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Abbreviations
EZLN

Ejército Zapatista de Liberación Nacional; Zapatista Army of National
Liberation. The military wing of the Zapatista Movement.

IMSS

Instituto Mexicano de Seguro Social; Mexican Social Security Institute. This is
one component of the Mexican public health system (The SSA is the other).
The IMSS was formed in 1973 to provide social security for Mexican workers
and became actively involved in Chiapan reproductive politics in the 1990s.

NAFTA

The North Atlantic Free Trade Agreement is a free trade agreement between
Canada, the United States and Mexico. The armed Zapatista uprising of
January 1, 1994 was timed to coincide with the day that NAFTA went into
effect, signaling the Zapatistas’ disapproval of the treaty.

OMIECH

Organización de Médicos Indígenas del Estado de Chiapas; Indigenous
Doctors’ Organization of the State of Chiapas. This was one of the first nongovernment indigenous institutions to organize around indigenous health
issues. The OMIECH was founded in the 1980s.

Oportunidades IMSS program started in 1997 (then named IMSS-Solidaridad) to coordinate
interdisciplinary approaches to improving education, health and nutrition.
SINAIS

Sistema Nacional de Información en Salud; National Health Information
System. This is one of the federal institutes that records health statistics,
including maternal mortality, from across Mexico.

SSA

Secretaría de Salud; Mexican federal Department of Health. This is one
component of the Mexican public health system (The IMSS is the other)

SSAZ

Sistema de Salud Autónoma Zapatista; Autonomous Zapatista Health
System. This is the name the Zapatistas have given to their alternative health
system, composed of hospitals, clinics, microclinics and lay health
promoters.
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Chapter 1: Introduction
Somos producto de 500 años de luchas: primero contra la esclavitud, en la guerra de
Independencia contra España encabezada por los insurgentes, después por evitar ser
absorbidos por el expansionismo norteamericano, luego por promulgar nuestra Constitución
y expulsar al Imperio Francés de nuestro suelo, después la dictadura porfirista nos negó la
aplicación justa de leyes de Reforma y el pueblo se rebeló formando sus propios líderes,
surgieron Villa y Zapata, hombres pobres como nosotros a los que se nos ha negado la
preparación más elemental para así poder utilizarnos como carne de cañón y saquear las
riquezas de nuestra patria sin importarles que estemos muriendo de hambre y enfermedades
curables, sin importarles que no tengamos nada, absolutamente nada, ni un techo digno, ni
tierra, ni trabajo, ni salud, ni alimentación, ni educación, sin tener derecho a elegir libre y
democráticamente a nuestras autoridades, sin independencia de los extranjeros, sin paz ni
justicia para nosotros y nuestros hijos.
Pero nosotros HOY DECIMOS ¡BASTA!...
~Comandancia General del EZLN, “Declaración de la Selva Lacandona”

We are the product of 500 years of struggle: first against slavery, in the War of
Independence against Spain led by insurgents; then to avoid being absorbed by American
expansionism; later to enact our Constitution and expel the French empire from our shores;
finally when the Porfirio [Díaz] dictatorship denied us the just application of the Reform laws
and the people rebelled, Villa and Zapata arose, poor men like us. We have been denied the
most elemental preparation, that they may use us as cannon fodder and pillage the wealth
of our nation. To them it matters not that we are dying of hunger and curable diseases; it
matters not that we have nothing, absolutely nothing, neither a decent roof, nor land, nor
work, nor health, nor food, nor education. We don’t have the right to freely and
democratically elect our leaders; we don’t have freedom from foreigners; we don’t have
peace or justice for ourselves and our children.
But today we say ENOUGH IS ENOUGH!...
~General Command of the EZLN, Declaration of the Lacandón Jungle
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Background
On January 1, 1994 the Zapatista Army for National Liberation (Ejército Zapatista de
Liberación Nacional or EZLN) captured the world’s attention by seizing control of the
Mexican state of Chiapas, including the cities of Ocosingo, Oxchuc and San Cristóbal de las
Casas. Although the uprising was timed to coincide with the day the North American Free
Trade Agreement (NAFTA) went into effect, the issues the EZLN sought to address were
much older and ran much deeper than this agreement. In the simultaneously released
Declaration of the Lacandón Jungle (Declaración de la Selva Lacondona), the EZLN traced
their grievances back through 500 years of exploitation and domination, citing old and new
injustices ranging from attempted genocide to slavery to resource deprivation as the reasons
for their rebellion. And so, a group of indigenous Maya peoples (largely Tzetales, Tzotziles,
Tojolobales, Choles, Zoques and Manes) rose up to construct a new society that would
confront these issues head on.
While the Zapatista uprising was initially focused on Chiapas, the inequalities they
were fighting were (and still are) known worldwide. And although most commentators on
Zapatismo trace the roots of the rebellion to conflicts over indigenous land rights, the
communities’ poor health and inability to access healthcare providers is also one of the
foundational issues. This is evidenced by the communities’ attempts to provide and use nonstate health care even before the rebellion.1 One of the first Zapatista initiatives consisted of
building health institutions (hospitals, clinics and community health centers) that would
provide dignified care to the most marginalized members of Chiapan society, specifically
poor indigenous peoples. Women, in particular, have benefitted from these health
institutions, but the extent to which they have benefitted is not well documented. This study
analyzes both quantitative and qualitative data to examine the extent to which the Zapatista
uprising has reduced barriers to reproductive and maternal health care for rural, indigenous
1

Alicia Ely Yamin et al., Health Care Held Hostage: Human Rights Violations and Violations of Medical
Neutrality in Chiapas, Mexico (Boston: Physicians for Human Rights, 1999).
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Chiapan women. I evaluate the Mexican Government system (composed of two distinct
parts, the Secretaría de Salud (SSA) and the Instituto Mexicano de Seguro Social (IMSS)) and
the autonomous Zapatista health system (Sistema de Salud Autónomo Zapatista, or SSAZ) to
see which best addresses various barriers to care. I also briefly address the impact of these
two systems in terms of maternal mortality data. My findings suggest that the SSAZ’s
emphasis on increasing indigenous women’s access to health services (by building clinics in
traditionally underserved areas, working to circumvent militarization of health facilities and
removing linguistic and cultural barriers to health services) has positively impacted
indigenous women’s reproductive and maternal health.

Methodology
This study compares the experiences of Chiapan women in SSAZ health institutions
(hospitals, clinics, health centers) to those in Government ones, with regards to their
maternal and reproductive health. I use both quantitative measures (e.g. number of
available health professionals) and qualitative data (e.g. women’s experiences
with/perceptions of the different health care options) to analyze the differences between
the two in terms of providing indigenous women with needed medical services. Based on
the evidence produced by studies on the impact of inequality on health, the Zapatista’s
focus on gender parity can be expected to result in both improved access to healthcare for
women and better overall health among women in the community, in spite of the severe
barriers to care presented by geographic isolation and crushing poverty.
The quantitative data were collected from a range of non-governmental and
governmental sources. The qualitative data are a mix of research previously published by
other authors (including some by the Zapatistas themselves in the forms of women’s
conferences and written communiqués) and my own unpublished work. This piece is
intended as an exploratory study on the impact of egalitarian politics in the construction of
health systems. That is, has the Zapatistas’ focus on empowering the most marginalized led
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to the creation of a health system that actually addresses the needs of oppressed
communities? Or has the construction of SSAZ merely replicated the same lines of
domination and oppression that previously existed within the Government health system?
Despite its limited scope, this study constitutes a serious investigation into the impact of
egalitarian politics and constructions of society on health in developing nations.
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Chapter 2: Literature Review
From the depths of poverty
In 1990, Chiapas was the one of the poorest states in Mexico, matched only by other
states with large indigenous populations, such as Oaxaca and Guerrero. The majority of the
Chiapan population was involved in subsistence agriculture with 80.08% of the employed
population making less than twice the minimum wage. Living conditions were worse for
indigenous Chiapans: 74% of interviewed rural Tzotzil and Tseltal households did not have
enough land to grow sufficient quantities of food for basic household consumption (set by
the Economic Commission for Latin America (CEPAL) as four hectares per growing season).2
Conditions have improved since then, but overall the population continues to suffer from
high levels of social, political and economic marginalization (Table 1).3

Table 1: Grade of Marginalization Comparison – Chiapas, Guerrero and Oaxaca4
State

Chiapas
Guerrero
Oaxaca
Chiapas
Guerrero
Oaxaca

Total
Lack
Lack
Lack
Suffer from
Population Sewage
electricity running overcrowding
System
water
Grade of Marginalization Data (1990)
3,210,496 42.66%
34.92%
42.09% 74.07%
2,620,637 50.48%
22.63%
44.03% 69.94%
3,019,560 45.49%
23.81%
42.21% 69.94%
Grade of Marginalization Data (2010)
4,796,580 5.06%
3.82%
22.37% 53.90%
3,388,768 19.58%
4.38%
29.79% 50.18%
3,801,962 4.01%
4.93%
23.66% 46.53%

Total grade of
marginalization

Very High
Very High
Very High
Very High
Very High
Very High

2

Consejo Nacional de Población, Desigualdad Regional y Marginación Municipal en México, 1990.
(Mexico City: Consejo Nacional de Población, 1994): 85-115.
3
Some argue that these improvements are a direct result of the Zapatista uprising in 1994. Others
believe that the improved standards of living are due to Government policy , such as NAFTA. The
reality probably lies somewhere in between; the counterinsurgency efforts in Chiapas have led to
electrification and other modernizations that have not been pushed to the same extent in Oaxaca and
Guerrero.
4
Consejo Nacional de Población, Desigualdad Regional y Marginación Municipal en México , 1990.
(Mexico City: Consejo Nacional de Población, 1994): 70; Consejo Nacional de Población, Índice de
Marginación por Entidad Federativo y Municipio 2010 (México, Distrito Federal: Consejo Nacional de
Población, 2011) p. 26.
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The State’s rugged and varied geography does little to balance out these
inequalities. The best lands are controlled by a few large landowners while the indigenous
population is concentrated in the mountainous northern half of Chiapas (Figure ).The lush,
coffee growing regions of la Fraylesca and Soconusco were consolidated under German
plantation owners two centuries ago and largely remain in the same hands today. The
flatter, more temperate Centro region is mostly held by cattle farmers. Most indigenous
farmers live in mountainous Norte and Los Altos region around San Cristóbal de las Casas
and Yajalón, having been forcibly removed by conquering Spaniards and later, wealthy
mestizo ranchers from their flatter and more fertile historic homelands. Others live in the
tropical lowland Selva region, whose lands seem fertile but whose soil is actually nutrientbare.
Figure 1: Geographic Regions in Chiapas5

5

Centro de Investigaciones Económicas y Políticas de Acción Comunitaria (CIEPAC), Untitled [map],
accessed October 22, 2011 http://www.ciepac.org/mapas/sociales.php.
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Movement through the mountainous regions is slow and laborious. It may take
hours or days to cross apparently short distances due to elevation changes and the poor
quality of roads. In 1994, when the Zapatista uprising began, there were only three roads
leading into Chiapas.6 Today, nine principal highways cross the Chiapan border. Sections of
these roads have been improved to multiple-lane freeways, most notably just outside of
Comitán de Domínguez, a known Zapatista stronghold. The Zapatistas and their supporters
argue that these road improvements serve the military, not the Chiapan population since
parallel improvements have not been made to roads not used by military forces.
Figure 2: Distribution of Chiapas' Indigenous Population, 20057

6

Subcomandante Insurgente Marcos, “A Storm and a Prophecy: Chiapas: The Southeast in Two
Winds” (August 2002), available in Our Word is Our Weapon: selected writings ed. Juana Ponce de
León (New York: Seven Stories Press, 2001) p. 22.
7
Comité Estatal de Información Estadística y Geográfica (CEIEG), Indigenous presence by municipality,
2005 [map], “Comité Estatal de Información Estadística y Geográfica” accessed October 23 , 2011
http://www.ceieg.chiapas.gob.mx; author’s translation.
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Roads are not the only evidence of Chiapas’ social and economic marginalization.
The Mexican census bureau CONAPO’s (Consejo Nacional de la Población) Regional
Inequality and Municipal Marginalization, 1990 report – which measured marginalization
along parameters of education, housing, population distribution and household income –
highlighted Chiapas as one of the most marginalized states in Mexico, along with Guerrero
and Oaxaca (two other southern Mexican states with significant indigenous populations).
According to the 1990 data, Chiapan municipalities with a high percent indigenous
population suffered from higher grades of marginalization than other, less indigenous
municipalities. Indigenous Chiapans presented higher levels of illiteracy, household
overcrowding and poverty than their non-indigenous counterparts. They were also more
likely to be involved in subsistence farming, although most indigenous Chiapan farmers did
not have enough land to properly feed their families, much less gain any additional income.8
The most marginalized areas in 1998 were generally areas with a substantial indigenous
presence (

8

Consejo Nacional de Población, Desigualdad Regional…, p. 115.
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Figure ). This is due in part to the low fertility of the mountainous lands held by indigenous
farmers and in part to larger structural issues such as the politics of land division between
indigenous and non-indigenous farmers as well as labor organization structures dating back
to the colonial period.
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Figure 3: Index of Marginalization, 1998, pre-floods9

In spite of improvements in living conditions in Chiapas since 1990, more of the
state’s municipalities were classified by the Mexican Government as having “Very High” or
“High” grades of marginalization in 2005. As compared with the data from 1990, the
calculations from 2005 rely heavily on economic indicators, rather than health indicators.
The increase in poverty (defined as earning less than twice the federal minimum wage)
throughout the state is a major contributing factor. The increasing income gap between the
rich and the poor is another crucial indicator. While a number of areas that were once
classified as moderately marginalized are now considered highly marginalized, the
indigenous regions of the state were and still are very highly marginalized areas. Living

9

Centro de Investigaciones Económicas y Políticas de Acción Comunitaria (CIEPAC), Grados de
Marginación Municipal en Chiapas [map], accessed October 22, 2011
http://www.ciepac.org/mapas/sociales.php; author’s translation.
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conditions may have improved somewhat, but comparatively the indigenous are still
marginalized and underserved by the State social services.
Figure 4: Index of Marginalization, 200510

Citing Government statistics, Pablo Casanova Henríquez argued in an opinion piece
to the Mexican newspaper La Jornada that the average Kenyan or Mozambican was better
off than the average Chiapan in the 1980s, viewed in terms of malnutrition, diarrheal
disease, pneumonia and parasite-infestation, among other health indicators.11 Throughout
the 1990s, maternal mortality rates fell throughout Mexico, but in Chiapas they rose (see

10

CEIEG, Index of Marginalization, 2005 [map], “Comité Estatal de Información Estadística y
Geográfica” accessed October 23, 2011 http://www.ceieg.chiapas.gob.mx; author’s translation.
11
Pablo González Casanova Henríquez, "El Zapatismo Avanza Ante El Desastre." La Jornada January 24
2009, sec. Opinion, Accessed February 16, 2011
http://www.jornada.unam.mx/2009/01/24/index.php?section=opinion&article=017a1pol .

