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ABSTRACT
Both doctors and traditional birth attendants (comadronas) in Santiago Atitlán have created health systems that cater to a common population: pregnant women. These caregivers have constructed a practice with a methodology guided towards one particular function: successful, healthy childbirth. But traditional and biomedical systems have unique practices, or altered systems that combine physical and spiritual instruments, to perform obstetric care in Atiteca women. Current dissonance between these two models of care—a traditional world of midwives and a biomedical world of doctors—hinders the ability for providers to collaborate in the attention of women in Atitlán. This paper will seek to review the art of the birth process via three perspectives: 1) Connections: where comadrona meets doctor; analyzing goals and work overlap, 2) Variations: where health models diverge; identifying variations incorporated into traditional and biomedical practice and 3) Conflicts: disagreement between caregivers; the effects of variations and birth outcomes. Deconstructing these coexisting childbirth practices is key in understanding present day childbirth practices in Santiago Atitlán and in ultimately establishing effective partnership between the two medical systems.
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PROLOGUE

TWO BIRTH STORIES

June 16, 2009

I had been working at the Centro de Salud’s Centro de Partos (public birth clinic) for two weeks, but had not built a relationship with any of the doctors to be contacted or invited in the delivery room to see a birth until today. In the meantime, I had kept myself occupied helping organize paperwork and observing patients coming into the clinic for prenatal care or with sick infants.

Soon after leaving the center for the day I received a phone call from Dr. Martinez telling me a patient who was ready to give birth had just arrived and that I should return if I wanted to be present. I stopped a tuctuc
 on the street and arrived back to the Centro de Salud within minutes. I had been waiting to see a birth either at the clinic or with a traditional midwife in the field since my first summer in Santiago and the opportunity had finally arrived. 

The patient’s name was Chonita and she was thirty-six years old. This was her eighth child and she was extremely calm as she rested on the delivery bed. Dr. Martinez told me he had broken her water while examining her and that she was dilated about eight centimeters wide so we had about an hour or so before the baby was born.   

Dr. Martinez asked Luisa, the auxiliary nurse, for the patient’s oxytocin, but she replied that the patient had arrived empty-handed. When I asked Luisa what else the patient was supposed to bring with her she replied baby clothes, a bag for the placenta, and a diaper. The doctor then sent Luisa to go find oxytocin. 

Because the Centro de Salud tends to be crowded with patients at all hours of the day, but particularly the mornings and evenings, Dr. Martinez, Luisa, and the two other nurses working that shift were busy in other rooms seeing patients while Chonita waited in the room by herself. Since the Centro is more than a birth clinic, the staff sees patients at all hours of the day, even after 5pm when the primary care section of the Centro de Salud closes and everyone goes home.

When I noticed that Chonita was waiting in the room by herself I decided to keep her company. I introduced myself and asked her if it was all right if I was present during her birth, since we had after all, just met less than an hour ago. She was very friendly and nodded yes. Her calmness was unbelievable and nothing compared to what I had envisioned a woman about to go into labor. She simply laid still, quietly and with watery eyes. I asked her if she had done her prenatal care at the center. She replied that she had used the comadrona
 Natalia. When I asked her where her comadrona was, she replied that she was not coming. I had a million questions for Chonita, but instead stopped talking and held her hand when her contractions became stronger and she began to inhale and exhale.  

In the meantime, the doctor and nurses were coming in and out of the room taking stethoscopes, needles, papers, but paying no attention to the patient. It was a little frustrating to watch from afar how little attention was being given to Chonita. For some time, it was just the two of us in the room. Dr. Martinez had said that the baby should be born in about an hour and I was pretty sure that an hour had passed. I imagined Chonita going into labor with just me present in the room to assist. I remembered Teresita’s story, a comadrona that described the origin of her work as having delivered a woman’s child when the woman’s comadrona failed to show to attend the birth. If I suddenly had to deliver Chonita’s baby that would make me a comadrona for life, just like Teresita. I laughed at the idea when I remembered that I was in a birth clinic and that help was only feet away.  

Dr. Martinez finally arrived back into the room with Luisa and a second nurse, Adela. They put on their gowns, inserted an IV, and checked the baby’s heartbeat. Everything was normal and they agreed that the patient was just about ready. When I asked if I should go get a family member Dr. Martinez replied that the family was not allowed in the room. When I asked him why he did not allow family members in the room he replied that because of lack of space and because they make the patient nervous. I mentioned that they provide support and mistakenly added that in the U.S. family members are usually allowed in the room. I felt like an outsider and that it was inappropriate for me to be in the room if family members were not allowed.  Luisa then added that the patient had actually arrived alone. 

Chonita had arrived to the Centro de Salud alone and walking. She lived in Canton Panaj, which can be far depending on the exact location of her home, and without a single item. The idea that she had arrived before her water breaking and walking just moments before going into labor was confusing to me. Dr. Martinez explained that in Chonita’s case, she was just minutes from giving birth and in an incredible amount of pain and that she had only been through this seven other times. I understood that Chonita had recognized the signs. But why did she walk? Why is she by herself? Why did she come to the Centro and not seek her midwife? 

The room was bright with light and one of the nurses helped Chonita remove her entire corte (traditional skirt). I was watching from the side, helping move the lamp around for more light when needed or cleaning the area where the newborn would be placed. When Dr. Martinez told Chonita to push she began pushing. A third nurse was coming in an out asking the doctor questions about the other patients he was still treating. Luisa and Adela were speaking to Chonita in Tz’utujil holding her hand. It was only minutes before her baby girl arrived into the world. 

The baby weighed a little over seven pounds and was perfectly healthy. The two nurses rapidly examined the baby, while the doctor continued working with the patient. Since Chonita had arrived without baby clothes the nurses dressed the baby with extra clothes the center keeps for newborns who do not have any. When her placenta was discharged, Chonita was asked if she wanted to keep it. She said yes and it was placed in a spare bag for her to take home. 

The nurses helped clean the baby and the mother. It was not only until the area was entirely clean that Chonita was helped put on her corte. Later that day, Chonita was moved to the post-delivery room next door with two beds, where she would remain for the next twenty-four hours. No one came to see her or bring her food. The nurses had to provide her with a soup they were having for dinner. I left the Centro de Salud so thrilled that evening. I had just experienced my first birth and it had been phenomenal. The staff at the center had done everything they could to help Chonita and did not deny her treatment despite the fact that she was not a patient of theirs and had arrived without any of the medications or items they require. 

When I arrived to the Centro de Salud the following afternoon, I did not find Chonita. I was told that she had just left. When I asked if someone had picked her up, a different nurse working that shift replied that no one had and that she had been discharged early and left the Centro de Salud walking with her newborn.

June 28, 2009

Magdalena’s birth experience is a story of what could have been a pregnancy-related death. It was something close to six in the morning and a Sunday when I made my way to the outskirts of Santiago to meet Antonia, the comadrona. This is what I had been waiting to see all summer: a birth with a traditional midwife. I had seen plenty of births at the birth center in town by this point and was ready for the opportunity to experience childbirth from a different angle. I had been learning side by side with the comadronas since the summer of last year and jumped at the opportunity of being present during a traditional birth with a midwife, allowing me to assess how much of what was being taught during the midwifery training sessions was actually being incorporated into practice.  

This was the third day this week that I headed out to Chacaya in hope of seeing a birth with Antonia, a seventy-seven year old comadrona. At this point, I was feeling almost entirely hopeless after so many false alarms. I received a call from Antonia at around five in the morning, but I was still half asleep and was having trouble understanding what she was trying to tell me. We were supposed to meet the following morning in the center of town and that confused me. I was eventually able to make out something she was saying about her patient Magdalena about to deliver. I mumbled that I was on my way.  Instead, I closed my eyes thinking it was probably another false alarm and fell back asleep. I woke up almost instantly terrified at the thought of missing the birth. In reality, I think the thought of seeing the birth in a dream was what scared me more. Dreams in this culture are more than simply dreams, I had learned over time. I packed a few things in my bag and left my house running. 


I finally arrived to Chacaya a little after six. Chacaya is a rural farming village where Antonia resides and is located about ten kilometers from Santiago. The place was almost deserted with the exception of a few people riding in the pick-up truck with me. I began making my way up the steep hill to her home. The way up was exhausting and I thought it would be a better idea if I went directly to Magdalena’s home, but Antonia and I had visited more than one patient named Magdalena. Antonia had also given me clear directions beforehand. She had said that if I ever arrived and she was not home, that her eight year-old granddaughter, Josefina, would guide me to find her wherever she was. When I made it up the hill to Antonia’s home, Josefina was already waiting for me.

Magdalena’s home is in a corner of Chacaya, up a steep and rocky pathway. When I finally arrived, Antonia said she did not think I was going to make it in time. In the room were Magdalena, her mother, and Antonia. From the look of Magdalena’s face, I could tell that this time was not a false alarm. Magdalena’s contractions were strong and she was walking around the room sweating and breathing heavily. The comadrona was communicating with Magdalena and trying to calm her down. She later ordered Magdalena’s mother something in Tz’utujil and moments later the mother walked back in carrying an herbal tea for Magdalena to drink and boiling water for Antonia to sterilize her tools. Soon after,  Antonia placed a long plastic cover on the floor, opened her supply bag and took out her tools to be sterilized, put on a plastic apron, and put on a pair of gloves that were too large for her small hands. 

When Antonia was done setting up and preparing her tools, Magdalena, fully dressed with her traditional clothes, squatted over the thick plastic on the floor where she was vaginally examined by Antonia and was told that she was “lista” (ready). Moments later, Magdalena began pushing. I asked Antonia how long ago Magdalena’s water had broken. She mumbled a few words but I understood that it had not. I did not understand what was happening, but was in no position to question Antonia’s work.


I mainly assisted Antonia by holding on to Magdalena’s hand or wiping the sweat off her face, but I did my best to stay out of her way and simply observe. It was difficult to just observe, however, when one single person was performing the job of several individuals. I wondered in my head how she managed to do so much on her own. This is why things go wrong, I thought, comadronas don’t have aides. After several attempts and no success, Magdalena kneeled down on all fours and continued pushing. She looked exhausted, like she was about to faint and that made me nervous. Magdalena pushed and pushed for what seemed like an eternity, but there was still no baby. None of the births I had experienced at the birth clinic thus far had taken this long, nor had I seen a patient experiencing this amount of distress.

My lack of medical background drove me to fear that something would go wrong and that I would be unable to assist. I suddenly feared that the midwife I thought I knew so well and trusted could be one of those negligent traditional midwives responsible for maternal deaths I had read about in so many studies. Did Antonia fit the stereotype of the negligent traditional birth attendant? Was she making her patient push too early? Was this woman going to die before my eyes?  Should I be calling an ambulance by now? Do ambulances even come to Chacaya? So many questions filled my mind. I had lost track of time. I took out my cell phone to check the time and only realized then that I actually had no signal.  

