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Abstract 

Women from the Bolivian highlands who migrate to El Alto maintain rural traditions and a norm 

of patriarchal families.  The intrauterine device (IUD) has emerged as the most cost-effective and 

socially acceptable form of modern contraception to replace periodic abstinence as a way to 

increase the time between pregnancies.  However, migrant women must leave their kinship 

networks to obtain IUD’s, resulting in suspicion about how the IUD might affect their bodies.  

Migrant women’s perception of the IUD as a morally inferior alternative to periodic abstinence 

also hinders its widespread use. 

 

Background  

In June 2009, I arrived in El Alto, a city overlooking La Paz on the edge of Bolivia’s 

altiplano.  Honking minibuses kicked up clouds of golden dust in the wide dirt streets.  I passed 

Aymara and Quechua women selling cold chewy popcorn, roasted peanuts, fruit, and pungent 

fish from Lake Titicaca.  Some of these women carried children on their backs in aguallos, 

canvas cloths striped purple, magenta, blue, and green.  This bustling city had a population 
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growth rate of 9.2% in 2002, largely due to migration (CARE 2002: 1).  This migration has been 

steady and prolonged; El Alto’s average annual population growth rate since 1950 is 8.2%  

(Arbona 2004: 258).  These migrants are overwhelmingly Aymara and Quechua people from the 

highlands of Bolivia, as 95% of El Alto’s population is indigenous (Friedman-Rudovsky 2008).  

The majority of female migrants are young and poor.  Sixty percent of the city is under the age of 

25 (Americas Program Special Report 2005: 2).  Migrant women are especially likely to be in 

this age category, as women migrate to El Alto at an earlier age then men because they are able 

to “capture a wage at a younger age than men by working as domestic servants” (Gill 1993: 77).  

Migrant women generally find employment in the “informal economy” as domestic workers, 

independent wage laborers, or market vendors (Rousseau 2005: 8).  Migrant women also tend to 

be poorer than urban-born women.  As Gill (1993) points out, “the urban-born women [who 

worked as market vendors] tended to control the most expensive, and therefore most profitable, 

goods, thanks to the connections established by previous generations” (77).  Migrant women 

constitute a large portion of the city’s population.  A survey in 1997 found that 44% of women in 

El Alto had lived there nine years or less (CARE 2002: 9). 

 In a hospital a few blocks from the fish market, I would see in a single morning three 

pregnant women bleeding out.  Odds are that one of them might have attempted an illegal 

abortion.  It is estimated that 27-35% of maternal deaths in Bolivia, or about one third, are 

related to abortions that occurred in risky conditions (Mantilla 2004: 113).  Clearly, unwanted 

pregnancy is a serious public health issue in Bolivia, where 71.2% of women in union do not 

want any more children, yet only 34.9% use a modern method of contraception (Demographic 

and Health Survey 2003: 74). 
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 Bolivia has the lowest modern contraceptive prevalence rate in Latin America (Taylor 

2003: 11).  Compared to women in eight other Latin American countries, Bolivian women lived 

the most years without using a modern contraceptive and were the most likely to rely on periodic 

abstinence to prevent pregnancy (Ali 2004: 1178).  In a study of fifteen countries in Latin 

America, Asia, and North Africa, Bolivia had the highest rate of contraceptive failure at almost 

29%.  Modern contraceptives, withdrawal, and the rhythm method were included as methods of 

contraception for all countries in the study (Moreno 1991: 44).  Although an alarming number of 

Bolivian women have not been able to regulate their own fertility, Bolivia is not the worst 

country in the world in terms of unmet need for contraception.    The countries with the highest 

percentage of women with an unmet need for contraception are in Sub-Saharan Africa: Rwanda, 

Malawi, and Kenya (RAND 1998). 

 The first step in understanding migrant women’s choice to use the IUD, periodic 

abstinence, or other contraceptive methods is an examination of their family and religious 

backgrounds.  Most migrants to El Alto maintain the nuclear family structure that predominates 

in the altiplano.  A survey of thirty El Alto market women found that all of them and all of the 

rural migrants among them were living with a sexual partner by age 20 (Schuler 1994: 213).  

Many migrant couples establish households without marrying in the Catholic Church or 

obtaining official marriage certificates, partially due to the cost of the documentation.  Despite 

the lack of a church wedding, the indigenous community still recognizes these unions as 

permanent.  “It is common for couples to cohabit for two or three years and have children freely 

in what they call ‘sirwiñaco’ (Aymara marriage) before they get married in the occidental style.  

