Ethnic Inequality in Guatemalan Reproductive Health Care Use

TABLE 1. Percentage distribution of pregnancies and
deliveries, by selected characteristics of mother, according
to ethnicity, National Survey of Maternal and Infant Health,
Guatemala, 2008–2009
Characteristic

Indigenous
(N=6,390)

Ladina
(N=4,577)

Spanish language fluency
Yes
No

47.0
53.0

na
na

Yrs. of school***
0
1–5
6
7–11
≥12

40.5
38.0
11.2
7.0
3.2

14.5
32.9
17.1
20.4
15.2

Household wealth (quintile)***
Lowest
Second
Third
Fourth
Highest

41.7
26.6
18.0
9.9
3.8

13.9
19.1
21.4
27.7
18.0

Area of residence***
Rural
Urban
Capital

69.7
21.4
9.0

46.6
27.0
26.3

Households with electricity (tertile)***
Lowest
55.8
Middle
30.2
Highest
14.0

31.2
42.2
26.6

Total

100.0

100.0

***p<.001. Notes: N=pregnancies and deliveries that ended in live births
within 60 months prior to the survey. Pearson’s chi-square test was used to
identify associations between pregnancies and deliveries among indigenous and ladina mothers and selected characteristics.

children younger than five was 51 per 1,000 live births for
indigenous women and 33 per 1,000 for ladina women.8
One important factor in the poor health status of Guatemala’s mothers and children, particularly in the indigenous population, has been the low level of public spending
on health care.2 In 2008, the Guatemalan government’s
estimated per capita expenditure on health care was the
equivalent of US$97; the total expenditure on health constituted only 28% of all government expenditures. Both
figures were lower than those in any other Latin American
or Caribbean country for which data were available (except
for those in Haiti).9 The government’s low prioritization of
maternal health care during the past several decades has
had a particularly adverse affect on indigenous women,
who are disproportionately poor and live primarily in rural areas. Whereas the women in Guatemala’s middle and
upper classes, most of whom are ladina, are able to receive
reproductive services at expensive private clinics and hospitals (which are generally located in cities), indigenous
women tend to use government-run health facilities whose
services are free or heavily subsidized if they use modern
health care services at all.
In addition, indigenous people, who generally speak a
local Mayan language as their mother tongue, may face
language barriers at health care facilities, which are often
100

staffed solely by ladino health practitioners who speak
only Spanish, even when serving indigenous communities.10–12 Educational disadvantage among indigenous
women13 may also contribute to their lower level of health
care utilization, because educational attainment is associated with patients’ knowledge of biomedical approaches to
reproduction and with their ability to communicate about
their health concerns with medical personnel.14
DATA AND METHODS
In this study, we analyzed data from the 2008–2009 National Survey of Maternal and Infant Health (Encuesta
Nacional de Salud Materno Infantil—ENSMI).8 The 2008–
2009 ENSMI collected data from a nationally representative sample of 16,819 women aged 15–49. The survey used
a stratified, multistage cluster sample design derived from
the census tracts created for the 2002 census. The final
sample consisted of 733 census tracts. The cluster design
permitted the construction of community-level variables
for the present study. Thirty households were randomly
selected from each census tract, and one woman of reproductive age was randomly selected from each household.
The household response rate was 94%, and the individual
response rate was 95%.8 Throughout the analysis, we used
sampling weights to adjust for unequal probabilities of selection of households and women.

Variables
•Dependent variables. The dependent variables were recent use of institutional prenatal care and delivery, and
current use of a modern contraceptive method. For both
institutional prenatal care and delivery, the unit of analysis
was pregnancy or delivery, and the analytic sample consisted of those that had resulted in live births during the
five years prior to the interview. We defined use of institutional prenatal care as having visited a health care facility—
including public, private and nongovernmental hospitals,
clinics, and health centers and posts—at least once during
a pregnancy ending in a live birth. We defined use of institutional delivery services as having given birth in one of
these health care facilities.
For modern contraceptive use, the unit of analysis was
a woman. To capture met demand for contraceptives, the
analytic sample was restricted to nonpregnant but fecund
women who reported having had sexual intercourse in the
previous 30 days and not wanting to have a child in the
next 11 months, regardless of marital status. We defined
current modern contraceptive use as having used one of
the following methods in the 30 days before the interview:
the pill, injectable, implant, condom, spermicide, IUD, and
male or female sterilization.
•Independent variables. Our primary independent variable
was ethnicity (indigenous or ladina), which we determined
by women’s responses to the question, “Do you consider
yourself indigenous, ladina, or of other ethnicity?” and
their self-reported native language. We classified women
who identified themselves as indigenous or reported a
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