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CHAPTER I: INTRODUCTION 

Background and justification 

The United Nations estimates that 529,000 women die each year from 

complications during pregnancy and childbirth, and the majority of deaths occur in 

developing nations (WHO et al., 2004).  The UN Millennium Development Goals have 

aimed to reduce the global maternal mortality rate by 75% by 2015; however, current 

trends do not look promising (FIGO Committee Report, 2006).  While the accuracy of 

maternal mortality data is limited due to underreporting and misclassification of maternal 

deaths, literature reveals that 75% of maternal deaths are due to direct obstetric causes 

including hemorrhage and obstructed labor (AbouZahr and Wardlaw, 2001; World 

Health Organization, 1986).  A wide range of direct and indirect factors contributing to 

maternal mortality have been studied and include: births attended by untrained personnel, 

poor access to emergency obstetric services, women’s socioeconomic status in society, 

women’s education and literacy levels, age of first marriage and interpregnancy intervals 

(Shen and Williamson, 1999; Conde-Agudelo and Belizán, 2000).  Total fertility rate, 

contraceptive prevalence and complications from unsafe abortion are also known to be 

correlated with maternal mortality (Shen and Williamson, 1999; FIGO Committee 

Report, 2006). 

In the Latin America and Caribbean region, approximately 22,000 maternal 

deaths occur annually (AbouZahr, 2003).  A recent WHO study reports that deaths in this 

region account for 31.5% of all maternal deaths around the world (Khan et al., 2006).  In 

the second poorest country in Latin America and the Caribbean, Nicaragua, the maternal 

mortality ratio has reached as high as 230 maternal deaths per 100,000 live births in 
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recent years (WHO et al., 2004).  In addition to common factors that contribute to 

maternal mortality including lack of access to services and high parity, domestic 

violence, death due to complications of unsafe abortions, a large young reproductive age 

population and hypertension are significant factors in Nicaragua (Acosta et al., 2000; 

PAHO et al., 2005; Guerra, 2001). 

The increased awareness surrounding maternal mortality has led to additional 

expenditure of resources toward programmatic and research strategies aimed at reducing 

maternal mortality (Campbell and Graham, 2006; Maine and Rosenfield, 1999; Bullough 

et al., 2005).  National, regional, community based and household based strategies have 

been implemented around the world to improve health services and knowledge in order to 

reduce risk factors of maternal mortality (Campbell and Graham, 2006).  While studies 

have explored the impact of various strategies on the prevention of maternal deaths, there 

is still limited evidence of the most effective ways to ensure adequate health care of 

women in developing countries (Campbell and Graham, 2006; Miller et al., 2003). 

The role of prenatal care in reducing maternal mortality is an ongoing debate 

within the public health community.  While some studies have reported that there is 

insufficient evidence to conclude that antenatal care is effective, other studies have 

revealed an association between the utilization of antenatal care and the use of safe 

delivery care (McDonagh, 1996; Carroli et al., 2001; Bloom et al., 1999; Barber, 2006; 

Ram and Singh, 2005).  Despite the debate, understanding women’s perceptions 

regarding prenatal care practices and their health care seeking behaviors may allow 

governments and NGOs to target their programs and antenatal care toward improving the 

health and health seeking behaviors of pregnant and postpartum women (Campbell and 
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Graham, 2006). 

Research and programs to date have addressed the prevalence of high maternal 

mortality in many developing nations.  Literature has explored the direct and indirect 

factors influencing maternal mortality risk, and programs have attempted to mitigate 

many of the persistent factors.  While addressing health system factors and 

socioeconomic barriers is imperative, understanding women’s perceptions within the 

cultural context in which they live is a necessary step for improving interventions aimed 

at reducing maternal mortality.  This study seeks to contribute to the existing evidence 

regarding Nicaraguan women’s health care seeking perceptions and behaviors, as well as 

provide recommendations for improving current strategies being implemented in 

Nicaragua. 

Objective 

• Determine how social and economic factors influence pregnant women’s health 

care seeking behaviors in the Department of Matagalpa, Nicaragua. 

Aims 

• Understand perceptions of health care and health behaviors and practices of 

pregnant women in the Department of Matagalpa, Nicaragua. 

• Determine the barriers to seeking health care that pregnant women face in the 

Department of Matagalpa, Nicaragua. 

• Identify target areas for intervention to improve the likelihood that women deliver 

in health facilities in the Department of Matagalpa, Nicaragua. 

Study Setting 

Nicaragua is located in Central America, situated between Costa Rica to the South 
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and Honduras to the North (Figure 1).  The country is bordered by both the Caribbean 

Sea and the North Pacific Ocean.  Nicaragua is highly susceptible to natural disasters and 

their devastating effects due to its geographical location, topography, climate and highly 

impoverished population (World Health Organization, 2000).  Volcanic eruptions, 

hurricanes, floods and landslides, earthquakes, tidal waves and drought threaten 

Nicaragua (World Health Organization, 2000).  The central region of Matagalpa and 

Jinotega is characterized by rolling mountains which house the country’s coffee 

plantations.  Volcanoes interrupt the Pacific coastal plain of Nicaragua.  As the largest 

country in Central America, Nicaragua covers a total of 129,494 square kilometers 

(slightly smaller than New York State) and contains the largest freshwater body in 

Central America, Lago de Nicaragua (CIA, 2006) (Figure 2).  The country is divided into 

15 departments and 2 autonomous regions, the Región Autónoma del Atlántico Norte 

(RAAN) and the Región Autónoma del Atlántico Sur (RAAS) (INEC and ORC Macro, 

2002) (Figure 3). 

Figure 1: Map of Central America  Figure 2: Map of Nicaragua 

  
  (Source: World Atlas, http://worldatlas.com/webimage/countrys/camerica.htm, 2007) 
 
 



 5

Figure 3: Map of Nicaragua Departments 
 

 
(Source: Nicaragua Ministry of Health, http://www.minsa.gob.ni/vigepi/html/silais/silais.html, 2007) 

 

Nicaragua has a population of approximately 5.57 million and a population 

growth rate of 1.89% (CIA, 2006).  Nicaragua’s population is fairly young with over 36% 

of the population under the age of 15 years (CIA, 2006).  Economic and political 

problems have caused many Nicaraguans to migrate seasonally and to leave the country 

(PAHO, 1998).  Currently more people are leaving the country then entering as the net 

migration rate is -1.17 migrants per 1,000 population (CIA, 2006). There are an estimated 

350,000 illegal Nicaraguan immigrants in Costa Rica and approximately 20,000-30,000 

people emigrate there annually (PAHO, 1998).  The literacy rate for females 15 years of 

age and over is 67.8% while the rate for males age 15 and over is 67.2% (CIA, 2006). 

Nicaragua is the second poorest country in Latin America (UNFPA, 2005) with a 

per capita GDP of $850 (U.S. dollars) (U.S. Department of State, 2007).  In 1991, 

Nicaragua began free market reforms after 12 years of serious economic struggle under 

the Sandinista regime (U.S. Department of State, 2007).  In 2005, Nicaragua’s exports 
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were $857 million, primarily in coffee, beef, and sugar, but the sale of seafood, industrial 

goods, gold, and bananas and an influx of tourism have also contributed to economic 

growth (U.S. Department of State, 2007).  The recent governments have cut the foreign 

debt in half and reduced inflation from 13,500% to 9.6% by 2005, (U.S. Department of 

State, 2007).  However, political conflict and devastation created by natural disasters like 

the most recent Hurricane Mitch of 1998 have left the country with an annual GDP 

growth not sufficient to meet the country’s needs (CIA, 2006).  While 12.2% of the 

population is unemployed, 35.4% of the population is underemployed (U.S. Department 

of State, 2007) leaving almost 50% of the population to fall below the poverty line (CIA, 

2006).  A heavy external debt burden and a significantly unequal distribution of income 

have left the most vulnerable Nicaraguans struggling to survive. In November of 2006, 

the former Sandinista President Daniel Ortega was elected President with just under 38% 

of the vote (U.S. Department of State, 2007).  With the former leader of the authoritarian 

dictatorship back in power, significant changes in the future political, economic and 

social structure of Nicaragua may occur. 

Nicaraguan Health Care System 

During the 1980s, the infrastructure of the Instituto Nicaragüense de Seguridad 

Social (INSS) (Nicaraguan Social Security Institute) and its health resources came under 

the control and administration of the Ministry of Health rather than the State (PAHO, 

1998).  The Ministry of Health is the primary provider of health services while the social 

security system covers 5% of the population and the private sector covers 4% (PAHO, 

1998).  The Ministry of Health’s 873 primary health units serve approximately 3 million 

people (PAHO, 1998).  An increase in purchasing of insurance plans since 1992 has 
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increased the utilization of private sector health services and extended the national level 

coverage to 110,269 health plan participants (PAHO, 1998).  In the 1990’s the Ministry 

of Health decentralized health services to the Local Integrated Health Care Systems 

(SILAIS) and began implementing structural adjustments.  These structural adjustments 

have led to health spending cuts and the favoring of curative over preventive services; 

privatization, and the promotion of user fees (Birn et al., 2000).  While people unable to 

pay fees may theoretically still receive services, evidence has shown that people may 

delay care or self medicate to avoid paying the established user fees (Russell and Gilson, 

1997). 

The Ministry of Health developed a National Health Policy for the period between 

1997-2002 which focused on modernizing the health sector, strengthening hospital care 

and developing new strategies and programs to address health problems and increasing 

coverage.  The policy also aimed to improve the efficiency and effectiveness of the 

reform programs of the social security system while extending that system’s coverage 

(World Health Organization, 2000).  Unfortunately the implementation was slow and the 

impact was negligible, and the devastating effects of Hurricane Mitch in 1998 revealed 

the need for new, stronger health policies (World Health Organization, 2000). 

The Ministry of Health’s health care units provide free care for conditions not 

covered by the basic health packages (PAHO, 1998) and under the “Atención Intergral a 

La Mujer” (Integrated Care to the Woman) program, maternal and child health care 

services are free to all women (Jarquin and Navarro, 2007).  The rural populations 

receive health services at the local health posts which are staffed by auxiliary nurses and 

sometimes physicians conducting their year of social service (Rivera, 2006).  As of 1998, 
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Nicaragua has 873 primary care service provider units including 708 health posts, 165 

health centers and 589 beds (PAHO, 1998).  The secondary care level includes 24 

hospitals with 3,930 beds for acute cases and 4 hospitals with 407 beds for chronic cases 

(PAHO, 1998).  The Ministry of Health reports that there are currently 1,138 general 

physicians, 907 specialists, 1,539 nurses and 4,323 auxiliary nurses serving in the public 

health sector (Nicaragua Ministerio de Salud, 2007).  The number of nongovernmental 

organizations providing health services has recently increased, especially in relation to 

women’s reproductive health and health education (PAHO, 1998).  NGOs in Nicaragua 

mobilize around $300 million annually and employ approximately 10,000 staff members 

(World Health Organization, 2000). 

While small advances in health coverage and services have occurred since the 

1990’s, shortages of medical and non-medical supplies, lack of stable infrastructure and 

functioning equipment, lack of technical-administrative guidelines, unmet demand for 

services, saturation of hospital capacity, growth of health units, and low productivity and 

inadequate distribution of human resources continue to plague the health system (PAHO, 

1998).  Unfortunately the poor physical infrastructure of the health system and the 

unmotivated physicians who receive extremely low salaries have limited the quality of 

health services (PAHO, 1998).  Many health professionals have been forced to work 

outside of the National Health System including seeking work in NGOs or in private 

practices (Cruickshank, 2000).  Figure 4 represents the current health system structure 

specific to the Department of Matagalpa and the current Birth Plan Strategy. 
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Figure 4: Structure of Nicaraguan Health System in Relation to Birth Plan Strategy 

 
(Source: Jarquin and Navarro, 2006) 

Casa Maternas (Maternity Homes) 

Casa maternas are maternity houses located near hospitals or main health centers 

throughout Nicaragua.  In the study region, there are three casa maternas, one in the city 

of Matagalpa, one near the health center in La Dalia and one in near the health center in 

Waslala.  In Nicaragua there are 24 functioning community supported casa maternas 

(PAHO et al., 2005) where women who live great distances from health facilities can 

spend up to 15 days prior to their delivery date (Rivera, 2006).  Women may also stay in 
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the casas if they or their babies are receiving post-delivery care (PAHO et al., 2005).  

Many of the casas are run by local parteras (TBAs) and supported by community 

donations because of the lack of government funds available for such services (Otis, 

2001).  Women are not required to pay to access the services but are often asked to give a 

small amount ($1.50 US) to help defer electricity costs if they are able to contribute (Otis, 

2001).  When women cannot contribute money they often offer any food product like 

beans or rice that can be shared with all of the guests (Rivera, 2006).  Women cook and 

clean for themselves while they are in the casa (Rivera, 2006). 

While all of the casa maternas serve the same purpose, their amenities, staff, 

funding and quality of care varies.  At times the facilities lack toilet paper, hot water, 

cleaning materials, fresh linens and furniture (Otis, 2001).  In many casas, the volunteers 

coordinate services and treatments with physicians from the near by hospital or health 

center.  Often a physician will conduct rounds on a daily basis to check on the status of 

the pregnant women (Otis, 2001).  The casa staff helps to ensure that when women go 

into labor or have complications, they can be rushed immediately to the closest facility 

(Otis, 2001).  Some of the casa maternas also function as an educational facility where 

local parteras can receive reproductive health, pregnancy and life saving skills training 

(Otis, 2001). 
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Figure 5: Map of Study Area 

 
(Source: Instituto Nicaragüense de Turismo - INTUR, http://209.15.138.224/inmonica/m_nicaragua_intur1.htm, 2006) 

Department of Matagalpa 

The Department of Matagalpa is a predominately mountainous region located in 

the central area of the Nicaragua (Figure 4 and Figure 5). These highlands produce 

coffee, one of the country’s principle exports.  Thirty-one percent of the country’s 

population resides in the Central-North Region which includes the Department of 

Matagalpa and the municipality of Waslala (INEC and ORC Macro, 2002).  The two 

municipalities within the Department of Matagalpa that were included in this study are 

Matagalpa and La Dalia.  Waslala, a municipality that borders the Department of 

Matagalpa, is geographically located in the RAAN Department but is attended to in 

regards to health, education and other services by the Department of Matagalpa.  For the 

purpose of this study, Waslala was included in the study setting and considered part of 

the Department of Matagalpa (Jarquin and Navarro, 2006). 
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The 1995 population census reveled that the Department of Matagalpa has 

approximately 383,776 habitants, approximately 68% of which live in rural areas (INEC 

and ORC Macro, 2002).  The population density of the region is 56.4 habitants per square 

kilometer (INEC and ORC Macro, 2002).  The urban population in this department grew 

significantly (33%) between the 1971 and 1995 censuses (INEC and ORC Macro, 2002). 

In the Department of Matagalpa, 55% of the population of reproductive age is either 

married or in a partnership or union (INEC and ORC Macro, 2002).  Approximately 71% 

of all children ages 0-14, in this department live with both parents, a statistic that is only 

as high in one other department (INEC and ORC Macro, 2002).  Only 64.4% of the 

population in this region knows how to read and write (INEC and ORC Macro, 2002). 

Photographs 1-3: Photographs of Department of Matagalpa 

   
Left to right: Kubali health clinic in Waslala; road from rural Waslala into the center; downtown Matagalpa 
City, Matagalpa  (Source: Personal photographs, L.Lubbock, 2006) 
 
Women and Reproductive Health Context in Nicaragua 

In a country where the government from 1990-2006 was significantly influenced 

by the conservative Roman Catholic views and where machismo ideology still prevails, 

women often bear a significant proportion of the economic and social inequalities 

(Merrill, 1993).  During the years following the Nicaraguan civil war that brought the 
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Marxist Sandinista guerillas to power (1979), the Sandinista government attempted to 

promote more stable and egalitarian families while granting equal rights for women 

within the constitution (Lancaster, 1992).  The Revolution ignited a national women’s 

movement which resulted in the formation of women’s organizations including the 

Association of Nicaraguan Women "Luisa Amanda Espinoza" (Giriazzo, 2004).  During 

this time, women became a part of public life and were encouraged to work outside the 

home; however, many of the traditional Nicaraguan values, beliefs, and social customs 

that define the country’s gender roles remained (Merrill, 1993). 