16 | P a g e

Table 2). Education and housing statistics were equally dire. With numbers such as these, it
is surprising not that the Zapatistas rebelled but rather that they waited so long to do so.
Table 2: Maternal Mortality Ratio (per 100,000 live births)
Year

National

Chiapas

Year

National

Chiapas

1990

54

49

1994

48

59

1991

51

55

1995

53

65

1992

50

63

1996

48

59

1993

45

53

1997

47

63

Source: SSA/DGEI, Mortalidad 1990-1997.
The vast majority of outside analysis of the Zapatistas focuses on their political
project (construction of radical democracy) rather than the social, economic or medical
projects that the autonomous Zapatista communities have undertaken. Given the primacy of
health issues to the Zapatistas themselves (community health projects were started in
Zapatista communities even before the 1994 uprising12), the dearth of scholarly work
addressing the Zapatistas’ autonomous health project presents a huge gap in the literature.
Indeed, the radical philosophy underpinning the Zapatista political project is equally evident
in the health project, just as it was in the Sandanista health project in Nicaragua and the
rebel Salud Popular (“Popular Health”) of El Salvador.
This study focuses on the impact of that radical philosophy on the health of Chiapan
communities. In particular, this study addresses the impact of Zapatismo on indigenous
women’s access to reproductive and maternal healthcare services. Despite the primacy of
women’s health to the Zapatistas themselves, these topics are often neglected in scholarly
work on the Zapatista Movement. Therefore this study contributes valuable new knowledge
on women’s health within the Movement while analyzing an alternative to both privatized
healthcare and federal government-provided health services.
12

Yamin, et al. “Health Care Held Hostage…”
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The legacy of popular health
The Zapatistas are not the first group to demand better health services. Nor are
they the first to suggest that health systems should take a radical, deliberately egalitarian
approach. Friedrich Engel and other leaders in the English Sanitary Movement spelled out
the idea of health as a human right in the mid-19th century.13 The right to health was
institutionalized in Article 25 of the 1948 United Nations Universal Declaration of Human
Rights, which reads:
Everyone has the right to a standard of living adequate for the health and wellbeing
of himself and his family, including food, clothing, housing and medical care and
necessary social services and the right to security in the event of unemployment,
sickness, disability, widowhood, old age or other lack of livelihood in circumstances
beyond his control.14
In 1960, the International Covenant on Economic, Social and Cultural Rights reaffirmed the
human right to health and created an obligation for the State to act to improve health
conditions for the entire population. For many revolutionary groups, particularly in the Latin
American context, the ICESCR health mandate was a tool to help bring down right-wing
dictators. If “health as human right” was a codified part of international law, then a
government’s failure to provide equitably-distributed, high-quality health care was a
violation of human rights. A government that violated human rights had violated the social
contract. Thus, deposition of that government would be just.
Within the Latin American context, Cuba was the first country to take this to heart.
Although improving health was not explicitly one of the aims of Castro’s revolution, it played

13

Mervyn Susser, “Health as a Human Right: an epidemiologist’s perspective on the public health ,”
The American Journal of Public Health 83, 3 (1993): 419.
14
United Nations, Universal Declaration of Human Rights (Geneva: United Nations, 1948). Article 25
also entitles motherhood to “special care and assistance.”
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a major role. Castro hints at the importance of public health in his 1953 “History will absolve
me” speech:15
The problem of the land, the problem of industrialization, the problem of housing,
the problem of unemployment, the problem of education and the problem of the
people's health: these are the six problems we would take immediate steps to solve,
along with restoration of civil liberties and political democracy.16
For Castro, health was one of many revolutionary fronts. Although many middle and upperclass Cuban physicians fled immediately following the overthrow of the Batista regime in
1959, the Castro regime implemented an extensive health reform that has had startling
results. By 1970, poliomyelitis and diphtheria no longer caused death in Cuba, malaria had
been eradicated and the number of reported measles cases had been halved, despite better
reporting tactics.17 Maternal education rates soared and infant mortality rates plummeted.
By 1990, only the United States and Canada reported lower infant mortality rates than
Cuba.18
The success of the Cuban system lies in its emphasis on primary care. The health
provision model is preventative rather than reactionary, which allows the Cuban health
system to operate on a severely limited budget and focuses on ensuring that each family has
access to a licensed physician. The heavy emphasis on physicians is possible in the Cuban
context because the State has access to medical schools. In Chiapas, this kind of professional
reliance is impossible, although the Zapatistas have some plans in the works for an
autonomous medical school.19

15

Castro gave this speech as his defense while on trial for his first attempt at overthrowing the Batista
government (July 26, 1953).
16
Fidel Castro, “History will absolve me,” accessed March 11, 2012
http://www.marxists.org/history/cuba/archive/castro/1953/10/16.htm; emphasis mine.
17
Susser, “Health as a Human Right…”, 424.
18
UNICEF, State of the World's Children (New York: Oxford University Press, 1990)
19
María, personal interview, July 19, 2011.
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Within the Cuban system there is some community participation in health
campaigns at the local level. However, the public health system is highly centralized. The
Committee for the Defense of the Revolution claims some degree of oversight with regards
to all health activities.20 While the Cuban system marks a break from what community health
expert José León Uzcátegui characterizes as the neoliberal health system model,21 its
emphasis on centralization and professionalization prevent it from becoming a truly radical
public health system. Rather, it is an example of what Uzcátegui calls the “reformist” health
system model. Community participation is limited to specific, short-term health projects,
such as vaccination campaigns. Non-professionals are viewed as patients alone; they have
no authority in health affairs. This is quite different from the Zapatistas’ health system,
which is highly decentralized and grants health facilities and promoters a high degree of
individual autonomy. In this sense, the Zapatistas’ health system in much more like the
Nicaraguan model than the Cuban model.
Shortly after ousting the Somoza regime, the Nicaraguan Sandinistas22 began a largescale health campaign mostly focused on communicable diseases. The public health system
recruited doctors, nurses and lay volunteers to help with vaccination and health education
programs. Within three years, the revolutionary health system had eradicated polio and
dengue, cut the incidence of malaria in half and reduced the incidence of measles twentyfold.23 These successes relied heavily on the participation of lay health workers called
brigadistas and other volunteers. The Nicaraguan brigadistas, much like the Zapatistas’
health promoters, are non-professionals who have been trained to provide specific medical
20

Susser, “Health as a Human Right…”, 425.
According to Uzcátegui, the neoliberal health system model emphasizes curative medicine, with a
focus on the individual patient/client, who is responsible for financing his or her own care. This is in
contrast to the reformist and alternative (which I call radical) models, which I will describe in more
detail shortly.
22
The Sandinistas were a leftist rebel group who took their name from Nicaraguan anti-imperialist
fighter, Augusto Sandino. They took power in 1979, after a 19-year long civil war. After losing the1990,
1996 and 2001 elections, the Sandinistas’ Daniel Ortega retook the presidency in 2006 and 2011.
23
Jeanette Ulate J. and Benno de Keijzer, “Sistemas de salud y participación popular: los casos de
21

Nicaragua y México,” Nuevo Antropología 7, 28 (1985): 164.
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services, such as immunizations or basic primary health care. Although the brigadistas
cannot perform surgeries or other complex medical tasks, they form the front line in
preventative care. This reliance on lay participation in health campaigns is a fundamental
difference from the Cuban model.
Uzcátegui would characterize the Nicaraguan model as “alternative” or
“progressive.” However, I prefer the term “radical.” The Nicaraguan model’s shift away from
medicalization and professionalization marks an abrupt break with Western medical
thought, which situates the rational allopathic physician as the all-knowing expert and the
patient (especially the woman patient) as an ignorant and irrational non-expert. The
vindication of popular/folk health knowledge (often maintained and passed down by
women) and the incorporation of social, political, economic and historical processes into
understandings of health and illness are hallmarks of a radical conception of health that is
entirely different from the liberal progressivism known in the United States. It is this radical
model on which the Zapatistas’ autonomous health system is structured, rather than the
neoliberal model exemplified by the United States or the reformist model exemplified by
Cuba. During the Salvadoran Civil War, the insurgent forces known as the Faribundo Martí
National Liberation Front (FMLN) also exemplified this radical model.
El Salvador’s Salud Popular was not a premeditated autonomous health project.
Rather, it arose spontaneously. Throughout the 1980s, the leftist guerrilla forces camped out
in the mountainous Chalatenango region of the country included international and
Salvadoran physicians in their ranks. Consistently over-worked and under-staffed, these
physicians began training members of the FMLN in basic trauma care and other war-time
medical necessities. Eventually, non-combatants began bringing family members to the
guerrillas’ makeshift hospitals for care. This later evolved into a loose community-based
health network of lay health workers who provided vaccinations and emergency medical
treatment for rural Salvadorans. Even during the civil war, the United Nations Children’s
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Fund (UNICEF) hailed the popular health system’s success at providing vaccine coverage in
remote rural areas. In the early 1990s, the United Nations Development Program and the
Pan American Health Organization cited the insurgent system as a model for communitybased health.24
However, after the Salvadoran government and the FMLN signed peace accords in
1992, the Salud Popular system was incorporated into the official public health sector. Lay
health workers who had set bones, delivered babies and performed minor surgeries in the
ranks of the insurgent army were sent back to their fields. Those who tried to integrate into
the government system were refused work because they did not have medical licenses.
Since the 1990s, the radical Salud Popular has been entirely uprooted and replaced with a
neoliberal health system. The failure of Salud Popular to outlast the armed rebellion is due in
part to the conditions set by the peace accords and the subsequent neoliberal reforms.
However, Salud Popular’s lack of substantive health infrastructure (e.g. permanent hospitals
and sustainable supply lines) may also have played a large role. Both Cuba and Nicaragua
were able to utilize existing health facilities and construct new ones. El Salvador’s rebel
front, constantly on the move, could not maintain a fixed health system.
Although the outcome of the conflict in Chiapas remains uncertain, the Zapatistas’
focus on constructing a permanent health infrastructure may result in a longer lasting
autonomous health system than was seen in El Salvador. Furthermore, the intentionality of
the Zapatistas’ health system – as an essential component of its radical political project – has
much more in common with the planned Cuban and Nicaraguan systems than the
spontaneous Salud Popular. Still, the evolution of all three of these systems differs
substantially from that of the Zapatistas. The Cuban and Nicaraguan health systems were
implemented by revolutionary governments once already in power and El Salvador’s Salud
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Popular began after the fighting had already started. In contrast, the Zapatistas began
constructing their autonomous health system well before launching a military offensive. This
gave the Zapatistas a chance to lay a foundation for their autonomous health project before
Government counterinsurgency forces could intervene. It also opened a path for the radical
reorganization of community that would characterize the rest of the Zapatista movement:
mandar obedeciendo (lead by obeying).

The deliberate egalitarianism of Zapatismo
Argentinian political scientist Juan Diez traces the roots of the Zapatista Movement
to the late 1960s, when Protestant and Catholic missionaries began to teach indigenous
Chiapan peoples to self-organize. He notes that the EZLN is the political-military movement
based in Chiapas while the Zapatista Movement is the larger political project. I will use this
distinction throughout the paper, adding that the Zapatista Movement includes the social,
economic and medical projects administered by the autonomous Zapatista communities. In
short, the Zapatista Movement is the larger radical force, while the EZLN functions as its
military branch. 25
In the 1970’s, the influence of Maoist students from Mexico City was also crucial to
the early stages of community organizing.26 From there, indigenous organizers formed the
Fuerzas de Liberación Nacional (National Liberation Forces) in 1983, an urban guerilla
organization which fought for indigenous rights throughout Mexico. By 1989, this group had
transformed into the EZLN and shifted its focus to the Lacandón Jungle in Chiapas. And on
January 1, 1994, the EZLN took its struggle public by declaring an open war on the Mexican
government, which it claimed had been waging an undeclared genocidal war against the
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indigenous peoples of Mexico for centuries.27 The armed uprising was timed to coincide with
the implementation of the neoliberal trade agreement NAFTA, which the Zapatistas were
wholeheartedly opposed to.28 Throughout the 1990s, the EZLN and the Mexican government
struggled to reach some sort of agreement, which led to the signing of the San Andrés
Accords on February 16, 1996, in which the Mexican government promised to recognize the
rights and autonomy of indigenous Mexican peoples. However, the subsequent modification
of the Mexican Constitution (which further negated the rights of indigenous peoples) and
the massacre of 45 men, women and children in Acteal, Chiapas on December 22, 1997
proved to the Zapatistas that the government had no intention of fulfilling its promises.
Thus, the Zapatistas largely renounced the military struggle symbolized by the EZLN and
retreated into the jungle to begin realizing their own vision of autonomy.
A crucial part of this vision was a more egalitarian way of exercising power. The idea
of mandar obedeciendo (lead by obeying), which came to the forefront of the Zapatista
discourse in 2003, renders service essential to governance. Leaders – who serve short
elected terms on the “Good Government Councils” (Juntas de Buen Gobierno or JBGs) – are
given authority so that they may act on the will of the people, not on their own impulses. As
Reyes and Kaufman discuss, mandar obedeciendo requires equality between rulers and ruled
and is predicated entirely upon consensus-building and the participation of the entire
community.29 According to Manuel Martínez Espinoza, “the strength of Zapatista autonomy
is constructed of six central elements… [the first of which is] their mandar obedeciendo
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which promotes the constant participation of the indigenous Zapatista communities in selfgovernance and permits the control of political power[.]”30
Mandar obedeciendo penetrates the governing bodies of the health system as well.
There are three levels of governance within the Autonomous Zapatista Health System
(SSAZ), beginning with the five JBGs. Each of the five councils has a health committee which
administers the coordination of health projects across different municipalities. Each
municipality then has a health coordinating committee composed of local health promoters,
members of local health committees and other community members from across the
municipality. Finally, each community is required to have a local health committee of health
promoters and community members.31 This structure ensures that direct control of the
health system remains in the hands of the community and is not abstracted by professionals.
Individual health promoters may have more specialized knowledge than other community
members, but they must be able to justify any and all actions to members of the lay
community. The inclusion of lay community members in health policy planning is one check
put in place to prevent the types of abuses the Zapatistas believe they have suffered at the
hands of the Mexican government’s health system, which I discuss in more detail later. This
is a particularly salient detail in the discussion of indigenous women’s health, given the
gendered nature of these abuses (particularly around family planning campaigns).

Zapatista Feminisms
Mandar obedeciendo speaks to social – as well as political – power. It extends to
personal relationships, such as those between doctor and patient, teacher and student,
husband and wife. Mandar obedeciendo constitutes a dramatic shift from the pre-Zapatista
30

Manuel Ignacio Martínez Espinoza, "Reflexiones Sobre La Autonomía De Los Pueblos Indígenas En
América Latina. El Caso De La Autonomía De Facto Zapatista ." Diversidad Cultural y Desigualdad Social
En América Latina y El Caribe: Desafíos De La Integración Global . Ed. Dana de la Fontaine and Pablo
Cristian Aparicio. (El Salvador: Fundación Heinrich Böll, 2008), 147-8; author’s translation.
31
J. H. Cuevas, Salud y Autonomía: El Caso De Chiapas. WHO Commission on the Social Determinants
of Health, 2007, 8.

