

The first consultation with a specialist generally occurs

very late in pregnancy, frequently (31%) in the fifth month and
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later, after tﬁe child’'s movements have been felt by the mother.
It is not surprising, therefore, that forty-two percent of the
totality of adolescents interviewed at all stages of pregnancy
had received no prenatal care, and had never been examined even

by a local specialist.

When a midwife 1is consulted, the first visit may occur
exceptionally late, in the seventh to the ninth month. The
comadrona delay .effect appears to be related to a normal
‘pregnancy; 1f everything is going well there is no need - for a
consultation with a highly trained Western specialist or any

specialist late in pregnancy.

After the first visit, the specialist seems to have no
problem in encouraging return Visits. Generally the specialists
ask the adolescents to return once a month, except in the ninth -
month when checkups every fifteen days are usually required. It
seems that once the culturally based feelings of shame and
insecurity havé been conquered, the communication with the
appropriate relatives has been established, and the social
mechanisms have Eeen put to work (the mother—-in—-law and mother
selecting the specialist and introducing the girl to him or her),
resistance vanishes and the Dppoktunities for regular prenatal

care 1s present,

3. Care and Treatments.
The midwife's prenatal examination generally consists of
gently rubbing the "stomach" or "womb" (matriz), with oil, suet,

Vick's Vapor rub, or other all—-purpose commercial ointments. They



claim that this énables them to determine whether the child is
in a good position and whether they can expect a norﬁal delivery.
The examination usQally takes placevinside of a temascal, a Mayan
Indian steam bath. The temascal; usually a small enclosure made
of mud bricks with a miniature door is located in the midwife’'s
the.. In the center or at the side there is a pile of stones
previously heated with a wood fire and over which water is poured
to produce steam. . The heat, steam, and ointments soften the

girl's skin making it easier for the midwife to massage the

patient’'s abdomen, to detect the child’'s movements, and to place
him or her in the right position, if necessary. If the midwife
is not satisfied, she advises the girl to consult a‘ physician.

Both patient and midwife are completely nude while bathing,
facilitating the examination, and probably breaking down shame
barriers. Midwives advise girls to take a temascal bath at least

once a month during the last four months.

Nurses at the health centers and private clinics also rub
the abdomen to detect the child’'s position, without the help of
the temascal or ointments. They are supposed to weigh and
measure the patients and in some communities‘they take their
blood pressure, examine their breasts for nipple formation,

vaccinate them against tetanus, and give them vitamins and food.

The private physician and the medical students examine,
weigh, and measure the girl. Some of them examine the breasts
and the inside of the eyelids for anemia. Very few of them talk

to the girls about délivery.
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C. The Relevant Others.

Older women, seventy years and over, remember the days when
marriage was a contract between families. Children were engaged
to be married immediately. A girl spent her‘ infancy in her
parents’ house and thén, around age seven to nine was sent to the
in~-law’'s house. There, wunder the close supervision of the
mother—ih—law, she learned the duties of a good wife and the way
tﬁat things should be done in her husband’s house. The mothér—
in—law was in charge of guiding her, including in matters of sex
and repfoduction. While waiting for puberty, the mother—in-law
closely guarded her against sexual advances from male members of
the family, and, above all, frpm her son, the girl’'s husband. Tb
ensure her protection, the giri slept with her. When puberty
came, the mother-in—-law watched for her first menstruation and

decided when sexual relations should take place.

At the presént'time, contractual marriage even at an_older
age, has practically disappeared. Women .and men become
acquainted with each other by their own initiative and marriage
is an act of volitibn. However, residence 1in the in—law’s,house
immediately after marriage, and often until the first‘child is

born, is still the dominant pattern in many. Indian communities.

Seventy-eight percent of the adolescents interviewed in the
eight communities live with‘their parents;in—law, either in the
same house or residential plot, eleven percent live in their own
parents’ house, and only nine percent 1live 1in an entirely
different dwelling .(two percent have made other residential

arrangements). Although residence in a separate property seems
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to be increasing, judging from what is happening in Sumpango, the
largest and closest town to Guatemala City, only sixteen percent

of the adolescents interviewed live in a Separaté dwelling;

Living in the parents-in-law’s house is a painful experience

for most adolescents. For example, approximately one—third of
them considered the in—-law’'s house worse than their own. In
communities where residence in the in-laws’ house 1is more

severely marked (Xecul and Nahuali) over half of the girls think

the in-laws’ house is worse.