With the growth of Nicaraguan NGOs following the end of the Sandinista 

socialism period, more emphasis has been placed on human rights and gender power 

(Sternberg, 2000).  Although NGO’s have implemented programs aimed at reducing 

crimes against women and children, and the government passed a law making 

interfamilial violence a crime punishable by imprisonment, crimes against women 

increased by 17% from 1997 to 1998 (Stenberg, 2000).  Despite the fact that Nicaragua 

was run by both a female president and vice president after the 1990 election, women still 

lack representation in the public sphere (Mann, 2005).  Only 11 percent of National 

Assembly legislators and 25% of members of the Central American Parliament were 

women in 1998 (Stenberg, 2000).  The female President Chomorro’s neoconservative 

governance emphasized the importance of re-establishing tradition and the role of the 

family which included the promotion of idealized motherhood and the refusal of 

reproductive rights (Mann, 2005).  The period experienced cut backs in spending on 

education, health, and social services while the rate of clandestine abortions increased 

(Mann, 2005). 
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Under the presidency of Arnoldo Aleman from 1992-2002 the government 

continued to promote the traditional role of women and limit women’s reproductive 

health choices (Mann, 2005).  This government closed many alternative health centers 

and women’s clinics and NGOs dedicated to improving women’s health were often 

denunciated publicly (Pizarro, 1998).  Maternal mortality rose 59% between 1993 and 

1998 reaching 200 maternal deaths per 100,000 live births (Pizarro, 1998; UNICEF, 

2004).  The most recent political move to limit women’s reproductive health freedom in 

Nicaragua occurred when Nicaragua became the fourth country in the world to ban 

abortion without exception in October of 2006 (Replogle, 2007; Ipas, 2006).  The 

national assembly voted (52-0) to eliminate therapeutic abortion from the penal code 

which had been part of the Nicaraguan law since 1893 (Ipas, 2006), and President 

Enrique Bolanos signed the bill into law three weeks later (Replogle, 2007). 

Shifts in political regimes since the 1979 revolution have led to significant shifts 

in social policy specifically related to maternal and child health, contraception, sex 

education, abortion, sexual orientation and sexual violence (Mann, 2005).  Women 

throughout the country, especially in the areas that were already at a social and economic 

disadvantage, suffered from many of these policy changes.  The current social and 

economic situation of women in the Department of Matagalpa reflects how these policies 

and economic and social priorities have affected women.  Approximately 33% of women 

in the Department of Matagalpa receive no formal education while only 16.5% receive 

secondary education and 3.3% receive higher education (INEC and ORC Macro, 2002).  

Overall, 37.5% of women living in rural areas in Nicaragua receive no formal education 

which is only slightly higher than the statistic for Matagalpa (INEC and ORC Macro, 
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2002).  Lack of education often reduces economic opportunity, and in a country 

struggling to promote economic activity, uneducated women are at a significant 

disadvantage.  The 2001 Nicaraguan Demographic and Health Survey (DHS) revealed 

that 63% of women of reproductive age in this region were not employed in the 12 

months prior to the survey (INEC and ORC Macro, 2002). 

A culture of machismo prevails in Nicaragua and intrafamilial violence is not 

uncommon (Sternberg, 2000; Guerra, 2001). While Nicaraguan laws criminalize 

intrafamilial violence, women in Matagalpa were generally more likely to accept 

justification for husbands beating their wives than women in other departments except 

Jinotega (Sternberg, 2000; INEC and ORC Macro, 2002).  Over 24% of women felt that 

at least one reason was acceptable for a husband to beat his wife and the most significant 

reason was for not caring for their children (18.5%) (INEC and ORC Macro, 2002).  In 

addition, the women in Matagalpa were the least likely (69%), second to the Department 

of RAAS (67.5%), to refuse sexual relations with their spouse (INEC and ORC Macro, 

2002). 

Limited access to health services, poverty, low education, violence, extreme 

workloads and socio-cultural factors contribute to poor reproductive health indicators and 

outcomes especially in rural areas (World Bank, 2006).  Most of the communities in the 

Matagalpa municipality are located within one hour of a health unit whereas in La Dalia 

and Waslala it may take anywhere from eight hours to five days to walk to a health unit 

(McEwan, 2003).  Approximately 19% of women surveyed in the Department of 

Matagalpa did not receive any prenatal care during their pregnancy for their most recent 

born child and for those who had, 31.2% attended less than four prenatal visits (INEC 
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and ORC Macro, 2002).  Of the women who did receive prenatal care 40% were tended 

to by a general physician (INEC and ORC Macro, 2002).  Unfortunately of these women 

who received prenatal care only 70% received an explanation of danger signs of 

complications during pregnancy, the second lowest percentage of the 17 departments 

(INEC and ORC Macro, 2002).  NGOs including CARE have begun to emphasize the 

importance of institutional delivery because while nearly 63% of children were delivered 

in a health facility in the five years prior to the 2001 DHS, 37% of deliveries still 

occurred in the home (INEC and ORC Macro, 2002). 

While access to services is important for improving health outcomes, receiving 

quality, skilled care is also imperative to ensuring healthy maternal and child outcomes 

during delivery.  In the Department of Matagalpa, only about 59% of deliveries were 

attended by a physician, 24% by a partera (TBA), 11% by a family member or friend and 

4% by a nurse (INEC and ORC Macro, 2002).  Table 1 compares reproductive health 

indicators across the different departments and highlights the Department of Matagalpa 

and R.A.A.N., where Waslala is located.  It is clear that the indicators for the Department 

of Matagalpa reflect the poor reproductive health conditions in the specific region, all of 

which are more concerning than the total indicators for the entire country. 
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Table 1: Reproductive Health Indicators by Department in Nicaragua 

Departments 

No 
prenatal 

care 
(%)** 

4+ 
prenatal 

visits 
(%)** 

Percent of 
births 

delivered 
in health 

institution 
(%)** 

Women 
who agree 

with at least 
one 

justification 
for a 

husband to 
hit his wife 

(%)* 

Women 
who say 
that she 
alone or 
jointly 

has the 
final say 

in her 
own 

health 
care (%) 

Percent of 
married 
women 

currently 
using a 
modern 

method of 
contraception 

(%) 

Total 
unmet 

need for 
family 

planning 
for 

married 
women 

(%) 

Total 
fertility 

rate 
Nueva 
Segovia 1.8 85.5 64.6 14.1 90.6 65.6 15 3.9 
Jinotega 25.2 52.3 35.6 26.7 76.3 52 21.4 5.3 
Madriz 3.4 79.5 61 14.9 89 63 16.4 4.1 
Estelí 2.6 85.7 78.3 11.2 86.9 71 12.5 2.9 
Chinandega 8.7 78.1 78.1 21.3 90.2 68.5 11.8 3.1 
León 5 82.6 82 9.6 93.3 73 9.2 2.5 
Matagalpa 18.8 68.8 62.7 24.3 83.6 64.1 17.5 3.5 
Boaco 15.6 66.4 53.4 22.1 88.3 69.9 12.2 3.3 
Managua 6.3 82.8 93.6 12.9 92.1 70.7 12.8 2.5 
Masaya 11.8 73.7 73.6 21.1 89.5 64.4 15.8 2.9 
Chontales 20.2 63.6 54.8 14.1 89.9 70.6 10.5 3 
Granada 14.1 74.4 78.9 20.5 90.4 67.6 12.4 3.2 
Carazo 7.9 80.8 83.8 14.6 95.1 70.7 9.3 2.8 
Rivas 8 80.4 71 13.1 88.1 71.7 12.6 2.9 
Río San Juan 23.2 58.7 35.3 17.4 88.1 67.9 13.1 4.1 
RAAN 31.3 42.8 34.7 19.9 78.8 43.6 28.5 5.2 
RAAS 34.2 47.1 36.8 19.9 85.6 61 16.4 4.4 
Total 13.6 71.6 66.3 16.9 88.5 66.1 14.6 3.2 
* Reasons include: burning food, arguing with him, leaving without his permission, neglects the children, refusing to have sexual 
relations with him 

** In the five year period prior to the survey 
(Source: INEC and ORC Macro, 2002) 

In an attempt to improve access to and quality of maternal and child health 

services in the Department of Matagalpa, CARE implemented its Child Survival XIV 

Project (1998-2002) (McEwan, 2003).  Although the project showed some success there 

was still room for improvement in maternal health throughout the Department of 

Matagalpa.  The final evaluation of the project revealed that more than 50% of the 

women interviewed in the Department of Matagalpa were referred for their first antenatal 

care in the first trimester of pregnancy for their last child, however of those women 11% 

never received antenatal care and 30% received it after the third month of pregnancy 
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(McEwan, 2003).  Thirty-eight percent of women interviewed did not know any danger 

signs during pregnancy and almost 36% were not aware of any postpartum danger signs 

(McEwan, 2003).  Of the women interviewed 82% reported receiving iron tablets during 

their last pregnancy; 79% were vaccinated against tetanus; however, of those vaccinated, 

57% received only one shot, 33% received two doses and 9% received three doses 

(McEwan, 2003).  The same evaluation revealed that about 75% of deliveries were 

attended by a physician, 14% were attended by parteras (TBAs), and 5.4% by auxiliary 

nurses (McEwan, 2003).  After the completion of the final evaluation, CARE extended 

the project into La Dalia and Waslala in an attempt to reduce maternal and child mortality 

and morbidity by 15% in the Department of Matagalpa, specifically in the Matagalpa, La 

Dalia and Waslala municipalities, by 2007 (McEwan, 2003). 

Birth Plan Strategy 

In an effort to reach the maternal and child health Millennium Development Goals 

by 2015, the Nicaraguan government has prioritized maternal and child health on its 

agenda. The Ministry of Health (MINSA), the Departments’ SILAIS, and NGOs 

including CARE, UNICEF and UNFPA have implemented many programs that directly 

address maternal health in Nicaragua.  The government’s goal is to reduce maternal 

mortality from 83.4 maternal deaths per 100,000 live births  (PAHO, 2005) to 30.3 

maternal deaths per 100,000 registered live births by 2015 (PAHO et al., 2005).   Figure 

6 and Figure 7 show the reported levels of maternal mortality over time; however 

obtaining accurate maternal mortality data is extremely challenging due to 

underreporting, clandestine abortions, and misreporting of maternal deaths as not related 

to maternal causes and poor registration of births (AbouZahr and Wardlaw, 2001).  The 
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current maternal mortality ratio in Nicaragua has been estimated to range from 71.8 

maternal deaths per 100,000 live births (Nicaragua Ministerio de Salud, 2006), to 121 

(UNDP, 2006), to 230 (Population Reference Bureau, 2005; WHO et al., 2004). The 

Ministry of Health continues to work on the program “Atención Intergral a La Mujer” 

(Integrated Care to the Woman) in an attempt to ensure safe maternal health and delivery 

and reduce infant and maternal mortality and morbidity (PAHO et al., 2005).  The 

program’s objectives are to reduce unwanted pregnancies, reduce complications during 

pregnancy and delivery, and reduce death among women who experience complications 

(PAHO et al., 2005).  Specific program interventions include emphasizing prenatal 

attention, clean and safe deliveries, family planning and essential obstetric care (PAHO et 

al., 2005).  These interventions have been implemented at the national, department, 

community and family level (PAHO et al., 2005). 

Figure 6: Maternal Mortality in Nicaragua 

Maternal Mortality 
Nicaragua Weeks 1/52- (2003-2006) 

 
Maternal Mortality Ratio by Department
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Figure 7: Maternal Deaths in Nicaragua 
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(Source: Nicaragua Ministerio de Salud, http://www.minsa.gob.ni/vigepi/html/boletin.html, 2007) 
 

The Birth Plan Strategy is a community and family level intervention that has 

been implemented to help reach Nicaragua’s maternal mortality goal.  The Birth Plan has 

been implemented in the SILAIS of Jinotega, León, Chinandega, Madriz and Matagalpa 

(PAHO et al., 2005).  Since 2002, CARE Nicaragua has primarily been responsible for 

the implementation of the Birth Plan Strategy in the Matagalpa Department with the 

inclusion of the Waslala municipality.  The Birth Plan Strategy was implemented as a 

component of an extension of CARE’s USAID/BHR/PVC-funded Child Survival (1998-

2002) Project.  The goal of this extension project, which ends in September 2007, is to 

reduce the infant and maternal mortality and morbidity by 15% in the Department of 

Matagalpa by 2007 (McEwan, 2003).  The objectives are to improve access to and quality 

of maternal and child health; to improve access to and quality of maternal and neonatal 
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health services in the hospital in Matagalpa; to strengthen household decision-making to 

encourage healthy behaviors (McEwan, 2003).  The Birth Plan Strategy addresses the 

first and third objective of the project (Nicaragua Ministerio de Salud, 2005a; Nicaragua 

Ministerio de Salud, 2005b).  CARE Matagalpa pilot tested and revised the training 

manuals and Birth Plan Ficha (card) in 2004.  CARE has implemented the Birth Plan 

Strategy in 83 communities served by 11 health units in La Dalia and Waslala and in 90 

communities served by 15 health units in Matagalpa (Jennings and Merriam, 2005).  

Currently MINSA, NicaSalud and CARE are reviewing the Birth Plan Strategy in an 

effort to institutionalize its implementation in the departments throughout Nicaragua with 

high rates of maternal and perinatal mortality (Jarquin, 2006a). 

The Birth Plan Strategy unites health professionals, community health volunteers, 

and community members to collaborate to improve the birthing preparation for pregnant 

women in the community and to place emphasis on delivering in health units.  The Birth 

Plan is a community based strategy in which the woman, her partner and her family 

sufficiently prepare for the care and security of the pregnancy, birth, postpartum and 

newborns with the support of health professionals, society and community organizations.  

The Birth Plan Strategy encompasses various activities that target the reduction in all 

three of the delays that pregnant women experience when seeking health care.  In order to 

reduce the first delay in people recognizing the need to seek care and taking the initiative 

to receive care, the Birth Plan strengthens the existing community networks and improves 

the life saving skills of the parteras, health volunteers, community health leaders by 

providing training for recognition of danger signs and timely referrals.  Trained 

community health workers and volunteers (brigadistas) are expected to update their 
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community census of pregnant women and educate women and their families about 

danger signs and healthy behaviors during medical visits, community meetings and 

household visits (Nicaragua Ministerio de Salud, 2005a; Nicaragua Ministerio de Salud, 

2005b). 

The second delay in receiving care is the delay in the woman’s ability to reach a 

health facility due to social, economic or geographic barriers.  The Birth Plan emphasizes 

the importance of referring women early, up to 15 days prior to the delivery date, to the 

casa materna (maternity house).  It also trains community health workers to provide 

timely referrals to health clinics.  Another element of the Birth Plan is the creation of a 

community savings fund to aid women and their families when they are in need of 

emergency funding to seek and receive care.  In addition, theoretically, communities will 

establish an Emergency Transportation Brigade to be on call to help find transportation 

for or carry a pregnant woman in an emergency (Nicaragua Ministerio de Salud, 2005a; 

Nicaragua Ministerio de Salud, 2005b). 