25 | P a g e

social order in which traditional gender hierarchies were adhered to strictly (this is still the
case in non-Zapatista rural Chiapas). For indigenous women in particular, Zapatismo has
opened up a wide range of new opportunities. The Zapatistas’ Revolutionary Law of Women
(passed in 1993) spells out a very progressive set of political, social and economic rights for
women (see Appendix A). Since the 1994 uprising, women have been a central force in the
Zapatista movement; the Zapatistas have even changed the masculine-gendered Spanish
word insurgente (insurgent or rebel) to the feminine-gendered insurgenta to recognize the
female soldiers in their ranks. This discursive shift represents a broader shift in gender
norms experienced by the indigenous women who join the ranks of the guerrilla army.
Insurgentas are granted social and political freedoms that non-combatant women do not
enjoy, such as greater mobility and independence, freedom from marriage, and equal say in
military and political discussions. The difference in gender parity between the Zapatista
Army and the rural indigenous Chiapan communities that most women were drawn from is
so stark that many insurgentas refuse to return to civilian life.
Women’s inclusion in the armed guerrilla forces provide the most visible example of
increased gender parity amongst the Zapatistas. Yet many Zapatista women have used their
increased autonomy and freedom to gain positions in civil society, which never would have
been available to them before the Zapatista uprising in 1994. When Alejandra Araiza Díaz
interviewed Doña Rosalia, the head of a woman’s cooperative in one of the Zapatistaaligned communities, about her pre-Zapatista childhood, Doña Rosalia had this to say:
“…[my father] didn’t given me permission to learn Spanish, to go to school. My father
did speak Spanish, but he never spoke to me in Spanish, only in Tzeltal. When I was
very young, I never went out to play, I didn’t have the liberty to go play. Instead, I
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helped my mother with the work around the house. We went to help in the fields and
other things.”32
Another Zapatista woman from the same community, Doña Guadalupe, compared her own
childhood with that of her daughter, Magali. Doña Guadalupe was married off at age twelve
to a man her father had chosen for her. Magali, at age sixteen, was unmarried and
volunteering as a health promoter in her community’s autonomous health clinic. She had no
boyfriend and no interest in getting married at the time, “because I’d like to study.”33
The Zapatistas’ progressive stance on gender issues has garnered them much
international attention, particularly amongst left-wing European intellectuals. Yet recently,
some have begun to question the extent to which the Zapatistas have adhered to their
feminist rhetoric. This criticism is raised by American, Western European and upper class
Mexico City-based feminists in particular. These “First World feminists” accuse the
Zapatistas of pandering to European leftists in hopes of receiving monetary support rather
actually improving the living conditions of indigenous Chiapan women.34 While in Chiapas, I
witnessed several American feminists fighting with members of a Zapatista community
about what they felt were regressive gender issues within Zapatista communities (e.g. some
men’s belief that women should be the primary care-giver for children). To the American
women, the Zapatistas claimed the mantle of “feminism” without actually addressing what
they believed to be central women’s issues.
Yet, as Chandra Mohanty discusses in her seminal essay “Under Western Eyes,” the
historical-political context of a region and its people changes the way in which feminism(s)
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form and are used. In short, there is a substantive different between distinct place-based
feminisms. Many who accuse the Zapatistas of not being sufficiently feminist are liberal or
radical feminists. Liberal feminism – the most familiar to Western audiences – situates
gender oppression in the structure of legal and political institutions. It generally focuses on
abortion rights, voting rights and domestic violence. Radical feminism posits gender
oppression as the primary oppression from which other types of oppression, such as racism
or classism, later arose. Radical feminists believe that dismantling patriarchy is the first step
in constructing a more just society.
However, neither liberal feminism nor radical feminism adequately addresses the
needs of indigenous Chiapan women. Indigenous people are almost categorically excluded
from positions of power in Chiapas, so an increased female presence at the ballot box will
not greatly improve indigenous women’s living conditions. Similarly, domestic violence in
indigenous Chiapan communities is one link in a complicated chain of intersecting
racial/ethnic, class and gender oppressions.35 One cannot adequately address domestic
violence in indigenous communities without also addressing endemic poverty and
alcoholism. Moreover, indigenous Zapatistas women see their struggle as multiple: antisexist with regards to their own communities, anti-racist and anti-classist with regards to
Mexican society and anti-imperialist with regards to the global politico-economic system.
Each of these fronts must be addressed simultaneously in order to create a more just world.
Through both my interviews and other researchers’ publications,36 I found that
Zapatista feminism has much more in common with what Mohanty calls “Third World
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feminism” and other authors (McClintock, Spivak) have named “Postcolonial feminism” than
with liberal or radical feminism. Third World feminism defines gender oppression as
inextricably bound with racism, classism and other long-lasting effects of colonialism. For the
Zapatistas, mistreatment of women is perceived as both endemic to indigenous
communities and further entrenched by social, political and economic hierarchies imposed
by the Spanish conquistadors. As such, the Zapatistas see feminist struggles as one of many
components of their fight, not the primary component. However, this does not mean that
the Zapatistas are only paying lip service to feminist rhetoric. While Zapatismo has not
achieved gender parity, it has opened a space for indigenous women to begin to assert their
rights within an otherwise male-dominated political and social arena. Zapatista women have
used the existence of documents such as the EZLN’s Revolutionary Women’s Law to push for
greater social and political freedoms. Some have joined the ranks of the EZLN and many
more have begun to work outside of the home in the education and health sectors. Women
now sit on community governance boards and make political decisions regarding the future
of their communities, unthinkable 20 years ago.
Still, the mere presence of women’s voices in governing bodies does not ensure that
women’s needs are being met. A corresponding increase in attention to women’s issues –
whether through funding, time spent or other parameters – must still be demonstrated. My
study seeks to uncover whether the Zapatista movement, which claims to prioritize women’s
issues, really does so when it comes to women’s health. Thus I examine the way the
Zapatistas’ autonomous health systems structures access to health services and
contraceptives, as well as a number of other parameters to see whether the Zapatistas’
health system differs substantially from the Mexican Government’s system in a way that
substantially improves indigenous women’s health.

Meanings through Traditional Values: Feminism and the Promotion of Women’s Rights in the Mexican
Zapatista Movement,” Asian Journal of Latin American Studies 20, 305 (2007): 121-143.
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Why Women’s Health
Reproductive health issues are responsible for over 30% of the global burden of
women’s morbidity and disability. The majority of lost years of healthy life for women of
reproductive age are due to complications of pregnancy and birth. Poor, rural, indigenous
women are more likely to die from complications during pregnancy and childbirth due to
high levels of marginalization: they are often unable to access doctors; they suffer from poor
nutrition and they contend with non-ideal conditions during pregnancy and childbirth.37 Yet
in Chiapas, women’s reproductive and maternal health was only recently prioritized, with
Mexico’s signing of the Millennium Development Goals in 2000.
According to the Mexican Department of Health (hereafter SSA, Secretaría de Salud),
the state of Chiapas has the second highest maternal mortality ratio (MMR) in the country,
with 90.1 maternal deaths per 100,000 live births in 2006 (only Guerrero fared worse with
129.5 maternal deaths per 100,000 live births).38 Mexico as a whole has experienced a
significant decline (32.8% as of 2009) in MMR since 1990, due to substantial efforts by the
Department of Health to improve maternal and child health.39 This is a far cry from the MDG
ideal of a 75% reduction in MMR by 2015, but it is a reasonable start. In Chiapas, the MMR
only dropped 12.31% between 1990 and 2009.40 Furthermore, Herrera Torres and other
researchers believe that these numbers do not accurately reflect the Chiapan MMR. In
primarily indigenous regions of Chiapas, 40-45% of maternal deaths are believed to go
unreported.41
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In a paper for the Pan American Health Organization, Mora and Yuñes reported that
52% of maternal deaths in Mexico are preventable.42 Most are due to post-partum
hemorrhage.43 In rural Chiapas, this is complicated by the difficulty indigenous women face
in accessing needed health services. A study of the causes of maternal deaths in Chiapas in
2006 found that delay in seeking medical attention due to lack of money, transport and local
medical assistance played major roles in the deaths of all eight women studied (all of whom
were indigenous).44 Data from Brazil suggest that medical response time is the key
determining factor in whether women with severe complications during childbirth live or
die.45 In rural Chiapas — plagued by an inadequate state health infrastructure that cannot
address the needs of the highly disperse population — the presence of even basic health
clinics might be enough to save women’s lives.
In 2007, a WHO employee noticed something strange. In reviewing reports filed by
physicians performing their social service year in Chiapas, J.H. Cuevas found that “in two
autonomous [Zapatista] clinics located in the Selva region, where maternal mortality rates
were historically high, it has been possible to eliminate maternal deaths for periods of more
than seven years.”46 Numbers such as these are stunning in the most technologically
advanced settings. In Chiapas, “the [Mexican] state with the highest poverty and
marginalization figures,”47 they are unthinkable. If the Zapatistas have truly managed to
significantly reduce maternal mortality in highly resource-poor areas, then they may have
developed a model for the prevention of maternal death that is applicable the world over.
42
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Chapter 3: Methodology
This study compares women’s maternal and reproductive health services in
autonomous Zapatista-administered (SSAZ) health institutions to those in Governmentadministered ones. I examine both quantitative (e.g. maternal mortality ratio) and
qualitative (e.g. women’s perceptions of the different health care options) data to determine
how effective each system is at meeting the needs of indigenous Chiapan women. I mostly
focus on women living in small, rural, majority indigenous communities but I do also include
urban populations in my analysis.
The Mexican State only considers those who speak an indigenous language to be
“indigenous,” so any analyses using this parameter obscure the experiences of thousands of
individuals who may consider themselves indigenous, but do not speak an indigenous
language. Many Chiapans who identify as mestizo are ethnically indigenous and have no
European blood running through their veins. However, centuries of discriminatory and
genocidal practices encouraged indigenous peoples to pass as mestizo whenever possible
and give up markers of indigenous identity. These individuals may or may not identify as
indigenous, but unless they speak an indigenous language they are considered nonindigenous by the Mexican government. Even those who have always identified as
indigenous may not be counted as indigenous. For decades teaching indigenous languages
was prohibited in Chiapan schools, preventing indigenous language acquisition in some
students. These individuals are not considered indigenous by the federal government, even
if they live in “indigenous” communities, only eat “indigenous food” and only have
“indigenous” friends.48 Despite these problems, I use the federal definition of “indigenous”
for the sake of consistency across data sets. However, changing the definition of
“indigenous” could drastically alter the results of this study.
48
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Quantitative Data
Access
Access to health care providers is varied throughout Chiapas. Medical professionals
cluster in urban areas, despite the fact that the majority of the Chiapan population lives in
rural communities. Using Government, NGO and independent researchers’ data, I examine
the distribution of medical personnel throughout Chiapas in order to address women’s
ability to access reproductive health care. I investigate potential linkages between the
presence of health care providers and the level of social marginalization (as determined by
level of education; quality of housing; population demographics, including percent
indigenous population; and municipality income level) and presence of Zapatista “support
base” communities (is medical aid distribution equitable or does it fit into a larger scheme of
counterinsurgency politics?). I also call into question the validity of existent data, given
inconsistencies within data sets and between different data sources and examine charges of
political manipulation of data in compliance with alleged government counterinsurgency
plans.
Maternal Mortality
The World Health Organization defines maternal (or pregnancy-related) mortality as
“death of a woman while pregnant or within 42 days of termination of pregnancy,
irrespective of the duration and site of the pregnancy, from any cause related to or
aggravated by the pregnancy or its management but not from accidental or incidental
causes.”49 The WHO goes on to specify that the number of maternal deaths should be
divided by the number of live births (defined as the complete expulsion from the mother of
the product of any conception, regardless of the duration of the pregnancy, which shows
signs of life, e.g. heart beat or breathing) in the sample population over the same duration of
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time. This ratio should then be adjusted to give a standard reporting figure of maternal
deaths per 100,000 live births.50
According to the Mexican Department of Health, the state of Chiapas has the second
highest maternal mortality ratio (MMR) in the country, with 90.1 maternal deaths per
100,000 live births in 2006 (only Guerrero fared worse with 129.5 maternal deaths per
100,000 live births).51 Mexico as a whole has experienced a significant decline (32.8% as of
2009) in MMR since 1990, due to substantial efforts by the Department of Health to improve
maternal and child health.52 However, in Chiapas the MMR only dropped 12.31% between
1990 and 2009.53 In this study, I compare the MMR of government-controlled indigenous
communities in Chiapas with that of Zapatista-controlled communities to see whether there
is a substantial difference in the emergency obstetric care that women receive via the two
different health care systems. I also examine MMR data calculated by third party
investigators in order to check the validity of the data provided by either the Mexican
Ministry of Health or the Zapatista Movement.

Qualitative Data
The qualitative data are a mix of research previously published by other authors
(including some by the Zapatistas themselves in the forms of women’s conferences and
written communiqués) and my own unpublished work. I draw on interviews, conducted both
by myself and other researchers (primarily Physicians for Human Rights), to analyze
women’s perspectives on the differences between the government-run and Zapatista-run
health systems. In so doing, I seek to understand whether women choose their health care
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provider based on political affiliation, ease of access, quality of care, or some other factor.
Both lay women’s and health “professionals’”54 perspectives are featured in this analysis.
Interviews
While in Chiapas, I worked with Chiapas-based NGOs and researchers to recruit
women to participate in this study. My interview subjects had both had one or more
experiences with the reproductive and/or maternal health services, either as provided by
the government or by the Zapatista rebels. Due to the on-going low-intensity war between
the Zapatistas and the Mexican government, the local Zapatista authorities were not
comfortable with women providing formal interviews to an unknown researcher. However,
they permitted me to speak with women about their experiences with the Zapatista-run
hospitals and community health houses, so long as those conversations were not recorded. I
interviewed one Tzotzil woman who self-identified as a Zapatista at length over a period of
three weeks. I spoke casually with several other ethnically Tzotzil Zapatista women while in
rebel territory. Finally, I interviewed an ethnically Tzotzil woman in San Cristóbal de las Casas
who did not explicitly identify herself as Government or Zapatista-aligned. I have given these
women pseudonyms to protect their identities.
The women I interviewed were provided with a thorough explanation of my study
and the ways in which information they provided would be used. As I am fluent in Spanish, I
discussed the ramifications of the study with the women in Spanish and provided them with
Spanish-language copies of the interview questions I would be using (both women I
interviewed were fluent in Spanish and Tzotzil, indicating a moderate to high level of
education and likely higher status within their communities). They were given at least 24
hours to decide whether or not to participate in the study. As literacy levels are low amongst
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indigenous women in Chiapas, consent was oral. This study was approved by the UNC –
Chapel Hill Behavioral Institutional Review Board.
Field Observations
I also draw on my own observations and field notes taken from visits to both a
government-run and a Zapatista-run health center. I was only able to visit one of each, so
the observations presented should not be considered representative of either of these
systems. The Government center was a primary health clinic located on the outskirts of the
city of San Cristóbal de las Casas while the Zapatista-run center was a rural hospital located
about an hour outside of San Cristóbal de las Casas, in the Los Altos region of Chiapas. These
differences do not allow for a side-by-side comparison of these two facilities, but my
observations do align with comments made by interviewees and other researchers’ notes on
the two systems and so seem to be indicative of larger trends.