Magdalena’s son was born close to 11AM that cloudy morning in June. As soon as the baby was born, Antonia placed him on the plastic sheet, cut the umbilical cord, and began massaging the uterus for the placenta to discharge.  Antonia was having trouble working with gloves on so she took them off. Magdalena had remained completely dressed during the birth and just had her corte lifted. By the time her placenta was out, her skirt was nearly soaked in blood.  Antonia quickly attempted to clean Magdalena and dressed her in a clean corte as to not expose her naked body, and helped Magdalena lay down. Antonia then followed up with the baby by examining his body parts and making sure he was healthy. Lastly, Antonia took the placenta outside in the light and made sure that it was complete. She asked me if I wanted to hold the placenta and make sure it was not missing any parts. I told her that if she thought it was complete then it was.  Antonia took out a scale from her bag to weigh the baby, but when we tried to use it I realized it was broken. The baby was wrapped in small cloths and given to Magdalena to hold. Her face was almost expressionless while mine was expressing too many emotions. 


While Antonia and Magdalena’s mother cleaned up the blood, I helped dig up a hole outside for the placenta to be buried. The placenta was placed in a bag and thrown inside the hole I had dug, which I then filled back with dirt. We all sat in the room filled at this point with flies, since the door had been kept open for light to enter, while Antonia conversed with Magdalena.  Antonia ordered Magdalena’s mother to bring her more of the herbal tea she had previously been drinking and Magdalena seemed to be more at ease. Just a few minutes later, Magdalena’s husband who had not been present for any of the event, came home with food for all of us to eat. First we were all fed egg soup with vegetables and later we were given fried chicken with French fries and a coca cola. My food remained intact for the smell of blood in the tiny room had made me lose my appetite.  Antonia drank my soup and wrapped the rest of the food in her shawl to take home with her. We sat there as they chatted about the new baby and as they discussed possible names. As much as I wanted to communicate with Magdalena, she did not speak a word of Spanish and we had to communicate through Antonia.  Antonia, who had also attended Magdalena’s mother when Magdalena was born, joked and said that the mother had been a better patient.


I stayed with Antonia and Magdalena until about three o’clock that day. The last pick-up truck leaves to Santiago around that time and since it was cloudy and thundering I could tell the afternoon June rain was about to come pouring down any moment. I thanked Antonia for everything. I then thanked Magdalena and her mother and told them I would visit soon to check on the baby. I began walking down the hill on to the main road. I was full of emotions and thoughts but unable to describe what I had just experienced. It started pouring within minutes. I had an umbrella in my backpack but no desire to use it. I continued walking – perplexed– hoping the hard rain would bring me back to reality.
CHAPTER 1

INTRODUCTION

The narratives and events I present in this thesis are attempts to represent present day obstetric practices in Santiago Atitlán from a traditional and biomedical standpoint. Through experiences like Chonita’s and Magdalena’s, I intend to build an ambience focused primarily on the childbirth experience and the role of comadronas and biomedical practitioners. By presenting these scenarios, I hope to immerse the reader into the medical pluralistic world of Santiago Atitlán. Only by fully engaging inside this world can the complex work of these caregivers begin to be understood and the broader topic of maternal mortality examined. 

As further discussed in this thesis, maternal mortality (MM) is an important measure of women’s health and indicative of the performance of health care systems (WHO 2005). Santiago Atitlán is located in the department of Sololá, a predominant indigenous sector that has the third highest MM rates in all of Guatemala (MSPAS 2009). While global and national initiatives have targeted the issue of MM in regions like this department since the 1970’s, the struggle to decrease excessive rates across the country continues today. The cases in Sololá particularly portray the profile of a typical incident of MM in Guatemala: a woman of indigenous background, with little or no education, who intended to give birth at home with a comadrona. Maternal mortality in areas like this, in many ways, mimics global conditions of extreme inequality and how those inequalities affect health outcomes.

Increasing partnership between biomedical and traditional medical systems has been a main objective worldwide to help reduce MM rates (Bailey 2002). The village of Santiago Atitlán has been no exception and has actively participated in carrying out this objective from as far long as the 1960’s, according to some comadronas. But despite global efforts and national promises to decrease these numbers, little progress has been made. Training of traditional midwives has been widely promoted as a key strategy to improve reproductive health with little or no evidence on the effectiveness of this approach (Bailey 2002).

Drawing from five months of fieldwork in which I position myself in both a biomedical and a traditional setting, I aim to compare the factors that influence the work of traditional and biomedical obstetric practitioners in the social context of this village and culture. More than focusing on ineffective partnerships, I seek to explore what connects, varies, and conflicts in their work at the individual level. My strategy is to bring together my experiences in these two systems and examine what I observed, what interviewees told me, and what individuals taught me in an effort to understand their work at a more personal level. Only then can I truly begin to understand why patients seek the particular care they do and ultimately, how effective partnership can be established. 

Further, I will seek to link my qualitative comparative analysis to quantitative data of birth patterns during a three-year span in Santiago Atitlán. Through this connection, I will attempt to associate place and provider selected for care to the factors that might be involved in the decision-making process that women deem important when making a choice of delivery. 

When I arrived to Santiago Atitlán, Guatemala, in the summer of 2008 and began exploring the issue of maternal mortality, traditional birth attendants were the leaders of the community attending to over three fourths of all births. Pregnant women had two options: using a comadrona or seeking private biomedical attention. The first choice was often the preferred, for multifaceted social, cultural, and economic reasons. Upon my return the following summer, however, I encountered a different scenario. With the inauguration of a free birth center incorporated into the Centro de Salud, the Ministry of Health’s public health center, obstetric care in Santiago was experiencing a transition. Just a year later, this center was thriving in treatment offering prenatal care to dozens of women and delivering anywhere from twenty to thirty babies a month. Many women were suddenly delivering in this clinic within the span of that year, and continue to do so in present day Atitlán. 

While the implementation of this birth clinic served as an intervention from the Ministry of Health to decrease consistent high rates of MM in Santiago, the center has been widely accepted and utilized by pregnant women. Through my experiences and data collection in Santiago over time, I will propose that as biomedical settings increase in popularity, the context of giving birth in Atitlán may be changing towards becoming a more competitive medical pluralistic setting. The choices of care for women in Atitlán are becoming less polarized and the ability to choose where to deliver is becoming more feasible. 

In order to understand why women select the treatment they do, however, can only be highlighted by first examining the work of comadronas and biomedical providers today through qualitative ethnographic work. This thesis centers on the research experiences that allowed me to compare and contrast these two models of health care and allowed me formalize a research question regarding birth patterns. 

This chapter introduces the study by noting my experiences in Guatemala, providing background information on the village of Santiago Atitlán and the issue of maternal mortality, and describing research interests and questions.

My interest in investigating maternal health in rural indigenous contexts began when I arrived to Guatemala as part of the Penn Guatemala Health Initiative (GHI). GHI is an interdisciplinary program that was originally formed through a collaboration between the University of Pennsylvania’s School of Medicine and School of Nursing as a global health endeavor in 2005. The program’s initial goal was to establish a partnership with the Maya Tz’utujil community of Santiago Atitlán, a medically underserved community in the western highlands of Guatemala that had been severely affected during the country’s thirty-six-year civil war. Santiago Atitlán’s story, like most stories of indigenous villages in Guatemala during the country’s internal conflict, was one of tragedy and repression. 

Santiago Atitlán: Brief social and historical background

Sitting on the southwest shore of Lake Atitlán and beside the towering volcanoes of San Lucas Tolimán, Atitlán, and San Pedro, is the village Santiago Atitlán. Home to the proud Tz’utujil Maya, one of the twenty-one indigenous groups in Guatemala, Santiago Atitlán, is the most populous municipality in the departmental state of Sololá and the largest indigenous village in Central America. Neighboring villages around the lake include other Tz’utujil and Kaqchikel speaking communities. Atiteca women pride themselves on their self-embroided colorful huipils (blouses) with birds and flowers that distinguish them from other women around the lake.

Santiago Atitlán is a close-knit community of 44, 220 inhabitants, of which 98.18% are indigenous and 1.82% non-indigenous. 88.87% of the population in Santiago is urban and 11.13% of the population is rural (EPSUM 2009). In the center of Santiago today is a plaza surrounded by the Catholic Church, the municipality, the town’s municipal hall, the postal office, the town’s public health clinic, and the market. The closer Atitecos live to the center of town the more access they generally have to social, political, and economic resources. People who live closer to this area of town also have more access to schools and transportation, closer contact to the community’s politicians, and more accessibility to fresh produce and meat from the market. 

Atitecos are hard-working individuals sustained mainly agriculturally, by fishing, and by tourism. The foreigner visiting Santiago for the day will be attracted to the picturesque setting and walk up calle gringo impressed by the beautiful paintings, handmade beaded jewelry, woven textiles and embroidered clothing, and array of creative crafts that Atitecos invest time making to sell.  Every day of the week men can be seen fishing in kayaks early in the morning for their fish to later be sold outside the market by their wives or spotted working high in the mountainous fields for crops like avocados, maize, coffee, and beans, to later be sold as well. The ability of Atitecos to sustain their families despite lack of economic opportunities is remarkable, but inevitably a challenge. Many families live day by day without extra food or money to spare for the next. Poverty still reigns over this village with more than half of all families in Atitlán earning less than two hundred dollars a month (EPSUM 2009). The present day history of the indigenous Tz’utujil is that of a marginalized and disadvantaged population. As Berry (2008) describes it, “The majority of the Mayan population has been marked by the exclusion of the Maya: exclusion from land, legal, political, educational, and economic resources” (p. 168) and while over half of the population of Guatemala lives in extreme poverty, within the rural indigenous Maya areas this raises to 91%.

The exclusion of the Maya that Berry describes, however, is not particular to this region or population.  In fact, their marginalized conditions are very similar to other indigenous groups in Central America and all around Latin America. Anthropologist Milka Castro (2006) makes reference to a concept known as the “Universalization of the Indigenous Condition,” or a sociopolitical condition universal to all indigenous populations. By analyzing the history and present day situation of indigenous populations around the world, Castro explores what it means to be indigenous. She believes that to a certain extent, over time indigenous populations have portrayed the characteristics of being peasants, that poverty has constituted a predominant feature, and that they have been subjects of discrimination. Many of the disparities that inflict Santiago Atitlán today are contingent to their history and their strong sense of cultural retention. 

Historical Context

The ongoing political instability happening in Guatemala in 1960’s became most evident in Atitlán in 1990 when disagreement between soldiers and community members in this village led to the Guatemalan Army opening fire, massacring fourteen Atitecos and wounding several more (Shram 2005) The outcome of this event was not only a demonstration of the extreme violence happening during the war, but also of the effects this violence was having on the community of Santiago. Following the massacre, the community lobbied for the removal of the army and their base that had been functioning adjacent to Clinica Santiaguito (now Hospitalito Atitlán), the community’s only 24-hour emergency care hospital. The military’s close presence to the clinic had caused fear among Atitecos, hindering their ability to seek medical services, leaving the community with no health care facility in the midst of a politically unstable and violent environment.  While by 1991 Atitecos had successfully regained control of their village when the military was ordered to leave due to follow-up investigations of the massacre, Hospitalito Atitlán was permanently closed (Santiago Atitlán).  