Finally, the Birth Plan Strategy addresses the third potential delay in receiving 

adequate care once a woman arrives at a health facility.  The Birth Plan incorporates life 

saving skills training of the health workers at the health posts and health centers.  It also 

attempts to ensure that all health posts are stocked with basic equipment and materials for 

managing obstetric emergencies.  The promotion of contraceptive use and the distribution 

of and access to contraceptives are the final components of the Birth Plan Strategy 

(Nicaragua Ministerio de Salud, 2005a; Nicaragua Ministerio de Salud, 2005b). 
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Figure 8: Birth Plan Ficha (Front)  

 

(Source: Nicaragua Ministerio de Salud, 2005a) 
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Figure 9: Birth Plan Ficha (Back) 

 

(Source: Nicaragua Ministerio de Salud, 2005a) 

While this strategy relies on the active participation of health workers, community 

leaders, volunteers and women and their families, the primary implementation tool is the 

“ficha” or Birth Plan card.  This card (Figure 8 and Figure 9) is given to the pregnant 

mother by either a community health volunteer during a home visit or during her first 

prenatal visit.  The components of the card are used by the health workers to guide the 

dialogue or ongoing negotiation process between the woman, her family and the health 
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workers regarding the birth preparation.  The card also serves as a reminder of the 

woman’s and her family’s decisions regarding their birth preparation and the possible 

danger signs during pregnancy, birth and postpartum.  The following list details the 

components of the ficha: 

• expected delivery date 
• prenatal controls 
• tetanus vaccinations 
• who will accompany her to the delivery 
• who will deliver the baby 
• where the delivery will take place 
• financial preparation and savings for the birth 
• location of where she will stay right before the birth (family’s home or maternity 

house) 
• plans for leaving the community on delivery day or in an emergency 
• who will donate blood if necessary 
• who will watch the woman’s other children, home, animals during delivery 
• family planning intentions after delivery 
• danger signs during pregnancy, delivery and postpartum 
• newborn health danger signs 
 
The ficha includes clear pictures, words, and numbers to ensure that illiterate women 

have access to the information.  Each mother is to retain a copy of this card and the 

nearest health post is also supposed to keep a copy on file at the clinic.  At every prenatal 

visit and home visit by a volunteer, health workers are supposed to discuss this card to 

determine how the preparation process is progressing, if the woman and her family have 

changed any of their decisions since the previous visit, or if the woman experienced any 

danger signs (Nicaragua Ministerio de Salud, 2005). 

As of 2006, CARE reported to MINSA that 111 emergency transportation 

brigades had been established and 121 community health committees had been 

established throughout the ten total municipalities in which they were working (including 

Waslala) in the Department of Matagalpa.  The Waslala municipality had also established 
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a community savings fund.  In addition, Table 2 shows the number of health works and 

community health volunteers who have been trained by CARE to implement the Birth 

Plan Strategy in the three municipalities in which this study was conducted. 

Table 2: Birth Plan Strategy Capacity Building of Health Workers 

Municipality Health 
Workers 

Community 
Health 

Volunteers 

Total 

Matagalpa 19 248 267 

La Dalia 8 146 154 

Waslala 8 70 78 
Source: (Jarquin, 2006b) 

CARE Matagalpa has implemented the Birth Plan Strategy in 7 of 18 health posts or 

clinics in Matagalpa, in 8 of 8 health posts or clinics in La Dalia, and 4 of 8 health posts 

or clinics in Waslala (Rivera, 2006).  Table 3 shows the small decrease in coverage of the 

Birth Plan Strategy between 2005 and 2006 but a increase in the expansion of the 

Strategy in the three municipalities of the study according to CARE’s internal monitoring 

of the project. 

Table 3: Birth Plan Strategy Indicators (2005, 2006) 
 

Birth Plan Strategy Progress 

INDICATORS Municipalities Total 
Matagalpa La Dalia Waslala 3 Municipalities with the 

Birth Plan Strategy 2005 2006 2005 2006 2005 2006 2006 
Number of Communities 
with the Birth Plan 
Strategy 10 21 25 32 19 38 91 
Number of Pregnant 
Women in the 
Communities 49 182 58 189 172 196 567 

Number of Women Using 
a Birth Plan 49 172 58 156 172 192 520 
Source: (Jarquin, 2006b) 
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Host Organization 

The study reported in this thesis was carried out in collaboration with CARE 

International.  CARE Nicaragua’s staff in both the central Managua office and the 

Matagalpa office provided research and logistical support throughout the study.  CARE 

International is a non-governmental organization that fights global poverty in over 60 

countries around the world (CARE, 2007).  CARE’s mission to serve the poorest 

individuals throughout the world is achieved by strengthening capacity for self-help, 

providing economic opportunity, delivering emergency relief, influencing policy 

decisions at all levels, and addressing all forms of discrimination (CARE, 2007).  CARE 

specifically emphasizes working with and empowering women to foster health changes 

and improvements within communities and families (CARE, 2007). 

CARE began working in Nicaragua in 1966 with the construction of 1,100 school 

classrooms and the Instituto Politécnico Nacional (National Polytechnic Institute) (CARE 

Nicaragua, 2007).  CARE Nicaragua’s three primary programmatic focus areas are 

human development, economic development and citizen development (CARE Nicaragua, 

2007).  Since its inception, CARE Nicaragua has expanded its work to include programs 

in the areas of preventative health, water and sanitation, education, sustainable 

agriculture, natural resources, environment and risk management (CARE Nicaragua, 

2007).  CARE has also provided emergency assistance and rehabilitation for regions 

affected by natural disasters (CARE Nicaragua, 2007).  Through their programmatic 

work, CARE Nicaragua’s goal is to reduce the country’s poverty level by fifty percent by 

2015 (CARE Nicaragua, 2007). 
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Contribution of the research 

Maternal mortality in the developing world is complex and difficult to reduce 

through interventions. In Nicaragua, the Ministry of Health has dedicated resources 

toward improving maternal health and emphasizing institutional delivery.  The Birth Plan 

Strategy attempts to reduce the three delays in seeking and receiving care, and this study 

will only focus on a small subset of its components that specifically relate to women’s 

utilization of services and health care seeking perceptions.  This study aims to explore the 

perceptions and factors that influence pregnant women’s decision to seek care in the 

Department of Matagalpa, Nicaragua.  This study involved conducting in-depth 

interviews regarding pregnant women’s health behaviors and perceptions with women in 

the municipalities of Waslala, La Dalia and Matagalpa.  Examining how delays in 

seeking and receiving care are augmented by individual and community attitudes and 

perceptions toward women’s health care is necessary in order to improve the health of 

pregnant women in this region and to target interventions at a hierarchy of levels: 

individual, household and community. 
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CHAPTER II: REVIEW OF THE LITERATURE  
 
Maternal Mortality 

Maternal mortality became a priority on the international health agenda after the 

Millennium Development Goals brought the issue of maternal death to the forefront 

(United Nations General Assembly, 2000).  Despite the increased attention, monitoring 

the progress of reducing maternal mortality has been challenging because maternal 

mortality is difficult to measure, especially in countries with poor registration systems 

and health information (AbouZahr and Wardlaw, 2001).  The most recent UN report 

estimates that 529,000 women die each year from complications during pregnancy and 

childbirth and the majority occur in developing countries (WHO et al., 2004).  While the 

UN Millennium Development Goals include the goal to reduce maternal mortality rate by 

75% by 2015, it will be difficult to achieve without significant effort, especially in Sub-

Saharan Africa and South Asia (FIGO Committee Report, 2006).  The accuracy of 

maternal mortality data is compromised due to significant underreporting and 

misclassification of maternal deaths (AbouZahr and Wardlaw, 2001).  Deaths due to 

abortion complications, early pregnancy deaths, including those from ectopic and molar 

pregnancy, indirect maternal deaths and deaths occurring outside of an obstetric hospital 

ward may not be accurately reported (AbouZahr and Wardlaw, 2001).   

While evidence shows that underreporting or misclassification of maternal 

mortality continues, literature reveals that approximately 75% of maternal deaths result 

from direct obstetric causes including hemorrhage, obstructed labor, infection, toxemia 

and unsafe abortions (WHO, 1986).   In developed countries most deaths are due to 

different direct causes including complications of anesthesia and caesarean sections 
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(Khan et al., 2006).  The majority of maternal deaths in developing countries occur 

during labor and in most cases, women die because they deliver without the aid of a 

skilled birth attendant (FIGO Committee Report, 2006).  A recent WHO report examines 

the regional variation in causes of maternal mortality (Khan et al., 2006).  Hemorrhage 

was the leading cause of maternal deaths in Africa and Asia, accounting for 33.9% of 

maternal deaths in Africa and 30.8% of deaths in Asia (Khan et al., 2006).  While 

hemorrhage accounted for 20.8% of maternal deaths in Latin America and the Caribbean, 

hypertensive disorders were responsible for 25.7% of deaths in that region (Khan et al., 

2006).  Deaths resulting from abortion were the highest in Latin America and the 

Caribbean accounting for 12% of deaths, which WHO reports can reach as high as 30% 

of all deaths in some countries in the region (Khan et al., 2006).  Deaths due to sepsis 

were also higher in all three regions than in developed countries (Khan et al., 2006). 

 Factors contributing to maternal mortality have been studied throughout the 

world, and more recent studies have begun to explore the effects of the health care 

seeking decision-making process of women and their families (Thaddeus and Maine, 

1994).  Maternal mortality is not only a health indicator but also an indicator of 

socioeconomic development and inequality (Shen and Williamson, 1999).  The United 

Nations reports that the major direct causes of high maternal mortality in developing 

countries include: births not attended by trained personnel, poor access to obstetric 

services for high-risk pregnancies, and malnutrition of pregnant women (United Nations, 

1991; FIGO Committee Report, 2006).  Literature demonstrates that women’s legal 

rights, level of economic autonomy, access to education and their overall status in society 

influence their access to maternal health services (Cook, 1997; Jejeebhoy, 1997; Kutzin, 
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1993).  The status of women and their ability to make decisions regarding the number of 

children they have, their access to health care and improvements in nutrition during 

pregnancy have been examined in relation to maternal mortality (Shen and Williamson, 

1999).  Women’s education and literacy level relative to men, age of first marriage, age 

of first pregnancy, interpregnancy intervals (Conde-Agudelo and Belizán, 2000), total 

fertility, multiple gestations and contraceptive prevalence, including high value placed on 

breastfeeding as a contraceptive method, are also important determinants of maternal 

mortality (Shen and Williamson, 1999; Conde-Agudelo et al., 2000; FIGO Committee 

Report, 2006).  With lack of access to contraception and safe and legal abortions, over 

half of the 150 million pregnancies occurring each year are unplanned (FIGO Committee 

Report, 2006). Almost half of unplanned pregnancies end in induced abortion, 20 million 

of which are unsafe abortions (FIGO Committee Report, 2006).  Complications from 

unsafe abortions coupled with lack of access to emergency obstetric care including 

cesarean section services continue to slow the reduction in maternal mortality in the 

developing world (FIGO Committee Report, 2006; AbouZahr and Wardlaw, 2001; 

Paxton et al., 2006; Fauveau and Donnay, 2006). 

Maternal Mortality in Nicaragua 

 In a recent systematic review conducted by the WHO, maternal mortality was 

compared across the regions of the world (Khan et al., 2006).  Maternal deaths in Latin 

America and the Caribbean accounted for 31.5% of all maternal deaths in the countries 

from which the data were analyzed (Khan et al., 2006).  Approximately 22,000 maternal 

deaths occur in this region annually (AbouZahr, 2003).  As mentioned previously, 

hypertensive disorders represent the highest cause of death in Latin America and the 
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Caribbean while deaths due to abortion are the highest in that region at 12.0% of all 

maternal deaths (Khan et al., 2006).  In 1992, hypertension was the leading cause of 

maternal mortality in Nicaragua followed by hemorrhage and abortion (Acosta et al., 

2000).  In Nicaragua, maternal mortality accounts for 4% of the total causes of mortality 

and each year around 144 women of reproductive age die as a result pregnancy and 

delivery complications (PAHO et al., 2005).  The Nicaraguan Ministry of Health reports 

that up to 50% of deaths of women of reproductive age are not registered every year 

(PAHO et al., 2005).  Figure 10 shows the locations of maternal deaths in Nicaragua, 

with 48% occurring in the home and 39% occurring in department hospitals or the 

national referral hospital (Nicaragua Ministerio de Salud, 2003). 

Figure 10: Location of Maternal Deaths in Nicaragua 
Location of Maternal Deaths in Nicaragua (2003)
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(Source: Nicaragua Ministerio de Salud, 2003) 
 

Nicaragua has experienced an uncertain degree of success in reducing maternal 

mortality.  A recent Nicaraguan Ministry of Health report states that in the past fifteen 
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years the maternal mortality ratio has dropped overall by 46%; however, in the past 

decade it has only dropped 22% (PAHO et al., 2005).  Maternal mortality has been 

underreported throughout recent history and adjusted estimates revealed an increase in 

maternal mortality from 93-155 maternal deaths per 100,000 live births during the period 

of 1991-1995 (PAHO, 1998).  Current maternal mortality ratios vary significantly, 

forcing public health professionals to evaluate current interventions and reporting 

methods.  Maternal mortality ratios in Nicaragua range from 71.8 maternal deaths per 

100,000 live births (Nicaragua Ministerio de Salud, 2006), to 121 (UNDP, 2006), to 230 

(Population Reference Bureau, 2005; WHO et al., 2004).  More than 70% of the deaths in 

Nicaragua occur in the rural areas and nearly half of the women are between 20-34 years 

of age (PAHO et al., 2005).  In a county with a very young population, one in three 

women that die of maternal causes in the Department of Matagalpa is an adolescent less 

than 20 years of age (PAHO et al., 2005).   

High fertility rates are associated with increased risk of maternal mortality, and 

Figure 11 displays this possible relationship in Nicaragua.  There appears to be a positive 

relationship between maternal mortality ratio and total fertility rate across departments, 

and the data demonstrates that the three departments with the highest total fertility rates 

(R.A.A.S., R.A.A.N. and Jinotega) have the highest maternal mortality ratios.  Figure 12 

reveals an apparent negative relationship between women’s literacy rates and maternal 

mortality ratio.  This relationship is most clearly shown in the three departments with the 

highest maternal mortality ratios and lowest literacy rates. 
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Figure 11: Maternal Mortality Ratio and Total Fertility Rate in Nicaragua 

Maternal Mortality Ratio and Total Fertility Rate Across Departments
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(Source: INEC and ORC Macro, 2002; Nicaragua Ministerio de Salud, 2006) 
Figure 12: Maternal Mortality Ratio and Women’s Literacy Rate in Nicaragua 

 Maternal Mortality Ratio and Women's Literacy Rate Across Departments
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Domestic violence affects women’s health and status in Nicaragua (Guerra, 2001; 

UNFPA, 2007) which in turn influences maternal mortality outcomes (Shen and 

Williamson, 1999).  Approximately a third of all Nicaraguan women in union have been 

abused (UNFPA, 2007).  In 2004, the Ministry of Health conducted an analysis of 

maternal deaths not related to obstetric complications but rather due to violence, 

unwanted births and suicide (PAHO et al., 2005).  MINSA data revealed that 11% of all 

maternal deaths were due to homicide and 69% were suicidal deaths of which 69% were 

adolescent females (PAHO et al., 2005).   

Three Delay Model 

The time interval between the onset of any obstetric complication and the health 

outcome has been examined as an important period in which interventions may be 

successful at reducing maternal mortality (Cham et al., 2005).  According to Thaddeus 

and Maine (1994), if an obstetric complication is treated with prompt and adequate care, 

negative outcomes can be avoided; however, there are three distinct delays that may 

influence timely, quality care.  Components of the three delay model including the delay 

in the decision to seek care, the delay in arriving at a health facility and the delay in the 

provision of adequate care have been examined extensively (Thaddeus and Maine, 1994; 

Benagiano and Thomas, 2003).  Factors contributing to these delays were examined in a 

recent study in the Gambia which revealed that women do try to reach adequate health 

services during an emergency but face many obstacles that delay the process (Cham et 

al., 2005).  The authors suggest that improvements in the accessibility and quality of 

emergency obstetric care services are necessary to prevent maternal deaths (Cham et al., 

2005). 
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The first phase of delay model is the delay in a family’s or individual’s decision 

to seek care (Thaddeus and Maine, 1994; Benagiano and Thomas, 2003).  This decision 

to seek care may be influenced by a range of factors including the decision-makers; the 

status of women; distance from the health facility; financial and opportunity costs; 

perceived quality of care; previous experiences with the health care system; and the 

characteristics of the illness (Thaddeus and Maine, 1994).  The second phase of the delay 

model is the delay in actually reaching a health care facility (Thaddeus and Maine, 1994; 

Benagiano and Thomas, 2003).  This delay can occur as a result of a lack of physical 

access to facilities due to distance or travel conditions including road conditions, time 

required to reach the facility, and the cost and availability of transportation (Thaddeus 

and Maine, 1994).  The final phase of the delay model is the delay in receiving adequate 

or quality care at the facility (Thaddeus and Maine, 1994; Benagiano and Thomas, 2003).  