Limitations
The data sources used in this study are varied and other researchers’ methods of
data collection and analysis are not all perfectly aligned, which makes a strong analysis of
this information difficult. Furthermore, other investigators have pointed out major
inconsistencies and problems with the data provided by the Mexican government (a claim
my research supports). Yet until more reliable data are available (particularly regarding
access and maternal mortality), this is the most thorough analysis that can be expected.
Future investigations should work to collect reliable health indicator data to allow for more
consistent and thorough analyses.
As a non-indigenous woman, some of the issues that my interview subjects
discussed were foreign to me, such as the processes involved in a traditional Maya home
birth. While one of my interview subjects was gracious enough to explain this process in
detail to me, there is a limit to how well I can understand what a home birth versus a
hospital birth means to her and other indigenous Chiapan women. Further investigation
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would thus require ethnographic fieldwork so that I might properly understand these
differences.
In addition, my American identity posed a limiting factor on my ability to collect
data, given the long history of Latin American oppression by the United States. Símon
Bolívar’s prediction, “the United States seems destined, by Providence, to plague [Latin]
America with misery in the name of Liberty” rings true in the ears of many Latin Americans,
among those the Zapatistas. Although my interviewees seemed convinced of my sincerity,
the presence of an American in their midst likely raised some suspicion.
I conducted my interviews with ethnic Tzotzil women, due to my location in a
primarily Tzotzil area of Chiapas. As such, their experiences (as opposed to those of mestiza,
Tzeltal, Tojolabal, Ch’ol, Mame, or Maya women) color my understanding of women’s access
to reproductive health care in Chiapas. Moreover, as a non-Tzotzil speaker, my interview
subject pool was limited to Spanish-speaking indigenous women, who generally have had
more access to education than their non-Spanish speaking counterparts. Although I draw on
interviews conducted by other researchers with non-Spanish-speaking individuals, there is a
heavy bias in both my and their interviews towards the opinions of Spanish-speakers. These
women’s increased access to education is indicative of a different social status that most
indigenous Chiapan women. These women came from families that valued female
education, a radical feminist position in some indigenous communities. This background
could make women more open to Zapatista ideology than they would be otherwise. Spanishspeaking women are also able to engage in the economic sector in ways that non-Spanish
speakers cannot, opening a path for higher socio-economic status. Finally, Spanish-speaking
women have the option of engaging with Government services (health or otherwise) if need
be, because they can understand/be understood by Government service providers.
However, they may also be drafted to serve as interpreters by members of the community,
potentially creating resentment and biasing them against Government health services.
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This piece is intended as an exploratory study on the impact of inequality on health
and much more work must be done for any generalizable claims to be made. However this
study constitutes a serious investigation into the impact of egalitarian politics and
constructions of society on health in developing nations. While the Zapatistas’ autonomous
health system is far from perfect, it takes a concrete step towards addressing many of the
problems rural indigenous Chiapan women face with regards to their reproductive and
maternal health within the Mexican government’s health system.
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Chapter 4: Case Study
Perceptions of the Government Health System
“We won't take people to IMSS or Salubridad [Ministry of Health]; we would rather die here
than rely on Government [services]. They don't care about us."55
- Indigenous man responsible for health care in Polhó, Municipality of Chenalhó

In 1998, at a maternal mortality conference organized by the Safe Motherhood
Committee, a physician-anthropologist from Chiapas announced that “indigenous women
from Chiapas preferred to die at home from childbirth than be exposed to the abuse exerted
upon them in public hospitals throughout the state…[particularly] racist denigration, political
interrogation and forced sterilization.”56 While this appears to be a drastic claim, data from a
variety of sources (government reports, independent studies and human rights NGO
denunciations) seem to support it.
In this section, I analyze different factors that influence indigenous Chiapan
women’s perceptions of the government health system, including physical access to medical
facilities, patterns of state militarization and success at reducing maternal mortality.
Overwhelmingly, these data point towards a very negative perception of the government
health system, which contributes to indigenous women’s reluctance to engage with the
public health sector. Language barriers, unequal gender relations and racist power
structures exacerbate indigenous women’s mistrust of the government system.57 Although
the actual effectiveness of the government health system at providing for women’s
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reproductive and maternal health needs is unknown due to the dearth of consistent, reliable
information, it seems likely that indigenous Chiapan women will continue to resist utilizing
government-provided health services until major changes are brought to bear on all of the
fronts I analyze (access to services, militarization of health facilities, forced sterilization
charges, linguistic and cultural barriers and high maternal mortality rates).
Access
Health? Capitalism leaves its mark: 1.5 million Chiapans have no medical services
whatsoever. There are 0.2 clinics for every 1,000 people, five time less than the national
average; there are 0.3 hospital beds for every 1,000 Chiapans, three times less than the rest
of Mexico; there is one operation room for every 100,000 people, two times less than the rest
of the country; there are 0.5 doctors and 0.4 nurses for every 1,000 population, two times
less than the national average.58
-Subcomandante Marcos and the Zapatista Army for National Liberation

These statistics are elegant in their simplicity; their starkness is enough to cause
outrage. Yet in their simplicity, these statistics hide inequity. It is not enough to say that
medical professionals are few and far between in Chiapas. In some parts of Chiapas doctors
are easy to find. In others they are not. The municipality of Tapachula has 111 Government
health facilities and a patient to health worker ratio of 561.24 to 1. Meanwhile, the
municipality of Ocotepec has no Government medical facilities and only three registered
health workers despite a population of 10,543 (787 inscribed public insurance users).
Cheanlhó counts 9 medical professionals, but its government-system user population is so
large that each of those professionals is responsible for the health of roughly 1600
individuals. If the entire population of the municipality is considered, each health worker is
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responsible for 3532 people.59 The WHO calls for at least 2.5 health workers per 1,000
patients.60
The doctors working in these municipalities (mostly white/mestizo recent medical
school graduates from cities outside of Chiapas) are well aware of the staffing issues. All of
the IMSS-Oportunidades physicians interviewed by José Carlos Gutiérrez in 2010 complained
about the shortage of medical professionals. One doctor claimed he performed as many as
40 consultations per day due to the lack of staff. Another complained that he gave
consultations at all times of the day and night to keep up with the patient flow. Yet most
traveled to their rural posts from San Cristóbal de las Casas on a daily basis and spent their
weekends in the city. One traditional health worker commented drily that these doctors
generally arrived at 10 in the morning, left at 2 in the afternoon and refused to visit outlying
rural communities.61 While this observation does not negate the complaints of doctors
struggling with overwhelming caseloads, it does show that the efforts of these doctors are
insufficient in addressing the needs of rural communities.
Some municipalities with unfavorable patient-to-health worker ratios have more
individuals inscribed in the government public health system than registered as living in said
municipality. Bochil counts one health care worker per 4849 inscribed government public
health system users, yet this ratio drops to 1:540 when calculated for the whole population
since the number of inscribed health system users is nine times the listed population of the
state. There is no clear explanation for the huge difference between these two numbers.
Bochil is not a wealthier municipality than those around it and there is no industry in Bochil
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that would lure workers from surrounding regions. The health worker to patient ratio is less
favorable in Bochil than in surrounding areas, so there is no reason for residents of
neighboring municipalities to think that they would receive better care in Bochil than in their
own municipalities. The presence of illegal immigrants from Central America does not seem
to be a likely explanation either, as Bochil is not located along the route from Guatemala to
more northern parts of Mexico. These inconsistencies suggest that the Government health
statistics are either incorrectly reported or deliberately falsified. Either option represents a
failure to accurately assess health needs. If the numbers are deliberately misrepresented,
one must wonder what the Mexican Government is trying to hide.
Only two of the nine municipalities in which the number of inscribed government
public health care system users is larger than the total population (Table 3) have a clear
explanation: Tuxtla Gutierréz and San Cristóbal de las Casas (both are major economic
centers of the state, located along major highways from Guatemala to other parts of
Mexico). There do not seem to be clear trends within this data, either along lines of percent
indigenous population or income.
Table 3: Municipalities with more public health system users than total population62
Municipality

Percent of population
considered indigenous

Total
population
4,906
26,446
121,263

Number of users
inscribed in public
health system
5,635
237,619
244,693

Difference between
total population and
inscribed users
729
211,173
123,430

Aldama
Bochil
Comitán de
Domínguez
Escuintla
Motozintla
Ocosingo
San Cristóbal
de las Casas
Tapilula
Tuxtla
Gutiérrez

85.10
48.03
3.89
0.36
1.67
71.12
34.58

27,364
58,115
170,280
166,460

27,581
211,271
340,238
424,692

217
153,156
169,958
258,232

10.86
2.01

9,934
503,320

12,303
726,628

2,369
223,308
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However, the existence of multiple municipalities in which the number of inscribed public
health system users is much larger than the total population of the municipality (and in
which there is no clear explanation for this disparity) raises major concerns with the validity
of the health system data provided by the Mexican government. This finding is consistent
with other researchers’ (Freyermuth Enciso 2009, Herrera Torres 2006, Aguilar Ruíz 2006,
Arana 1991) conclusions about the Mexican government’s health indicator data. Without
more reliable data, it is impossible to accurately diagnose the effectiveness of the Mexican
public health system. Until more reliable data become available, the conclusions drawn from
available data constitute the best possible analysis of the government system. Yet even
recognizing the limitations of the data, consistent trends emerge.
The dearth of medical professionals is concentrated in indigenous areas of the state
(Figure 5), exacerbating long-standing health disparities between indigenous and nonindigenous populations. Indigenous Chiapans are more likely than their non-indigenous
counterparts to live in remote, sparsely populated rural areas, “characterized as geographic
zones of low socio-economic development, high population dispersion with enormous social
[structure] lags and deficient means of communication. They are generally rugged zones,
predominantly mountainous, that present difficult conditions for profitable economic
exploitation.”63 This geography prevents speedy travel from rural areas to urban centers
with higher concentrations of health workers. In health emergencies, the ability to reach a
doctor quickly is a matter of life and death. The lack of health workers in indigenous
municipalities, coupled with the difficulty of travel through rural Chiapas (either on the part
of the woman to reach a medical professional, or on the part of the health worker to reach a
patient), puts the health of indigenous Chiapans at risk. The Mexican government’s failure to
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Figure 5: Medical Personnel by Municipality, 200964

effectively address the disparity between indigenous and non-indigenous residents’ ability to
access medical care reinforces beliefs that the government “does not care” about
indigenous people and disincentivizes indigenous women from seeking care at governmentrun hospitals.
In 26 of the 116 municipalities surveyed,65 not a single medical consultation had
been performed for the entirety of 2009, despite the presence of hundreds or thousands of
registered public health system users within those municipalities. This raises numerous
questions about the purpose and effectiveness of the Government’s health care system,
particularly given that infant and general mortality rates in these municipalities are
64
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comparable to those of municipalities that report high numbers of medical consultations.
One possible explanation is that alternative health care provision networks, like that of the
Zapatistas, have arisen in communities that are underserved by the Government system.
Another explanation is that the recent reductions in maternal mortality rates are organic
and have nothing to do with the presence of medical personnel, Government or otherwise.
Without reliable health indicator data from before the Zapatista uprising, it is difficult to
determine which of these two explanations is more accurate. However, the inability of the
neighboring states of Oaxaca and Guerrero to significantly diminish maternal mortality rates
without health workers suggests that the maternal mortality reductions are not a “natural”
occurrence.
Regardless, the demographics of the municipalities in which no medical
consultations were provided raise concerns about the distribution of access to medical
professionals. The majority of municipalities reporting no medical consultations in 2009
(66%) had a larger percent indigenous population than the state average (Table 4).
Furthermore, only 44% of municipalities in which medical consultations were provided had a
larger than average indigenous population. However, CONAPO classifies municipalities as
either “indigenous,” “predominantly indigenous,” “moderate indigenous presence” or “low
indigenous presence” in accordance with the percentage of the population considered
indigenous (>70%, 40-70%, 10-40% and <10%, respectively). Drawing the lines this way
somewhat obscures the disparities between municipalities that have a larger than average
indigenous population and those that do not, but the same trends still emerge (Figure 6).
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Figure 6: Percent of population registered as indigenous in municipalities in which no
medical consultations were provided in 200966

Indigenous (More than 70%
indigenous population)

23%
38%

Predominantly indigenous (40 70% indigenous population)

Moderate indigenous presence (10
- 40% indigenous population)

27%
12%

Low indigenous presence (Less
than 10% indigenous population)

Half of the municipalities in question are at least 40% indigenous in composition and
less than a quarter have a small (<10%) indigenous presence. Furthermore, 7 of the 10
“indigenous” municipalities are over 90% indigenous (27% of the municipalities considered).
Municipalities with large indigenous populations are far more likely to lack health
professionals than those without a large indigenous presence. Furthermore, indigenous
people are more likely to live in municipalities where medical professionals are in theory
available but in practice do not provide medical consultations.
In short, rural indigenous women face major barriers in accessing reproductive and
maternal health care services. There are few medical professionals where they live and even
if they live in a municipality with available medical staff there is no guarantee they will
receive a consultation. More research is needed to determine the degree to which
geographic barriers to access such as road conditions or travel time to clinics and hospitals
impact indigenous women’s access to maternal and reproductive healthcare.
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Author’s chart; CEIEG“Perfiles municipales” accessed October 23, 2011
http://www.ceieg.chiapas.gob.mx.
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Table 4: Municipalities in which no medical consultations were provided (2009)67
Municipality

Total
Population

% Indigenous
Population

Government
Health System
Users

Medical
Personnel

Population:
physician
ratio

Municipalities with a lower percent indigenous population that the state average
Amatenango de
25346
2.44
8675
12
722.92
la Frontera
Bejucal de
6612
1.18
586
2
293.00
Ocampo
Coapilla
7681
16.59
1733
2
866.50
La Grandeza
Ixtapangajoya
Metapa
Osumacinta
Solosuchiapa
Sunuapa
Tuzantán
San Lucas

6723
4911
4806
3440
7900
2088
24417
5918

3.60
16.05
0.37
9.88
16.46
0.14
0.52
15.22

420
3850
15
933
6855
77
1529
0

3
9
1
1
9
1
9
1

140.00
427.78
15.00
933.00
761.67
77.00
169.89
0.00

Municipalities with a higher percent indigenous population than the state average
Amatenango del
8506
61.92
664
4
166.00
Valle
Chalchihuitán
13295
97.95
2852
7
407.43
Chapultenango
7124
78.14
357
3
119.00
Francisco León
6454
71.83
2885
7
412.14
Huixtán
19018
90.30
4649
11
422.64
Ocotepec
10543
97.04
787
3
262.33
Pantepec
9785
50.25
2593
3
864.33
Sitalá
10246
92.92
5612
6
935.33
Tapalapa
3928
96.95
221
1
221.00
San Juan Cancuc
24906
93.69
1913
10
191.30
Benemérito de
15213
30.28
3305
21
157.38
las Américas
Maravilla
10906
37.55
1910
6
318.33
Tenejapa
Marqués de
8538
44.46
3324
3
1108.00
Comillas
San Andrés
3145
87.98
0
0
0.00
Duraznal
Santiago el Pinar
2854
90.89
0
0
0.00