The mother—-in—law is not the overwhelming figure she was up
to the beginning of this century, but she still plays an
important role in the training of the girl and in the young
couples relationship including sexual behavior ahd procreativity.
But informal interviews with some of the girls show that their
position imn the in-laws’ house varies considerably. The young
wife may occupy a very subservient position. For example, she
may be responsible for cooking for the entire family. In other
households, she may only help her mother—-in—-law cook, and in
Dthefs she may be allowed to cook separately for her husband and

hersel f.

Being forced to live under their mothers—ih—law's
supervision make these young wives perceive them as figures that
inspire a low degree of éffection and trust; not much respect nor
fear, but much shame. The position of the mother—-in-law with

respect to the mother and husband can be appreciated in Figure 2
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in which the relative number of girls that feel much love, trust,
respect, fear, and shame for their husbands, mothers, and

mothers—-in-law is shown.,

Thié perception of the mother—in—law may have important
consequences for communication between motherfin—law and
daughter-in-law. AN adequate intergenerational flow of knowledge
and information on sex and reﬁroduction is furtﬁer hindered by
the secrecy with which these'mattérs 'are treated in these

communities.

In addition to these obstacles to communicate there is a
generation gap that restricts the adolescent’'s possibilities of
acquiring relevant modern Western knowledge from either her
mother—inflaw or hér own mother. Since the adolescent days of
the older generation, the comenities studied have éhanged
considerably. Urban contacts, Westernization, medical
facilities, and wealth have notably»indreased. While only four
percent of the adolescents in the four towns are monolingual,
"seventy-six ‘percent of the mothers—inflaw,> and seventy-nine
percent of the mothers afe monolingual. Adolescents seem to be
aware of this situation because around sixty percent reportéd
that their mothers amd mothers-in-law knew less. Spanish. than
they did. There are aléo major differenceé'in formal education,
although the educational level is low for both generations.
whilé mothers and mothers—-in-law have an average of 0.30 years of

formal education, adolescents have an average of 2.42 years.



Fluency in Spanish and formal education are important tobls
to acquire knowledge on procreation and information about health
facilities from the maés media and in personal contact with the
health providers. Hence, the older generation is handicapped

"when trying to provide adequate information to young girls.

In spite of the strained interpersonal relations and the
differences in Westernization and formal education, the.
adolescent wi%e is controlled by and depends upon hér mother-in-
law for advice. The mother-in-law feels responsible for the girl.
She repeatedly ésks the girl if she has mentruated, éince the
girl will be too bashful to discuss this with her mother—in—léw.
For the mother—in;law this issue is important since she usually
feels responsible for the well-being of the girl. Nowadays a
girl usually coﬁ#ides first in her husband or mother; the mother-
in-law being advised of the girl’'s possible pregnancy - through
them. But even now in nearly one—-fifth (16%) of the cases the‘
mother-in-law is the first to be inforhed. In any case this is a
matter of much shame and the girl hides the issue as long as she
can. Over sikty percent of them reveal their pregnancy Dhly

after two missed periods.

The revelation of the pregnancy, however, does not guarantee

a visit to a health care provider (See Service Attendance).

The mother-in—-law accompanies the girl for the first
examination most frequently (43%), but the mother may also go

with her. Only exceptionally do girls go by themselves or with
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their husbands. The.girl's_medical care is often delayed until
the second or the third trimesters of pregnancy when the mother-

in-law or mother accompany her, see Table 3.

The mdthers—in—law beliefs  regarding prcgnancy and
childbirth are significant. Over one—fourth of them consider
that the best age to become pregnant ié before 20 years of age.
Over sixty percent believe the best age to become pregnant is 20
years of age and before. Close to fifty percent.believe that
»prégnancy should occur immediately after marriage in the small
towns of the Quiché regions. However, there is some variation
between communities. In the larger towns of  the Cakchiquél
region and in the northern region the postponement of pregnancy

for some months after marriage is preferred.

Preferehce for an early pregnancy is determined by an
alledged desire of the male companion and the parents—-in-law to
have children and. grandchildren. In spite of this general
preferencé for an early pregnancy, sixty-nine percent of the
adult women in ail commuhities think that pregnancy is a matter
of much concern. This is illustrated by the fact that over . half
of them have a great fear of pregnancy and consider it more
serious than four of the most commonly recognized illnesses:

fever, diarrhea, common cold, and magical {right,. Table 4.