Limited supplies, equipment and trained personnel, the capacity of the referral system 

and the skill of the health workers may all contribute to this third delay (Thaddeus and 

Maine, 1994).   

Prenatal and Delivery Care 

 In the past few decades many intervention strategies have been implemented in an 

attempt to reduce poor maternal health outcomes (Bullough et al., 2005; Campbell and 

Graham, 2006; Miller et al., 2003).  The range of strategies include: improving primary 

prevention through education and services; developing secondary prevention through 

early detection and treatment of conditions; advancing tertiary prevention through 

treatment of conditions to reduce case fatality (Berg et al., 2005).  These prevention plans 

often aim to reduce the three delays outlined by Thaddeus and Maine (1994).  More 
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specifically, programs have included community mobilization, traditional birth attendant 

training, service quality improvements, family planning promotion, micronutrient 

supplementation, skilled attendance at delivery, emergency obstetric care, post abortion 

care, postpartum care, and prenatal care (Bullough et al., 2005). 

 The effectiveness of promoting and improving the utilization of antenatal care in 

reducing maternal mortality is an ongoing debate especially in developing countries.  

Antenatal care includes three components: early and continuing risk assessment, health 

promotion, and medical and psychosocial interventions and follow-up (Public Health 

Service, 1989).  The American College of Obstetricians and Gynecologists (ACOG) 

follow guidelines that were established in 1929 with the additional recommendation of 

earlier initiation of prenatal care and monthly visits up to 28 weeks of gestation 

(American Academy of Pediatrics & the American College of Obstetricians and 

Gynecologists, 2002).  The basic guidelines include: first obstetric visit by 16 weeks, 

subsequent visits at 24 weeks, every two weeks starting at 28 weeks, and weekly visits 

beginning at 36 weeks (American Academy of Pediatrics & The American College of 

Obstetricians and Gynecologists, 2002).  The ACOG standard for low risk women who 

carry their pregnancy to term is 14 visits (American Academy of Pediatrics & The 

American College of Obstetricians and Gynecologists, 2002).  At each visit health 

professionals assess uterine size, fetal heart rate, urine, blood pressure, and weight 

(American Academy of Pediatrics & The American College of Obstetricians and 

Gynecologists, 2002).   

A recent expert panel on the content of prenatal care convened and recommended 

the following schedule for low risk women: preconception visit and visits at 6 to 8 weeks, 
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14 to 16 weeks, 24 to 28 weeks, 32, 36, and 38 weeks, and weekly visits until birth 

(Public Health Service, 1989).  While the panel recommended reducing the total number 

of visits from 14 to 8, they increased emphasis on the preconception and early pregnancy 

periods, psychosocial aspects of childbearing and individualized care (Public Health 

Service, 1989).  Table 4 lists the key prenatal care recommendations of the Public Health 

Service; however, the degree to which prenatal care programs around the world follow 

these recommendations varies. 

Table 4: Recommendations of the Public Health Service (PHS) Expert Panel on the 
Content of Prenatal Care the Public Health Service (\ 

 
(Public Health Service, 1989) of 
 

Prenatal care in developing countries is not always equivalent to prenatal care in 

industrialized countries, especially in underserved areas.  While attending a sufficient 

number of prenatal visits may be important, the actual number may not reflect the timing, 

quality of care and services of the visits (Ram and Singh, 2005). Poor quality of 

• The broad objectives of prenatal care are to promote the health and well-being of the 
pregnant woman, the fetus, the infant and the family up to 1 year after the infant’ s birth. 

• For prenatal care to be effective, it must be available and it must be used. 
• The three basic components of prenatal care are (a) early and continuing risk 

assessment, (b) health promotion, and (c) medical and psychosocial interventions and 
follow-up. 

• To ensure the health of the woman and the developing fetus; preconception care should 
be an integral part of prenatal care. 

• Prenatal care should add to the traditional medical concerns a new emphasis on the 
psychosocial dimension of that care, maintaining a balance among all factors. 

• Because significant change in risk status can arise at any time during pregnancy, 
continuing risk assessment throughout pregnancy is necessary for all women. 

• The specific content and timing of prenatal visits, contacts, and education should vary 
depending on the risk status of the pregnant woman and her fetus. 

• A comprehensive prenatal care record facilitates continuous documentation of all risk 
assessments, health promotion, and intervention activities, including those done 
preconceptionally, as well as facilitating information transfer for intrapartum care. 

• The effectiveness of prenatal care will be improved by additional research on the 
specific content of prenatal care. 
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prevention, diagnosis or treatment through antenatal care has been observed in 

developing countries (McDonagh, 1996).  In developing countries routine prenatal care at 

the primary level most often includes weight measurement, blood pressure measurement, 

and abdominal examination (McDonagh, 1996).  Nutritional interventions including the 

distribution of iron and folate supplements, malaria prophylaxis, tetanus toxoid injections 

and treatment for medical conditions vary across countries and prenatal programs 

(McDonagh, 1996).  The availability of resources, trained health workers, and sufficient 

consultation time may influence the effectiveness of prenatal care.  

The belief that early signs of morbidity and mortality can be detected and that 

interventions could occur is the rationale behind the expansion of antenatal care services 

(Rooney, 1992).  Studies have examined the role of prenatal care in reducing infant 

mortality, neonatal mortality, perinatal mortality, low birth weight, and preterm birth 

rates (Fiscella, 1995).  While antenatal care may benefit the baby in relation to growth, 

risk of infection and survival, the role it has played in the reduction of maternal mortality 

has been questioned (Campbell and Graham, 2006).  Many studies have found that while 

there is insufficient evidence to conclude that antenatal care is ineffective, there is 

evidence to doubt the degree to which it is effective (McDonagh, 1996; Carroli et al., 

2001).  It is clear, however, that the majority of antenatal care procedures in developing 

countries do not have any affect on reducing deaths due to sepsis and abortion 

(McDonagh, 1996; Ram and Singh, 2005).  Other studies, however, have revealed 

associations between utilization of antenatal care and the use of safe delivery care which 

continues to encourage governments and NGOs to promote antenatal care (Bloom, et al., 

1999; Barber, 2006; Ram and Singh, 2005).  Antenatal care visits provide the opportunity 
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for a health professional to inform a woman of risks associated with pregnancy and allow 

for the discussion and planning of her delivery care (Bullough et al., 2005).  The debate 

regarding the effectiveness of antenatal care in reducing maternal mortality has shifted 

the focus of antenatal care toward improving the health and health seeking behaviors of 

the mother, including birth preparation (Campbell and Graham, 2006). 

Perceptions of Prenatal and Delivery Care 

The dialogue between public health professionals, governments and NGOs 

regarding the effectiveness of antenatal care addresses the contextual factors and barriers 

influencing women’s decisions to actually use prenatal care (Bloom, et al., 1999; Barber, 

2006; Ram and Singh, 2005).  Many of the social, economic, and health system factors 

and barriers women face when deciding whether or not to seek antenatal care are the 

same influential factors discussed in relation to the three delays in seeking emergency 

obstetric care (Osubor et al., 2005; Onah et al., 2006; Mikhail, 1999; Beckmann et al., 

2000; Stephenson and Tsui, 2002; Ram and Singh, 2005).  Furthermore, these factors 

also influence a woman and her family’s decision to deliver in a health facility.  While 

many strategies have attempted to address some of the economic, social and physical 

factors and barriers contributing to poor maternal outcomes and poor utilization of 

maternal health services, understanding community, household and individual 

perceptions regarding maternal care services within a specific cultural environment is 

important for reducing maternal mortality. 

 The degree of utilization of maternal health services is often influenced by 

perceived socio-cultural, economic and health system factors operating on the 

community, household and individual level as well as within the larger social and 
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political environments (Wagstaff, 2002; Onah et al., 2006; Ram and Singh, 2005; 

Griffiths and Stephenson, 2001).  Studies have examined women’s individual perceptions 

influencing their utilization of prenatal care and delivery services (Mikhail, 1999; 

Beckmann et al., 2000; Stephenson and Tsui, 2002; Islam and Nielson, 1993; Osubor et 

al., 2006; Onah et al., 2006; Griffiths and Stephenson, 2001).  The belief of women’s 

husbands or mother-in-laws that maternal services are inappropriate or irrelevant has 

been shown to influence a woman’s perceptions and utilization of care (Sai and 

Measham, 1992). The importance of understanding and contextualizing women’s 

perceptions of antenatal care is reflected in the conclusion made by Abrahams, Jewkes 

and Mvo (2001) that services need to prove their relevance by meeting women’s 

perceived needs on their own terms.   

Utilization of maternal health services is significantly influenced by a woman’s 

belief in the value of receiving care.  The value women place on receiving prenatal care 

may also differ from the value they ascribe to delivery care (Myer and Harrison, 2003).  

Some women report recognizing the need for antenatal care; however, many of those 

women do not actually use prenatal care due to a variety of barriers, especially their lack 

of access to care (Islam and Nielsen, 1993).  While some studies have shown that there is 

no significant evidence proving the benefits of prenatal care, some women also believe 

that prenatal care is unnecessary (Mikhail, 1999).  Some women also believe that 

obstetric complications are generally rare which may influence their decision to seek 

prenatal and delivery care (Osubor et al., 2006).  In South Africa, studies have shown that 

women do not perceive significant health threats during pregnancy and as a result, they 

believe that only one antenatal care visit is necessary (Myer and Harrison, 2003; 
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Abrahams, et al., 2001).  However, in one of the studies, rural women thought that labor 

and delivery posed significant health risks that required medical attention and thus most 

preferred to deliver in a health facility (Myer and Harrison, 2003).  The investigators 

concluded that the primary reason for the women in this study to seek prenatal care was 

to actually receive the antenatal attendance card that is necessary for delivering in a 

health facility (Myer and Harrison, 2003).   

 Perceptions of quality of care including promptness of care, competence of health 

workers, desire for privacy, perceived availability of equipment, disempowerment, 

abusive behavior and friendliness of staff often influence women’s decisions to seek 

maternal health care (Onah et al., 2006; Larsen et al., 2004; Abrahams, et al., 2001; 

Griffiths and Stephenson, 2001).   A recent study examined women’s emotional health 

and their level of satisfaction with prenatal health care (Tough et al., 2004).  The study 

revealed that women with poor emotional health were more likely to report a lack of 

satisfaction with prenatal health care specifically in regards to communication issues, 

decision making and emotional support (Tough et al., 2004).  These women perceived the 

environment to be threatening regardless of their acknowledgement that adequate medical 

attention was provided (Tough et al., 2004).  Dissatisfaction with services is often a result 

of staff attitudes, long waiting times and the procedures performed during the visit 

(Thaddeus and Maine, 1991). Observations of the relationship between health workers 

and women in New Guinea have revealed that women do not ask questions but do listen 

to what is said to them and that health care workers had little time to establish a 

relationship with the patient (Larsen et al., 2004).  While cost and distance are proven 

factors that influence a women’s decision to seek care at a health facility, their 
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perceptions of the quality of care at the facilities are more influential than their concerns 

about distance and cost (Nnadi and Kabat, 1984). 

Women often compare the costs and benefits of care when deciding where to 

receive care.  Nigerian women have reported that their uncertainty about the availability 

of trained staff in the facility at the time of delivery and their perception of poor quality 

of services were reasons for not using government owned facilities for delivery (Osubor 

et al., 2006).  These women perceived that the care of TBAs and private midwives was 

more affectionate and caring compared to the staff at the government facilities.  Women 

preferred receiving care from TBAs because they perceived the care to be more 

convenient, interpersonal, cheaper and accessible while having the freedom to choose 

birthing positions (Osubor et al., 2006).  Women in Latin America have mentioned that 

embarrassment related to vaginal exams affects their decisions to utilize prenatal care 

(Coverston et al., 2004). The fear of operations was also noted as a factor influencing 

women’s decisions to seek care from a TBA rather than a trained health worker (Osubor 

et al., 2006). 

Women’s fear of health procedures, like cesarean sections, medical examinations 

and doctors may influence their decision to seek care and the type of provider they use 

(Osubor et al., 2006; Mikhail, 1999; Castro, et al., 2000).  A Dutch study revealed that 

women who have a more receptive attitude toward medical technology, the more likely 

nulliparous and multiparous women were to choose hospital births (van der Hulst, et al., 

2004).  These low-risk women who elected for hospital deliveries anticipated problems 

during child birth (van der Hulst, et al., 2004).  This possible fear of complications and 

the perception that hospital deliveries provide safe and available emergency obstetric care 
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influence women to deliver in health facilities.  In addition to fear for their own health, 

women’s utilization of antenatal services to obtain a prenatal attendance card may occur 

because they fear how they will be treated if they do not follow the health system rules 

(Myer and Harrison, 2003).   

Religion, spirituality and traditional beliefs have also contributed to women’s 

perceptions and utilization of prenatal and delivery care services (Chapman, 2003; 

Nwakoby, 1994; Castro et al., 2000; Camacho et al., 2006).  The belief in the 

supernatural of Nigerian women and community members may also influence women’s 

decision to seek care (Osubor et al., 2006).  Nigerian women reported that there are 

traditional or spiritual based problems and problems that are physical, normal or natural 

(Osubor et al., 2006).  The traditional or spiritual problems were believed to be best 

resolved by traditional healers and spiritualists while the natural or physical issues could 

be detected and treated by orthodox medicine (Osubor et al., 2006).  In Mozambique, 

women hide their pregnancies and delay prenatal care to protect themselves and their 

children from witchcraft (Chapman, 2003).  In some cultures, women do not seek 

prenatal care because they believe their health is God’s will (Adamu and Salihu, 2002; 

Okafor and Rizzuto, 1994).  Traditional beliefs, like the belief that blood loss from 

hemorrhaging is powerful or part of a cleansing process, may also influence a woman’s 

decision to seek postpartum care (Thaddeus and Nangalia, 2004). 

 Level of knowledge regarding pregnancy and delivery risks is an important factor 

contributing to a woman’s decision to seek care (Thaddeus and Maine, 1994), however; 

despite a woman’s high level of knowledge of risks, her reproductive health behaviors 

may not change due to conflicting priorities (Osubor et al., 2006).  In Nigeria, high 
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fertility is traditionally valued and in many ethnic groups a woman’s status within the 

community is related to the number of children she has (Okonofua, 1999).  Thus her 

knowledge of risks will not outweigh her desire for many children (Okonofua, 1999).  It 

is possible that high levels of awareness of risks like hemorrhage may not translate into 

complete knowledge of danger or warning signs which could influence their perceptions 

regarding reproductive and health care seeking behaviors (Osubor et al, 2006).  In 

addition, while women may recognize danger signs, if they do not experience any 

problems they may feel it is unnecessary to seek prenatal care (Myer and Harrison, 2003).  

Furthermore, the presence of danger signs may be interpreted with non-medical rational 

and may influence the type of care that is sought (Castro et al., 2000).  Even if women 

and families interpret danger signs through a medical paradigm, some women or their 

relatives believe that women have to endure complications and that certain danger signs 

appear normal because they have had occurred during previous pregnancies (Castro et al., 

2000).   

Women often rely on the knowledge they obtain from their own past pregnancy 

experiences or from the experiences of women within their social network to help 

determine whether or not they need to seek care (Converston et al., 2003).  In Latin 

America, women take advantage of the knowledge of their extended family members 

who often assume responsibility for the family well-being and encourage specific health 

decisions and behaviors (Converston et al., 2003).  Traditional beliefs and practices 

learned through these social networks are often misunderstood by health care providers 

and women may feel alienated, resulting in their reluctance to use health services 

(Camacho et al., 2006).   
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Status of Men and Women  

 The role of a man or partner in the decision making process regarding women’s 

prenatal and delivery care has been noted as a factor influencing women’s health care 

seeking behaviors (Osubor et al, 2006; Onah et al., 2006; Castro et al., 2000; Okafor and 

Rizzuto, 1994).  In rural Nigeria, women agreed that a man had the power to decide 

where a woman would deliver her child and that his word was the authority (Osubor et 

al., 2006).  In Mexico, male dominance over women includes controlling women’s health 

while often using emotional, psychological or physical violence (Castro et al., 2000).  