It was not until after the signing of the Guatemala Peace Accords in 1996 and many years of community organizing and international support that Hospitalito Atitlán reopened its doors in April of 2005. More than ten years later, Santiago was finally equipped to provide primary, surgical, and emergency care to their medically underserved population. The reestablishment of this hospital was an eminent step towards providing essential medical services and progress towards ending the health disparities of Atitecos. 

Less than six months later, however, torrential rains and winds of Hurricane Stan struck the northern region of Central America and southern Mexico. On the night of October 5, 2005, after consecutive days of heavy rains and strong winds, devastating landslides raging down from Vulcan Tolimán buried hundreds of homes and dozens of lives in the lade of Panabaj, an area in the outskirts of Atitlán. Hospitalito Atitlán, also located within the parameters of Panabaj, was quickly buried in mud (Hospitalito Atitlán).    

The Guatemala Health Initiative      

The political events that preceded the community of Atitlán and Hospitalito Atitlán are what originally drew GHI to establish a partnership with this community in the summer of 2005 when students conducted the first community health assessment. But the subsequent natural disaster in October only reaffirmed the call for attention and collaboration with this community. Upon the temporary relocation of Hospitalito Atitlán to a safer location, GHI aimed to collaborate with the hospital to improve the health of Atitecos by increasing clinical activities and community health promotion via community health research, personnel, and material support. 

The initial community health assessment performed by students in order to identify the major health issues afflicting the community of Santiago Atitlán revealed that the primary health issues of Atitecos were gastrointestinal and respiratory diseases. Among others, maternal mortality and morbidity was identified as an issue of prime concern to the community of Atitlán (Shram 2005).  After learning of the magnitude of the issue of maternal mortality in the highlands of Guatemala, GHI made it its focus to study maternal health in effort to identify ways in which to improve birth outcomes.  

Experiences in Guatemala

In the summer of 2008, I was one of ten Penn students that arrived to Santiago Atitlán with GHI to continue studying the topic of maternal health. While prior students had begun to explore the topic from a variety of angles and settings, it was still one of Santiago’s main health concerns and the program’s main focus. I was drawn to the topic of maternal health because of the numbers I saw behind maternal mortality data. I knew the numbers of MM in Guatemala were high, particularly in areas of the highlands like Santiago, but I wanted to go beyond the data and investigate what was happening in the field.  

CHAPTER 2

LITERATURE REVIEW

Magnitude of Maternal Mortality in Guatemala

The global focus on maternal mortality (MM) was sharpened at the turn of the century when reduction in MM became one of the eight Millennium Development Goals (MDG) adopted at the MDG Summit.  Goal number five of MDG is to reduce the maternal mortality rate (MMR) worldwide by three-quarters from 1990 to 2015 (WHO 2005). 
According to the WHO (2005), approximately 1000 women die from preventable causes related to pregnancy and childbirth every day. Of these deaths, 99% occur in developing countries in rural areas among less educated poor communities. The World Health Organization further describes maternal mortality as “an indication of the extreme harm some women suffer during their reproductive lives, the low availability and quality of health services, poor social conditions, malnutrition, and the consequences of women's marginalized status.”

Guatemala has the highest rate of maternal mortality in Central America and the third highest in Latin America (WHO 2007). A WHO document that reports the global, regional, and country estimates of maternal mortality and assessments of trends of MM levels since 1990, reported a total of 1300 MM deaths in Guatemala in 2005. Additionally, this report identified the lifetime risk of MM in women was 1 in 71; and MMR deaths were 290 per 100,000 live births with a range of uncertainly ranging from 100 as the lower estimate and 650 as the higher estimate per 100,000 live births (2007).  

In Guatemala, approximately 80% of all childbearing women are attended by traditional birth attendants (TBA’s) who have little or no formal education (Bailey 2005). A traditional birth attendant is defined as “a person who assists the mother during childbirth and initially acquired her skills by delivering babies herself or through apprenticeship to other traditional birth attendants. A family TBA is a TBA who has been designated by an extended family to attend births in the family. A trained TBA is a TBA who has received a short course of training through the modern health care sector to upgrade her skills” (WHO 2005).

In response to high rates of maternal mortality and morbidity, the Ministry of Health of Guatemala and international organizations have organized the implementation of training programs aimed towards the education of traditional birth attendants dating as far back as 1955. But these programs have been criticized for being academic in nature, and for lacking language and cultural considerations. The efficacy of these programs is a global debate, for many studies have shown them to be ineffective in reducing high rates of MM. A study that particularly measures the efficacy of these programs studied the rates of maternal mortality in communities with access to trained TBA’s, without access to trained TBA’s, and with access to biomedical caregivers and identified no significant differences in rates of maternal mortality among the three groups (Gloyd 2001).  

According to the Guatemala Ministry of Health, in 2003 the predominant indigenous department of Sololá had the third highest level of maternal mortality in Guatemala with the municipalities of San Lucas Tolimán, San Pedro La Laguna, and Santiago Atitlán being among the most affected. The Ministry of Health’s most recent data reported sixteen registered cases of MM in 2008, followed by fourteen in 2009 in Sololá (MSPAS 2009). Despite significant improvements in the quality of the essential obstetric care and emergency obstetric care in the Sololá district hospital, the high rates of maternal mortality that face the department have not decreased. According to Berry (2006), in Sololá “most pregnancy-related deaths occur at home or when women do reach a health care facility, their conditions are frequently aggravated by having waited too long to seek help.” (p. 1960). Accessing emergency care for villagers in rural Sololá villages in Sololá often means traveling by boat or long distances by car. 

In Guatemala, the most precarious living conditions, the highest fertility rates, and the smallest percentage of births attended by doctors or nurses belong to indigenous women. Women in Santiago Atitlán, a medical pluralistic setting strongly skewed towards traditional medicine, unmistakably depict this association.  

Medical Pluralism in a Tz’utujil culture 

Medical pluralism is believed to exist in all social contexts (Brown 2009). One-to-one relationships between a single society and a single medical system are considered nonexistent. Even with the widespread of biomedicine in both developing and first world countries, traditional healing systems coexist and continue to flourish right alongside biomedical systems. Medical pluralism is generally considered a positive aspect to health care for giving individuals options to choose from when addressing their medical needs. The “hierarchy of resort,” or the patterns of seeking health care, however, differ from society to society. Healing systems do not always coexist properly, or complement each other well, often times clashing or creating tension amongst each other. Understanding the imbalances of use of these medical systems proves to be essential in assessing a population’s health and health care needs. As Feierman (2000), well puts it, “only by exploring subtle variations in reasoning about the interaction between the person and the disease entity, or the person and the medicine, can we begin to understand the problems people are addressing when they speak about healing and illness” (p. 344).

 Santiago Atitlán is a medical pluralistic world. Health care in Santiago is composed of several biomedical and traditional systems. Variations of biomedical systems exist as consequence of the Guatemalan national health care system composed of three sectors: private, public, and non-profit. The lack of a large centralized national health care system trickles down to smaller villages in Guatemala, like Santiago Atitlán. 


Along with these biomedical systems of medicine exists a large component of traditional medicine in Santiago that is widely used, but poorly understood. Curanderos (traditional healers) and comadronas are the primary care providers of the majority of the population in Santiago. Assessing their work, however, has proven a challenge, for every individual has a different background and level of experience, thus all of their work varies from person per person. With variations within these traditional healing systems, the question often arises of how their work can be measured or compared to science-based medicine. According to some researchers, defining and assessing traditional medicine is complex because it lacks formal apprenticeship or marked initiation of caregiver’s practice, as well as guidelines for confirming or measuring knowledge (Foster 1978). Western medicine, on the contrary, offers a powerful framework for describing and classifying health and disease. It is often contrasted to traditional healing systems and healers that cannot be classified and don’t have the “reductionism, individualism, and mechanistic thinking of western societies” (Brown 2009).

The hierarchy of resort in indigenous cultures has historically been strongly skewed towards traditional medicine with biomedicine often being the last resort. Though the relationship between these biomedical systems and traditional healers has long existed, it has not been a prosperous nor effective one. Like with many pluralistic societies, bridging the biomedical and traditional health systems in Santiago has proved a difficult task. In effort to increase collaboration between traditional midwives and biomedical providers, the solution has often been to train the midwife or “medicalize” her work.

Pluralism behind Childbirth 
Childbirth is considered a universal phenomenon. Physiologically, a normal birth is, in many senses, the same worldwide. While cross-cultural evidence demonstrates that birth is universally treated as a marked life crisis event, variations in this life-changing event develop according to an individual’s setting, background, and customs (Jordan 1993). Bridgette Jordan further describes childbirth as “an intimate complex transaction whose topic is physiological and whose language is cultural” (p. 3). 
A marked cultural difference in childbirth is place of birth. Place of birth not only determines the setting, but also who will attend the birth, under what circumstances and the availability of resources. According to Jordan, where a woman decides to give birth produces consequences in the social interactions that take place and in the resources made available during the delivery. 

According to Berry’s (2006) study on childbirth in Kaqchikel women “Homebirth with a comadrona is the ideal setting for most residents of Sololá and indeed the continued preference of women and their families for midwives over biomedical providers for pregnancy care is prevalent throughout indigenous Guatemala, where most women never see a biomedical provider during pregnancy” (p.168). In most areas of Guatemala the model most women follow of a home birth is not being challenged.

 With the many initiatives to train TBA’s however, the traditional birthing systems are presently undergoing tremendous change under the influence of Western medicine. The case of Santiago Atitlán is a clear example of the tremendous change the work of TBA’s might be experiencing due to the increased presence of biomedicine. 

Main players: biomedical and traditional caregivers 

Every health system in Santiago Atitlán is part of the Red de Salud, an umbrella organization directed by the Centro de Salud that seeks to unite all the health systems in Santiago. The group of midwives as well as four main health centers make up this organization: the Centro de Salud (Public Health clinic), Hospitalito Atitlán (private hospital), RxiinTnamet (private clinic), and Prodesca (NGO health posts), as well as local NGO’s that work towards improving the health of Atitecos. The Red de Salud meets once a month and collaborates in the organization of the midwifery training sessions. Every center and staff takes turns hosting the sessions, but all work towards the organization of the material being taught. 
The Centro de Salud is the Ministry of Health’s public health clinic located in the heart of Santiago and the biomedical facility I am most familiar with. Primary care is provided to individuals five days a week from 8am to 5pm from one local physician, a registered nurse, and several auxiliary nurses in two small rooms. They have limited supplies and limited personnel that lack continuity. The majority of their patients are young women and children and treatment is free of cost. They provide the little medication they have available in their pharmacy and when they do not have the prescribed medicine needed, patients must purchase it at a local outside pharmacy. 