These older women have strong ideas about the health care
providers. Important criteria for their preference are the
security these services offer +br the health of the mother and

child; the shyness the girl may feel when examined, and their
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availébility when needed. Most of them (33%) reportr that
physicians offer a greater security. However, a large sector
(29%) thinks that the midwife is best in terms of security. But
even when the physician is preferred on these grounds, over fifty
percent of the adult women believe that the girls feel less
ashamed when treated by the midwife thamn by any other health care
providers. There is also the matter of the pfoximity of the

health care provider to home and his or her availability at the

time of delivery. Sixty—-eight percent feel that the midwife is
more available than other health care providers. There is also
the matter of cost. Midwives offer the most inexpensive service

in all the communities.

Health centers and private clinics offer prenatal care and
treatment but do not assist in deliveries except in emergéncies
when they may help midwives deliver in the patient’s house.
Midwives are preferred because they will be attending the girl

not only during prenatal visits,'but also during delivery.

D. Selecfing the Spécialist.
| 1. | Health, Social, and Economic Determinants.
The patient who consults with the midwife is the common girl
with no major health problems. This study reveals that
consultation with the health center personnel and the priyate
physician is related to various social attributes of the patient
and . the way pregnanty . develops. The weight of these
characteristics and events was calculated by counting the number
of times each of them was mentioned by the informants and

dividing these frequencies by the total number of replies. A
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weight of .50 indicates an equal probability of going or not
goihg_ to é given specialist. The girls who attend thg health
center have the following characteristicé in order of importance:
they have not worked inllarge citiesv(.64); have health problems
derived from pregnancy (.58)3; are poor (.57); have never been
pregnant before (.54). The vgirls consulting with a private
physician aré: well off (.80); have health broblems derived from
pregnancy (.78)3; are pregnant for the first timE'(.71); and are

very young (.58).

2. Cultural Determinants.
To develop sound education and intervention programs, it is
. necessary to know not only how people act but why. Knowledge of
the ©beliefs pertaining to a relevant cognitive domain provides a
sound understanding of behavior when considerations of a
practical nature are also incorporated into the érgument. We
repeatedly hear from informants that pregnancy is not an illness
or disease, but abunique body condition. This creates complex
‘problems for a -cognitive anthrobological study since it 1is
difficult tq identify a relevant domaih. It was éonsidered that
in order to understand prenatal care and the process involved in
the choice of a specialist, the analysis of the 1illness doméin
may prove useful. This domain has some recognizable similarities
to pregnancy, such as a relétion to'one br more body parts, thé
need for special care and treatment, and the consultation with

the same types of specialists.
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Using componential analysis (Lounsbury 1969, - Goodenough
1969), the thirteen most common and important illnesses these
communities. experience were broken down into attributes
potentially relevant to understand prenatal care. The féllowing
kinds of attributes were included in the analysis: allocation
of the illness within the body, genders and ages at risk, and the

patient’'s feelings when suffering from the disease.

The allocation attributes include: blood, skin, head,

stomach, lungs, arms and legs, chest, and reproductive organs.

Age  and gender include children, adult women, and adult
men. Feelings include - fear, shame-shyness, cravings, pain, cold,
and'hunger. The intensity witﬁ which these feelings were felt was
measured on a three-point scale: very intense, moderate, and not

felt.

Efforts were made to avoid a priori assumptions that would
cause a éultural bias. Accordingly, the selection of the thirteen
diseases and attributes was based on their recurrence in the data
gathered from a pool of informants prior to the main phase of the
research. Young Indian womén from communitiés neér'those studied,
among whom the interviewers were eventually chosen, formed the

pool.

Cluster analysis was applied to these data and the degree of
cognitive similarity was mapped in a dendrogram, see Figure 3.

Similarity is represented by the distance of the branches to a
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"common trunk. - Thus, fever and measles are near each other and
cognitively similar; both are distantly related to worms and even

more distantly related to headaches.

The cognitive érfangement shown in the dendrogram shows very
little relationship to the choice of specialists. For instance,
a private physician is preferred in the case  of measles and
anemia by a  large percentage of informants (417 and 68%
respectively); however, these illnesses are cognitively distant
one from the other in the dendrogram. Worms and stomachaches are
close to each other in the dendrogram, but the healer is
preferredr by fifty-four percent of the informants in the case of
worms and is almost never consulted in the case of stomachaches

(3%).