The machismo ideology that exists in Nicaragua, although often redefined, has been 

described as “a cult of the male; a heady mixture of paternalism, aggression, systematic 

subordination of women, fetishism of women’s bodies, and idolization of their 

reproductive and nurturing capacities, coupled with a rejection of homosexuality” 

(Sternberg, pp.91, 2000).  In Nicaragua, machismo promotes men’s feeling of power 

associated with having many children with different women (Wessels, 1991).  A 

Nicaraguan study reported that some women get pregnant in Nicaragua with the hope of 

holding on to the man that they love or to try to make the man love the woman 

(Cenzontle, 1990).  In another qualitative study conducted with Nicaraguan men, men 

expressed that it was a man’s right to decide when a woman should have children within 

a marriage or stable relationship (Sternberg, 2000).  The same study revealed that an ideal 

male was seen as the financial provider for his family and does not drink, take drugs or 

“womanize” (Sternberg, 2000).  However, 26% of this cohort reported having more than 

one partner at the time of the study (Sternberg, 2000).  The evidence of the active role 

men play in making choices regarding sex and reproductive health of their partners has 
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opened the debate regarding the possibility of including men in reproductive and sexual 

health programs (Sternberg, 2000).   

 Women’s low status in society relative to the status of men contributes to 

maternal mortality (Shen and Williamson, 1999).  In many cultures, women have been 

assigned roles of women as mothers, caretakers and dependents which have limited their 

autonomy and self expression (Camacho et al., 2006; Sternberg, 2000).  The status of 

women and their perceived or expected roles within a culture also influence a woman’s 

decision to utilize prenatal and delivery health services.  A literature review revealed that 

unequal distribution of power within the household, community and health care facilities 

is a barrier to women receiving adequate maternal health care (Jejeebhoy, 1997).  In New 

Guinea, women are the care takers of children and they find it more difficult to take their 

other children with them to receive antenatal care or to find someone else to look after 

them (Larsen et al., 2004).  In the same culture, during a period of fighting within a 

village or the death of a relative, women are not permitted to leave the village to seek 

care (Larsen et al., 2004).  In some cultures, women’s health is undervalued by women 

themselves and their relatives, especially when they experience maternal health problems 

(Lagarde, 1990; Chodorow, 1978).  Gender discrimination also exists within health 

services by reinforcing the role of the woman to reproduce and care for the family 

(Camacho et al., 2006).  In Latin America, contraceptive use, birth and obstetric 

emergencies are often influenced by male family members (Camacho et al., 2006).  Men 

may be required to authorize a health care worker to insert an intrauterine device or 

conduct a tubal ligation or provide other forms of contraception (Camacho et al., 2006).   
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Community Health Programs 

A range of single intervention and packaged strategies have been implemented 

throughout countries around the world, and researchers have begun to analyze which 

interventions have the most potential impact on reducing maternal mortality (Campbell 

and Graham, 2006; Maine and Rosenfield, 1999; Bullough et al., 2005).  Despite the 

raised awareness surrounding maternal mortality and the expended resources to 

implement programs, there is still a lack of evidence on the most effective way to ensure 

adequate care of women in developing countries who require emergency care during 

delivery and postpartum (Miller et al., 2003).  Although the impact of proposed 

interventions on maternal mortality is not completely understood, the international 

community has reached a consensus regarding key factors that are important for reducing 

maternal mortality (PATH, 2005).  Past and current strategies attempt to include some of 

the interventions displayed in Table 5. 

Table 5: Key Intervention Strategies to Address Maternal Mortality 

 
Source: (UNICEF, 1999) 

An alliance of global co-sponsoring agencies including WHO, the United Nations 

Population Fund, International Planned Parenthood Federation, Population Council, the 

World Bank and others act as the Safe Motherhood Inter-Agency Group.  This group was 

formed after the Safe Motherhood Initiative was introduced in 1987.  The group is 

• Reducing gender inequality 
• Improving women’s nutritional status 
• Increasing girls’ access to education 
• Providing professional care at delivery 
• Building effective referral systems 
• Ensuring maternal care for all women 
• Developing district-level planning and   

community participation 
• Using process indicators to evaluate progress  
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responsible for raising international awareness about safe motherhood, setting goals and 

programmatic priorities for the global initiative, supporting national programs, 

stimulating research, mobilizing resources, providing technical assistance, and sharing 

information to make pregnancy and childbirth safer (The Inter-Agency Group, 2007).   

Since the inception of the Safe Motherhood Initiative many programs have been 

implemented at the national, local, community, household and individual levels.  Early 

safe motherhood strategies were created based on the pre-pregnancy, antenatal and 

postpartum periods of a woman’s reproductive cycle (Bullough et al., 2005).  Research 

on maternal mortality in the first decade of the Safe Motherhood Initiative has revealed 

that it is necessary to expand strategies beyond biomedical interventions (Roth and 

Mbizvo, 2001).  Additional strategies like the Three Delays Model for EmOC (Thaddeus 

and Maine, 1994) focused on the distinction between primary, secondary and tertiary 

prevention (Berg, et al., 2001).  Recent strategies have begun to address health system 

factors by intervening at the health sector level (Bullough et al., 2005).  Previous as well 

as current strategies are complex and often overlap, but the effectiveness of many of them 

has been debated (Bullough et al., 2005).  Examples of specific strategies include 

community mobilization, TBA training, improvements in quality of service, family 

planning, micronutrient supplementation, antenatal care, skilled attendance at delivery, 

community health workers at home, emergency obstetric care, safe abortion, post 

abortion care, postpartum care and the inclusion of men in the sensitization and 

mobilization of communities (Campbell and Graham, 2006; Bullough et al., 2005; Roth 

and Mbizvo, 2001).  Figure 13 displays the wide range of strategic options available and 

used for reducing maternal mortality. This conceptual framework reveals how some 
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interventions target specific populations of women while other strategies are aimed at all 

women.  Interventions include improving facility services, home services and outreach 

services.  Points of intervention also include addressing socio-cultural contextual issues 

including violence, empowerment and education.  While the strategies outlined in the 

framework include community mobilization of community health workers, traditional 

birth attendants and women, it fails to target community networks including husbands 

and other influential women including mothers, mother-in-laws and sisters. 
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Figure 13: Strategic Options for Reducing Maternal Mortality 

 
HCICS- health center intrapartum-care strategy, BEmOC-basic emergency obstetric care, CEmOC 
comprehensive emergency obstetric care, CHW-community health worker, TBA-traditional birth attendant, 
EmOC-emergency obstetric care 
(Source: Campbell and Graham, 2006) 
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The Ministry of Health and NGOs have implemented strategies aimed at reducing 

maternal mortality in Nicaragua.  The International Federation of Gynecology and 

Obstetrics (FIGO) Save the Mothers Initiative was implemented in regions in El 

Salvador, Guatemala, Honduras and Matagalpa, Nicaragua (Benagiano and Thomas, 

2003).   This project included the seven key interventions outlined in Table 6. 

Table 6: FIGO Save the Mothers Initiative Interventions 

  
Source: (Benagiano and Thomas, 2003) 

This program revealed that a sustained transfer of knowledge through training at the local 

level could be replicated and successful in other areas (Benagiano and Thomas, 2003).  

The program also confirmed that Central American culture and tradition fosters an 

extensive resistance to delivering in a health facility and future efforts need to attempt to 

modify the views of women and community leaders regarding deliveries and their 

understandings of the risks involved in home deliveries (Benagiano and Thomas, 2003).  

While some strategies have emphasized the importance of improving access to 

emergency obstetric care in order to reduce maternal mortality, community based 

strategies are also important for informing women about the importance of and access to 

emergency obstetric care. Proactive community members and dedicated local leadership 

• Training of field coordinators in the management of emergency 
obstetric care; coordinators would then train the rest of the 
provincial health care staff. 
• Introducing a protocol for the use of oxytocin during the third 
period of labor in all child birthing institutions. 
• Establishing a data gathering system that includes a study of all 
maternal deaths with verbal autopsies 
• Creating provincial maternal mortality committees 
• Training health providers in using manual endometrial vacuum 
aspiration for incomplete abortions 
• Installation of radiotelephones at health centers and tertiary 
hospitals 
• Conducting evaluation meetings 
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are two keys to successful interventions aimed at improving maternal health outcomes 

(Roth and Mbizvo, 1997).  In addition, Maine and Rosenfield (1999) note that 

communities play a significant role in ensuring that women receive prompt and adequate 

care.  Community based strategies have aimed to improve communication and mobilize 

community members so as to empower people to identify problems and seek solutions 

within the local context (Kwast, 1995; Kwast, 1996).  Community based strategies may 

include aspects of community outreach and mobilization including the establishment of 

birth homes; information, education and communication plans to improve the awareness 

and responsiveness of women, their husbands, families, community leaders and TBAs; 

life saving skills training of midwives (Kwast, 1995; Kwast, 1996; Sibley et al., 2004).  

Community based education campaigns to increase awareness of complications and 

delays in seeking care have included working with women’s groups and community 

health workers and establishing emergency savings funds and community based 

emergency transportation systems (Olaniran et al., 1997; Opoku et al., 1997).  WHO has 

also found that having women keep their own maternal health records allows health 

workers to identify and refer women with high maternal risks, improve reproductive 

health monitoring and increase the community members’ participation in their own health 

(WHO, 1994). 

The NicaSalud Federation, a network of international NGOs and local Nicaraguan 

NGOs, has implemented community based strategies in an attempt to change antenatal 

care practices (Valadez et al., 2005).  The strategies implemented included: mass 

communication; investment in physical capital, such as equipping parteras with clean 

delivery kits; investment in human capital, including training parteras in making 
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household visits; investing in social capital, including the formation of women’s groups 

(Valadez et al., 2005).  A recent evaluation of the independent NicaSalud strategies 

revealed that training a variety of paramedical personnel was the only strategy that 

impacted three of the four indicators of safe motherhood behavior change (Valadez et al., 

2005).  Further evaluation revealed that the interaction of different strategies may exhibit 

stronger associations with safe motherhood behavior change (Valadez et al., 2005).   

 The MotherCare Project in Bolivia aimed to improve health services by forming 

and enhancing women’s groups, training women and their spouses for safe home births, 

providing family planning and by establishing a formal link to the referral hospital 

through training of parteras and reduced fees for obstetric emergency care at the referral 

hospital (Kwast, 1995; Kwast, 1996).  A community based program in Guatemala that 

aimed to improve maternal and neonatal health included the following interventions: 

improving TBAs’ recognition and response to maternal and neonatal complications; 

improving the detection, management and referral of complications at local health 

facilities; development and implementation of norms for detection and management of 

complications throughout the health system; supervision of the health post and health 

center by project personnel; measurement of the process of project implementation and 

effectiveness (Kwast, 1995; Kwast, 1996).   

Summary 

 The reduction in global maternal mortality ratios has been stagnant despite 

increased attention in recent years.  A wide range of strategies have been implemented at 

the national, community, family and individual levels; however, limited evidence exists 

for recommending one strategy over another.  This complex interplay between all 
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network levels must be incorporated into intervention strategies.  Although there is a lack 

of conclusive evidence regarding the role of prenatal care in reducing maternal mortality, 

prenatal care may be the only time to offer health services tailored to individual women’s 

needs.  If quality prenatal and delivery services are available, accessible and affordable, 

people must be informed, motivated and empowered to use them.  An understanding of 

the broader scope of women’s health including women’s empowerment, caring for one’s 

own health needs, nutrition, stress, domestic violence, physical labor demands and mental 

well being is necessary for improving maternal health outcomes through service delivery 

and utilization.  

 Literature suggests that high levels of maternal mortality exist in developing 

countries as a result of the interaction between social, cultural, economic and medical 

factors (Roth and Mbizvo, 2001).  Roth and Mbizvo (2001) acknowledge that qualitative 

research is imperative for understanding people’s health needs and priorities within the 

social, cultural and economic context in which they live.  This thesis will attempt to 

lessen the gap in the understanding of women’s perceptions of barriers preventing or 

limiting their utilization of maternal health services in Matagalpa, Nicaragua. 
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ABSTRACT 

 
In order to increase women’s utilization of maternal health services it is imperative to 
understand the individual and community factors and perceptions that influence women’s 
health care seeking behaviors during pregnancy.  Through 37 semi-structured in-depth 
interviews with women from the Department of Matagalpa, Nicaragua, this study 
investigates the logistical and socio-cultural barriers influencing women’s utilization of 
maternal health services. Results reveal that delays in seeking health care during 
pregnancy are not purely influenced by poor access to care and economic barriers.  These 
delays are augmented by individual and community knowledge and acceptance of 
maternal health services.  Partner support, previous maternal health care experiences and 
the degree of communication with other women and health workers affect women’s 
decisions to seek care.  Evidence suggests that in order to improve maternal health 
outcomes in this region, it is necessary to target interventions at a hierarchy of levels: 
individual, household and community. 
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Introduction 

The United Nations Millennium Development Goals have aimed to reduce the 

global maternal mortality rate by 75% by 2015; however, current trends do not look 

promising (FIGO Committee Report, 2006).  The UN estimates that 529,000 women die 

each year from complications during pregnancy and childbirth, and the majority of deaths 

occur in developing nations (WHO et al., 2004).  A wide range of direct and indirect 

factors that have been shown to contribute to maternal mortality include: births attended 

by untrained personnel, poor access to emergency obstetric services, women’s 

socioeconomic status in society, women’s education and literacy levels, age of first 

marriage and interpregnancy intervals (Shen and Williamson, 1999; Conde-Agudelo and 

Belizán, 2000).  Total fertility rate, contraceptive prevalence and complications from 

unsafe abortion are also known to be associated with maternal mortality (Shen and 

Williamson, 1999; FIGO Committee Report, 2006). 

In recent decades, a range of strategies have been implemented in an attempt to 

improve maternal health outcomes around the world.   Programs aimed at reducing the 

three delays in seeking care, as outlined by Thaddeus and Maine (1994), include 

improving primary prevention through education and services; developing secondary 

prevention through early detection and treatment of conditions; advancing tertiary 

prevention through treatment of conditions to reduce case fatality (Berg et al., 2005).  

The role of prenatal care in reducing maternal mortality is unclear in the public health 

community.  While some studies have reported that there is insufficient evidence to 

conclude that antenatal care is effective, other studies have revealed an association 

between the utilization of antenatal care in developing countries and the use of safe 
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delivery care (McDonagh, 1996; Carroli et al., 2001; Bloom et al., 1999; Barber, 2006; 

Ram and Singh, 2005).  This debate regarding the effectiveness of antenatal care in 

reducing maternal mortality has shifted the focus of antenatal care toward improving the 

health and health seeking behaviors of the mother, including birth preparation (Campbell 

and Graham, 2006). 

Women’s utilization of maternal health services is often influenced by perceived 

socio-cultural, economic and health system factors operating at the community, 

household and individual level as well as within the larger social and political 

environments (Wagstaff, 2002; Onah et al., 2006; Ram and Singh, 2005; Griffiths and 

Stephenson, 2001).  Although addressing health system factors and socioeconomic 

barriers is imperative for increasing women’s utilization of health services, understanding 

women’s perceptions within the cultural context in which they live is a necessary step for 

improving interventions aimed at reducing maternal mortality through service utilization.  

This paper examines the complex interaction of socioeconomic and cultural factors 

influencing women’s utilization of maternal health services in the Department of 

Matagalpa, Nicaragua. 

Background 

Nicaragua has experienced some success in reducing maternal mortality; however 

maternal deaths remain high in some regions.  A recent Nicaraguan Ministry of Health 

report states that in the past fifteen years the maternal mortality rate has dropped overall 

by 46%; however, in the past decade it has only dropped 22% (PAHO et al., 2005).  

Maternal mortality ratios in Nicaragua range from 71.8 maternal deaths per 100,000 live 

births (Nicaragua Ministerio de Salud, 2006), to 121 (UNDP, 2006), to 230 (Population 
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Reference Bureau, 2005; WHO et al., 2004).  In the Department of Matagalpa, 

approximately 19% of women surveyed did not receive any prenatal care during their 

pregnancy for their most recent child born and for those who had, 31.2% attended less 

than four prenatal visits (INEC and ORC Macro, 2002).  While nearly 63% of children in 

the Matagalpa Department were delivered in a health facility in the five years prior to the 

2001 survey, 37% still occurred in the home (INEC and ORC Macro, 2002).  In a county 

with a very young population, one in three women that die of maternal causes in the 

Department of Matagalpa is an adolescent less than 20 years of age (PAHO et al., 2005).   