Additionally, inaugurated at the end of the summer of 2008, is the clinic’s Centro de Partos that offers obstetric care twenty-four hours a day seven days a week. The birth clinic is located in the back center of the Centro de Salud and is comprised of one delivery room and two post-delivery rooms. Four teams composed of a Guatemalan doctor, a registered nurse, and two auxiliary nurses staff the clinic. These teams take daily turns offering prenatal care and postnatal care in addition to deliveries. The birth clinic also treats infants and the general public once the primary section of the Centro de Salud closes for the day. 

The birth center was established to identify and care for high-risk pregnant patients, not to take patients away from midwives, stated Dr. Chumil, the director of the Centro de Salud. Additionally, the center aimed to collaborate with comadronas by allowing them to bring their patients to deliver there, but was unable to successfully carry out that goal. The proposed collaboration would have allowed for the supervision of the work of comadronas while allowing them to use a clean and equipped facility to deliver babies. Nonetheless, the center is fully operating caring for all pregnancies and some comadronas to bring their patients for prenatal care and even to deliver there. Delivery at the birth center is free of charge, just like all the services at the Centro de Salud, though there is a suggested donation of 30Q. 

Located on the main road exiting Santiago was the temporary location of Hospitalito Atitlán. The hospitalito, a private non-profit facility, was opened 24/7 and was staffed by four Guatemalan doctors, eight registered and auxiliary nurses, a laboratory technician, and a pharmacist. Additionally, the hospital was temporarily staffed by international doctors, nurses, and other volunteers year round for short and long-term periods. They offered primary, emergency, and surgical obstetric care when there was a visiting OB/GYN present to perform C-sections. Charges of services were determined on a need-based assessment of the individual and his or her family by the hospital’s social worker.  

On November 18, 2010, Hospitalito Atitlán’s four-year project was accomplished when they opened the doors to an astounding two-story permanent building just feet away from their previous temporary location. The new Hospitalito, equipped with an ER, two delivery rooms, two operating rooms, a pharmacy, a laboratory, a pediatric clinic, a dental clinic, and several patient consultation rooms, has a total in patient capacity of eighteen beds. Additionally, the new hospitalito is working on building a medical library, an education room, and a research center. The new Hospitalito is supposed to have a permanent OB and a larger medical staff.      

RxiinTnamet
 Clinic or “la clinica” is a private clinic and Atitlán’s oldest health care facility. It offers primary care and obstetric care to individuals for monetary cost five days a week from 8am to 5pm. Though historically it was once Santiago’s most popular health care facility, it has decreased in popularity in recent years and presently treats very few patients. Obtaining data about the clinic is rather difficult since the director only accepts long-term volunteers and does not easily disclose information. Xica, an auxiliary nurse that works there, once mentioned to me that the clinic delivers one to two babies a month on average. The only times I was ever permitted to be in the clinic were when they hosted the comadrona monthly trainings. 


Puestos de Salud, small health posts that are part of the Centro de Salud are located in the rural cantons of Tzanchaj, Cerro de Oro, and Chacaya outside of Santiago. They are staffed by two nurses that provide dietary supplements for children, basic medications, vaccinations, and are visited by a doctor once a week. Prodesca, government funded health posts located in every canton of Santiago are also staffed by nurses and provide food supplements, medications, and vaccinations. Prodesca further seeks to promote educational projects and identify high-risk pregnant women for referrals. 


Lastly, private doctors, often owners of popular well-stocked pharmacies, also treat patients in Santiago. These doctors are usually physicians from the Hospitalito or the Centro de Salud that treat patients in the evenings after their shift has ended or retired doctors that reside in the village. The majority of them offer primary and obstetric care.


The biomedical community of Santiago is not one consolidated community, but rather many individual ones. While there are differences in their settings and practice, they are all still united by the Red de Salud and collaborate together to treat high-risk patients, to collect community data, and to train comadronas. These biomedical communities work together to better understand and assess the traditional work of midwives and to improve birth outcomes.

The profile of the Comadrona 
The use of traditional medicine has a long history in Santiago and comadronas have been part of it since the beginning. The work of the comadronas in Atitlán can be described as an informal women’s health system: they assist women throughout the stages of pregnancy and birth and treat most issues related to gynecological care at the comfort of the patient’s home next to their family members and utilizing their traditional methods. 

The profile of the traditional birth attendant in Santiago Atitlán is heterogeneous and unclassifiable. While this group of women has many characteristics in common, they vary considerably and are each unique in carrying out their work. A comadrona is “generally an older woman, often with minimal or no schooling who lives in the community and is recognized for her experience caring for pregnant women, delivering children, and caring for the mother and newborn immediately after the birth” (Bailey, p.15).  But comadronas vary in the process of their selection, formation, and reproduction. The traditional way her profession came about, how her role was assigned, the process of her validation and their role in the eyes of the mothers they serve is variable.

The process of formation of a comadrona usually comes about via a vision or a dream that she had an interpreted as a calling from God to serve women. Other comadronas inherit the position from a close relative, while others learn from having delivered their own children. A response from Rosario, a comadrona, when asked about the origin of her work was that “Una comadrona nace, no se hace” (a comadrona is born a comadrona, she does not become one). The majority of comadronas firmly believe that they possess a gift that cannot be denied or revoked. 

Comadronas learn from their practice and from their experiences. As anthropologist Nicole Berry (2006) states it, “The basis of most comadronas’ knowledge comes from personal experience. Knowledge is anchored in a wider social system. Attributes of this wider system can be seen in the value comadronas place on empirical evidence as valid knowledge.” (p. 1967)

In 2009, I received a list of twenty-eight names of comadronas from the Centro de Salud. This number, however, is a fluctuating number. Many comadronas on the list had been recently added, others were on the list but not actively practicing, and others were simply missing; the possibility of comadronas practicing on their own without being recognized is always present in Santiago. Not all comadronas choose to integrate themselves to the group of midwives. Many are young and just beginning to practice and fear rejection or criticism by the older more experienced comadronas. Others simply do not want the label of comadrona imposed upon them and while they do practice, they choose not to affiliate themselves with the rest of the group. Still, the work of any comadrona today is anything but isolated from the biomedical community. They have become intermingled systems that cannot be kept separate from one another. 

Research Questions 

Making links: Connecting social context to coexisting models of obstetric care 


This thesis seeks to situate the work of comadronas and biomedical providers in the social context of Santiago Atitlán. From my own experiences working in both a biomedical and traditional setting, I will represent what it means to give birth in Santiago under these two systems. I have divided my discussion into factors that influence the work of the comadrona and the biomedical providers. Through these factors I hope not to establish a clear distinction between the two, but instead explore how they intermingle, and, in fact, demonstrate that they cannot be kept separate.  

Connections: Where comadrona meets doctor


Both comadronas and biomedical providers serve a common population and have a mutual goal: to provide safe obstetric care to Atiteca women. They are all part of the Red de Salud and work towards a common objective: healthy childbirth outcomes. The Ministry of Health monitors the work of biomedical providers and once trained, a comadrona too, becomes a provider under the Ministry of Health: 

“Once a comadrona begins to take part in the monthly midwifery trainings she indirectly becomes a member of the Guatemala Ministry of Health. She is issued an identification card that grants her permission to perform her job, but at the same time gives her the responsible of reporting the number of births she attends every month to the Centro de Salud”  (Juarez, p. 38).


The comadronas and biomedical care providers of Santiago know each other and of each other’s work, mainly via specific case scenarios of their patients. They interact during community health events or midwifery training sessions and unite when it comes to working towards improving the health of the community. Theoretically, they share a similar objective and share similar tools and methods incorporated into their practice. The question then becomes of when the way they carry out their work begins to change. At what point and under what circumstances does way they perform their objective change?

Variations: Where health models diverge


Comadronas and doctors perform the same task and have the same goal, but they have different educational backgrounds, levels of experience, and relationships with the community. Aside from understanding what unites their work, it is equally as important to understand notable differences. Among the many questions that address this issue, I was interested in the following: What do comadronas deem most important for their practice? And what do doctors think is most important? While both have many similar tools in their toolkit, they also have many different ones that define the way they carry out their work. Identifying these variations is crucial in order to understand the factors patients take into considerations when choosing their provider. 

Conflict: Disagreement between caregivers 


Conflict between comadronas and biomedical providers has long inevitably persisted. Comadronas are heavily criticized by biomedical providers for delivering babies in conditions they deem unsanitary without proper sterilized tools. Doctors are often criticized by comadronas for being insensitive with patients, exposing women’s bodies too much, and of even not knowing how to treat certain illnesses. In the eyes of comadronas, doctors are authoritative figures that treat them as subordinates. Doctors many times complain about receiving patients that have been “manipuladas” or anatomically manipulated by comadronas. They often say that they receive women that are “descompuestas” or “broken” and on the verge of death. Because of the mistakes of some of their peers, all comadronas are often times still referred to as negligent or without capacity to safely deliver babies. 


When describing the disagreement between comadronas and biomedical practitioners and inferring a need for collaboration to improve birth outcomes, what type of collaboration is needed becomes the central question. What exactly do they do so differently that distinguishes their work from one another and how important is it to their practice and to their patients? The dissonance between the work of comadronas and biomedical practitioners has sustained a hostile relationship for many years. In Santiago, collaboration is promoted by the biomedical community and focuses on the medicalization of the midwife, while ideas of collaboration from the traditional community are kept silent and undisclosed. In this last part, I will identify the attempts of collaboration that have been practiced focusing not necessarily on the effectiveness of these attempts but rather on what they hope to accomplish. 

CHAPTER 3

METHODS
Role of the researcher

My objective as a researcher was to look beyond the exterior of this Santiago Atitlán’s birth culture and obtain an insider’s perspective on the health practices and beliefs Atitecos seek and receive in their cultural context. I sought to do this in an ethical manner, being mindful of the culture and their belief systems.  

As a non-native individual of this culture and community, however, I was aware that my research had certain limitations. Throughout my data collection, it was never clear to what extent my presence made a difference in the ways in which comadronas and doctors treated their patients or even each other. It is possible that treatments or practices were being altered to show me what I was expecting to see or the “right” thing. Regardless of these possible biases and shortcomings, as a woman studying the health of Atiteca women, my presence was generally well accepted during interviews, training sessions, patient visits, and deliveries. I was invited to observe, asked to participate, and taught like a student asking to acquire knowledge and I feel privileged to have been able to do all three. Observing taught me awareness of the things happening in my surroundings; interviews allowed for questions and answers; and being a student taught me the practice and allowed me to better understand both systems in practice. 