To gain a better understanding of the relationship between
the conceptualization of body states (including illnesses and
pregnancy) and the choice of‘specﬁalists and treatments, the
following procedures were carried out. The attributes
corresponding fo the categories of allocation, gender, age, and
feelings of all thirteen diseases together with the kind 64
tfeatment received and the specialist consulted were cast into a
single pool consisting of approximately 41,000 digits. Each digit
corresponds to an attribute, kind of treatment, or type of

specialist. The next step consisted in determining the frequency

with which each of the possible combinations occurred (i.e. the
feeling of shame occuring with injecting and visiting a
physician). These procedures provided basic information on the

syntax of medical behavior based on the probability of recurrence
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of a specific belief with a particular behavioral unit. A sample
of these findings concerning illness attributes and treatment is

presented in Table 5.

The probability that a given speciélist will be consulted
when a particular attribute is present was calculated. Thus, a
midwife has a probability of 0.13 of being consulted, in the case
of é common disease, when the patient 1is a woman, and only 0.06
when the patient is a man. A healer has a probability df only
0.05 when the patient is a woman while a private physician has
one of 0.39. The health center personnel has a still greater
probability, one of 0.43. The midwife and the health center
personnel have about the same probability of béing consul ted Qhen
the patient is a child as when the patient is a woman, but the
‘healer has a greater probability (0.22), and the private
physician less probability (0.24) when the patient is a child,

see Table 6.

If the pétient suffers from a disease of the blood, skin,
head, 1lungs, or arms and legs, the probabilities that the health
centers’ personnel wiil be consulted are above  0.50. The
probability that a private physician would be consulted when the
patient suffers from such problems is high oniy in the case of
diseases associated with blood and skin (above 0.25). The
physician is also consulted in the case of diseases of the breast
(0.32) and'feproductive organs (0.45). The probability that a
healer will be consulted is hiéh in the case the disease

allocation is in the arms and legs (0.25). He is also consulted
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for diseases associated with the soul (0.35). Finally, the
probability that the midwife will be consulted in the cases of
illnesses associated with blood, skin, head, lungs, or legs and
arms is near O. Midwives have higher probabilities 041 being
_éonsulted when .the patient ‘associates the 1illness with the
stomach (0.17), soul (0.19), breast (0.275, or reproductive

Qrgahs (0.16), see Table 7.

Similarly, the probability that a specialist will be
consulted varies according to the feelings éssociated with the
disease. The midwife will be consulted to a greater degree in
the case of a disease that inspires a great deal of fear (0.13)
thén when that disease inspires shame, cravings, and pain. The
probébility that a healer will be consulted is also much greater
in the case of diseases that inspire a great deal of fear. Table

8 shows these probabilities by attribute and specialists.

These procedures lead to the following generalizations

regarding specialists:

é. Physicians see more women with diseaées associated with
blood and reproductive organs that inspire fear and produce
a feeling of coldness than women suffering from other
illnesses.

b. The personnel of the health centers treat more women and
children with illnesses of the blood and skin and  those
associated with acute pain than women and children suffering

from other illnesses.
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c. Healers treat mostly children with illnesses assoéiatedv to
stomach pains and problems of the soul that inspire a great
deal of fear and pain.

d. Midwives mostly treat women but aléo children with illnesses
associated with the 'stomach", sadness, the reproductive
organs, and to a much lesser degree to the soul, that

inspire a great deal of fear but cause little or no pain.

These data suggest that the specialists in states and
conditions of the human body and mind may be éubdivided into . the
following groups: (1) the specialists that deal with common
illnesses, that 1is, those pertaining to the'body itself; (2)
those that deal with illnesses pertaining to the spirit or the
soul even when physical.manifestations are present; and (3) those
that deal with non-pathological transitional states, such as
Eeing pregnant, menstruating, and being in love. Medical and
paramedical personnel belong to the first kind; healers to the

second, and midwives to the third.

But illnesses, as seen above, are complex cultural entities
which include in their structure attributes of a diverse kind,
such as maqgic, physical pain, and emotions. This seems to be a
very important reason why clear—-cut decisions in the consultation
vof specialists are di{ficﬁlt for the patient and thé - family.
Alternative and even simultaneous consultation with various kinds
of specialists 1is, 1in effect, a common pattern. .Pregnancy,
sharing many.attributes of illnesses, is also Subjected to this
alternative treatment by specialists. She usually consults first

with a midwife. ' She may consult with a healer if pregnancy
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causes backache believing something is wrong with her ‘lungs.
She may go to a health center for food suplementation and return
té the healér because emtionally she feels disturbed. She may
visit a privaté physician if she has serious problems associated
with her breasts or reproductive organs. She will usually return

to the midwife for delivery.