In an attempt to improve maternal health and safe deliveries and reduce infant and 

maternal mortality and morbidity, the Nicaraguan Ministry of Health has implemented 

the “Atención Intergral a La Mujer” (Integrated Care to the Woman) program (PAHO et 

al., 2005).  Specific program interventions include emphasizing prenatal attention, clean 

and safe deliveries, family planning and essential obstetric care (PAHO et al., 2005).  

While this program encourages women’s utilization of maternal health services women 

continue to face many social, economic, and health system barriers when deciding 

whether or not to seek antenatal and delivery care (Osubor et al., 2005; Onah et al., 2006; 

Mikhail, 1999; Beckmann et al., 2000; Stephenson and Tsui, 2002; Ram and Singh, 

2005; Griffiths and Stephenson, 2001).  While many strategies have attempted to address 

some of the economic, social and physical factors and barriers contributing to poor 

maternal outcomes and poor utilization of maternal health services, understanding 

community, household and individual perceptions regarding maternal care services 

within a specific cultural environment is important for reducing maternal mortality.

 Studies have examined women’s individual perceptions influencing their 
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utilization of prenatal care and delivery services in a wide range of socioeconomic and 

cultural contexts around the world (Mikhail, 1999; Beckmann et al., 2000; Stephenson 

and Tsui, 2002; Islam and Nielson, 1993; Osubor et al., 2006; Onah et al., 2006; Griffiths 

and Stephenson, 2001).  While a woman’s perceived value of care often influences her 

decision to seek care, the value she places on receiving prenatal care may differ from the 

value she ascribes to delivery care (Myer and Harrison, 2003).  Perceptions of quality of 

care including promptness of care, competence of health workers, desire for privacy, 

perceived availability of equipment, disempowerment, abusive behavior and friendliness 

of staff often influence women’s decisions to seek maternal health care (Onah et al., 

2006; Larsen et al., 2004; Abrahams, et al., 2001; Griffiths and Stephenson, 2001).  

Women’s fear of health procedures, like cesarean sections, medical examinations and 

doctors may influence their decision to seek care and the type of provider they use 

(Osubor et al., 2006; Mikhail, 1999; Castro, et al., 2000).  Religion, spirituality and 

traditional beliefs have also contributed to women’s perceptions and utilization of 

prenatal and delivery care services (Chapman, 2003; Nwakoby, 1994; Castro et al., 2000; 

Camacho et al., 2006).  A woman’s knowledge regarding pregnancy and delivery risks is 

an important factor contributing to her decision to seek care (Thaddeus and Maine, 1994); 

however, despite a woman’s high level of knowledge of risks, her reproductive health 

behaviors may not change due to conflicting priorities (Osubor et al., 2006).  In Latin 

America, women take advantage of the knowledge of their extended family members 

who often assume responsibility for the family well-being and encourage health decisions 

and behaviors (Converston et al., 2003).   
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Women’s low status in society relative to the status of men contributes to 

maternal mortality (Shen and Williamson, 1999).  The role of men or partners in the 

decision making process regarding women’s prenatal and delivery care has been noted as 

a factor influencing women’s health care seeking behaviors (Osubor et al., 2006; Onah et 

al., 2006; Castro et al., 2000; Okafor and Rizzuto et al., 1994).  Women’s husbands’ or 

mother-in-laws’ belief that maternal services are inappropriate or irrelevant has been 

shown to influence women’s perceptions and utilization of care (Sai and Measham, 

1992). 

This qualitative research study aims to explore the perceptions and factors that 

influence women’s decisions to seek maternal health care in rural and semi-rural 

municipalities within the Department of Matagalpa, Nicaragua.  Examining how delays 

in seeking and receiving care are augmented by individual and community attitudes and 

perceptions toward maternal health care is necessary in order to improve the health of 

pregnant women in this region and to provide information needed for the targeting of 

public health interventions aimed at reducing maternal mortality.  

Research Methodology 

 The Department of Matagalpa is situated in north-central Nicaragua which is 

located 120 kilometers from the capital, Managua.  Coffee, one of Nicaragua’s principal 

crops, is produced this mountainous region.  Approximately 31% of Nicaragua’s 

population, 383,776, resides in this region, with 68% of the population living in rural 

areas (INEC and ORC Macro, 2002). In the Department of Matagalpa there is one 

regional hospital, 14 health centers and two centers with beds and 126 health clinics or 

posts (Jarquin and Navarro, 2006).   
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Women in Nicaragua live in a society in which machismo and conservative 

religious ideology prevails (Merrill, 1993).  Such ideology has limited women’s 

reproductive health choices while encouraging a powerful male role in making choices 

regarding sex and reproductive health (Mann, 2005; Sternberg, 2000).  Reproductive 

health indicators for the Department of Matagalpa are more concerning than the average 

indicators for the entire country (INEC and ORC Macro, 2002).  In this region, 

approximately 19% of women do not receive any prenatal care while only 63% of births 

are delivered in a health facility (INEC and ORC Macro, 2002).  The total fertility rate in 

the region is 3.5 compared to the national fertility rate of 3.2 (INEC and ORC Macro, 

2002). This qualitative investigation of women’s maternal health care seeking behaviors 

and perceptions was conducted at rural and semi-rural health posts and health centers 

located in communities within the three municipalities of Matagalpa, La Dalia and 

Waslala.   

Qualitative data for this study was collected using an analytic induction approach.  

In-depth interviews with mothers 18 years of age or older were conducted between June 

and August, 2006.  In order to select subjects to be interviewed, women were recruited 

using a non-random snowball technique.  Interview subjects were selected from women 

waiting to receive health services at seven health posts or centers in the three 

municipalities.  The selection criteria for the subjects included non-pregnant women, 

women with at least one child under three years of age and non-health workers 

(traditional birth attendants, health brigadistas, nurses or physicians). Referrals from 

community health volunteers were used to reach mothers who lived close to the health 
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posts.  All of the women who volunteered to participate received an explanation of the 

study purposes and provided verbal informed consent. 

 The interviews were conducted in Spanish using a pre-designed interview guide 

that was pre-tested for cultural appropriateness and clarity.  The interview guide 

consisted of open-ended questions covering a range of issues related to maternal 

mortality, prenatal care activities, community and familial support, knowledge of 

pregnancy danger signs and access to care.  Interviews were tape recorded and field notes 

served as a backup method of retrieving data.  Interviews were conducted until a 

saturation point was reached when no new information or insight into women’s health 

seeking behaviors and perceptions was obtained.  In total, 37 interviews with mothers 

were conducted. 

 Interview field notes were written in Spanish by the researcher throughout the 

tape recorded interviews.  Preliminary analysis was conducted throughout the data 

collection process, allowing for early recognition of themes.  All of the interviews were 

transcribed from the recordings in Spanish and were subsequently analyzed thematically 

(in Spanish) using VERBI MAX Qualitative Data Analysis 2 (MAXqda2).  Each 

interview was coded using unique thematic in-vivo codes that were systematically 

applied throughout the text.  The conceptual codes that evolved from the text and that 

were used in this analysis related to barriers to accessing care, gender roles, perceptions 

of health care, support, and the health care system. 

Results 

Use of Prenatal Care and Delivery Services  
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Table 1 presents the patterns of maternal health care use among women 

interviewed.  The self-reported age of participants ranged from 18-40 with a mean age of 

26 years.  The mean number of children per woman interviewed was 3.31.  The 

overwhelming majority of women interviewed (31/ 37) reported seeking prenatal care at 

health facilities.  The mean total number of prenatal care visits among participants was 

five. While 31 women reported accessing prenatal care services, only 19 women 

delivered in health facilities.  All 10 of the women who stayed in a casa materna 

delivered in a hospital or health center.  All five of the women who reported having a 

parity of one reported delivering in a health facility.  However, only six of the nine 

biparous women reported delivering their second child in a health facility.  Only five of 

the 15 women who reported a birth order of three or greater delivered in a health facility.  

All of the six women who did not attend any prenatal visits delivered at home.   

Logistical barriers to seeking care 

The complex interaction of economic, transportation, and time constraints affect a 

woman’s decision to access maternal health services.  While the costs of services are 

theoretically free, additional costs including transportation costs to reach the clinic, 

leaving work to seek care and paying for prescribed medicines were reported as 

considerable barriers to accessing care and treatment.  Women also cited their need to 

prioritize spending money on their children and family members for food and school 

related expenditures as economic barriers to service utilization.  Women’s perceived cost 

of delivery care services including the cost of using a partera and staying at the casa 

materna contributed to their decisions to seek delivery care.  

 
                                                 
1 Mean calculated from the 29 of 37 respondents who reported their total number of children. 
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Location 
of 

Interview 
 

Age of 
Mother 

 

Number 
of 

Children
 

Received 
Prenatal 
Care at 
facility 

 

Reported 
Number 
of visits 

 

Use of 
Casa 

Materna 
 

Place of  Last 
Delivery 

 
La Dalia 18 1 Yes 4 visits Yes Health Facility 
La Dalia 18 1 Yes 4 visits Yes Health Facility 
La Dalia 19 1 Yes 9 visits No Health Facility 
La Dalia 19 1 Yes 9 visits Yes Health Facility 
La Dalia 21 ---** Yes 9 visits No House 
La Dalia 22 2 Yes 3 visits No House 
La Dalia 22 ---** Yes 4 visits No House 
La Dalia 23 2 Yes 6 visits No Health Facility 
La Dalia 26 1+* No 0 visits No House 
La Dalia 26 ---** Yes 4 visits No Health Facility 
La Dalia 28 ---** Yes 4 visits No Health Facility 
La Dalia 29 2 Yes 8 visits No Health Facility 
La Dalia 29 4 Yes 4 visits No Health Facility 
La Dalia 30 5 No 0 visits No House 
La Dalia 30 3 Yes 9 visits Yes Health Facility 
La Dalia 32 3 Yes 6 visits No Health Facility 
La Dalia 34 7 No 0 visits No House 
La Dalia 40 7 Yes 2 visits No House 
Matagalpa 19 2 Yes 4 visits Yes Health Facility 
Matagalpa 20 1 Yes 9 visits No Health Facility 
Matagalpa 24 ---** Yes 9 visits No House 
Matagalpa 25 2 Yes 4 visits Yes Health Facility 
Matagalpa 27 ---** Yes 4 visits No House 
Matagalpa 28 6 Yes 7 visits No House 
Matagalpa 29 2 Yes 5 visits Yes Health Facility 
Waslala 20 3 Yes 2 visits No House 
Waslala 21 2 Yes 4 visits Yes Health Facility 
Waslala 22 3 No 0 visits No House 
Waslala 22 6 Yes 9 visits No House 
Waslala 23 3 No 0 visits No House 
Waslala 23 2 Yes 4 visits No House 
Waslala 23 2 Yes 9 visits No House 
Waslala 25 3 Yes 4 visits Yes Health Facility 
Waslala 28 4 No 0 visits No House 
Waslala 35 8 Yes 4 visits No House 
Waslala 36 7 Yes 5 visits No Health Facility 
Waslala 39 1+* Yes 9 visits Yes Health Facility 
* Women reported having more than one child but did not specify an exact number of children during the 
   interview 
** The number of children was not obtained in these interviews 
 
 
 

Table 1: Antenatal Care Utilization and Place of Delivery  
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“Yes, it is the most difficult- the money because I was alone. I did not have anyone to 
lend it to me to have money.” 26 year old mother, La Dalia 
 
 
“It was difficult because one saves money and sometimes you save the [money] but with 
other older children in classes I then returned to spending it and after, you have to save 
to return this money; you know you have to save.” 32 year old mother, La Dalia 
 
“If it is a boy it costs 200 cordobas and if it is a girl it costs 100 cordobas [with a 
partera].” 22 year old mother, La Dalia 
 
“They told me that I would [have to] pay and afterward they told me that I did not have 
to pay [and] that it would be relaxing there [at the casa materna].  Then I said ‘no it is 
better if I go home’.” 28 year old mother, Matagalpa 
 

Women’s intentions to utilize prenatal and delivery care were often impeded by 

their inability to cover the cost of transportation especially in an emergency situation.  

Women stated that emergency transportation options include: paying a neighbor with a 

car to transport a woman; paying for the gas for the community ambulance to transport a 

woman; calling on community members or the emergency transportation brigade to 

transport a woman, often in a hammock, to the nearest facility or to an available vehicle.  

The burden of accessing transportation was magnified by the challenge of traveling long 

distances alone along inadequate roads and in poor weather conditions.   

“I see that here if you do not have your [money] you have to die in the house because if 
there is no ambulance nor someone to take you…..In my [former] place there are many 
possibilities for a poor person but here- no. If someone does not have money or means 
she has to die in the house because here there is no one that will give it to you. We have 
to carry you or take you if there is a vehicle.” 28 year old mother, Waslala 
  
“There is an ambulance here but there is no gas and if you do not have [money] for gas 
you have to hold out here or die because before they would transport you, much before in 
the past year, but in this year the women who have been transported have had to pay 200 
cordobas for gas and those who don’t have 200 cordobas can not be transported. She has 
to look for how to borrow [money].” 32 year old mother, La Dalia 
 
“When it is winter time the roads become bad because, at least the main roads are bad, 
and so some [women] do not go. The centers are also closed, when one does not have 
someone to accompany her on the roads alone and bad people have gone out and for this 
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sometimes they do not go. Sometimes the buses are dangerous.” 25 year old mother, 
Matagalpa 

Familial support allowed women to overcome logistical barriers associated with 

seeking care.  A woman’s use of services was facilitated by her husband’s financial 

contribution and recognition of the importance of maternal health care.  Women 

frequently mentioned how husbands participated in securing monetary resources in 

preparation for the costs associated with transportation and care.  Informed and engaged 

husbands indirectly supported women’s utilization of services by bearing the burden of 

caring for their homes and children while women were seeking care.  Financial 

preparation and support at the familial level permitted women, especially those 

experiencing a first or second order birth, to access delivery services, including staying at 

the casa materna to avoid the risk of lacking emergency transportation. 

“Saving. Sell animals, staple foods, corn, beans to always have money for the moment 
when you go to the hospital, collect [money] for when your birth arrives.” 29 year old 
mother, Matagalpa 
 
“I was working but during the nine months of pregnancy I did not continue working but 
my husband was working far away so he sends me the money. He leaves me the money 
and when he does not come he sends it.” 22 year old mother, La Dalia 
 
“As always my mother accompanies me because I am always not well. I leave the house 
with my husband and the kids and he cares for them.” 28 year old mother, La Dalia 
 
Value of health care 
 

Women’s knowledge and acceptance of the importance of maternal health care 

and healthy pregnancy practices are shaped by previous experiences and their formal and 

informal communication within the community and households.  Many women who 

utilized maternal health services believed that care was important for reducing risks of 

complications and for ensuring the health of the unborn child.  Women, often those who 

delivered healthy babies, praised the quality of care and attention they received during 
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pregnancy and delivery.  Women specifically noted the importance of receiving vitamins, 

vaccinations and examinations during pregnancy and the benefits of such care in regards 

to the healthy delivery of the new baby. 

“Because in the health center they give you vitamins. They check you to see if the baby is 
well, how it is coming along. For this reason I go to the health center- to see how I am 
and the baby.” 23 year old mother, Waslala 
 
“Well yes because more than anything they always cared for me in the place that they 
sent me for the birth. I was attended to very well. They accompanied me and the baby 
was born healthy.” 20 year old mother, Matagalpa 
 
“Because for one who is older, it is not the same, it is not as if you are young [and] 
strong.” 23 year old mother, Waslala 
 
Security of health facilities 

Health facility based care increased women’s sense of security and safety which 

contributed to their perception of the value of institutional care and encouraged further 

utilization of services.  Women’s perception that facility based care provides a safe 

environment for receiving care evolved from the quality of care they received and their 

delivery outcomes with previous pregnancies. Many women who experienced 

complications with previous births or were low-parity had an increased fear and 

awareness of the risks involved in failing to seek care and thus sought care to avoid 

complications.  Prior experience with home births or unskilled or untrusted parteras made 

women aware of the added security of institutional delivery care.   