67

Author’s chart; CEIEG, “Perfiles municipales” accessed October 23, 2011
http://www.ceieg.chiapas.gob.mx.
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Militarization of space and community outreach
In late July 2011, a convoy of armed soldiers roared into the central plaza in San
Cristóbal de las Casas and trained their guns on the crowd. The day was warm and sunny,
unusual for the rainy season, and otherwise peaceful. Old men sipped their coffees,
indigenous street children hawked their wares and middle-aged women bustled from one
errand to another. The residents of San Cristóbal carried on their lives, ignoring the greenclad young men standing in the back of a military vehicle. Only we foreigners thought
something might be amiss.
The soldiers remained in the plaza – arms pointed at passerby – for six hours, before
leaving as suddenly as they had come. This is not an unusual occurrence in Chiapas, which
has been heavily militarized since the armed Zapatista uprising in 1994. Military
encampments are scattered about the state and cars are routinely stopped and searched by
armed soldiers. As surprising as this is for newcomers, Chiapans have grown accustomed to
it. This is what it is like to live at the epicenter of a low-intensity war.
Although Chiapas has dealt with militarization since 1994, it is now part of a much
larger national trend. Since President Felipe Calderón took office in 2006, Mexico has
become heavily militarized, ostensibly in the name of battling the drug cartels that now
control much of the nation. The guerra contra el narcotráfico (War Against Drug-trafficking)
began December 11, 2006 with Calderón’s approval of the use of the Mexican military to
fight drug violence in the state of Michoacán. Some 50,000 Mexicans have died since then,
although the Mexican government stopped the official body count at 34,612 over a year
ago.68
Yet as Carolyn Nordstrom, an anthropologist who specializes in military violence,
noted while reflecting on military violence in Mozambique, “the whole concept of local wars,
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whether central or peripheral, is largely a fiction. Massive interlinked and very international
war-related industries make war possible in any location in the world.”69 This is certainly the
case in Mexico; since 2008, the US has provided Mexico with $2.1 billion in military aid
under the Mérida Initiative (also known as Plan México).70 Simultaneously, the US army has
increased the military presence of the US-Mexico border, responding to both drug trafficking
and illegal immigration concerns. It remains to be seen whether the increased militarization
of Mexico will have any effect on reducing the drug traffic. However, the impact that it has
had on poor and indigenous communities is clear.
According to the Fray Bartolomé de las Casas Center for Human Rights (Frayba),
military and paramilitary human rights violations have risen alongside increased
militarization. By 1999, some 60,000 soldiers were permanently installed in the Altos,
Cañadas and northern regions of Chiapas (indigenous areas that are known Zapatista
strongholds). This is equivalent to one soldier per three to four inhabitants in many
communities. By Hernández Castillo’s count, there were 91 military bases covering 30
municipalities in Chiapas:
Acala (1), Altamirano (2), Amatenango del Valle (1), Benemérito de la Américas (5),
Berriozábal (1), Bochil (1), Catazajá (1), Chenalhó (12), Chiapa de Carzo (1),
Chicoasén (1), Chilón (3), Comitán (2), El Bosque (2), Frontera Comalapa (1), Las
Margaritas (7), Maravilla Tenejapa (5), Marqués de Comillas (3), Ocosingo (22),
Palenque (1), Pantelhó (1), Sabanilla (1), Salto de Agua (1), San Andrés Larráinzar (2),
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San Cristóbal de las Casas (4), Simojovel (1), Tenosique (1), Tila (5), Trinitaria (1),
Tuxtla Gutiérrez (2) and Yajalón (1).71
By 1998, Frayba had documented the existence of no less than 12 distinct violent
paramilitary groups that were active in the same regions.72 These paramilitary groups are
responsible for numerous killings, including the massacre of 45 unarmed men, women and
children in the community of Acteal on December 22, 1997.
The Mexican army has disrupted the very fabric of Chiapan society. Military
roadblocks are a normal part of Chiapan geography and the army has set up barracks
alongside of, or at times within, rural Chiapan communities. As Lynn Stephen notes:
The fundamental result of the militarization of these regions is that local
indigenous communities are forced to adjust to the lifestyles and consumption habits
of thousands of young Mexican men in the army and police living in their midst.
Perhaps of greater importance is the self-censorship and fear that has become part
of people's lives. And then there are the hard-core human rights abuses including
assassinations, kidnappings, torture, rape and illegal detentions.73
Indigenous women are particularly subject to violence at the hand of military men.
Kidnappings, rapes and forced prostitution are a daily threat for women living alongside
military encampments. These violations regularly go unpunished when reported and many
indigenous women prefer to keep such episodes to themselves, for fear of further violence
and retaliation.74 Numerous women’s health issues – including physical/psychological
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trauma, unwanted pregnancy and STI transmission – are thus obscured. Yet militarization
harms women’s health in more subtle ways as well.
Access to health care services (whether government-, NGO- or Zapatista-provided) is
severely constrained by the increasing militarization of the state. The SSA primary health
center in San Cristóbal de las Casas (Centro de Salud SSA, Los Pinos) is located behind a
permanent military base and patients must pass by armed soldiers in order to reach the
entrance to the health center. There are two military bases located within a 15 minute drive
of the Zapatistas’ regional hospital at Oventic, one of which controls admittance to the
regional government hospital. Patients who wish to enter the hospital must first pass
through questioning at the hands of the soldiers who control the entrance. For non-Spanishspeaking indigenous women, this can be a terrifying affair. Once inside the hospital, there is
no guarantee that they will be protected from political interrogation by doctors, soldiers, or
the state police forces set up by the military (the Public Security Force).
In fact, Dr. Raúl Belmonte testified to Physicians for Human Rights that while he was
director of the Comitán SSA hospital, “There were spies from the military and Interior
Ministry planted in the hospital. If they're no longer there, it's because villagers from EZLN
communities don't go there anymore."75 This constitutes a flagrant violation of medical
neutrality and reinforces indigenous peoples’ suspicions of government-provided health care
workers and medical facilities. Furthermore,
“PHR was able to document one instance of Government mobile health personnel
using state Public Security Police escorts when visiting the autonomous community
of Polhó, in Chenalhó municipality. A nurse at an IMSS-Field Hospital in San Cristóbal
[de las Casa], confirmed in an interview with PHR that this was a policy on the part of
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IMSS. She noted, for example, that such escorts had recently been used in Pechiquil
[Chenalhó municipality] as well.”76
These same state police forces have been documented participating in, training and
organizing paramilitary violence against civilians believed to have Zapatista sympathies,77
thus their utilization as escorts by government medical personnel is polarizing and
intimidating. Furthermore, it lends credence to indigenous arguments about the political
biases of government health care providers.
The intentional construction of military bases near hospitals and clinics is also
troubling, given the Mexican army’s consistent failure to adhere to international standards
of medical neutrality. In 1995, federal military troops razed the indigenous town of
Guadalupe-Tepeyac and threatened villagers taking refuge in a Red Cross hospital.78 The
soldiers then burned a Zapatista clinic to the ground.79 Then, in 1999, military barracks were
built right next to the new IMSS hospital in Guadalupe-Tepeyac With such a recent memory
of blatant military aggression, it is little wonder that residents of Guadalupe-Tepeyac report
that the military presence deters them from seeking care at the IMSS hospital. However, the
population is still desperately in need of health care. The nearby Zapatista-controlled (SSAZ)
hospital in San José del Río has picked up the slack and is struggling to keep up with its huge
patient load80.
The militarization of Chiapas has had clear, negative effects on the health of
indigenous communities. Military roadblocks increase the transit time of patients to
hospitals. In the case of a medical emergency, such as post-partum hemorrhage, every
second counts. Data from Brazil show that delays in care are the number one cause of
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preventable maternal death and Chiapas-based studies back this finding up. Moreover,
indigenous women are hesitant to seek medical care if it means contending with military
men because of fears of political interrogation and gendered violence. Finally, the
Government health system’s visible linkages with the Mexican army make it exceedingly
difficult for indigenous women, who have suffered countless abuses at the hands of military
men, to trust said system. As such, indigenous women may shy away from seeking
government hospital aid when they need it most.
Contraceptive supplies and sterilization
When asked why they refuse to give birth in government hospitals, many indigenous
Chiapan women also cite fears of sterilization. A recurring fear is of being forced to undergo
a Caesarian section and finding out much later that one has been sterilized. Although some
physicians see this claim as far-fetched, the data overwhelmingly back up indigenous
women’s fears.
Modern contraceptive campaigns in Mexico date back to the 1930s, with the work
of international organizations, such as the Rockefeller Foundation and the International
Planned Parenthood Foundation.81 However, in 1976, only 30.2% of Mexican women of
child-bearing age used some form of contraceptive. By 2000, this number had jumped to
71.8%.82 Although family planning campaigns are at times framed as women’s
empowerment campaigns, there are indications that this is not the case within the Mexican
context. In Mexico, as in many developing nations, the health policy focus on family planning
grew out of international development rhetoric on the role of population reduction in
poverty reduction. The International Conference on Population and Development held in
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Cairo in 1994 is often referred to as the starting point of the international development
community’s focus on family planning, but efforts to refocus poverty reduction strategies
around decreasing developing nations’ fertility rates began in the 1980s, particularly in Latin
America. The legacy of this work is still clearly evident: poverty reduction rhetoric is regularly
employed to date in family planning policy documents both internationally and within
Mexico.
In Mexico, family planning campaigns have largely focused on female surgical
sterilization, although other contraceptive methods are available.

In 1976, female

sterilization was the third most popular form of family planning, with 8.9% of Mexican
women sterilized. Yet by 1987, female sterilization was by far the most popular
contraceptive method, with over 36% of Mexican women of child-bearing age undergoing
tubal ligation.83 By 1997, nearly half of the female Mexican population had been surgically
sterilized (44.7-44.9%, depending on source84). The vast majority of those sterilizations (7578%85) were carried out by public sector hospitals. Yet the real number of surgical
sterilizations may be far higher, as hysterectomies are not classified as contraceptive
procedures.86
Throughout Mexico, there have been denunciations of coercive sterilization
practices since aggressive family planning campaigns began in the 1990s, particularly in
states with large indigenous populations, such as Chiapas, Oaxaca and Guerrero. Freyermuth
Enciso found that government health workers in rural Chiapas arranged hospital transport
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for indigenous women who agreed to sterilization procedures while in labor, but not for
those who did not consent.87 Physicians in Chiapas reported that written “consent” to tubal
ligation was often obtained from women in the form of a fingerprint after repeated requests
during the most painful stages of labor.88 Kirsch and Arana Cedano noted in a Lancet article
that impoverished Chiapan women are often offered discounts in exchange for IUD
placements or free consultations in exchange for tubal ligations, even though they are
legally entitled to free health care by the Mexican government.89
Yet the abuses go further than just coercive consent practices. In 1992, the SSA
reported that 3-7% of women sterilized in government institutions “did not take part in the
decision.”90 Third party researchers and human rights groups suggest that the numbers may
actually be much higher. Physicians for Human Rights found troubling evidence suggestive of
forced sterilization in a government hospital in the city of Comitán:
“According to hospital records, of the 2,931 women who delivered children in the
hospital in 1996, 866 were sterilized after delivery...While the director of the Comitán
Hospital, Dr. Francisco Humberto Córdova Cordero, assured PHR that all the women
sign informed consent forms, he refused to share the form with the PHR team. Upon
meeting with the women currently in the maternity ward, it became clear that many,
if not most, of the women could not be expected to read or understand such a
document since it was written in Spanish, which is not their native tongue…Others
seemed unsure about what 'tubal ligation' meant and it was not clear if they
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understood that they had been permanently sterilized, let alone given the option of
declining the operation.”91
While such observations do not rule out elective sterilizations, they are highly suggestive of
clinical proceedings that directly contradict informed consent procedures. This report and
others like it, brought government health facilities under immense scrutiny in the early
2000s, which began to turn up even more inconsistencies with government claims that
sterilizations are only performed after extensive informed consent processes.
While investigating family planning campaigns in Chiapas over the last forty years,
medical anthropologist Eduardo Menéndez noticed a troubling trend: the application of “a
whole series of activities that on the phenomenal appear separate, but which actually
constitute part of a structure of planned intervention. Of these, the most significant are:
a) Utilization of the moment of birth to perform sterilizations in ever-younger
women;
b) Reduction of sterilization procedures almost exclusively to women;
c) Parallel increase in the number of Caesarian sections on the private and official
[public] level, given that the Caesarian is used as an opportunity to sterilize;
d) Application of certain surgical intervention that also contribute to the
sterilization of the woman.”92