Data collection

I used three ethnographic methods to collect data in the town Santiago Atitlán over the course of five months: participant observation, structured and semi-structured interviews, and apprenticeship (Brown 2009).
Participant Observation


I was initially introduced to the work of comadronas by attending their monthly educational training sessions where I had the opportunity to observe what they were being taught. The majority of these trainings were geared towards identifying birth complications and instructions on how to make emergency referrals. Training was done in Spanish, and being bilingual (English-Spanish) helped substantially. During these trainings I focused on observing the topics being taught (and in what form), the engagement of the comadronas, and the interactions between both groups. Additionally, similar trainings were held at the clinic Rxiin Tnamet once a month on prenatal attention and I attended those as well.


I obtained permission from the director of the Centro de Salud, Dr. Chumil, to work as a volunteer or a “colaboradora.” The Centro de Salud, being a public health clinic, normally does not get too many volunteers so I was the only one at the moment. I told Dr. Chumil that I was interested in volunteering at the Centro de Partos and in observing the work of doctors there to complement my work with comadronas and he agreed to allow me assist in administrative tasks and observe. I spent two weeks doing minimal administrative work and making my presence there known as I became familiar with the staff and the setting. After two weeks, I was invited in consultation rooms to observe patients being treated. I was able to observe the treatment of infants, pregnant women, and eventually births. I specifically focused on observing the tools being used and on the interactions between patients and providers. 

Structured and semi-structured Interviews


I was able to collect a series of structured interview questions to comadronas as part of a collaborative work between the Vivamos Mejor, a local NGO of Sololá and the Ministry of Health and the Centro de Salud in Santiago. This questionnaire involved fifteen questions related to tools used during birth, pre-birth preparations, setting and position of birth, rituals, family members present and their roles, and aliments (see Appendix). Though the questionnaire was only used with comadronas at the time conducted, I chose to replicate the interviews with biomedical providers as well. 

In addition, I conducted twenty-nine semi-structured interviews to biomedical providers, mainly at the Centro de Salud.  The questions I asked biomedical providers focused on the patients they were treating: who they were, where they were coming from, and for what, particularly focusing on pregnant women. I also asked open-ended questions on the evolution of the Centro de Partos and its role in the community. Finally, I asked the interviewees about the role of comadronas in the implementation of the Centro de Partos.

A total of fifty-two semi-structured interviews of comadronas allowed me to move in time through the evolution of their work. In order to learn about comadronas’ work, I aimed to first learn about their lives, the origin of their work, and how it has developed over time. To do so, I first befriended them during the midwifery training sessions. I learned their names, their ages, and where they lived. Once I had the opportunity to spend more time with a few of them, I was able to ask open-ended questions. My original question was always about the origin of their work which was usually a narrative and allowed for me to jump into other questions. Other questions included who her patients were and where they lived, what a typical birth was like, what she utilized during childbirth practices, and what her relationship was with biomedical practitioners and facilities. Multiple visits with four comadronas, Antonia, Teresa, Rosario, and Ana, allowed for the development of trusting relationships in which narratives and in depth methods of practice were shared. Before invited to attend in births I was invited to attend many prenatal visits. It was through those visits that the teaching process initiated. 

Apprenticeship 


To avoid any misinterpretations of the work I was doing in Santiago, I made sure to inform both doctors and comadronas that I was a student from the University of Pennsylvania studying birth practices in Atitlán. The presumption that I wanted to follow after their work, however, inevitably arose from both systems. 


Before entering a patient’s home, a comadrona always asked her patient for permission to bring me along. This was always followed by a conversation in Tz’utujil in which the comadrona said more about me. In spite the fact that I had originally explained to midwives that I was studying their work, they began to treat me like their student. They invested time during patient visits to teach me and let me carefully follow what I was being taught on their patient. Rather than studying births, they believed I was studying to be a midwife. As Jordan (1993) similarly states, “the women saw our interest as existing on the object-level, rather than on the meta-level, a persuasive problem in cross-cultural education” (p. 19).  


Doctors at the Centro de Partos, on the other hand, knew I was studying birth practices and that I was not studying to become a midwife. Still, they were interested in teaching me about obstetric care and how to deliver a child. A physician there constantly expressed the challenges of medical school and obstetric care despite my persistent attempts to explain that I was there to study birth practices between health systems. 

CHAPTER 4
COMPARITIVE CONTEXUAL ANALYSIS

Below I describe the social elements that allow for a comparison of the work of traditional midwives and biomedical doctors at the Centro de Salud of Santiago Atitlán. I do so by detailing the obstetric background, midwifery trainings, the birth space, and role of the practitioner.

“El don de la comadrona” - A call for midwifery 

Midwifery is not a vocational choice, but a destiny that the individual must fulfill. That a midwife is destined to be a midwife can be indicated as young as during her own birth by a birthmark or an abnormal birthing process that the midwife identifies. Many of the midwives of Atitlán realized that they would be comadronas later in life through their own dreams. Juana, for instance, constantly dreamed that she was delivering a baby and recognized these dreams as messages from God steering her towards her vocation.

Juana’s Story

Juana Pospoy was in her early thirties when she began having dreams about childbirth. She immediately knew what these dreams predestined: a call for midwifery. Though the majority of Atitecas do not know the specificities of the calling of every comadrona, it comes as no secret to most that the majority of midwives became comadronas through dreams or visions. Juana, however, chose to disregard the dreams she was having hoping they were temporary. She did not want to believe that her destiny was to be a midwife. Being a comadrona was never in her plans and not a job she necessarily desired. Juana was young and still raising her children. Plus, she knew no one her age that was a midwife. All of the comadronas she knew were over the age of sixty and she feared she would not be easily accepted into the midwifery group. She completely opposed the idea. 

But her dreams did not go away. As a matter of fact, they were recurrent and more intense every time. It was not long after she began having these dreams that she became very ill. Juana could not explain the illness that took over her but she felt that it was consuming her and that her health was deteriorating. She sought help from traditional healers and eventually physicians but it was hopeless, no one found anything wrong with her. She was told that she perfectly healthy. 

In desperation, Juana sought help from her pastor at the evangelical church she attended. She told him about her dreams and about her interpretation of those dreams. Juana also told him about the health issues that arose after she began having dreams and about the caregivers she sought help from and their inability to find a cure for her. Her pastor then told her that the dreams she was having were a calling from God for her to be a comadrona. Her pastor believed that unless Juana accepted God’s will, she would not stop having dreams and would never regain her health. He believed her sickness was a punishment from God for her negative attitude towards carrying out what she was meant to do. 

With strong faith, Juana accepted her pastor’s words and her “destiny.” She had no experience when she went to deliver her first baby, but learned how to massage and deliver women through her dreams and with God’s guidance. Juana says she simply waited for God to tell her what to do. When she began treating women she quickly realized that she could do the job well and that women trusted her. It was also not long after Juana began practicing that she regained her health. Though interpretations of God’s signs may be difficult, the meaning of these signs becomes clear when a woman falls ill. When Juana decided to become part of the midwifery group she struggled very much at first to become integrated. Many midwives did not acknowledge her as a comadrona and did not accept her as part of the group. Juana, however, continued to attend the sessions. She was consistent, vocal, and an active learner. She quickly established friendly relationships with many of the physicians and nurses leading the trainings. 

Presently, Juana continues treating women, works closely with the Centro de Salud and the Hospitalito, speaks on behalf of the group of midwives, and is often referred to as the leader of the comadronas. She relies on divine intervention to deliver babies (Gradilla 07/18/2008).

A shift in knowledge: Biomedically-led midwifery trainings 

While the form a midwife acquired her obstetric knowledge (e.g., a religious calling, such as Juana’s), is not directly questioned by the biomedical community, their practice in the field constantly is. The need to teach midwives technical skills to incorporate and improve their practice has been a long-term goal of the biomedical community of Santiago to improve birth outcomes. This objective has been principally implemented via the midwifery training session (capacitaciones) where doctors and comadronas come together.

Direct interaction between comadronas and biomedical physicians and nurses takes place at least once a month when they convene for the midwifery training sessions. The topic and method of teaching depends on where the training is taking place and on the staff designated to teach. A representative from each facility (Centro de Salud, Hospitalito, Rxin Tnamet, and Prodesca) is always present and the center hosting usually leads the discussion with the help of the others. 

The trainings happen on the first Thursday of the month at 8am at the select establishment (either Hospitalito or Centro de Salud). Though the trainings never follow the exact same structure, when the comadronas arrive, the first part of the training always begins with the teaching of the material. Whether it involves a lecture, using manikins, displaying pamphlets and photos, performing scenarios, or a combination of more than one, the comadronas sit, listen, and watch for the first part of the capacitacion. The second part of the training typically involves the playing of a game to help some of the older midwives become more energized and stay awake. These games vary from food competitions to something similar to London Bridge is Falling Down or Hot Potato. Generally, the losing comadronas must perform an embarrassing act, such as a dance, that will attract the attention of the others by making them laugh. The last part of the actual training involves the midwives being broken down into smaller groups (or individually) with a doctor or a nurse for a discussion or a learning assessment. The final part of the training requires that comadronas submit birth cards as records of the deliveries they attended that month followed by their monetary compensation (that may or may not always available) and the distribution of a warm snack and beverage. 

I attended five capacitaciones over the course of two summers in Atitlán and it was through these trainings that the dissonance between biomedical practitioners and comadronas became most visible. From sitting in an observing during the capacitaciones, it was evident that the doctors and nurses who led the trainings underestimated the knowledge of comadronas by the repetitiveness of the lessons. The topic of “Señales de Peligro” (danger signs) was a recurrent theme taught over and over. While one training might focus on an obstetric complication like preeclampsia and another on a breech birth, the focus of trainings was constantly for comadronas to be able to identify pathologies and know how to properly make a referral. The negative label often imposed on midwives that reads as comadronas being incapable of delivering babies in a safely manner and many times at fault for maternal mortalities became transparent with some of the staff and their tensions with some of the comadronas (from arguments and from signs of impatience and frustrations). The midwives, on their part, were many times absent or late to the trainings, uninterested and paid little or no attention, and were more proactive about making sure they received the monetary amount they were supposed to be paid at the end of the training. The capacitaciones served as social gatherings where comadronas would converse with other comadronas (that they were friends with) and often times appeared to be more concerned about which comadrona did or did not do what, or who was present and who was absent, rather than on the trainings. Tensions were not only visible amongst the comadronas and their teachers, but also within the group of comadronas itself. As a group, few are friends and they constantly criticize each other’s work. 

To complement my observations at the capacitaciones, I conducted interviews on the perspectives of the trainings from both doctors and comadronas. 