Since common diseases are primarily treated by medical
personnel, the fact that they are occasionally treated by the
midwi¥e is indicative that they have "strong" attributes that
pull the actor away from the culturally normal way of acting.
These strong attributes are part of the definition of. pregnancy
among those people and consequently largely explain the
préference for treatment by the midwife during pregnancy.
According to the findings of the study, adolescent pregnancy is
viewed as:

A unique temporary condition characteristic of women at the

threshold of status change with a body allocation in the
"stomach" associated to reproductive organs; causing feelings of
sadness, with a strong assocciation to the soul or spirit that

inspires a great deal of fear, but causes 1little or no pain.

VI. Conclusions and Recommendations.

The prenafal care Indian adolescents are receiving is
inadequate. It comes very late in pregnancy and it is ofﬁen
resfricted to manual detection of the position of the child to
ensure normal delivery. The programs that the Ministry of Health

have implemented to train local midwives and to involve them in
complementary programs with the health centers are relatively

successful ‘in some of the communities studied. For instance some

of the midwives refer their patients to the public health centers
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for +food sdpplementation; vaccination, andl'evén laboratory

testing. However, there appears to be in all the communities

important incongruencies between the services offered 'by fhe

Ministry of Health and private clinics on the one hand, and the

knowledge, beliefs, and attitudes people have about pregnancy and

delivery Dﬁ the other. These incongruencies limit the success of
these efforts and are based on the following.

1. Adolescents have a very limited knowledge about pregnaﬁcy and
the existing Neétern and non—-Western services offered 1in
their own communities.

2. Adolescents have a very limited knowledge about the
physiological processes involved in pregnahcy.

3. The link befween mother and child is primarily conceived as
one of an emotional and spiritual nature. On the physical
side the mother is viewed, to a large extent, as a simple
cérrier. |

4, The absence of physiological and biological knowledge lead§
to a mechanistic conception bf pregnancy. For 1instance
jumping, washiné, ahd being raped are hazardous to the child
because it may change his or her position. Walking is not
recommended because the weight of the child causes fatigue.
The fact that thefe are few food restrictions and
recommendations during pregnancy in these coﬁmunities is

consistant with this mechanistic view of pregnancy.
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Pregnancy ig viewed as a common normal event which is only
natural in a country with one of the highest fertility rates
in the continent; This implies, 1in the mind of these
people, no need for special care.

Pregnancy is conceived as a waiting period. ‘The adolescent
is at a social and physical threshold in which there are few
prescribed @ and prohibited activities. Delivery, and not
pregnancy is what is important. Delivery not only implies
pain and danger, but also a re-entrance into the normal
social world »through the acquisition of a new status by
becoming a culturally defined adult woman.

Pregnancy is characterized by  considerable fear and
expectation toward delivery apparently’based on lack of
knowledge and adequate Sdurces of consultation and emotional
support.

The mother and mother—in-1law play an important role in the
sexual education of the adolescent, in the decisions made
throughout pregnancy and in the medical treatmént tﬁe girls'
receive. However, the  sexual veducation that the girl
receives is very deficient because the mother’s énd mother-—
in-law'’'s kno@ledge.is based on tradition -and lags behind the
knowledge otherwise available in the society at large. The
usually strained inter—personél relationship between mother
and daughter-in-law seems to limit étill further an adequate

performance of the mother-in-law’s tutorial role assigned by

- society.
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11.

12.

The 1lack of knowledge about pregnancy, the emotional-
spiritual, and mechanistic‘conception of ity the fear and

expectations associated with delivery, the state of being at

a social threshold, and the lack of adequate sources of

consultation and emotional support are powerful factors

inducing minimal and late prenatal care.
The characteristics of gender, allocation, and feelings that

characterize commonly recognized illnesses are important

factors in the choice of the health specialist or
practitioner consulted. The choice of the midwife in the

case of pregnancy (strongly associated to the female
gender, the abdomen, tHe breast, the soul or spirit, and
given feelings and emotions) seems natural enough given the
established CQItural patterns.