The sudden increase in the number of female sterilizations performed in Chiapas in the
1990s was traced back to the implementation of Misión Chiapas in 1995. Under this family
planning campaign, public hospitals were kept well-stocked with contraceptive supplies,
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even as other medical supplies were depleted.93 One physician interviewed by Freyermuth
Enciso offered up this scathing review of the program:
To me this “Mission Chiapas” is genocide, because they want the people to stop
having children. We came to stop them up with contraceptives, a mountain [of
them]. The people want to be healed, to be cured of diarrhea, bronchitis, pneumonia
and you tell them, “You know what? There is no penicillin, there’s nothing to get rid
of your diarrhea, there’s nothing for that, but there is [medicine] so that you don’t
have any more children.” It’s absurd but it’s the reality we live here in Chenalhó, in
Chiapas… To me it’s logical that if you reduce the mortality indices, the birth rates
have to drop…but if you drop the birth [rate] and the mortality [rate] stays high,
you’re going to end up without people.94
This doctor’s analysis highlights the racialized nature of family planning campaigns in
Chiapas. Poor indigenous women are overwhelmingly the targets of these campaigns, which
makes the government system’s failure to provide indigenous language documentation and
translators all the more striking. When placed within the context of genocidal paramilitary
violence, such as that which occurred in Acteal in 1997, the targeting of indigenous women
for fertility reduction campaigns takes on a more sinister tone.95
By the mid-2000s, it was widely accepted that aggressive family planning campaigns
had led to forced sterilizations of a large (if unknown) number of indigenous people. In
November 2001, the Mexican National Commission on Human Rights (CNDH) denounced the
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forced sterilizations of indigenous men and women in the states of Guerrero, Oaxaca,
Chiapas and Veracruz.96 At the National Forum in Defense on Traditional Medicine the
following year, a group of indigenous midwives from the states of Chiapas, Michoacán and
Oaxaca denounced forced sterilization practices they claimed were pushed by doctors from
the IMSS-Oportunidades (known as IMSS-Solidaridad from 1997 to 2002).97 In 2003, a group
of health workers in Chiapas denounced IMSS for threatening to fire them if they failed to
meet a sterilization quota of 1 in 5 indigenous women.98
Such recent denunciations of forced sterilizations further challenge the Mexican
government’s claim that sterilizations are only performed after an extensive informed
consent process. Contemporary forced sterilization incidents legitimize indigenous women’s
fears of government-run hospitals. Even if the last forced sterilizations occurred in 2002,
they still were recent enough to present a powerful disincentive to women seeking
reproductive health care. Although IMSS and SSA have shifted to pushing non-permanent
contraceptive methods, many indigenous residents of Chiapas see this “reproductive health”
(rather than “family planning”) campaign as contiguous with the genocidal tendencies of the
Mexican state, dating back to the colonial period. Government physicians’ methods of
imposing non-permanent contraceptives contribute to this belief.
In Chiapas, the moment of birth has long been used as an opportunity to encourage
the use of contraceptives. In 1997, the majority of intra-uterine devices (IUDs) were inserted
immediately post-partum (63.8%) and nearly half of tubal ligations (48%) were performed
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during or immediately after birth.99 Since the 1990s, these numbers have risen; in 2002, 85%
of women using contraceptive methods began to do so immediately post-partum (Figure 7).
The same methods outlined by Menéndez with regards to sterilizations are used concerning
other contraceptive measures, especially IUDs. Long-lasting contraceptive measures are
pushed on younger and younger women every year, job stability and financial incentives are
linked to IUD placement and IUDs are regularly placed without consent or in direct violation
of patients’ wishes.100 Although IUDs do not permanently bar women from bearing children,
their forcible placement still constitutes a flagrant violation of reproductive rights.
Figure 7: Contraceptive Methods, by moment of uptake
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Although some Chiapan physicians and health ministry officials continue to dismiss
indigenous women’s fears of reproductive rights violations as unfounded, this is clearly not
the case. There is extensive documentation of forced sterilization and IUD implantation at
the hands of government health workers, both in third-party and government-sponsored
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literature. While a number of tubal ligations and IUD placements are likely elective, it is
unclear whether rural indigenous women are aware of and understand other contraceptive
measures. Moreover, the heavy reliance on permanent and long-lasting contraceptive
measures calls into question the intentions behind family planning campaigns in Chiapas.
Despite its claims of promoting women’s empowerment through fertility control, the
government’s focus on permanent/long-lasting, physician-controlled (rather than womancontrolled) contraceptive measures suggests that population reduction is in fact the ultimate
goal, not women’s empowerment. Furthermore, the government’s family planning policies
(at least as applied to indigenous women) mirror eugenics and population control
movements across the globe, from areas as disparate as Peru, East Timor and the United
States.101
Set within the socio-historical context of Chiapas, indigenous communities’ claims of
state-sponsored genocide via family planning campaigns are understandable. For many
women who utilize the Zapatista-sponsored health system, the ability to receive
reproductive and maternal health care services without fear of forced sterilization is the
major benefit of that system over the Government system. More research is needed to
determine the role of the Church in women’s health care provision, especially as relates to
contraceptive supplies and sterilization campaigns. This could prove particularly fruitful
given the Catholic Church’s split stance on the Zapatista uprising (conservatives are antiZapatista while liberation theologians are pro-Zapatista) and the rise of evangelical
Protestantism within indigenous Chiapan communities.
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Language and culture
The Department of Health (SSA) health center in the city of San Cristóbal de las
Casas (Centro de Salud SSA, Los Pinos) has only one sign in Tzotzil, which does not
correspond to any of the plethora of Spanish-language signs, despite a large indigenous
population (both Tzotzil- and Tzeltal-speaking). While Spanish-language signage addressed a
wide range of issues (including dangerous symptoms during pregnancy, health insurance
information and pharmacy regulations) the Tzotzil-language sign covered only basic
information about the health center. Furthermore, the doctors at the center are all White
mestizos; indigenous doctors and indigenous medicines are not represented.
One of the issues indigenous peoples raise continuously is the inability to
communicate with government medical personnel, due to a significant language barrier.102
Most medical professionals speak only Spanish, while indigenous Chiapans speak a variety of
languages, which may or may not include Spanish. Indigenous villagers from multiple
municipalities (including Chenalhó, Pantelhó, Las Margaritas, Ocosingo and Comitán de
Domínguez) cited lack of translators as a major obstacle to receiving care in government
hospitals.103 According to the Chiapas State Statistical and Geographical Information
Committee (Comité Estatal de Información Estadística y Geográfica, or CEIEG), 34.85% of the
Chiapan indigenous population, or 8.78% of the total Chiapan population, does not speak
Spanish.104 The non-Spanish-speaking population is predominantly female, due to
indigenous women’s more limited mobility and access to education than men.
In spite of this, Spanish-to-indigenous language translators are few and far between,
even in municipalities with a majority indigenous population. By failing to provide nonSpanish speakers a way to interface with health care providers (e.g. indigenous languagespeaking medical professionals or medical translators), the government health system
102
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implies a lack of interest in the health of indigenous peoples. While this may not be the
intention, the government’s failure to attempt to overcome the language barrier is read as a
lack of commitment to indigenous rights by indigenous communities, which disincentivizes
indigenous people from seeking care in government health centers. Due to the gendered
nature of the non-Spanish-speaking population, the lack of medical translators or indigenous
language-speaking health workers disproportionately impacts women and erects another
barrier to indigenous women’s access to reproductive and maternal healthcare services.
Cultural barriers also impede indigenous Chiapan women’s ability to interface with
the government health care system. According to traditional Maya beliefs, sickness and
health have important emotional and spiritual components that must be considered along
with the physical components. However, the government health system is based on a
biomedical conception of health and illness, which does not take these non-physical
components into account. This immediately creates conflict and breeds distrusts between
health workers and patients. Furthermore, the biomedical model presupposes an
expert/non-expert relationship where the physician is an all-knowing objective actor and the
patient is a non-expert subjective actor (whose testimony (“symptoms”) is to be weighted
less heavily than observations made by the physician (“signs”)). This tension is exacerbated
by racist beliefs about the supposedly inherent ignorance of indigenous people. Dr. Rafael
Alarcón, a volunteer physician with the OMIECH (Organización de Médicos Indígenas del
Estado de Chiapas, an organization of traditional indigenous doctors and midwives in the Los
Altos region of Chiapas) commented that government doctors assume “that the indigenous
[person] has an empty head…that they are like a piggy bank that must be filled.”105
Even when acting in good faith, health workers trained in the biomedical model can
alienate indigenous women. For example, the biomedical model views childbirth as a time of
extreme physical strain on the woman’s body which must be carefully regulated at all times
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by the physician to prevent complications. In contrast, the traditional Maya understanding
of childbirth is as a moment of both extreme vulnerability and extreme strength on the part
of the mother. As such, although birthing traditions within indigenous communities vary by
region and ethnic group, nearly all involve members of the woman’s extended family and
almost exclusively occur within the home.
“Why? Because there it’s closer, her [the mother’s] cooking fire keeps it warm. If they
need hot water to wash the baby, [there is] hot water. They wash him. And they give
the mother her hot tea. It’s like this, that’s it. Her relatives are all there and sharing
in the birth of her baby, we share with our midwives and you see, one coexists, no?
You give thanks for this, I don’t know. Or they do their ceremonies, their rituals that
bring happiness there inside the house because she just had her baby. And so that is
what they seek. That is better. A thousand times. In my house. It’s what they say
anyway. Everything with the hospital is different…”106
Luisa, the woman quoted above, is involved with the OMIECH. From what I could gather, she
had birthed all of her children at home with the help of relatives and a midwife. At another
point in her interview, Luisa noted that the government hospital in Larrainzar municipality
had recently begun offering midwife services in an attempt to convince indigenous women
to give birth within the hospital. However, she remained unconvinced.
“It’s mixed, what they’re doing. It’s not so natural what they’re doing. It is mixed a
bit. A while fried, then they put it a while without oil, no? Like this food. What they’re
doing is scrambled…I feel that it’s not very traditional…not very natural, no? It’s
mixed, no?”107
The mere presence of midwives in the government hospital was not enough to change
Luisa’s opinion of it. As far as she was concerned, bringing midwives to the hospital without
106
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changing the underlying structures and assumptions of Western allopathic medicine didn’t
address the problems indigenous women face in government hospitals.
To Luisa and other indigenous Chiapan women, a trip to the hospital is a potentially
fraught experience, especially when compared to the comfort of giving birth in their homes
with their families around them. For many rural indigenous families, the cost of one person’s
travel to the hospital is nearly prohibitive; it is unthinkable to send another family member
to accompany the pregnant woman during childbirth. Even when relatives are able to travel
to the hospital with the pregnant woman, they are unable to perform the rituals associated
with childbirth in traditional Maya society. Thus, the government hospitals function to
disrupt cultural traditions, erecting yet another barrier to access. Cultural and linguistic
barriers reinforce indigenous Chiapans’ beliefs that the government doesn’t care about
them, disincentivizing indigenous women from seeking care in government hospitals. Many
give birth at home, at times without the care of a trained midwife. Unless these cultural and
linguistic barriers are lowered, the government health system will continue to fail indigenous
Chiapan women.
Maternal Mortality
According to the Mexican Department of Health (SSA), Chiapas has one of the
highest maternal mortality ratios (MMR) in Mexico, with 90.1 maternal deaths per 100,000
live births in 2006. That same year, Oaxaca registered an MMR of 74.2 per 100,000 live
births and the national median MMR was 60.1 per 100,000 live births.108 Since 1990, the
Mexican MMR has fallen substantially (32.8% as of 2009) but Chiapas has not seen
corresponding improvements. Between 1990 and 2008, the Chiapan MMR dropped a mere
12.31%.109
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Yet even this small improvement may be an overstatement. Amongst different
sources, there is no real consensus on the Chiapan MMR, past or present. Different
government agencies consistently report conflicting MMRs and no single agency has
consistently tracked maternal mortality rates from before the Zapatista uprising to today (a
20-year period). Even the highest government-calculated MMR is significantly lower than
the lowest one calculated by outside researchers (
Table 5). The varying data collection methods used by different agencies and
researchers ensure that the available data are effectively incomparable.
Table 5: Maternal Mortality Ratio in Chiapas (various sources)
CEIEG
CONAPO SINAIS
SSA
INEGI
Freyermuth
(state)
(federal) (federal) (federal) (federal) Enciso110
1990 87.34
49
205.4*
1995 65
315.6†
2000 62.12
47
2005 84.12
84.1
88.30
57
2009 75.03
75.0
43
*data from 1989
†data from 1993
Year

Brentlinger
et al. 111
607
-

However, all sources – both government and independent – agree that available
statistics are likely incomplete and inaccurate. This is due in large part to the inaccuracy of
maternal death reporting. The SSA report “Arranque Parejo en la Vida” claims that in 1990
some 40% of maternal deaths went unreported throughout Mexico and in 2000 Freyermuth
Enciso estimated that 45% of maternal deaths go unreported in the Los Altos region of
Chiapas alone, which is a predominantly indigenous area. Arana, Herrera Torres et al.,
Lozano et al. and PAHO all reported a 39-55% underreporting of maternal deaths over the
last 20 years.
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Some of the problem lies with confusion about the definition of “maternal death.”
The WHO defines maternal (or pregnancy-related) death as “the death of a woman while
pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site
of the pregnancy, from any cause related to or aggravated by the pregnancy or its
management but not from accidental or incidental causes.”112 Family members reporting
deaths and local officials recording instances of death are often unfamiliar with this
definition, leading to misclassification. Post-partum deaths and deaths resulting from
miscarriage or abortion are frequently misclassified (especially since abortion is illegal in
Chiapas). Misclassification and underreporting of maternal death is of particular concern
when health workers are not available to certify the cause of death, as is often the case in
rural Chiapas.
Furthermore, the reliability of medical records in Chiapas varies tremendously by
institution, municipality and year. Institutions that report statistics to their supervising
agencies one year may not the next year and vice versa. Only five of Chiapas’ 119
municipalities consistently reported maternal deaths to the Sistema Nacional de Información
en Salud (SINAIS) between 2002 and 2008. Eleven municipalities failed to report anything
(including a lack of maternal deaths). The births of indigenous children – particularly those
living in rural areas – often go unrecorded as well, throwing off the ratio’s denominator.113
With such unreliable records, researchers are hard pressed to calculate accurate maternal
mortality ratios.
Despite the inconsistencies in the available statistics, maternal mortality rates are
higher in indigenous communities than in non-indigenous communities. Even using SINAIS
data, I found that “indigenous” and “predominantly indigenous” municipalities consistently
had higher MMRs than municipalities with “moderate” or “low” indigenous presences,
112
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although data from 2003 appear to buck this trend (Table 6). When known underrporting is
taken into account, the MMR for indigenous women skyrockets. According to Herrera Torres
et al., “In Chiapas, 52% of the deaths by this cause [pregnancy-related complications] are
indigenous women. And the indigenous population represents 24.6% of the total population
of the state.”114
Table 6: Maternal Mortality Ratio, by percentage of municipality registered as indigenous
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Throughout Chiapas, the extent to which the indigenous population is underserved
by the government health system is a matter of considerable debate. However, it is clear
that government health services are failing this population. The lack of access to medical
services that are both too far and too expensive; the language barrier erected by a medical
establishment unable and unwilling to meet the indigenous population halfway; the culture
of fear bred by the increasing militarization of the state; and the legacy of racist and
genocidal family planning campaigns have combined to create a hostile relationship
between the government’s health care system and the indigenous population. Ultimately, it
is indigenous women who bear the brunt of the breakdown in service provision, as
evidenced by the high (even when underestimated) maternal mortality ratio.
114
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This is not an intractable problem. Most maternal deaths in Chiapas are preventable
and could be avoided with a robust health system that prioritized women’s care. A system
that addresses the barriers discussed could stand to reduce maternal mortality rates
significantly and greatly improve the health of the region. It remains to be seen if Mexican
public health officials will take the plunge and prioritize a just approach to indigenous
women’s health. However, the Zapatistas may have already begun to do so.
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Perceptions of the Zapatista’s Autonomous Health System
“The difference in the Other health…is, that for the patients, there is good attention and
trust and they have been treated with respect and care, without more discrimination just
because they are indigenous and poor.” 115
-Emily Joly, author of Colores de la Tierra

In the early 1990s, in response to decades of alleged abuses of indigenous peoples
at the hands of government medical personnel, the Zapatistas began to construct an
autonomous health system (Sistema de Salud Autónoma Zapatista or SSAZ). The SSAZ sought
primarily to address the poor health of indigenous communities by building a network of
small, community-based primary health clinics throughout the rural areas of Chiapas.
In this section, I analyze the Zapatista system as compared to the Government
system, using the same parameters as before. Increased access, prioritization of women’s
issues and decreased linguistic and cultural barriers seem to encourage indigenous women’s
usage of the SSAZ, as does the SSAZ’s reluctance to push contraceptive supplies. However,
militarization of space is an issue in the SSAZ just as it is in the Government system and there
are concerns as to whether provision of medical care is dependent on political patronage.
Finally, I analyze maternal mortality data to see if there is a demonstrative quantitative
difference between the effectiveness of the two systems at increasing women’s maternal
and reproductive health. Preliminary data seem to suggest that the changes the SSAZ has
implemented have indeed positively affected indigenous women’s health in Chiapas, but far
more research must be done for any conclusive findings to be drawn.
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Access
One of the earliest complaints brought by the Zapatistas against the Mexican
government was its failure to provide them with adequate health services. In the years
preceding the Zapatista uprising, Chiapas had the country’s lowest number of available
hospital beds and medical consultations and the third-lowest percentage of births attended
by a healthcare professional.116 Chiapas also had the second-highest maternal mortality
ratio; only Guererro fared worse.117 In the years following the uprising Zapatista
communities in the Tzeltal region of the state began “to name [men and women as] health
promoters, because we saw that we needed to give medical attention to the people, since
the bad government had never resolved the health problem.”118
Yet the roots of the Zapatistas autonomous health system are far older than the
1994 uprising. Indigenous health practitioners had begun organizing as early as 1981, when
a small core group of Maya health workers formed the OMIECH (Organización de Médicos
Indígenas del Estado de Chiapas). According to Luisa, who works with the OMIECH:
It was out of necessity that it [the OMIECH] began, not out of pleasure…because they
began to see the need. It’s quite sad. [Non-indigenous people] didn’t respect the
[indigenous] doctors and how they cured. They didn’t want to know. So there were
many things, many ugly words said by those who saw a healer heal or attend a
patient. They began to treat [indigenous doctors] as useless witches…that was how
the problems and the violence began…some even killed doctors. So little by little [the
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doctors] began to organize themselves and ask “Why don’t we get organized?”…and
it wasn’t just doctors but midwives as well.119
The OMIECH is not explicitly a Zapatista or federal government organization; it has
intentionally maintained its neutrality throughout the conflict. Yet its very existence helped
lay the foundation for the Zapatistas’ autonomous health system (SSAZ) by providing
indigenous health practitioners a framework for autonomous organizing. Furthermore, the
OMIECH began the work of recuperating indigenous Chiapan medical knowledge – from
herbal remedies to birthing procedures – on which the SSAZ relies heavily. Furthermore, the
strength of women’s organizing within the OMIECH (two of the three founding members
were women) underscores the importance of indigenous women in recuperating,
maintaining and utilizing health knowledge.
Sometime between the mid-1980s and the early 1990s, the idea of constructing
non-government health projects, like the OMIECH, was incorporated into the Zapatista
vision of socio-political autonomy. In 1988, “La Guadalupana” hospital was founded in
Oventic; it opened its doors in February of 1992.120 Since then, the Zapatistas have
constructed and staffed community health houses, municipal clinics and regional hospitals at
a striking rate throughout their region of influence (Figure 8). Local volunteer workforces
constructed the buildings and the staffs of the SSAZ centers are entirely composed of local
community members, who have been trained to provide basic health care services. As of
2007, the Zapatistas’ autonomous health system was reportedly composed of 200
community health houses – at least one in each autonomous municipality – and 25 regional
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clinics (including gynecological clinics), with a hospital/central clinic located within each of
the five Caracoles, the administrative centers of Zapatista territory.121
Figure 8: Zapatista Influence
Shading indicates municipalities with a Zapatista presence122