A doctor’s perspective:

“What do you see at the capacitaciones?” I asked. Dr. Candi responded that the work of the midwives in Atitlán has somewhat improved over the past few years, but that the capacitaciones have been altered tremendously just to get the comadronas to pay attention. She said the doctors and nurses try to make the trainings as fun and as interactive as possible so that the comadronas can participate and learn at the same time. Dr. Candi said they avoid making the trainings lecture-like because the older comadronas have a tendency to fall asleep. “But despite our hard work, most of the midwives still argue with the doctors, fall asleep, or refuse to implement any of the things they are taught,” she added. I asked her about the improvements she mentioned earlier. Dr. Candi said that it is difficult to know whether the midwives actually go home, remember what they learned, and remind themselves to do it next time they attend a patient, but that many of the midwives have recently began bringing in some of their patients to El Centro de Salud for prenatal checkups. She also added that El Centro de Salud is offering a monetary prize at the end of the year to the midwife that brings in the most number of patients for prenatal visits. When I asked Dr. Candi if she thinks the midwives enjoy attending the capacitaciones, she said that it is evident that most (if not all) of the midwives attend the trainings for the 50Q that they are compensated, but that the activities and games they play also makes a fun and learning experience for them. Dr. Candi said that above everything, they try to make the capacitaciones as visual as possible so that the comadronas can picture their own work as doctors and nurses work with manikins. She further added that the comadronas using the new birth center to deliver their patients would serve as a way to observe if midwives are putting into practice what they are learning. I told her that presumably the comadronas would not want to be watched while they work, especially by a doctor or nurse. Dr. Candi said that that’s one of the main goals the Centro de Salud, Hospitalito, Prodesca, and Rxin Tnament staff tries to teach midwives—that their work is not a cultural unique job, but rather a health profession that many other people can perform as well. She said that they are not trying to impose biomedical practices on the work midwives, but that they just want to make the midwives more aware of safer ways to deliver a baby. Dr. Candi said they also tell midwives to be reasonable with their patients. “For instance, some midwives charge 50Q more for a birth if the child is a male,” she added (Gradilla 07/10/2009).

The midwives’ perspective: 

Comadronas are hesitant to provide their perspectives about the capacitaciones. The majority of the time they will avoid the subject or quickly change topic of conversation. When asked about what a previous training was about, Doña Teresa would respond with vague answers such as, “it was about being a comadrona” or “we learn things about how to improve childbirth outcomes” (Gradilla 07/02/2009). While the older, hearing or visually impaired midwives are usually unable to recognize the topic being taught and follow along with the lesson, the younger midwives become aware of other elements. When I asked Ana, a young midwife recently incorporated into the group about what she had learned after a capacitacion, she responded that she learned different things every time she attended the trainings from different people and that she did not know whom to believe (Gradilla 08/06/2009).

The four comadronas I worked closely with were always happy to teach me in the field and allow me to watch their work, but I constantly sensed a feeling of intimidation when I would ask them specific questions about their work or about the trainings. They were always successful and confident in their ability to teach by doing, but less confident to explain a process in words. While language barriers could undoubtedly be a contributing factor, their style of teaching draws large implications about their style of learning. 

Because obtaining feedback from comadronas about the capacitaciones was challenging, I asked Xica, an auxiliary nurse at Rxin Tnamet who is very familiar with the work of comadronas because she too, delivers babies in the field, for her feedback. 

Xica’s perception:

When I asked Xica if she thought midwives were implementing what they learn at the trainings she looked down immediately and shook her head. I guess I was putting her in an uncomfortable position since she too is a midwife, but at the same time she is not like the rest of the comadronas because she has some formal biomedical training. I asked Xica why she doesn’t think comadronas are carrying out what they are learning. She said the main reason comadronas don’t carry out what they are taught is because they are too old and too accustomed to their way of delivering babies. Xica said that no matter how much and in what ways they teach comadronas, they are never going to change their style of work. Xica believes that the only ones who might be benefiting from the trainings are the younger midwives, Ana and Juana because they recently became comadronas and can still learn how to improve their work versus a midwife who has been delivering babies for over fifty years and finds it irrational for doctors to tell her how to deliver a baby. When I asked her if she has seen any changes ever since the trainings began she said the only difference with the midwives is that some of them are beginning to bring their patients to prenatal visits. When I asked her how she knows there haven’t been any other changes she began telling me stories, horror stories about comadronas. She told me too many and I didn’t have a chance to write them all down but it is always the same mistakes I hear the midwives here make. They make their patients push too early, they deliver babies that aren’t positioned normally, they deliver patients who have had c-sections in the past, they try to remove the placenta by pulling the umbilical cord too hard, or they leave parts of the placenta in the woman’s uterus (Gradilla 07/09/2008). 


The midwifery trainings are constantly changing in location, instructors, and form of teaching, making it challenging for comadronas to have a stable learning environment. Rather than being imposing on their biomedical views, I found that the majority of the biomedical staff was most of the time concerned with improving methods of instruction and retention. From the perspective of midwives, however, as previously mentioned by Ana when she said, “she did not know whom to believe,” biomedical information is variable across time as well as from provider to provider. While the biomedical knowledge concerning what constitutes an obstetric emergency has remained relatively stable over time, the policies concerning how to handle these emergencies have changed. 
During my second to last capacitacion, Vivamos Mejor (private NGO) attempted to perform a pre-test prior to the lecture and a post-test after the training taking place the Centro de Salud to measure if the comadronas had learned the topic of the lesson which was “señales de peligro.” The comadronas took written exams with pictures illustrating different types of obstetric emergencies or situations of distress and the midwives had to decide whether the patient was in danger or not. This was the first controlled assessment that I had experienced taking place with the comadronas. At the end of that week, I met with Fernando Morales of Vivamos Mejor who agreed to be interviewed and discuss the results of the assessment. The results of the assessment demonstrated very little variation in the pre and post-test. Most of the midwives’ answers were consistent. Though this assessment was not a clear representation of the obstetric knowledge of midwives and the factors involved with every emergency, the majority circled the “correct” answers, which was to refer the patient, the policy midwives are constantly drilled to pursue. While the results were positive, Mr. Morales felt that the midwives were not paying attention during the training and did not understand the point of the pre and post-exam. I felt that the drawings on the exam were an oversimplification of real life scenarios and that comadronas recognize the persistence of biomedical practitioners for the transferring of patients. Biomedical practitioners, on the other hand, seem to fail to recognize that comadronas have many factors to consider before transferring a patient. 

Defining the Birth Space:

Defining birth territories and the implications these territories have on childbirth practices is considered a fundamental part of birthing systems. The framework and spatial layout of the birth territory characterizes interactions between patients, her provider, and the support system she has available. The territory a birth takes place under also shapes resource availability and assigns responsibility for the birth. The strong emergence of biomedicine in Santiago calls for an evaluation of territories women are presently experiencing childbirth. 

Women’s birth experiences in Atitlán are ultimately shaped by the birth space they choose for attention. The way their providers carry out their work is simultaneously defined by the space and resources they have available to perform their job. While the home continues to be the most widely used birth territory, the birth clinic at the Centro de Salud follows second. 

Birth spaces serve as windows to the medical pluralistic childbirth practices happening in Atitlán today. As Magdalena’s birth story in the prologue demonstrates, giving birth at home allows for the patient to remain in the setting she is intimately familiar with rather than having to go give birth at an unfamiliar setting. In Magdalena’s case, stepping foot outside the isolated community of Chacaya to seek care in Santiago would already mean exiting her comfort zone even before entering a biomedical facility. Giving birth at home provides a sense of security that marks the event as a normal part of life versus the anxiety giving birth in a foreign place often provokes in Atiteca women. At home, the control over the birth remains with the woman, the comadrona, and the patient’s family. 

A patient’s home, family, and resources available define the workspace of the comadrona. At home, the comadrona is the experienced practitioner but acts with the assistance of family members available to assist. Giving birth at home is limited to what the midwife has available in her “maletin” (toolkit) as well as adds a dependency on what the patient has and does not have available. Regardless of these resources, at home the midwife sets forth a firm priority to spiritual guidance for the success of the birth. 

 The nature of the Centro de Salud is like that of any other public health clinic in rural Guatemala: understaffed and limited in space and resources. The center relies on what they receive from the Ministry of Health and on the patient complying to bring the supplies they require. Physicians and nurses use the tools they have available which are minimal. As Dr. Toc stated once stated, “The Centro de Salud is not all that different to giving birth at home with a comadrona if you take a look around and see how little we have available here” (Gradilla 06/22/2009).

The center’s trained biomedical staff but lack of biomedical equipment characterizes their labor and delivery space for patients. Women who would normally deliver at home with a comadrona find themselves in a setting that is not the large biomedical facility of the Hospitalito, but not the familiar setting of their home either.

The role of the caregiver

Comadronas in Atitlán are traveling caregivers; they go to their patients, rather than have their patients come to them. Even when a woman first suspects that she might be pregnant, a family member will attempt to make the first contact with the family’s midwife (or the chosen midwife) and ask that she come to the patient’s home to examine her. Giving birth with a midwife requires very little activity from the patient and more activity from the midwife’s part. 

Midwives build relationships with their patients during their prenatal care. Prenatal visits are social appointments in which the comadrona has long interactions with the patient and her family over sips of coca-colas. They chat and laugh until an hour has passed by without realizing it. It is at the end of her visit that the midwife finally requests privacy to examine the patient. 
Comadronas have the advantage of being able to become familiar with the space they will be working in when they visit patients for prenatal visits. It is then that they can assess the patient’s home by observing what is and is not available (bed, electricity, running water, etc). Through these visits, midwives have the opportunity to position and prepare themselves to attend their patient under her particular living circumstances. 

The patient-comadrona relationship is a relationship based on trust. The patient trusts that her midwife will provide her proper prenatal care and eventually find her way to her home at any time of the day when it is time for her to deliver, whether she has to travel long distances, through mountainous fields, or within isolated areas. A patient trusts that her midwife will show up to attend her regardless of the circumstances under which her birth arises. If the birth happens during night time, for instance, the patient’s husband will often times go in search of the comadrona to bring her to attend his wife. If the birth does not happen immediately, comadronas will spend hours, even days, at a patient’s home until she delivers. The trust women bestow on midwives is complemented by a strong commitment from the comadronas; midwives commit to stand by the side of their patient until they properly go into labor and safely give birth. 

Giving birth at the Centro de Salud, Hospitalito, or Rxin Tnanmet requires for women to physically travel there to seek treatment rather than waiting for treatment to come to them. Chonita’s story of giving birth at the Centro de Salud embodies the quality of care that free health care spaces like the birth clinic often provide in rural Guatemala. As soon as Chonita entered the Centro, she became a patient seeking treatment amongst a crowd of other patients. On any given day, the Centro de Salud treats more patients than their staff and resources allows for; as soon as the center opens at 8am, the line of patients waiting to be treated curves around outside the door. 

Aside from being amongst an overloaded number of patients waiting to be treated, every time a woman comes in for prenatal care at the Centro de Salud she may be examined by a different physician. Since doctors there rotate every four days, patients do not have the opportunity to be seen by the same physician every time they have an appointment. They do not have that opportunity to build a relationship with any of the doctors since a different doctor may treat a woman every time she visits and even on the day she delivers. Unless the patient is a high-risk patient, many times doctors meet their patient for the first time when she comes in ready to give birth.