Since 1in moét of the communities studied there are no
delivery facilities in the public or private health centers,
selecting a health specialist for pfenafal care other than
the midwife, means that the adolescent will bé attended by
different speciélists during pregnancy and delivery.
Midwives are also prefered to cher specialists'be;ause they
are always available, and their services are inexpensive as

opposed to the private physician.

Based on the results of this study, the following specific

recommendations are made to increase the coverage and quality of

prenatal care programs.



1.

A multitarget program sﬁould be built directed toward (1)
Indian adolescents; (2) influential adult women, and (3)
midwives.

Efforts - should be made in this program to strengthen
the adolescent’'s knowledge.on the physioclogical & processes
and needs associated to pregnancy. A limited number of
these adolescents could be reached through the formal
educational system.‘ For the rest of them, new community

activities involving adolescents should be developed.

In these societies where sexual matters are embodied
with much secrecy and shame,  the mother and mother-in-law
offer one of the few chahnels by which adolescents can - be
reached. Consequently, it would be erroneous to dismiss
them because of their pfeseht limitations as sources of
knowledge and emotional support. Communal programs should
be developed.<aiming not only at educating these women on
prenatal care , but also involving them in finding better
ways of transmiting pertinent information to their daughters

and daughters-in-law.

The 1local traditions and the national system seems to

have assigned the midwife important delivery

responsibilities. However, the national system provides the
midwife with limited prenatal care education and
responsibilities. The educational program proposed should
enrich the vernacular knowledge of the .midwife regardihg
prenatal care, enabling her tq apply Western techniques and

taking a more active part in the national health systemL
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Some of the aims of this multitarget program would be to
create the conception that pregnancy is a wéll defined state
D¥ being with both biological ‘and emotional needs. The rich
émotional and social contents associated to pregnancy 'by
these populations should be présefved while énriching the
bioclogical knowledge; The program should also be directed
at reducing_the amountlof fear and anxiety the adolescent
feels through adequate information about pregnancy and
delivery..‘ The program should also provide abundant
iﬁformation about the health alternatives existing in fhe
communities to facilitate a free and rational choice.
Emphasis should be placed on the convenience of consultation
with a specialist and on adoption of adequafe health habits
from the very first months.

An effort to create in the public a unitary conception of
brénatal care and deiivery facilities should be made. This
could be.accomplished partially by the educational program

described above and by assigning more prenatal

responsibilites to the midwife. But a unitary conception

could not be develbped without a greater involvement of
medical and paramedical pérsonnelvof the public and private
clinics dufing delivery and the postpartum period. This
cannot be'fully accomplished without improving‘the clinics
by increasing the medical and paramedical personnel and
creating laboratory and bedding facilities in many of the

communities.
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Map 1. Geographical and Linguistic Distribution
of the Communities Studies.
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Figure 1. Average Associational Distance
of Feelings Related to Pregnancy.

Rancour (2.97)
Anger (2.91)

- Hatred (2.88)
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,Fright (1.40)
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(1.63)
. Hunger (2.15)
' Sadness (2.14)
PREGNANCY / | F
, - Pain (2.01) .
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Percentage of Girls Feeling Much Affection, Trust, Fear,

.Shame, and Respect for Their Husband, Mother, and Mother-in-law.

Figure 2.

e »e
o~ o
~ <
R R R R R DRI I
. .
. .
. .
. .
. LI BT (S AT I I L 2
. L3 . 4
L] <« . £«
. " . X
. -« . E13
. K ﬁ . &
seesccssproccsccsccfocce coeo «<
% %«
*
*
x« . «®
AR AT e e e e e ek
e . L
~ ~
o tn
e e
o« . (=)}
S LSOYL - — IWVHS
[ a3
T2}
(=)

=3RRI R

98%

Loddsdyd

977

g deie e deaieie ek

457

seceecscccccccscsecesccbocseccsccccese

Jeeedeeie-iedeie
£
*

o
/te

s ecvcejes oo

£
3
22

3

ceccsoeelte
<«
H
3
3

‘3
PRV R PRI RVRPRIK)
PSS

e
~
(32}

98%

NOILJdddV

0%

1
qvdd

Mothe:

Mother-in-law %

Husband



SPSS/PC+
Figure 3. Cognitive Distance Between Thirteen of the Most Common Illnesses.’