Determining the exact position of these community health centers and clinics is near
impossible, as the Zapatistas are wary of outsiders interested in clinic location. Given the
history of military and paramilitary attacks on SSAZ clinics, this mistrust is understandable.123
Nonetheless, from the available data it seems that the Zapatistas prioritize underserved
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areas when choosing new clinic locations. The municipal primary hospitals and regional
secondary hospitals are located in areas with a low Government health worker to population
ratio and primary health centers are located in the surrounding countryside.
Figure 9: Distribution of Government health workers in municipalities with known SSAZ
institutions
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A breakdown of the distribution of known SSAZ institutions by municipality shows
that most exist in areas underserved by the government system (Figure 9). Over 75% of the
known SSAZ institutions were constructed within municipalities with ten or fewer
Government health workers per 10,000 residents. Since delay in receiving medical attention
is the leading contributing factor to maternal mortality in Chiapas,124 a large part of the
Zapatistas’ success in preventing maternal deaths is likely due their construction of clinics
and hospitals in areas which have historically had poor health care coverage. However, the
Zapatistas are not content to merely build health care institutions in underserved areas; they
also staff the clinics and hospitals with locally-based practitioners.
124
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Many Government doctors working in Chiapas are recent medical school graduates
completing their social service. Some of these physicians have been assigned to Chiapas
from other parts of the country and nearly all are accustomed to city life. Rural, indigenous
Chiapans complain that doctors view assignment to rural posts as punishment and so are
often unavailable when patients need them. In contrast, SSAZ health promoters are
members of the communities they serve. As such, it is easier for the community to recruit
health promoters and then hold them accountable to patients. Increasingly, the SSAZ
recruits young people (especially young women) to serve as community health promoters.
Some of this is practical: young people have fewer responsibilities in the community and
have more years to serve as health promoters. Yet some of it is ideological. These teenagers
and young adults were born after or slightly before the armed uprising in 1994 and so have
been raised entirely within the Zapatista context. If there is any generation that can be
expected to fully buy into the Zapatista ideal of mandar obedeciendo, it is this one.
The Zapatistas’ security concerns make it difficult to assess the number of health
workers in the SSAZ and my fieldwork time was not long enough for me to establish enough
of a connection with the Zapatistas to be considered trustworthy with such sensitive
information. Furthermore, the Zapatistas do not publish statistics such as health worker to
patient ratio. This type of statistical transparency and accountability does not interest them
or they population that they serve (communities without electricity have no use for
statistical reports published online). Still, the lack of data makes an accurate comparison of
the two systems’ coverage little more than a pipe dream.
However, the Zapatistas’ publications (and those of third-party groups) provide
some insight. In 2005, 67 health promoters served the La Garrucha regional hospital (La
Buena Esperanza) alone, with additional health promoters in each of the four Zapatista
municipalities (Flores Magón, San Manuel, Pancho Villa and Francisco Gómez) that
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constitute that autonomous region.125 One of those municipalities, Francisco Gómez,
counted “255 general health promoters (ten women and 245 men), 47 [women]
reproductive health promoters and midwives, 7 [women] reproductive health capacitors, 8
general health facilitators…103 community health houses and 12 refrigeration centers for
maintenance of vaccines.”126 The WHO’s J. H. Cuevas reports that as of 2007, there were 450
SSAZ health promoters working in the area served by La Garrucha.127 In 2011, the
Government system registered a mere 146 health workers in Ocosingo, the area that
encompasses La Garrucha and parts of neighboring La Realidad (which has its own general
SSAZ regional hospital and four smaller municipal clinics).
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indigenous areas better served by the Government health system.
The Oventic SSAZ is similarly structured, if smaller. Forty promoters (twenty fulltime) work in the regional hospital “La Guadalupana”, which serves the entire Altos region of
Chiapas.129 Patients from all over the zone were lined up outside every day of the three
week period I observed the hospital but the health promoters seemed able to move patients
through fairly quickly. The hospital was large for this part of Chiapas, with two stories and a
multi-building compound. The space had an eye clinic, a dental clinic, an
obstetric/gynecological clinic and an operating theatre which was equipped to perform
Caesarian sections. All surgical equipment was autoclaved on site.
This hospital was also lucky enough to have three fully equipped ambulances, which
were donated by the Italian Communist Party. It is unclear how often they were deployed. It
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seems that they were utilized more for patient transport between community health centers
and the regional hospital than for emergency response, as telecommunications
infrastructure still has not reached much of rural Chiapas. Since lack of transport is an oftcited cause in cases of maternal death in rural Chiapas, these ambulances could help
significantly reduce maternal mortality rates if they were deployed in cases of pregnancyrelated complications.
Oventic, in particular, has prioritized women’s reproductive and maternal health
issues. In addition to general health promoters, the Oventic SSAZ has a reproductive healthspecific promoter brigade and a network of reproductive health-specific community clinics.
The reproductive health network provides health care services, sexual and reproductive
health classes and contraceptive supplies within small rural communities. Promoters provide
birth assistance alongside traditional community midwives, as well as episiotomies and
sutures when necessary. They also provide antenatal exams and refer women with potential
for birth complications to the regional hospital, which has a surgical staff on hand to perform
Caesarian sections.130
Yet the reproductive health promoters are more than just health workers. They are
also agents for radical social change within conservative rural communities. These women
blame machismo and men’s opposition to women seeking health care as a major factor in
the high rates of maternal mortality in highland indigenous communities. So they have
begun offering sexual and reproductive health classes for men as well as for women.131 They
believe that if men better understand the risks of childbirth, which is widely regarded as
“natural” and “safe”, they will present less opposition to women receiving medical
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assistance during birth. It remains to be seen how much of an effect this will have on
reducing maternal mortality.
Given the wealth of services provided by the SSAZ (and the corresponding lack of
services provided by the Government health system in these same areas), even nonZapatistas have begun attending the SSAZ clinics and hospitals when they need care.132
Non-Zapatista patients are asked to pay a fee of 15-20 pesos, as opposed to
Zapatista patients who are attended free of charge.133 The Zapatistas argue that this fee
system is fair because non-Zapatistas do not participate in the community labor which
supports the autonomous health system (construction of hospital and clinic buildings,
procurement of medical supplies, etc.),134 and because the fee paid by non-Zapatista users is
less than the cost of Government services for persons not inscribed in the Government’s
Seguro Popular (27 pesos, or just over USD $2). However, the two-tier fee structuring raises
questions as to whether health care is being provided along lines of political patronage. If so,
the SSAZ is playing the same patronage game as the Mexican Government. Patients who do
not adhere to either system are left out in the cold.
Overall, the SSAZ appears to be making headway in providing health care to
traditionally underserved indigenous populations. Hospitals and clinics were built in areas
without pre-existing Government facilities and the SSAZ seems to be providing communities
with more lay health promoters than the Government does with medical professionals. The
prioritization of women’s health within the SSAZ is a big step up from the Government
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system, which has no parallel program.135 The SSAZ’s recognition of broader social factors
affecting women’s health (e.g. men’s attitudes towards women’s health) is an important
step towards achieving gender parity in access to health. However, the SSAZ’s fee
structuring system, while fundamentally no different than the Government’s, undermines
health by restricting access. More research is needed to determine the extent to which
these preliminary conclusions mirror the SSAZ’s reality.
Militarization of space and community outreach
The regional hospital “La Guadalupana” is located within the Zapatista Caracol in
Oventic. In order to access this hospital, patients must pass through a gate in a barbed wire
fence, which also protects the autonomous political space where the Good Government
Councils meet (Figure 1). Masked guards (male and female) are posted at this entrance.
Although the guards are not armed, they question anyone attempting to gain entrance to
the space. Known individuals are allowed to pass through the gate into the interior space
with little difficulty, but strangers are kept waiting outside until a masked security
commission decides whether to grant them passage.
On one of my visits to Oventic, I waited two hours before the security commission
allowed me to enter. The Caracol entrance is located alongside a road which services two
military bases, both within a ten-minute drive. The hairs on the back of my neck rose any
time a car passed. I had no idea which vehicles held members of military or paramilitary
groups who might take issue with a foreigner visiting a known opposition stronghold.
However, I could always leave if things started to get bad. The indigenous residents of rural
Chiapas often do not have that option. Furthermore, I was healthy. If the Zapatista security
commission decided to turn me away, it would be a setback to my project but not a matter
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of life and death. For many who travel to Oventic, the ramifications of the security
commission’s decision are much more severe.
The separation of space presents a clear barrier to care: a patient could wait hours
for the security commission’s decision. Furthermore, it begs the question: what happens to
the patients to whom the security commission refuses entrance? More research must be
done to determine the effect of the wait time on patient health (if a wait time does indeed
exist for patients) and also to determine whether patients are turned away by the security
commission (and if so, the ramifications for health). Patient wait time is particularly salient in
discussions of women’s reproductive and maternal health, because delayed access to care is
a factor in the vast majority of pregnancy-related deaths in Chiapas.
Figure 1: Separation of community and caracol space
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The Zapatistas argue that the barbed wire fences and security commissions are
necessary to ensure the safety of the autonomous centers from the low-intensity war
between the Zapatistas, the Mexican Army and the various local paramilitary groups. This is
a reasonable concern. In 1995, federal military troops destroyed an SSAZ micro-clinic in the
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Zapatista town of Guadalupe-Tepeyac.136 Other attacks on SSAZ facilities have occurred since
then, but a lack of reporting makes it difficult to accurately assess the risk such incidents.
However, SSAZ clinics are not the only targets of military and paramilitary violence. In
Altamirano, a neutral hospital run by the Catholic Church was threatened by both military
and paramilitary forces after providing care for injured Zapatista insurgents and supporters
alongside other patients. One of the San Carlos Hospital staff members was even arrested
and tortured by the army in association with the incident.137 Military and paramilitary
disrespect for medical neutrality encourages the Zapatistas to build SSAZ facilities (especially
comparatively well-stocked regional hospitals) behind barbed wire fences and other military
trappings. However, doing so fundamentally limits community access to health services,
creating a Catch-22 for Zapatista health care providers. Ultimately, a militarized space
controlled by the EZLN is still a militarized space and so presents the same barriers to care as
those controlled by the Mexican Army.
In an attempt to subvert these barriers to care, the Zapatistas have constructed
smaller primary health care clinics outside of the enclosed space. These buildings are
dispersed throughout the communities in which they were built, at times alongside roads or
incorporated into communal spaces. These smaller clinics provide the vast majority of health
services. For example, the municipal clinic in Francisco Gómez, La Garrucha provides 260
consultations a month, about 12 of which are referred up to the regional hospital. That
regional hospital, which oversees some 172 communities, provides “1,120 consultations per
month and the micro-clinics [provide] 13,440 per year.”138 The majority of the work done by
the Oventic reproductive health brigades is performed in such community micro-clinics.
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Building primary health care clinics within rural villages sends a powerful message of
solidarity to indigenous communities long-ignored by the Government health system.
However, the lack of military protection for these clinics puts them at considerable risk of
attack. For the moment, it seems that the Zapatistas are more concerned with providing a
health system that is available to the rural indigenous population than ensuring the security
of that system, but more research must be done to determine the extent to which that is
true. The additional wait time patients endure while waiting for security commissions to
grant them passage has potentially devastating consequences on health outcomes,
especially with respect to maternal mortality. For a women with post-partum hemorrhage,
every minute counts in seeking treatment. Patients detained by a security commission could
bleed out while waiting for clearance. More research must be done to determine whether
this is a concern with SSAZ facilities and if not, why. Finally, it is unclear whether patients are
turned away by the security commission and if so, what the ramifications are for health. This
is another avenue for future research.
Contraceptive supplies and sterilization
Provision of contraceptive supplies and sterilization is a sensitive topic amongst
indigenous Chiapan communities because of years of reproductive rights abuses perpetrated
by Government health workers. However, the Zapatistas also see a need for access to
contraceptives. Article Three of the EZLN’s Women’s Revolutionary Law explicitly states
“women have the right to decide the number of children they will have a care for.” This
necessitates the availability of women-controlled contraceptive methods, particularly in the
context of unequal gender relations in rural Chiapas.
As such, the regional hospital in La Garrucha began offering reproductive health
services in 1995 and other SSAZ health facilities followed suit shortly thereafter. A poster on
the wall inside of the La Realidad regional hospital explains different contraceptive methods,
from the male condom to the IUD (intrauterine device) to the vasectomy. Within that
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region, the Zapatistas recruited, organized and trained 30 midwives to provide reproductive
health services.139 In the communities surrounding Oventic, reproductive health brigades
provide sexual education classes that explain the usages of different types of contraceptive
methods and the benefits and side effects of each.140 One Zapatista woman told me that
“all” contraceptive methods were offered by the “La Guadalupana” hospital in Oventic,
including contraceptive pills and sterilization (male and female).141 It is unclear whether
sterilizations are provided by the SSAZ. The availability of contraceptive supplies is hugely
supportive of women’s health, as birth spacing has been shown to reduce maternal
morbidity and mortality. Furthermore, woman-controlled contraceptive methods increase
women’s autonomy and allow them the option of increased political and civil participation
(many Zapatista women cite child-rearing as an obstacle to participating in civil society).
However, the mere existence of contraceptive supplies does not mean that they
being are used. It is difficult for rural indigenous women to keep up with hormonal
contraceptive regimens because of the distance between their homes and the hospitals
and/or pharmacies.142 Time spent traveling to a clinic is time away from domestic chores and
child-rearing, which are most indigenous women’s primary duties. As any reproductive
health specialist knows, the timing of hormonal contraceptive methods is the key, as failure
to maintain progesterone levels leads to ovulation and risk of pregnancy. Furthermore, the
SSAZ is reliant on outside donations of contraceptive supplies, as they have no way to
produce pharmaceuticals.143 This puts women using hormonal contraceptive methods at risk
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of unwanted pregnancy if supplies are suddenly cut off or if a donation does not come
through.
These concerns and others like them pushed the Government health system to
prioritize usage of long-lasting or permanent contraceptive measures, such as IUDs or tubal
ligation, over short-term hormonal methods. Said prioritization eventually led to
problematic quota systems and coercive/abusive sterilization and IUD implantation
practices. This does not seem to be the case in the SSAZ, although data is lacking. For the
moment, there have been no public denunciations of forced sterilizations performed by
SSAZ facilities. This does not mean that sterilization abuses have not occurred, but it seems
unlikely that the Mexican Government would keep a denunciation of an SSAZ-related forced
sterilization quiet.
Overall, the Zapatistas commitment to providing contraceptive supplies is a positive
step towards improving maternal health. The existence of reproductive health-specific
promoters and the availability of modern contraceptives signal a willingness to prioritize
women’s reproductive and maternal health. The role of birth spacing in reducing maternal
mortality rates could explain the MMR reduction noted by WHO’s Cuevas, but as there is no
indication of the extent to which indigenous women are using modern contraceptive
methods, it is difficult to attribute the reductions to improved contraceptive access. In
addition, outside factors – such as the distance between women’s homes and SSAZ clinics –
continue to hinder indigenous women’s access to contraceptives. The precarious nature of
the SSAZ’s contraceptive supply lines puts women’s ability to control their fertility at risk.
Although these factors all negatively impact the effectiveness of the SSAZ in providing
women’s health care, the Zapatistas’ clean track record on forced sterilizations seems to
have won them support amongst indigenous women that Government hospitals do not
enjoy. This support and trust may be enough to convince indigenous women to seek health
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care at SSAZ facilities where they would otherwise remain at home or seek out a traditional
spiritual healer. This, in turn, could help reduce maternal mortality.
Language and culture
In contrast to the Government clinic I visited in San Cristóbal de las Casas, the SSAZ
hospital “La Guadalupana” (located in Caracol “Resistencia y Rebeldía por la Humanidad –
Oventic”) has signage in both Tzotzil and Spanish. Frescos portraying the suggested health
actions (e.g. brushing teeth after meals) accompany the text to ensure that illiterate patients
also receive important health information.144 Photographs of other SSAZ hospitals and clinics
suggest that dual language signage and health-centric frescos are common traits of SSAZ
institutions. The bilingualism of signage is a direct attack on the Government system, whose
failure to provide adequate indigenous language services infuriates indigenous Chiapans. 145
Yet the Zapatistas provide more than just bilingual signage. The health promoters
who work in the Zapatistas’ autonomous health system are drawn from the very
communities that they serve, so they are fluent in the local indigenous languages as well as
conversational to fluent in Spanish. Familial and community ties keep SSAZ health promoters
in the communities they serve, as opposed to Government physicians, who have no longstanding attachments to their patient populations (this is especially true for new physicians
completing their year of social service). Many SSAZ health promoters have family ties in
outlying communities as well, so they are more willing to trek to distant communities to
provide medical exams and vaccinations than Government physicians. The SSAZ also
engineers health promoter availability. Community micro-clinics are built with housing
extensions for health promoters to live in so they are available to patients 24 hours a day,
seven days a week.146 Although the Government system has attempted to do this in some of
the most remote rural posts, most Government health workers live in San Cristóbal de las
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Casas or maintain a residence there where they spend two to four nights a week. The
variable availability of Government physicians discourages indigenous patients, who become
frustrated at a doctor’s absence after traveling hours on foot to reach the hospital. After
repeated attempts to reach unavailable Government doctors, some indigenous patients give
up on receiving medical care entirely. In contrast, the constant availability of SSAZ health
promoters encourages patients to seek medical attention when needed, rather than wait for
given “office hours.” More women receive antenatal care and consequently, are better able
to prevent birthing complications.147 SSAZ promoters are also better prepared to handle
obstetric emergencies than Government health workers because they know the medical
history of their patients (indigenous women often do not seek out Government medical
services until an obstetric emergency occurs). This could contribute to a decrease in
maternal mortality rates.
SSAZ health promoters are also attuned to sensitive cultural issues of which white
and mestizo health workers may not be aware. They are well-versed in the spiritual
components that Maya peoples associate with illness and health. They know that asking an
indigenous woman to completely disrobe, even for a medical exam, is highly disrespectful
because of gender norms in indigenous communities. They have endured the same racism
that other indigenous people face when they enter Government health facilities and they
sympathize with indigenous women’s fears of sterilization. This contextual knowledge allows
local health promoters to better understand and serve the needs of the patient population.
However, there are also inherent problems with using community members. In the
event of an unfavorable outcome of a surgery or illness, community members could retaliate
against the health promoter or their family. This is a major concern in the case of a maternal
death, particularly when the woman was considered otherwise “strong” and “healthy” by
her family. Furthermore, locally-based health promoters may be less willing to push for
147
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medical interventions that contradict tradition than outsiders (e.g. providing women with
contraceptive supplies against their husbands’ wishes). Many women’s health issues,
including pushing women to seek medical care when ill, contradict engrained traditions in
indigenous Chiapan society, so this reluctance to challenge the status quo could prove
detrimental to women’s health.
Overall though, the SSAZ’z reliance on local lay health promoters rather than health
professionals who have been sent in from other areas seems beneficial to indigenous
women’s health. Local health promoters are more likely to remain in their communities than
health professionals whose family and community ties are elsewhere. The trust engendered
by shared language and culture affords SSAZ health promoters a strong rapport with their
patients that ultimately results in better and more consistent care for women. SSAZ health
promoters are better prepared for obstetric emergencies because they know the patient’s
prior medical history and have consistently observed the progression of the pregnancy. They
are able to screen women who may have birth complications and move them to a wellequipped hospital before birth to prevent maternal deaths in transit to hospitals. All of these
factors combine to create an environment that is more beneficial to women’s reproductive
and maternal health than the Government system. Ultimately, this may contribute to the
observed reduction in the maternal mortality ratio in SSAZ-served communities.