Further, at the Centro de Salud, women who walk in to deliver are often times sent back home because they are not fully dilated and told to return in a few hours or when their contractions worsen. Many women make multiple trips before they finally give birth. Dr. Toc recalls sending women home sometimes leading to issues of patients perceiving this as a form of being denied treatment. He has had instances in which the patient and her family say they will seek attention elsewhere if the patient is not treated even after being explained that it is not time to deliver. Dr. Toc often chooses to keep women in the clinic even if they are far from delivering in fear that they will try to go find a comadrona and attempt to deliver before it is time. Even if patients do agree to wait and go home, however, whether they will return the next day is uncertain. Because doctors have daily shifts every four days, whether patients return for treatment after being sent home the following day is something unknown to most of the physicians. Though verifying the return of a patient can be easily investigated by looking at recent birth records from previous days, Dr. Toc normally assumes that unless a patient questions his instructions to return later, then she will do just as she was instructed. 

Results

Empirical versus non-empirical knowledge

Making reference to various emergency cases he has treated in the past, a physician from the Centro de Salud once criticized the work of comadronas by stating, “comadronas should not be delivering babies because they have no formal education. They cannot even read and write and endanger the lives of their patients.” When I asked him if he thought an individual needed to know how to read and write to know how to deliver a baby, there was no response. Working with comadronas has taught me that their knowledge of obstetric care is obtained in an unconventional form. It is not taught in a classroom or read in a book and as a result, varies from midwife to midwife.

Many midwives began practicing at end or close to end of their reproductive lives and by that point, had given birth themselves numerous times and attended the births of their sisters, friends, and neighbors. Other midwives began practicing at a much younger age, as young as the age of fifteen, and have similarly attended their own births and those of people around them. Regardless of age, there is no formal apprenticeship.  

Magdalena’s story represents that the foundation of most comadronas’ knowledge comes from personal experiences. Magdalena’s case was a case of Antonia acting on what she had seen before, on what she felt and believed was normal and safe. From an outsider’s perspective, the conditions for an emergency were ideal.  Antonia, however, recognized no signs of danger. She remained calm and confident throughout her work because she had seen cases like Magdalena’s before. Comadronas may incorporate to their practice what their experiences have showed them to be important rater than what biomedical standards deem important (evidence-based knowledge model).  

Comadronas expect a positive normal outcome from the births they attend. They are there to assist her patient during her birth and not to assist if the case becomes complicated. Their philosophy is based on identifying that all the elements of the birth are normal (being fully dilated and having contractions) rather than looking to identify elements that are abnormal. They know to deliver a baby under normal conditions. 

Marking birth priorities

Through a structured questionnaire written by Vivamos Mejor, nineteen comadronas were individually interviewed, excluding two new midwives that were present during the midwifery training, but had not delivered a baby yet. The purpose of these interviews was to get to know each comadrona at a more individual level. The sixteen assessment questions were formatted to automatically assume that midwives incorporate different elements than doctors do into their practice (by asking specific questions about rituals, foods, and beverages). These interviews, however, demonstrate the heterogeneity of their work; while most answers were similar in context, answers were not identical with the exception of one. Further, to eliminate any biases, the same sixteen questions were asked to biomedical practitioners at the Centro de Salud. 
One similar answer was given regarding what happens to the placenta after birth and three common themes were found with the midwives’ responses: an emphasis on religion, food, and family members. 

All nineteen midwives responded with the simple phrase “se entierra” (it is buried) to the question asking what happens to the placenta after it is delivered.  Comadrona Rosario once described the ritual of the burial of the placenta to me as indispensible to the baby’s health. Rosario believes that this burial needs to be done within the parameters of the baby’s home in order to preserve his or her health and prevent the newborn from becoming sick. Failure to do so, she added, could result in the baby becoming gravely ill or even dying (Gradilla 06/20/2009).

Seventeen out of the nineteen interviewees had a faith-related response when asked about any rituals used during birth, such as, “asks God for a blessing,” “asks God to protect her patient’s life” or simply “says prayers.” The majority of the responses were geared towards the protection of the patient and positive outcomes, with the expectation that with a blessing from God the birth will be successful. 

Aliments were also an important component to comadronas for the attention of their patients before, during, and after labor. Though answers were variable, the majority included hot beverages such as teas with distinct herbs, coffee, hot chocolate, incaparina, atol (oatmeal), or more than one, as well as soups, stews, and herbs for food. The a majority allows “de todo” all kinds of foods after a woman is done delivering while others restrict women to fifteen days after delivering a baby to resume normal food consumption. Aside the wide variation in answers, most comadronas expanded the most on this question, resembling the significance of foods and beverages. Not a single midwife had an empty response, but rather named several items. 

Finally, the presence of one (or more) family member is always present during a birth with a midwife according to their responses. While a select few said husband only, others included a mother, mother-in-law, sister, and any other family member who wanted to “apoyar” (support) the patient. Never did a midwife say she carries out a birth alone. On the contrary, the support of the family is vital to the comadrona and her patient. 

Four physicians from the Centro de Salud were given an exact copy of the questionnaire to answer. As expected, the majority of the physicians focused on the technical questions regarding tools utilized during birth, steps towards preparing the patient, and on the positions used to attend their patients. The most evident distinctions were made between the doctors (all male) native to the Atitlán area and the physicians who were not from the area (indigenous versus non-indigenous). For instance, while the two doctors from the area answered that a lot of the factors depended on the patient (position, who was present, praying during the birth, and what food was consumed) the non-natives replied that these question “did not apply” or had his own restrictions, such as not allowing a family member in the room. 

Why incorporating comadronas did not work

The majority of the staff that was originally part of the Centro de Salud’s birth clinic when the initial attempt to incorporate comadronas was made is no longer employed by the center. An auxiliary nurse, Luisa Tacaxoy, is the only remaining member that has been working at the clinic since its inauguration in 2008 and recalls the events.

Luisa remembers that three out of the four doctors that had been hired to take daily shifts at the clinic resigned a few days after the inauguration of the center because of issues of funding and the timing of their pay. The clinic was left with one physician (a native of Atitlán) and two auxiliary nurses (per shift) to attend women. She describes the initial stages of the clinic as unstable and challenging since she felt her educational background did not prepare her to attend births with just the assistance of another auxiliary nurse. At the time, Luisa felt that the clinic was unsustainable and would soon be forced to shut down. The director of the Centro de Salud, Dr. Chumil, desperately tried to solve the issue of funding with the Ministry of Health in Sololá in hope of rehiring the doctors he needed. Comadronas were encouraged more than ever to collaborate with the clinic and take their patients there to deliver them themselves and still receive pay for their services from their patients. Luisa claims that in order for Dr. Chumil to get the funding he needed for his employees, he needed to show a strong response from the community (high number of births) and a strong response from the traditional community as well (by incorporating comadronas). She believes, however, that the community of midwives had no incentive to take their patients to the clinic. The establishment of the clinic was also too recent to have gained the trust of the comadronas and the community. Luisa believes “the conditions were not right and the midwives probably found little point in bringing their patients to deliver at the clinic when they are accustomed to delivering at home and would receive nothing in exchange” (Gradilla 08/12/2009). 

Upon a return visit in the fall of 2010, I learned that over the summer the Centro de Salud attempted to incorporate comadronas into the birth clinic once again. Two years later, the birth clinic was fully staffed with a physician and two to three nurses per shift and thriving in numbers of births attended every month. This time around, the Centro de Salud was supposed to receive funds from the Ministry of Health to hire comadronas to attend births alongside doctors and nurses. Comadronas would sign up for shifts and work together with the clinic’s staff. Whether the purpose of this incorporation was to reduce rates of MM in the area, attract more patients to the clinic, and/or compensate midwives for reducing their clientele, was unclear. To only thing for certain was that comadronas worked in the clinic for less than a month. 

From the perspective of comadrona Rosario, who was one of the few midwives who registered to work shifts and the only comadrona I had the opportunity to interview regarding this topic, some of the staff was unwelcoming and had hostile attitudes towards her. She claims that many times she was not even allowed to assist during a birth, but just watch instead or help by providing moral support to the patient. When she was able to assist, she did not feel comfortable having doctors and nurses watching her work and felt they were waiting for her to do something wrong to correct her. She further added that she was not paid enough for the work she was doing and decided to stop going (Gradilla 11/18/2010).

Magali, a registered nurse at the clinic opposed the idea of having midwives work by her side. She claims that she cannot be in a space with “midwives that do what they do to women.” When I asked her what she meant she went on to deliver stories of emergencies she has treated at the clinic blaming comadronas for what she has seen. “If they want to come here and work, then they can come and watch us and learn; not to intervene or do our job for us,” she added (Gradilla 11/18/2010).

 Placing comadronas to work in a biomedical facility did not work for various reasons. While issues of funding and tensions between comadronas and doctors and nurses inevitably attributed to the unsuccessful collaboration, the idea of changing the “space” of the comadrona is central. Placing a comadrona in a biomedical facility removes her from the space of the home and compels her to assume the role of a biomedical practitioner. Her role at the clinic would then be not only to attend normal births, but also to attend emergency cases, which she is not equipped to do. 

An intermediate birth space

             The predominant model of home birth in Atitlán prioritizes the social and spiritual components of birth and expects labor and delivery to happen without problems. This model differs from the biomedical model with prioritizes the biological component of birth and emphasizes the importance of identifying and handling pathologies. 

To the patients of the Centro de Salud, delivering at the birth clinic might serve as the intermediate space of biomedicine and traditional medicine that they feel most comfortable delivering in. It might resemble a space in between the space of the home (social and spiritual) and a hospital (biological emphasis). From an economic perspective, the birth clinic has also become a good, if not the best, option for many women seeking an inexpensive birth. The ideal birth might no longer necessarily be a home birth for the majority of Atitecas, but rather a low-cost birth in a safe environment. 

Further, to a certain extent, the birth clinic also serves as an intermediary location for comadronas in need of assistance during emergency situations. Many times when comadronas have an emergency with a patient they will choose to take their patient to the Centro de Salud first rather than taking her to the Hospitalito. Though little can usually be done at the Centro, the patient is examined and then transferred to the Hospital. Aside from serving as a birth clinic, the Centro de Salud has been an instrumental space in making emergency referrals to the Hospitalito and to the National Hospital of Sololá.  

Challenging a traditional model of birth

Quantitative data regarding births was collected in the spring of 2011from the Centro de Salud and the Hospitalito in effort to measure how much variation has occurred in the patterns of birth provider/setting since 2008. 

Every year there is an uncertainty interval of 20-30 births that go unregistered, according to Dr. Chumil, the director of the Centro de Salud. Further, records from Rxiin Tnamet and private physicians were not obtained for this project, but data from these sources is not considered statistically significant (Gradilla 03/07/2011).