Dendrogram using Complete Linkage

Rescaled Distance Cluster Combine

CASE o) S ‘ 10 15 20 25
Label Seq e ——————— tm———————— e —————— m——————— Fm———————— +
Fever 6. —I —————————————————

Measles 11 - _—

Worms S, I _________ :

Stomachache I - {___ _____

Evil Eye 17 e

Anemia 5 e I ________________________ +

Magical Fright 10

Absence of Milk 2 e

Breast Infection 12 _—_t ——_——_

Hemorrhage 4 e———— I _________

Menstruation Disorders ? @ —-———-

Influenza 7 mmmmmmmem————— e I ———————————————————————————————— +
B _________________

Headache
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Table 1. Actual Number of Interviews by Community,
Age Group, and Health Personnel.
NUMBER OF INTERVIEWS
GROUP COMMUNITY
_ . HEAL.TH PERSONNEL
ADULTS ADOLESCENTS MIDWIVES OTHER TOTAL
2 San Andrés Xecul 31 34 : 4 b S
-
&
Nahuala 34 40 7 3 10
v
2, Sumpango 44 57 4 2" 6
:Ei ~
2
g San Lucas Tolimén 45 57 : 2 4 6
¥
g San Juan Chamelco
g San Pedro Carchéa 38 53 - - -
s
& .
= San Cristobal
- Verapaz y Santa :
N/ Cruz Verapaz 25 41 v 1 - 1




Table 2. Percentage of Adolescents from the Second to the

Ninth Month of Pregnancy Who Know Selected Symptoms
Occurring at Various Stages of Pregnancy.

: MONTH OF PREGNANCY
MONTH IN (Number of Months Pregnant when Questioned)
WHICH THE
SYMPTOM
OCCURS 2 3 4 ok 8 9
1- 64 S8 83 69 86 60 100
2 64 92 100 75 71 60 100
3 T 83 100 75 S57 60 100
4 ~ 100 87 86 60 100
S n 87 71 60 100
6 27 : "~ 86 60 100 .
37
7 17 86 60 100
19
8 T 60 100
33 :
9 v J v ~ 20 100
¥ Very few cases of adolescents in the sixth month of pregnancy

were found in the sample.



Table 3.

Trimester of Pregnancy.

Percentage

of Adolescents Who Visited a Health Care
Provider by Type of Relative Accompanying Them on First Visit and

PREGNANCY TRIMESTER

First Second Third Total No. of Cases
Alone 33 67 - 3
Mother-
in-Law 43 4646 11 35
Mother-
in—-Law
and
Mother 359 32 9 32
Husband 80 20 - 5]
Mother
and .
Husband 50 50 e 2




Table 4. Percentage of Women Believing Pregnancy is a Matter of
More, Equal, or Less Concern than Four Commonly Known Illpesses.

PREGNANCY IS OF MORE, EQUAL, OR
, LESS CONCERN THAN
ILLNESSES NO IN-

, FORMA-
MORE EQUAL LESS TION
Fever 56 25 15 4
Diarrhea S7 28 8 7
Common Cold 74 20 1 , 5
Magical

Fright 29 27 9 3
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Table S.

Probabilities of Recurrence of Specific Illness
Attributes and Particular Bahavioral Units (Sample).

ILLNESS

BEST TREATMENT

ATTRIBUTES
DRINK o - APPLY

SOMETHING INJECTIONS SOMETHING RUB EXPEL PRAY
ILLNESS ALLOCATION s
Blood .43 .29 .08 .04 .03 .04
Skin .42 .24 .10 .Q6 .04 .08
Head .70 .09 .10 .04 .01 .01
Stomach .65 .05 .10 .10 .02 .02
Lungs .50 .00 .08 .00 .02 .10
Legs and Arms .36 .10 .05 .05 .05 .15
Soul .93 .05 .06 .03 .10 .02
Breast 232 .2 .07 .12 .01 .01
Reproductive Organs .23 .29 .47 .02 .00 .01
GENDER ATTRIBUTES _ - .
Women .61 .79 .05 .07 .02 .02
Men .75 .26 .02 .02 .02 .02
Children .69 .20 .08 .06 .05 .05
FEELINGS & EMOTIONS .
Fear .50 .47 .41 .64 .62 .33
Shame .34 .34 .31 .20 .27 .38
Cravings .10 .09 .21 .11 .09 .10
Pain .11 .17 .00 .07 .05 .03
Cold .62 .03 .03 .04 .05 .03
Hunger .60 .04 .03 .04 .05 .07




Table 6. The Probability that a Specialist will be consulted
when the Patient is of a given Sex and Age.