“More than any of the support, the greatest support of all is the support of the hospital 
because of the safe delivery.” 29 year old mother, Matagalpa 
 
“There are parteras who are prepared in the house but not all so sometimes I am afraid. 
Not all parteras are well prepared.” 32 year old mother, La Dalia 
 
“I decided because- for any emergency. Because if I needed an IV solution or blood or if 
the baby was born sick there is also a doctor.  Because if someone is born sick then they 
have to stay there. Because in the home, since the first [child] none were in the home 
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neither was this one, but if something occurred in the home it is not as if it were in the 
hospital.” 19 year old mother, Matagalpa 
 
“When a mother dies it is because she did not attend her prenatal visits at the health 
centers, because with my first son, he died because I started having pains in the house 
and they took me out of here and sent me to the hospital in community X. They told me 
that the baby was born sick and three days after he was born he died in the hospital in 
community X……Yes, I went to all of my visits, I went to those and to deliver, I went 
fifteen days before to the maternity house.” 21 year old mother, Waslala 
 
Communication 

Misconceptions, lack of knowledge and fear that are often products of sharing 

personal experiences and perceptions are overcome through clear and accurate 

communication within the family, community and health facility.  Many women stated 

that their knowledge of pregnancy and delivery practices came from the health workers, 

prior experience or from other more experienced women in the community, especially 

their mothers and mother-in-laws.  Open communication with one’s husband about the 

importance of seeking care also facilitated a woman’s utilization of services.  It was 

evident that the women who used the casa materna had received information from health 

workers or community members regarding the services offered and the purpose of the 

casa materna.  Women who acknowledged their fears of complications and risks related 

to poor maternal and infant outcomes often communicated their feelings and received 

encouragement to seek care to avoid complications.  A few women reported their desire 

to begin family planning to minimize the risk of complications due to birth spacing and 

high parity. 

“When one does not know she asks the parteras and the people, the older women. Some 
ask the older women who have had an abundance of children.” 29 year old mother, 
Matagalpa 
 
“My mother told me that we were going to the hospital because the second [pregnancy] I 
was very sick, so I went. I tell you that you can be very weak and also the birth can cause 
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you to hemorrhage and you can die.” 28 year old mother, La Dalia   
            
“Then every month my husband told me ‘today go to your [prenatal] visit. You have to go 
because it is important because you do not want to go to the hospital’ he says ‘but it is 
important to go to your [prenatal] visits because someone tells you how you are [doing].’ 
He never told me not to go.” 28 year old mother, Matagalpa 
 
“Where we live, a woman works there. She said that a pregnant woman that goes to the 
casa materna, goes to the health center. I went to the casa materna because there it is 
much faster to get a woman out and it does not take much time. Then I went with this son 
that I have now.” 30 year old mother, La Dalia 
 
“[In the hospital] because it scares me to stay in the house because I have seen women 
that die because they stayed in the house.” 18 year old mother, La Dalia 
 
“I think I am only going to have this baby. I am going to have injections because I am 
poor and my son was born somewhat sick.” 35 year old mother, Waslala 
 
Traditional practices 

Many of the women who did not seek prenatal or delivery care stated that they 

were not accustomed to using prenatal care and were familiar with delivering at home 

like other women in their families. These women often only experienced minor if not any 

complications during labor and delivery.  Women’s persistent disdain and distrust for 

health care workers, including parteras, strengthened their desire to rely on familiar, 

traditional forms of care. While a majority of people in Nicaragua maintain strong 

religious conviction, women often attributed health care seeking behaviors and both 

positive and negative outcomes of past experiences to fate.  Women’s strong fatalistic 

beliefs were used to justify failure to seek care and reflected a sense of limited control 

over health outcomes. 

“Because, realize that I did not want to go to the hospital because I am used to delivering 
in the house.” 23 year old mother, Waslala 
 
“No there was but she was old and I do not like her because she is a Sandinista.  
Sometimes because there is hardly ever a partera.” 35 year old mother, Waslala 
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“Afterward when the doctor checked on me I told him that I did not want to go because I 
still felt bad but I left because the people [at the hospital]  are very bad and because they 
didn’t have time for me the following day.” 28 year old mother, Matagalpa 
 
“No if you do not have money, you deliver alone. It is the will of God.” 22 year old 
mother, La Dalia 
 
“Thank God, I have not been affected [by complications].” 34 year old mother, La Dalia  
 
Previous experiences 
 

Women’s past experiences receiving poor quality of care or unclear information 

in health facilities influenced future behaviors. Women’s comments uncovered a lack of 

knowledge and understanding regarding healthy behaviors and complications due to poor 

or miscommunication with health professionals. Reported misdiagnoses or unclear 

communication between health workers and other women have led to delayed antenatal 

care visits and home deliveries.  Uncomfortable or negative past experiences receiving 

care including lack of attendance, excessive waiting times, lack of agency regarding 

one’s health and undergoing embarrassing physical examinations discouraged women 

from seeking care at health facilities.  A few women who experienced complications and 

had to deliver via cesarean section believed returning to the health facility for a future 

delivery would result in the same outcome.  Complications resulting after receiving care 

from a partera have detracted women from seeking future care at facilities or from 

parteras.   

“We came to our [prenatal] visits together and she came and they did not tend to her 
here and she had to go, the poor woman, and she spent all day here and left at four in the 
afternoon from here and arrived at home at eight at night and then said she would not go 
back because she says that no one attends to you in the [health] center and it is too full 
and there are not sufficient doctors so it is not easy.  So this is what one does not do, she 
does not go to the [health center].  She decided to stay in her house and if she were to die 
she would be there.” 40 year old mother, La Dalia 
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“Yes, the first months I did not come because when I arrived at five months or four 
months I began my visits but the doctor did not attend to me because he did not believe 
that I was pregnant and I went to community X and had an exam and afterward he did my 
visits (exams).” 25 year old mother, Matagalpa 
 
“She told me ‘no, I am not going to leave you there [at the casa materna] because you 
have a lot of time left. No, go to your house’…..I left from the center at 12 and arrived at 
the house and he was born at three in the morning.” 30 year old mother, La Dalia 
 
“During the pregnancy I only ate things to sustain the baby. Eat good things, buy 
vitamins to take. I only say it is better that I attended to myself because I didn’t look for a 
partera because with the first birth that was attended by the partera they did a cesarean 
section and because of this I remained scared to trust the partera.” 34 year old mother, 
La Dalia 
 
Shared information 

Women’s decisions to seek care were affected by prevailing rumors of other 

women’s adverse experiences, negative perceptions and shared misconceptions that 

remained uncorrected by health workers or other formal sources of information.  

Women’s fear of receiving vaccinations, being touched or examined by health workers, 

and taking unsafe transportation to reach a health facility prevented some women from 

attending prenatal visits.  Women reported that their fear of delivering in health facilities 

is related to the shared perceptions that delivering in a health facility causes illness or 

guarantees a cesarean section delivery. 

“Of course, but look, when we do not go to the hospital it is because there are women 
that instill fear in us.  Because look, for me I have been frightened of illnesses in the 
hospital, but I have not been brought to the hospital nor am I scared. Look at what one 
passes to another- the hospital attends to one, correct.” 22 year old mother, La Dalia 
 
“Because it troubles me because many women tell me that they were touching the tummy, 
they were lifting the dress and for fear of the vaccinations because I have been terrified 
of vaccinations until now since I am [family] planning because look at my age. I have 
never been at a boarding (in-patient) hospital.” 34 year old mother, La Dalia 
 
“Not in the hospital because they give you milk and milk is bad. They give you fatty 
ingredients and fatty ingredients are bad…..Cancerous tumors and vaginal cancers come 
from the fat.” 22 year old mother, La Dalia 
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“Because sometimes it scares me because they say that the hospital can cause a woman 
to swell. They leave you to bear it and so the other part is that it is painful and so the 
rural women, we visit [the health facilities] embarrassed, and then they tell me that the 
hospital will cause women to swell.  They tell me this and it scares me so I did not go to 
the hospital.” 40 year old mother, La Dalia 
 
Gender and Power Issues 

 Women’s lack of autonomy and mobility in the study region is illustrated by their 

need to receive permission from their bosses or partners to seek care.  Women working 

and living in haciendas or working outside of their own agricultural land or home 

reported having to receive permission from the bosses or managers to seek prenatal care.  

Women reported that men expressed jealousy if their wives were examined by a health 

practitioner, and as a result, women were not permitted to  seek care or chose not to in 

order to avoid potential violence or conflict.   

“Since I live alone working, out of necessity working in the kitchen, my bosses did not 
allow me to leave so I went on being pregnant and did not leave until I delivered……. My 
bosses were demanding and did not allow me to leave.” 28 year old mother, Waslala 
 
“When the husband tells her that she can not go….no, no, the woman can not go.  Then 
she has to stay and bear it.” 25 year old mother, Waslala 
 
“Sometimes because they are jealous…Jealousy perhaps because of not wanting the 
doctor to look at her or because he does not want [the doctor] to see her vagina.” 25 
year old mother, Waslala 
 
“When men hit us it is when we are with another man, right.  Thus we have to respect 
them and keep only one husband, because there are husbands that do not like when their 
wives speak to other men because there are husbands that get jealous, right. They may 
think ‘my woman is betraying me’, he hits me [and] we think that he is imagining things, 
thus the men cause- they take the right to hit their wives.” 22 year old mother, La Dalia 
 

Women were discouraged from accessing services because they feared straying 

from their role as caretaker by leaving their children, animals and homes unattended in 

order to commit a substantial amount of time to seeking care.  Community expectations 
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of a mother to act as the caregiver were reinforced by the husband’s demand for her to 

remain at home.  As a result of society’s acceptance of their husbands’ dominant role 

within the family, many women ascribed poor maternal outcomes to the husbands’ 

control over women’s health care utilization.  Women also mentioned that the degree of 

support a man provides throughout a woman’s pregnancy and delivery may vary 

depending on whether or not the new baby is his own biological child. 

“I did not leave because I felt sorry to leave the other children alone.” 22 year old 
mother, Waslala 
 
“Sometimes she dies because the husband does not allow her to go to her prenatal 
visits....The husbands do not allow them to go. They say to them that they have to care for 
the children in the house.” 25 year old mother, Waslala 
 
“What are you going to do? Here there is almost no support. He is the one that has to see 
how to do it. There are women whose men left them who have to go to work with this big 
belly. Notice that in my community a woman died because she was out working in the 
coffee fields but she had a man. But what happened was that he was not the father of her 
child she was about to have and during the entire pregnancy she was in the coffee fields 
and the child was born dead because she often wore a corset and she ignored her tummy 
when lifting the baskets.” 21 year old mother, La Dalia 
 
Discussion 

 This study examined the logistical and perceived barriers women confront when 

accessing maternal health services within the cultural context of Matagalpa, Nicaragua.  

The study has identified a range of logistical barriers to seeking care that have also been 

shown to be important in other countries and cultural contexts (Griffiths and Stephenson, 

2001; Osubor et al., 2006; Islam and Nielsen, 1993; Onah et al., 2006).  The findings 

indicate that financial obstacles, especially in relation to transportation, time constraints 

and the availability of health care staff and services influence women’s utilization of 

prenatal and delivery services.  While previous studies in Matagalpa have addressed 

logistical barriers, specifically at the health facility level, no study has previously 
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addressed the underlying social and cultural perceptions influencing a women’s 

utilization of services in this region (Benagiano and Thomas, 2003). 

 Women who perceive prenatal and delivery care to be relevant overcome the 

logistical barriers with the support of family members, most notably their husbands and 

mothers or mother-in laws.  Establishing financial savings, most often with the support of 

their husbands, timely preparation for delivery including staying at the casa materna, and 

arranging for a family member or friend to accompany her or to care for her other 

children facilitate the utilization of institutional maternal health services.  However, 

women’s utilization of prenatal care does not translate to institutional delivery care.  

While it appears that parity may affect a woman’s use of delivery services, the themes 

identified in the study did not clearly vary by women’s age or parity.  It is possible that 

low-parity women face fewer opportunity costs in relation to caring for additional 

children when seeking delivery services.  Some women’s intentions to seek delivery care 

may be thwarted by their failure to access or pay for emergency transportation or their 

inability to travel due to an extremely rapid labor.  However, these barriers do not 

completely explain the discrepancy between the use of prenatal services and the use of 

delivery services.  The data show that a range of socio-cultural factors may explain this 

disconnect between women’s utilization of prenatal and delivery services.  

Logistical barriers, which are a product of the political and economic 

environment, are easier to surmount than the intergenerational cultural influences in this 

region.  The varying degree to which women receive information regarding health care 

through formal and informal sources, including community women, health workers and 

partners, affects their utilization of services.  Furthermore, the level of encouragement 
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and promotion of healthy maternal health care seeking behaviors provided by those 

information resources, influence a woman’s ability to overcome the cultural barriers to 

seeking care.   

In the study setting, cohesive women’s networks within families and communities 

link women and their knowledge and experiences to one another.  The data reveal that 

women’s disclosure of past experiences, traditional practices and prevailing fears and 

misconceptions influence their attitudes toward prenatal and delivery care and their 

utilization of services.  Women often rely on the knowledge and advice of older, more 

experienced authority figures within their network to direct their health care seeking 

behaviors.  Women’s understanding of the importance of prenatal and delivery care is 

enhanced through positive personal experiences, established sense of security in health 

facilities, shared positive experiences and direct, comprehensive communication with 

health workers.  The disconnect between utilization of prenatal care and delivery services 

may be attributed to the difference between women’s collective familiarity and comfort 

with receiving prenatal care at rural health clinics and receiving delivery care in larger, 

more equipped health centers. 

 Women’s utilization of prenatal and delivery services are influenced by 

communal and individual perceptions regarding maternal care.  This study uncovers the 

shared cultural belief that a woman’s role is to be the caretaker of her children.  Women’s 

acceptance of their prescribed gender role as the passive caretaker of the family heightens 

the perceived opportunity costs of seeking care. For women, prenatal care is considered 

necessary primarily to ensure the health of a child rather than to protect one’s own health.  

Disconnect in how women view prenatal and delivery care in relation to the health and 
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security of their child exists, which may result in the difference in their utilization of 

antenatal and delivery services.  Further research is warranted to examine the external 

and internal construction of this caretaker role and the degree to which it extends to the 

unborn child.  Examination of how the expectations of other women and husbands 

influence women’s perceptions of her duties as a caretaker may shed light on women’s 

use of institutional delivery services and its importance on neonatal survival and overall 

child health. 

Nicaragua is a country in which machismo is manifested within the political, 

social and cultural environment and may be exposed in the behaviors of individual men 

(Sternberg, 2000).  According to Sternberg (2000), machismo is a dominant, dynamic 

component of a value system that justifies the subordination of women and governs the 

relationships among men in which women are considered “a form of currency.”  

Women’s acceptance of an idealized notion of motherhood and serving the family leaves 

them economically dependent on men.  This dependence grants men the authority, both 

in the work place and in the home, to dictate women’s mobility and autonomy in 

accessing maternal health care services.  A husband’s perception of the relevance of 

accessing maternal health services is an important factor influencing a woman’s health 

care seeking behavior.  While a previous study in Nicaragua revealed that men believe 

they have the right to decide when a woman should have children, further research 

regarding husbands’ perceptions and interpersonal communication regarding maternal 

health care is necessary toward understanding women’s health care seeking behaviors 

(Sternberg, 2000).            

 The study results should be considered within the scope of the limitations.  
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Interviews were only conducted with mothers seeking care for their child at a health 

clinic, thus the results are not necessarily representative of women who never seek care at 

health facilities.  An additional limitation of this study is the effect of a three month long 

strike five months prior to beginning the research on prenatal and delivery care practices.  

As with all research involving self-reported interview responses, there was the potential 

for recall bias most notably when women reported the number of prenatal visits they 

attended.  Furthermore, women who were accompanied by their husbands to the health 

facilities on the days of the interviews may have been hesitant to disclose details about 

their relationships with their husbands.  As a result, the gender power dynamics at the 

household level may not be completely understood. 