In 2008, Santiago had a total number of 796 births. The Centro de Salud delivered 46 babies upon the inauguration of the birth center between the months of August and December, while the Hospitalito delivered 215 (including C-sections) according to Dr. Chumil and Dr. Chuk, the directors of the Centro and Hospitalito respectively. Comadronas attended 485 births.

The following year, Atitlán had a total number of 827 registered births. The Centro de Salud delivered 203 women, while the Hospitalito delivered 137 women. Comadronas delivered approximately 487 women. 

Lastly, in 2010, Atitlán had a total number of 835 registered births. The Centro de Salud delivered 207 women and the Hospitalito delivered 127. Comadronas delivered approximately 501 women. 

In 2009 and 2010, approximately 40% of women in Santiago delivered at a biomedical facility with a physician. This data suggests that the Centro de Salud is not only altering the work of midwives, but also the births at the Hospitalito. A year after the establishment of the clinic, the Hospitalito experienced a dramatic decrease in the number of births attended. This data suggests that price is a key component in choosing attention. 

CHAPTER V

CONCLUSION


The central point of this thesis was to familiarize the reader with the social context of birthing practices in the village of Santiago Atitlán. Data suggest that the connections, variations, and conflicts in traditional and biomedical systems are guided by the driving force of each caregiver’s work: a midwife’s experience and spiritual guidance and a physician’s biomedical background. While theoretically they “connect” by having a common objective and serving a common population, data from obstetric background, midwifery trainings, the birth space, and role of the practitioner suggests no other notable connections in the practice of their work. On the other hand, these factors demonstrate that in practice there is more room for the work of comadronas and doctors to vary and conflict than there is for it to connect. Their work varies and conflicts among many other factors, because a comadrona’s training involves childbirth under normal circumstances and an expectation that the birth will be normal, whereas biomedical physicians are trained and able to control abnormalities during childbirth. 

Establishing effective partnership


Establishing effective partnership between health systems has long been the goal of the biomedical community in Atitlán and around the state of Sololá in effort to reduce rates of MM. Carrying out this partnership has been attempted several ways (ie, hiring midwives as employees), but these partnerships have been unsuccessful in their implementation. While interviewing physicians and nurses, the concept of bringing in patients for prenatal care constantly came up. During her interview, Dr. Candi mentioned that the capacitaciones are being effective because comadronas are bringing in their patients for prenatal check ups and Xica similarly mentioned that the only change she has seen from comadronas is the bringing of their patients for prenatal check ups. Effective partnership for Dr. Candi and Xica translates to midwives advocating on the use of biomedical care and practitioners for their patients; it translates to midwives entering a biomedical space seeking treatment for their patients. 


Juana Pospoy, the leader of the comadronas, is constantly seen entering the doors of the Centro de Salud with her patients by her side. Her name is on the chart hanging on the entrance to the birth clinic along with all the other midwives’ names, but hers stands out from the rest. Juana has the most referral slips, mainly yellow (prenatal) and pink (birth), but some red (emergency) too. Other midwives’ names have yellow and red slips as well, but there are some that remain blank. Juana claims she attempts to take all her patients to the Centro de Salud to receive prenatal care in addition to the massages she provides at home. Once a patient starts her prenatal treatment, Juana says she has the option of delivering at the clinic of delivering with her. “I take my patients to the Centro to make sure they are healthy and to give them options,” she said. Other midwives, however, view this as Juana being scared of delivering women because she is young and inexperienced (Gradilla 08/10/2009).


Once a patient is brought in for prenatal care to the Centro de Salud, she is likely to continue her prenatal care there and return appointment after appointment until it is time to deliver. Juana claims the challenging part is “convincing patients to go the Centro because they are reluctant to leave their home. Once they go there and get treated, however, they will return if they like the treatment they received.” If “effective” collaboration is perceived as comadronas advocating to their patients to receive prenatal care from biomedical providers, then settings like the birth clinic may be benefiting from comadronas directly or indirectly leading their patients towards biomedical attention. 

Ability to choose

             Upon my most recent return to Atitlán this spring, I conducted a prenatal visit with Antonia, the midwife mentioned in the prologue. This visit was conducted two days after Antonia’s free eye surgery at the hospitalito.  Antonia’s left eye had previously been covered in cataracts, disabling her ability to see. Though the surgery was a complete success, Antonia had still not recovered and was still completely blind from her left eye. The patient we visited lived in a high mountain in Panabaj, much closer to Santiago than to Chacaya, where Antonia resides. The patient’s name was Maria, a nineteen-year-old girl who was five months pregnant. Her home was small, but nicely furnished—it was not a typical home in Panabaj. Her husband brought us coca-colas as Maria and Antonia chatted in Tz’utujil. I understood fragments of Antonia telling her about me and about her eye surgery. They chatted for about half an hour and then Antonia finally asked Maria to lie down for a massage. It was a typical prenatal visit.  Antonia asked me to come close to observe as she walked me through the process of the massage and then asked me to feel the baby’s head. When Antonia was finished we stayed with Maria for a few more minutes and then left.  Antonia was paid 15Q. 

               As we made our way down the hill, I told Antonia that I hoped Maria would not deliver at night because that would make it complicated, even dangerous, for her to be walking through such narrow high paths in the dark.  Antonia then mentioned that she had suggested that Maria goes to the CAP or the Hospitalito “pero la patoja no quiere” (but the young girl does not want to). In this case, even Antonia seemed to recognize the difficulty of reaching her patient’s home for a delivery.  Antonia’s eye impairment, age, and distance were factors her patient was well aware of, but seemed to not consider. This was her first child and she was young and appeared to be socioeconomically stable. Her choice of care went beyond any of the factors previously mentioned (Gradilla 03/10/2011).


This woman’s case demonstrates that the ability for women to choose is not easily categorized. Whether she bases her decision on one or multiple factors, a woman’s ability to choose may go beyond factors of price and distance. 

An aging generation of comadronas 

Doña Teresa, an 84 year-old midwife I worked with my first time in Atitlán, informed me the following year I returned that she was no longer practicing because she was too old. She was, however, still being called to treat a few women and still attending the capacitaciones. “People think midwives are invincible just because we get our gift from God. Pregnant women do not stop looking for me. They need to understand that a person my age cannot be running around like a patoja (young girl).” she said. There is a common saying in Atitlán she constantly reiterated, “Once a comadrona, always a comadrona.” Doña Teresa believes that patients will not stop seeking her services until she passes away (Gradilla 06/05/2009).

During the small group discussions at the midwifery training session I had the opportunity to sometimes sit in a group to watch their interactions. The comadronas would be asked questions as well as allowed to ask questions. I remember that during a particular session, I sat next to a comadrona that was very quiet the entire time. When it was finally her turn to answer a question that the doctor had asked she remained quiet. The other comadronas quickly, and almost in unison, told the doctor that the midwife was actually deaf and could not hear what he was asking. Both the doctor and I had failed to recognize the midwife’s physical impairment. 

During an interview with Antonia, I asked her how she thought the work of the comadronas was changing.  Antonia believes that doctors are taking away patients from comadronas because they are delivering babies for free while some comadronas are beginning to charge larger sums of money “No hay pisto” (there is no money) and “Cuesta mucho” (takes a lot of effort) were some of her justifications for the increasing prices of comadronas. She later added that doctors are training younger comadronas and that these new midwives are scared to deliver babies and are not gifted like the comadronas in her cohort. (Gradilla 07/14/2009)

Further Implications

The Centro de Salud’s birth clinic has shown positive responses from both the community and comadronas by becoming the second most widely used birth setting within a short period of time. The constant change of staff and the limited resources, however, demonstrate that the clinic may not be a sustainable establishment. On the contrary, the majority of the time the clinic’s future hangs on a string. Whether the ministry of health will fund the doctors and nurses at the beginning of each year is a recurring uncertain question each year. 

While the birth clinic has also been identified as an intermediate birth space for referrals, hospitalito staff has often complained that patients are transferred too late, coming in very critical conditions. The staff from the Centro de Salud argues that many of the patients they transfer already arrive in critical conditions from being tampered with by midwives. Still, regardless of who is to blame, by making a stop at the Centro patients who urgently require the services of the hospitalito or the Hospital in Sololá lose imperative time and may arrive to an emergency room in worse conditions. 

Finally, the factors that influence women’s ability to choose must further be explored through qualitative ethnographic work. While this study has explored the factors that influence the work of comadronas and physicians, the factors that influence patient choice must further be investigated. 

APPENDIX

1. ¿Qué recursos/materiales/equipo prepara para la atención del parto de sus usuarias?
2. ¿Qué preparativos realiza en casa de su paciente para la atención del parto?
3. ¿Donde atiende el parto?
4. ¿Cómo es la superficie sobe la cual atiende el parto?
5. ¿Cómo atiende el parto de sus pacientes?
6. ¿Qué utiliza durante la atención del parto?
7. ¿Qué rituales realiza en la atención del parto?
8. ¿Quienes apoyan/intervienen durante la atención del parto?
9. ¿Qué bebidas da a su paciente antes del parto?
10. ¿Qué bebidas da a su paciente después del parto?
11. ¿Qué hace usted o la familia con la placenta?
12. ¿En qué posición se pone la mujer para favorecer el nacimiento del nin@?
13. ¿Qué hace usted con la mujer durante los dolores de parto?
14. ¿Qué tipo de alimentación consume sus pacientes durante el parto?
15. ¿Qué tipo de alimentación consume sus pacientes en los primeros 3 días después del parto?
1. What resources / materials / equipment do you prepare for the attention of your patient?
2. What preparations are done at home for the patient’s delivery?
3. Where do you attend the birth?
4. Over what surface do you attend a birth?
5. How do you attend the birth of your patients?
6. What do you use for a delivery?
7. What rituals are performed in the delivery process?
8. Who supports / intervenes during a birth?
9. What beverages do you give your patient before her delivery?
10. What beverages do you give your patient after her delivery?
11. What happens to the placenta?
12. What position works best for your patients to give birth?
13. What do you do with your patient to help relieve contractions?
14. What type of aliments does your patient consume during labor?
15. What type of food does your patient consume after she has given birth?
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�Tuc-tucs are motorized versions of the traditional �HYPERLINK "http://en.wikipedia.org/wiki/Rickshaw"�rickshaw� or �HYPERLINK "http://en.wikipedia.org/wiki/Velotaxi" \o "Velotaxi"�velotaxi�, a small three-wheeled cart operated by a single individual, and is a 3-wheeled �HYPERLINK "http://en.wikipedia.org/wiki/Cabin_cycle"�cabin cycle�. 


� A comadrona, also known as a partera or a matrona in other Latin American countries, is the term used in Guatemala to refer to a traditional midwife.


�RxiinTnamet is the Tz’utujil name for this clinic and translates to “clinic of the community”