WOMEN MEN CHILDREN

MIDWIVES 13 .06 .12
HEALERS .05 .06 .22
HEALTH -

CENTERS .43 .46 .42
PRIVATE

PHYSICIANS .39 .42 .24
TOTAL 1.00 1.00 1.00

i /\Kf



Table 7. The Probability that a Specialist will be consulted
when the Illness affects a Particular Body Part.

ARMS AND REPRODUCT IVE
BLOOD SKIN HEAD STOMACH  LUNGS ~ LEGS SOUL  BREAST ORGANS

MIDWIVES .03 .01 .00 .17 .00 .00 A9 .27 16

HEALERS 11 .09 .10 .33 .05 725 .25 .11 .03

HEALTH | |

CENTERS .54 .65 .78 .42 .74 .69 .35 .30 .36

PRIVATE . :

PHYSICIANS .32 .25 .11 .08 .21 .06 .22 .32 .45

AV,




Table 8.

Probability that a Specialist will be Consulted when
the Illness Inspires given Feelings, Attitudes, and Emotions.

FEAR SHAME CRAVINGS PAIN COLD HUNGER
MIDWIVES 13 .09 .10 .09 .06 .00
HEALERS .16 .10 .13 .13 .09 .04
HEALTH
CENTERS .40 .51 .64 .61 .58 .70
PRIVATE » :

.31 .30 .13 17 0 .27 .26

PHYSICIANS

Wiy



APPENDIX



Evaluation

We consider that almost the totality of the tasks proposed
(maybe over 90%) were adequately completed. In addition, the
experience was of great educational benefit for the Indian women
who acted as field interviewers, and generally, for the
professionals and semi-professionals who participated. Although
some of the findings could have been anticipated by members of
the staff with experience in the region, ~many of them represent,
in a very true sense, new and sometimes unexpected findings with
important implications for maternal and child care.

As 1is often the case in  studies involving fieldwork,
unanticipated events delayed the completion of some of the tasks.
In this study two main difficulties were encountered, one
regarding fieldwork personnel and the other, the adolescent
sample. During the first phase of the study several groups of
field workers were trained in the use of the instruments, but
after trials in the field, they were suspended because of
irresponsibility and dishonesty 1in carrying out fieldwork.
Naturally, this caused some delays and additional expenses since
new teams had to be trained.

Anticipating difficulties in setting up adolescent samples
in the communities, preliminary 1lists of adolescents were
constructed. during the first phase of the fieldwork by visiting
the civil registry, the health centers, and by interviewing adult
women. However, we found that health care centers generally have
inadequate registers and the civil registry’'s marriage 1listings
do not provide addresses. Visiting local schools for listings of
the siblings of married adolescents——as a forseen alternative in
case the other two would have proven inadequate-—could not be put
in practice due to an early suspension of school activities in
the preliminary phases of data collection.

These problems were compounded by the comparatively smaller
size of the Quiché communities, and, consequently their small
adolescent population; furthermore, many women are engaged 1in
commercial activities outside their town or community and are
absent from their homes for long periods of time.

Census data indicated that the size of the Kekchi-Pokomchi
communities should have provided the necessary number of married
adolescents. However, possibly due to temporal migrations,
change in age of marriage, higher educational aspirations, and a
different age distribution, we were able to secure only about
half of the sixty adolescents required. This forced a selection
of two other communities to increase the number of subjects.



Although an expansion of the actual sample would not likely
produce substantial modifications in the findings corresponding
to the whole sample, the obstacles above mentioned considerably

limited the comparison between towns proposed in the research

design. Inferences regarding change in adolescent pregnancy and
prenatal care as urbanization and westernization increase would
have to be restricted to the Quiché and Cakchiquel regions.

Dissemination of Results

At the present time we are preparing the article entitled

"Prenatal Care among Indian Adolescents in Guatemala" to be

submitted to one or more of the following journals:

1. Social Science and Mediéine ffirst choice)

2. Adolescents

3. International Journal of Adolescent Medicine and Health

The article will be published wunder the authorship of
Al fredao Méndez-Dominguez and Marianne de Quesada and will give a
general  perspective of the problem. We are considering the
publicatian of at least one other article on a specific topic
covered by the study.

By invitation of the United States Mission in Guatemala we
will be presenting the results of the study in a seminar to be
held on September 16, 1989.
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