Maternal mortality
The SSAZ does not publish a maternal mortality ratio and it is difficult to calculate
the MMR for the SSAZ because the Government’s birth and death records for indigenous
communities (Zapatista-aligned or not) are notoriously inaccurate.148 However, a few
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independent studies have reported preliminary maternal mortality findings for Zapatistacontrolled areas.
In 2005, Brentlinger et al. found a tentative correlation between community political
alignment and reductions of maternal mortality. Of the 182 births recorded for Zapatista
communities, one resulted in perinatal mortality and none resulted in maternal mortality. In
contrast, 25 of the 828 births recorded for Government-aligned communities resulted in
perinatal and/or maternal mortality (seven maternal deaths). However, Brentlinger et al. are
careful to note that these numbers should be considered skeptically. The small sample size
used for the Zapatista communities as opposed to the Government-aligned communities is a
significant limiting factor. Although four of the six Zapatista communities surveyed
registered no perinatal or maternal deaths during the study period (one death occurred in a
household of unknown political affiliation within a Zapatista-aligned community), this is not
necessarily indicative of Zapatista communities as a whole. Other communities could have
much higher mortality rates.149 Still, given the lack of other available data, this study
suggests that there have been significant reductions in maternal and perinatal mortality
rates within Zapatista communities, which have not occurred simultaneously in
Government-aligned communities.
In 2007, J.H. Cuevas obtained similar results while poring over medical logs and
interviewing physicians in Chiapas. Cuevas found that in two SSAZ clinics in the Selva region
of Chiapas, which serve communities where maternal mortality rates have historically been
high, no maternal deaths have occurred for at least seven years.150 As Reyes and Kaufman
note:
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“While there is no official data measuring differences between autonomous areas
and non- Zapatista areas in terms of health, independent studies have documented
that in some autonomous regions where maternal mortality was once the highest in
the country, under the autonomous systems there have been periods of up to eight
years without any maternal deaths; [and] 63 percent of women in Zapatista
communities receive prenatal care, compared to only 35 percent in non- Zapatista
communities[.]”151
These numbers offer a glimpse into the effectiveness of the SSAZ. Although Brentlinger et al.
are much more cautious in their analysis, Cuevas, Reyes and Kaufman are clear in their
conclusions: the work of the SSAZ has reduced maternal mortality, at least in specific cases
and for that it should be lauded.
Much more research must be done to determine the extent of this trend before any
conclusions are drawn as to the true impact of the SSAZ on indigenous women’s health in
Chiapas. Furthermore, more work must be done to determine the extent to which the
factors analyzed above play a role in these reductions. Still, these preliminary statistics offer
a glimmer of hope that indigenous Chiapan women may not always be condemned to death
in childbirth. If the SSAZ accomplishes nothing else, that alone will stand as a great
achievement.
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Chapter 5: Conclusion
The Zapatista uprising brought attention to the plight of the indigenous poor in
Chiapas, but it did much more than that. The Zapatistas’ deliberately egalitarian politics are
reshaping the ways in which indigenous communities view themselves and the world around
them. For indigenous women, this has involved rethinking gender norms and women’s
role(s) is society. Women are now political and social agents within their communities and
are increasingly active in civil society. Within Zapatista communities, women sit on political
governance councils and community health boards. They are trained as health promoters
and are the sole stewards of the Zapatistas’ reproductive and sexual health brigades. Studies
on inequality and health suggested that the Zapatistas’ focus on gender parity should have
resulted in better health for Zapatista women than non-Zapatista women. This study sought
to compare Government and Zapatista health services side by side to see whether there are
substantive differences in the health of women in these two populations. I analyzed the
ways in which physical access to clinics, militarization of space, availability/usage of
contraceptives and sterilization and linguistic and cultural conflicts impacted women’s
perceptions of the Government and Zapatista health systems. Finally, I examined maternal
mortality rates in both Government and Zapatista communities to see whether there were
quantifiable differences in maternal death rates between the two systems.
Overall, there seemed to be huge differences in women’s perceptions of the two
systems. Physical access to health facilities was a major factor. Indigenous women struggle
to access Government health facilities, which are located far from rural communities, are
understaffed and often do not have an available physician. The Government health care
services are generally far from adequate and there is a clear disparity in the access that
indigenous people and non-indigenous people have to these services. Indigenous women
are more likely to live in areas with few Government health workers than white or mestiza
women. The mountainous geography of the Norte and Los Altos regions where many
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indigenous women live makes travel between clinics and rural communities very difficult,
which jeopardizes indigenous women’s access to health care services. In the event of an
obstetric emergency, the inability to access a health worker can be deadly.
In contrast, SSAZ facilities are usually located within rural communities, rather than
in urban centers. Health promoters live in rooms attached to the clinic so they are readily
available, even outside of regular clinic hours. While SSAZ facilities are still understaffed,
there are more SSAZ health promoters than Government health workers in most indigenous
parts of the state.
Unfortunately, the data used to examine indigenous women’s access to both
systems’ health facilities are unreliable. Government health statistics, such as the number of
patients per health workers in a given municipality, at times do not make sense and there is
a high likelihood that even numbers that seem accurate are not, due to underreporting of
births and deaths in indigenous areas. In this sense, more accurate recording of health
statistics is needed. Much more data that address the actual impact and reach of the
autonomous health system is needed, so as to assess whether the SSAZ makes up for the
disparities in the Government system. More independent investigators need to focus on the
SSAZ as a legitimate health actor in Chiapas so that unbiased data is available, rather than
solely information provided by the insurgent forces.
One potential avenue for future study is the physical distribution of health facilities.
If a municipality has five facilities but all are concentrated in one community, women’s
access to health services may be much more limited than if the facilities were spread out
throughout the municipality. A GIS-based analysis that calculates travel time between
indigenous communities and health facilities (including an accounting for military roadblocks
and intermittent public transportation availability) would afford a much richer and more
accurate analysis of indigenous women’s access to health care.
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Other studies are needed to examine the extent to which cost is a limiting factor.
Indigenous families often list “cost” as a contributing factor in maternal death, but it is
unclear what is meant by “cost.” It could refer to the actual cost of treatment by a health
worker, or to the cost of transportation between the woman’s home and a health facility, or
even the cost in lost wages for the family member(s) who accompany the woman to a
hospital or clinic. “Cost” could refer to the price of paying a translator as well, since
translators are rarely available in Government facilities. A more nuanced understanding of
what “cost” means as a barrier to indigenous women’s access to health services is needed
before this barrier to care can be adequately addressed.
The militarization of Chiapas erects a huge barrier to indigenous women’s ability to
access reproductive and maternal health services. Areas surrounding government hospitals
are often militarized zones and indigenous women may have to pass through multiple
military checkpoints in order to access reproductive and/or maternal health services. Such
delays are frightening, especially for women who do not speak Spanish, and they can prove
deadly during obstetric emergencies. The Zapatistas’ use of barbed wire fences and guards
around regional hospitals creates a similar barrier to access, although the SSAZ attempts to
circumvent this by building clinics and micro-clinics within communities. Still, the Mexican
military’s (and paramilitary groups’) historic disregard for medical neutrality provides an
additional element of terror to an already fraught choice of whether to seek medical care
and if so, in which type of facility. Women who would otherwise seek care at an SSAZ facility
might remain at home rather than risk military and paramilitary violence at a community
clinic. In contrast to the Mexican military’s claims of improving health provision, the
militarization of Chiapas has had largely negative effects on indigenous women’s access to
health services.
My analysis of the impact of militarization on indigenous women’s health barely
scratches the surface. I have not addressed the negative impact of the prostitution,
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kidnappings of girls/women and sexual assault/rape that came to Chiapas with the Mexican
army. Indigenous women are often the victims of gendered military violence and rape,
causing physical and psychological trauma, STI transmission and unwanted pregnancy.
Gendered violence can exacerbate pre-existing gynecological and/or obstetric conditions
and cause miscarriage. Some exploratory studies have been performed in this area, but
more research is needed to uncover the prevalence of these violations.
Linguistic and cultural concerns also form barriers to care for indigenous women.
This is rarely an issue within the SSAZ because health promoters are drawn from the very
communities they serve. However, some health campaigns can put SSAZ health promoters
at odds with the community’s traditions (especially concerning women’s health issues).
More research is needed to understand how the Zapatistas’ address these cultural clashes.
Within the Government system, the impact of linguistic and cultural differences is clear. The
lack of translators and/or indigenous health professionals in Government hospitals creates
an at-times insurmountable barrier to good health care practices. It contributes to healthrelated human rights abuses, particularly forced sterilizations of indigenous women. The
international attention reproductive rights denunciations over the last ten to fifteen years
seems to have reduced Government sterilization campaigns, but it remains to see whether
that is actually the case. The Government system may have simply switched to a forcible IUD
placement campaign instead, which is no less troubling, even if less permanent.
These and other reproductive rights violations arise from a deep-seated
intersectionality of racist and sexist oppressions which presuppose indigenous women are
inherently inferior to white male physicians and health policymakers. This ideology posits
indigenous women’s fertility as the fundamental underpinning of indigenous poverty, rather
than forcing those same physicians and policymakers to confront inequitable land
distribution; racial discrimination; and centuries of social, political and economic oppression.
Frighteningly, this logic is found in “poverty reduction” strategies the world over, including
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those endorsed by the IMF, the World Bank, UNFPA and other international development
organizations. Ultimately this logic –while claiming to improve women’s autonomy – further
degrades and oppresses indigenous women by denying them agency. The resulting increases
in inequality can only harm women’s health.
While official statistics claim that the maternal mortality ratio in Chiapas has fallen
over the last decade, the actual picture is much murkier. Rampant underreporting of both
births and deaths obscure the ratio, as do misclassifications of maternal deaths. One
institute should be charged with keeping track of birth and maternal death statistics in
perpetuity so that trends can be followed accurately. The current system, where one
institution tracks maternal morality for a few years and then another institution takes over,
makes an accurate accounting of maternal deaths near impossible. Furthermore, the
Government system must keep more accurate records, so that official MMR estimates are
not so drastically different from those calculated by independent researchers. The
Government’s failure to do so merely compounds indigenous women’s beliefs that the
Government is unconcerned with their health and well-being and further disincentivizes
indigenous women from seeking care in Government facilities.
Similarly, the Zapatistas’ failure to provide maternal mortality data makes it difficult
to accurately analyze the effectiveness of the SSAZ. Although preliminary data seem to point
in the SSAZ’s favor, a full accounting of maternal deaths is needed to determine whether the
SSAZ has really improved women’s health. All of the women’s empowerment rhetoric in the
world does not make up for a high maternal death toll. Allowing independent researchers
more access to Zapatista communities could serve the same purpose, while reducing or
eliminating claims of bias or data falsification.
Ultimately, more quantitative metrics should be available for analyzing women’s
reproductive and maternal health, on both fronts. The percentages of women receiving
antenatal exams, Pap smears and breast exams are all important metrics, as is the percent
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met contraceptive need. Maternal nutrition statistics are also important. In short, a variety
of other metrics are needed to allow for an integrated approach to improving women’s
reproductive and maternal health, in both the Government and Zapatista health systems.
Overall I found that indigenous women in Chiapas have a very negative impression
of the Government health system, because of poor access to health facilities; extensive
militarization of the Government facilities (and the state at large); denunciations of forced
sterilizations; and significant language and culture barriers. The Zapatistas’ autonomous
health care system, while far from perfect, remedies many of these issues. In spite of
constant supply shortages, indigenous women seem to have a better perception of the
services provided by the Zapatista system, because of greater ease of access; lack of forced
sterilization scandals; and language and culture similarities. Maternal mortality rates seem
to be better in Zapatista communities than in Government-aligned ones, but more data
must be obtained for any conclusion to be drawn. Given these results, it seems that the
Zapatistas’ focus on gender parity and improving health conditions for oppressed groups
may have improved indigenous women’s reproductive and maternal health in Chiapas. At
the very least, the creation of the SSAZ may have provided indigenous Chiapan women with
a health care provider that they trust in cases of emergencies. That may make all the
difference.
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Appendix A: The Women’s Revolutionary Law152
In the just fight for the liberation of our people, the EZLN incorporates women into the
revolutionary struggle, regardless of their race, creed, color or political affiliation, requiring
only that they share the demands of the exploited people and that they commit to the laws
and regulations of the revolution. In addition, taking into account the situation of the
woman worker in Mexico, the revolution supports their just demands for equality and
justice in the following Women's Revolutionary Law.
First: Women, regardless of their race, creed, color or political affiliation, have the right to
participate in the revolutionary struggle in a way determined by their desire and capacity.
Second: Women have the right to work and receive a just salary.
Third: Women have the right to decide the number of children they will have and care for.
Fourth: Women have the right to participate in the affairs of the community and hold
positions of authority if they are freely and democratically elected.
Fifth: Women and their children have the right to primary attention in matters of health and
nutrition.
Sixth: Women have the right to an education.
Seventh: Women have the right to choose their partner and are not to be forced into
marriage.
Eighth: Women shall not be beaten or physically mistreated by their family members or by
strangers. Rape and attempted rape will be severely punished.
Ninth: Women will be able to occupy positions of leadership in the organization and hold
military ranks in the revolutionary armed forces.
Tenth: Women will have all the rights and obligations elaborated in the Revolutionary Laws
and regulations.
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