Conclusion 

This study highlights the logistical and socio-cultural barriers impeding women’s 

utilization of maternal health services in Matagalpa, Nicaragua. An improved 

understanding of community and individual preconceptions about the content of prenatal 

care, quality of services, and women’s health needs may contribute to an increase in 

utilization and effectiveness of maternal health services.  Research and public health 

interventions must target women’s networks and the information being communicated 

within those interpersonal relationships.  

Investigating women’s concerns regarding quality of care and lack of 

communication between health workers and patients may improve services and increase 

consumer confidence.  The high level of utilization of prenatal care services provides an 

opportunity to improve the content and effectiveness of prenatal care while encouraging 

healthy maternal care practices including delivering in health facilities.  Alleviating 
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misconceptions and fears and reducing the maternal health knowledge gap during 

prenatal care may contribute to an increase in the utilization of delivery services.  

Communication with women specifically regarding their expectations and perceptions of 

health facility deliveries could improve community awareness regarding the importance 

of delivery services in regards to the health of their unborn children.  Prenatal care visits 

should also be used to educate women on how to circumvent facing logistical barriers at 

the time of delivery.  This study highlights how men’s financial power and women’s 

acceptance of their passive gender role limits women’s agency in their own health care.  

In order to maximize community understanding and acceptance of maternal health 

services, interventions must target men without fostering additional male empowerment 

related to the control of women’s health seeking practices.   
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CHAPTER IV: PUBLIC HEALTH RECOMMENDATIONS 

This study investigated the interchange of social, cultural and economic barriers 

influencing women’s decisions to utilize maternal health services in the Department of 

Matagalpa, Nicaragua.  Women value the contribution of prenatal care to the health of 

their unborn children; however, there is disconnect between their use of prenatal care and 

institutional delivery services.  The findings reveal a range of socio-cultural factors and 

perceptions at the community, household and individual level that affect women’s use of 

maternal health services especially delivery care.  Current Ministry of Health and NGO 

intervention strategies attempt to address a few of the socio-cultural and logistical factors 

impeding women’s use of services; however, future interventions need to increase 

awareness of services, reduce misconceptions regarding the services, and ensure that 

effective care is provided.   

Recommendation 1: Enhanced prenatal care services to include a counseling and 

educational component at the clinic and household levels 

 Current levels of utilization of prenatal services among women in the Department 

of Matagalpa are encouraging.  Incorporating prenatal and delivery education and 

counseling into standard prenatal visits will allow health workers to address women’s 

questions and misconceptions regarding care and delivery.  Discussions regarding 

pregnancy and postpartum danger signs, adequate nutrition during pregnancy, delivery 

care services, casa materna utilization and postpartum care could inform women about 

adequate care and the types of services available, while initiating a dialogue about 

concerns women may have regarding these topics.  In addition, community health 

workers could work with women to establish delivery day plans including financial 
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savings plans, transportation and child care.  Educating women not only about the 

importance of prenatal care but also institutional delivery care in the context of the health 

and safety of their child would be an important component of this education.  Education 

and counseling may minimize the intergenerational factor by facilitating the transition in 

which women’s health seeking behaviors shift away from the risky behaviors of women 

in the generation before them. 

Currently rural health facilities are often understaffed by trained health workers, 

thus in order to introduce an effective education and counseling program while 

continuing to encourage repeat use of services, trained local community health workers 

or brigadistas could be based at health posts to reduce the workload of the physicians or 

nurses stationed at the health clinic.  While community health meetings do occur at health 

posts, many women expressed not having the time to attend or not being aware of the 

meeting.  Incorporating this vital education and opportunity to engage in dialogue with 

mothers during their prenatal visits could allow for the transfer of important, accurate 

information and help to increase their utilization of delivery services.  In addition to 

training and mobilizing community health workers, increasing the number of female 

physicians or nurses conducting exams and facilitating the deliveries may reduce 

women’s embarrassment and male jealousy in relation to maternal health care.   

The Ministry of Health and CARE Birth Plan Strategy has attempted to mobilize 

community health workers by designating one birth plan specific brigadista to conduct 

household visits within their community.  However, more emphasis on training and 

monitoring the Birth Plan brigadistas may ensure that women not currently utilizing 

services receive community support and information necessary to make informed 
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decisions regarding maternal care. Child survival programs in this region have 

successfully trained health brigadistas to conduct vaccination campaigns and weigh 

children in the community, thus the Ministry of Health, should continue to promote the 

use of trained Birth Plan brigadistas.  These trained brigadistas should be responsible for 

educating and counseling women on the same information that would be received at 

health clinics during prenatal care visits.  By selecting natural leaders in the communities 

to serve as brigadistas, this program would continue to work with the established 

women’s networks while developing ongoing trust among women.  Community health 

workers must target all women at the household level during these home visits not solely 

pregnant mothers so as to minimize the conflicting messages that a pregnant woman may 

receive from other women in the community.  

Recommendation 2: Maternal health education for men at the household and 

community levels 

 The decision to utilize prenatal and delivery care services is largely controlled by 

a woman’s husband.  The cultural and economic context in which this study was 

conducted disempowers women from having the authority to make decisions regarding 

their own health care.  While a previous study in Nicaragua indicates that husbands 

respect their role as a provider and loving father, it is necessary that they understand how 

maternal health services contribute to the health of their unborn children (Sternberg, 

2000).  It is particularly important that men be as informed as women regarding safe 

pregnancy and delivery practices since they maintain the financial power to control 

women’s access to services.  Trained male community health workers could facilitate this 

dialogue among men in the community which in turn may ignite household level 
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discussions between the husband and wife about the importance of prenatal care and 

delivery preparation.   

 Involvement of men in maternal health intervention programs has been questioned 

due to the complexity of the underlying cultural barriers and the risk of further 

empowering men at the household and community level.  Constant reinforcement of the 

importance of maternal health services in ensuring the health of the new child will be 

crucial to initiating this dialogue around a topic that is generally considered women’s 

territory.  Men must be convinced that maternal health services are beneficial for their 

child in order for them to actively encourage and support their wives’ utilization.  Rather 

than attempting to minimize male control at the household level, this education would 

encourage men to be proactive by positively contributing to the health of the unborn 

children.   

 The Ministry of Health and CARE Birth Plan Strategy encourages women to 

speak with their husbands about their pregnancy and delivery preparation. Male 

brigadistas and transportation brigade members are community leaders who have ideally 

promoted male acceptance of prenatal and delivery services throughout the community.  

Increased community outreach by health workers to explain the components of maternal 

health care and to provide accurate information regarding the necessary preparation and 

care during pregnancy, delivery and postpartum is an important step that needs to occur 

before many women feel comfortable openly discussing this issue with their husbands.  

Recommendation 3: Further research on community and individual perceptions 

influencing women’s utilization of health services 

Community and individual perceptions are often deeply ingrained in the cultural  
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context of a society and further research especially in relation to male perceptions is 

merited to improve and target intervention strategies.  The inclusion of men in maternal 

health programs has been highly debated, thus ongoing research and comprehensive 

monitoring and evaluation of the programs involving men must occur to completely 

understand the male influence on women’s utilization of maternal health services.   

 Women’s limited financial power in these rural areas is a principal factor that 

inhibits their use of health services.  Empowering these women to communicate with 

their husbands regarding their health care and to increase their agency and mobility is a 

sensitive and challenging undertaking.  Empowering women through the development of 

microfinance programs is a strategy that is currently being implemented and researched 

around the developing world (Khan, 1999; Pro Mujer, 2007; Chowdhury et al., 2006).  

Pro Mujer is a women’s development organization that has worked in other regions in 

Nicaragua to establish sustainable microfinance institutions that offer credit and training 

programs geared to the needs of poor, undereducated women (Pro Mujer, 2007).  

Formative research regarding these programs, which would challenge the current cultural 

power dynamics in the study region, and their potential to be effective in positively 

empowering women to utilize health services in the rural areas is necessary before 

implementing the programs. 

Recommendation 4: Additional recommendations in relation to the Birth Plan 

Strategy 

The Ministry of Health and CARE Birth Plan Strategy currently being 

implemented in the Department of Matagalpa incorporates many of the recommendations 

derived from this study.  However, as previously mentioned, in order to be successful and 
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measure the progress of this strategy, specifically, its effectiveness in improving 

women’s utilization of prenatal and delivery services, accurate monitoring and evaluation 

must be conducted.  The strategy aims to improve the knowledge of women and men 

regarding pregnancy and delivery preparation and care while also improving 

communication among partners and between women and health workers.  This is a 

valuable goal, however, the study reveals that communication and knowledge gaps still 

remain and continue to prevent the utilization of maternal health services.   

Women’s comments reveal that the use of the Birth Plan Ficha (card) has the 

potential to improve awareness of pregnancy, delivery and postpartum danger signs.  

Unfortunately when asked, many women could not explain the overall importance of the 

card in relation to their birth preparation.  Many women mentioned that the brigadista did 

not discuss the various components of the card with them during home visits and many 

women did not receive home visits from a brigadista during their pregnancies.  Some 

women reported never receiving the card from a health worker during a prenatal visit, 

while others who did obtain the card, reported that health workers did not use the card as 

a counseling tool by explaining its components including the existence and purpose of the 

casa maternas. Standardized communication regarding the card and frequent monitoring 

across health facilities are necessary to ensure the effectiveness of the strategy in 

informing women and their families about maternal health care and initiating a dialogue 

between family members. This plan relies on providing and discussing the card and the 

transfer of knowledge to women to facilitate household level conversations about 

maternal health care and birth preparation. However, data reveals that many women 

continue to lack financial and social authority to access care and remain submissive to 
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their husbands.  It is unlikely that in such a context women may initiate conversations 

regarding their care or defend their right to seek care without prior community 

mobilization and education of men. Therefore, more targeted efforts to engage men and 

to continually address the information on the Birth Plan card through prenatal and home 

visits may improve the effectiveness of the overall strategy.  
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Infant Survival Project/ Ministry of Health and CARE Matagalpa 
Systematization of the Birth Plan Strategy 

 
Instrument Number 1 

Interviews with mothers who have utilized the Birth Plan 
 
Date_______________________   Interviewer__________________ 
 
Municipality________________ 
 
 
Greeting and Consent 
 
I. Initial Situation 

1) How old are you?  

2) Which municipality do you live in?   

3) How many months old is your baby?  

4) What are your thoughts regarding when a mother dies while she is pregnant or 

giving birth? 

5) How does this type of death affect the community and families? 

6) What are some of the causes that lead to the death of a mother? 

7) How did you prepare for you birth(s) before you knew about the Birth Plan? 

8) What do you understand or know about the Birth Plan? Why did you create a 

birth plan? 

 

II. The Birth Plan Strategy 

9) Can you tell me what you and your family did to create your Birth Plan? 

10) Can you tell me how people in your family and the community helped you to 

make your birth plan? What type of help did you receive? 

11) Where did you give birth to your child and who was present during the birth? 

Who accompanied you to the birth? 

12) Did you have complications during your pregnancy or birth? Yes or No. Answer 

No: go to question 13. Answer yes: What type of complications did you have. 

How did you resolve (handle) these complications?  
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13) Did you go to your prenatal check-ups? If the answer is yes- where did you have 

your check-ups (in your home or in the clinic)? What made it easy for you to 

attend your check-ups? What difficulties did you have when trying to go to your 

check-ups? If the answer is no go to question 14. 

14) What information have you received about: 

-pregnancy, birth and postpartum care? 

-pregnancy, birth and postpartum danger signs?  

How did you receive this information? 

15) How did you carry out your Birth Plan and who helped you?  

16) Why did you decide to actually carry out your Birth Plan?  

17) Have you received support for your Birth Plan from the health volunteers? If the 

answer is yes: What type of support have you received? How many times did they 

visit you? Did they provide you with information and what type of information?  

If the answer is no go on to question 18. 

18) What do you consider are the responsibilities of the health volunteers in the 

community? 

19)  The Birth Plan Card guides us in: 

-attending prenatal check-ups 

-deciding and finding who will accompany you to the health clinic a head of time 

-deciding and looking for who will take care of the house and children a head of 

time 

-thinking and deciding the name of your son or daughter a head of time 

-savings for the costs 

-deciding where to give birth a head of time 

-deciding a head of time where to stay before the actual birth 

-deciding a head of time how you will leave in the case of an emergency 

What parts of this card and your preparation of the Birth Plan were the easiest to 

do and why?  What was the most difficult and why? 

20) Does a method exist in your community for transporting a woman who has a 

pregnancy or birth emergency? Yes or No. If yes- did you need to use this 

method? How does this function in your community? If No- go to question 21. 
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21) Do you know about the “Casa Materna”? If the answer is yes- Can you explain to 

me what activities go on there? Did you use the Casa Materna when you were 

going to have your baby? 

22) Where did you deliver your last baby? Why did you decide to deliver in that 

place? 

23) How much time before you gave birth did you have when you decided to go to the 

health facility (only ask this of the mothers who delivered in a health facility) 

24)  What difficulties do women in your community face when trying to go to a 

health facility to attend to their pregnancy, birth or postpartum period? What 

difficulties would you have in order to leave in time to receive attention for your 

birth? 

25) What do you and your family do to have the money necessary to cover the costs 

of your pregnancy and birth? The Birth Plan includes a family savings, how did 

your family save? What difficulties did you have? 

26) What does your community do to help a pregnant woman and her family when 

they do not have the economic resources necessary to prepare for her pregnancy 

and birth?  

27) How did  your Birth Plan benefit: 

-you? 

-your family? 

-your baby? 

28) What recommendations would you give to improve the Birth Plan? 

29) If you became pregnant again would you make a Birth Plan and why? 

30) What health activities have been developed in your community? 

31) In which of these activities have you participated? 

 

“Thank you for your time and your help with this interview.” 
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Infant Survival Project/ Ministry of Health and CARE Matagalpa 
Systematization of the Birth Plan Strategy 

 
Instrument Number 2 

Interviews with mothers who have not utilized the Birth Plan 
 
Date_______________________   Interviewer__________________ 
 
Municipality________________ 
 
 
Greeting and Consent 
 
I. Initial Situation 

1) How old are you?  

2) Which municipality do you live in?   

3) How many months old is your baby?  

4) What are your thoughts regarding when a mother dies while she is pregnant or 

giving birth? 

5) How does this type of death affect the community and families? 

6) What are some of the causes that lead to the death of a mother? 

7) What do you understand or know about the Birth Plan? Why did you not create a 

birth plan? 

 

II. The Birth 

8) How did you prepare for your pregnancy and birth(s)? 

9) Where did you give birth to your child and who was present during the birth? 

Who accompanied you to the birth? 

10) Did you have complications during your pregnancy or birth? Yes or No. Answer 

No: go to question 11. Answer yes: What type of complications did you have. 

How did you resolve (handle) these complications?  

11) Did you go to your prenatal check-ups? If the answer is yes- where did you have 

your check-ups (in your home or in the clinic)? What made it easy for you to 

attend your check-ups? What difficulties did you have when trying to go to your 

check-ups? If the answer is no go to question 12. 
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12) What information have you received about: 

-pregnancy, birth and postpartum care? 

-pregnancy, birth and postpartum danger signs?  

How did you receive this information? 

13) Did someone inform you of and invite you to make a Birth Plan? Yes or no. If no 

go on to question 14 if yes- Why did you not make a Birth Plan?  

14) What did you and your family do to prepare all that was necessary for the day of 

your birth? 

15) What did you and your family do to obtain the economic resources necessary for 

your pregnancy and birth? 

16) What does your community do to help a pregnant woman and her family when 

they do not have the economic resources necessary to prepare for her pregnancy 

and birth?  

17) How do you think you and your family would deal with an emergency during 

your pregnancy, birth or postpartum period? 

18) Does a method exist in your community for transporting a woman who has a 

pregnancy or birth emergency? Yes or No. If yes- did you need to use this 

method? How does this function in your community? If No- go to question 19. 

19) Do you know about the “Casa Materna”? If the answer is yes- Can you explain to 

me what activities go on there? Did you use the Casa Materna when you were 

going to have your baby? 

20) Were you satisfied with your birth and the preparation for your birth and why? 

21) Would you like more information about how to prepare for your pregnancy and 

birth? What type of information would you like to know? 

22) If you became pregnant again would you make a Birth Plan and why? 

23) What health activities have been developed in your community? 

24) In which of these activities have you participated? 

 

“Thank you for your time and your help with this interview.” 

 
 