According to their ancient traditions, a couple is engaged whenever the engagement has taken 

place in the presence of the local community authorities.  So, it is the social control of the 
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community and authorities that give faith to the new union” (SOS Children’s Villages 2010).  

Urban couples are more likely to separate than rural couples, but still four out of five households 

in La Paz and El Alto are headed by men (Nájera 1998: 1). 

The Catholic Church’s direct impact on migrant women’s personal decision-making is 

much less than would be expected.  While 95% of Bolivians identify as Catholic, a much smaller 

proportion actively practice the faith and obey Church tenets (US Library of Congress 2010).  

Although the Catholic Church condemns the use of modern contraceptives, 81% of Bolivian 

Catholics believe one can use contraception and still be a good Catholic (Joyce 2008).  Migrant 

women from rural communities that revere indigenous systems of religion and spirituality are 

unlikely to perceive the church’s values as their own.  Catholic clergy were often absent from 

rural settings (US Library of Congress 2010).  The village of Qaqachaka, for example, is proud 

of their historical independence as a community free from the Spanish hacienda system (Arnold 

1996: 305).  Experts agree that the altiplano from which migrant women come was one of the 

most resistant regions to Catholicism and Spanish influence in South America.  “The western 

altiplano region was an area of dense Indian population and strongly rooted communities which 

shielded their inhabitants from Spanish cultural penetration” (Grieshaber 1989:100).  Many 

migrant women grew up in areas less influenced by Catholicism, and they often maintain that 

same distance from the church in El Alto.  For instance, only 21% of the Rosas Pampas 

neighborhood of El Alto attends church, and most of those who attend are children or elderly 

(Lazar 2008: 156). 

Aymara and Quechua societies are fundamentally patriarchal, despite the significant 

responsibilities wielded by women within their families and a popular misconception that 

describes indigenous families as matriarchal.  In this paper, the term “patriarchal” describes 
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families headed by the father and “matriarchal” by the mother.  If the unit of the community is 

analogized to the unit of the family, then the head of a patriarchal community consisting of 

patriarchal families would also be male and vice versa for a matriarchal community. 

Some academics have erroneously characterized indigenous communities as matriarchal.  

Balán (1996) writes that “The Andean world has been characterized by complementary gender 

roles in productive activities, the high value placed upon women’s contributions to the household 

economy, and relatively high female autonomy” (71).  Balán goes on to cite a study by Harris 

(1985), which concludes that if there are patriarchal elements in social relations, they “are not 

primarily placed within the domestic unit (71).  Nearly all migrant women in El Alto earn 

income, and they do have significant autonomy from their husbands or partners in their 

employment outside the home.  Although Paulson (1996) wrote of the city Cochabamba, three 

hours from El Alto, she still focuses on migrant women in her analysis of gender roles: 

“There exists a tradition rooted in feminine leadership in the management of the domestic 

economy, commercial networks, and the informal economy, a condition that coexists 

with the cultural stereotype of women as dominant mothers who control their 

families…The growing predominance of homes with feminine bosses highlights these 

characteristics, feeding the popular attitude that characterizes women…especially the 

aforementioned indigenous and peasant women, as dominant matriarchs.” (104) 

Migrant women who find work as market vendors do command extensive commercial networks, 

but their leadership is still confined to the informal economy.  Paulson (1996) cites the fact that 

in agrarian reform of the 1950’s men were legally recognized as the heads of their households in 

keeping with traditional Aymara and Quechua organization of the family (106).  In Balán 

(1996)’s ethnography of a Quechua village, “it is supposed to be natural for a young woman to 
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get married and leave her parental household” (79).  Because wealth and descent are traced 

through the male line, the community has a strong interest in ensuring that each man’s son is in 

fact his son, and a high value is placed on women’s virginity at marriage.  The custom of joining 

a man’s household upon marriage substantiates Balán’s conclusion that indigenous families are 

patriarchal, with inheritance and descent traced through the male line (71). 

Migrant women’s relative autonomy as market vendors does not confer the same 

authority that men possess as heads of their families and communities.   Paulson (1996) provides 

ample evidence of men’s public leadership.  All of the councilors of the Honorable Municipal 

Counsel of Cochabamba are men, as are 95% of university deans and department heads.  In an 

issue of The Times, Cochabamba’s largest newspaper, there were photos of forty-nine men but 

only eleven females, four of whom were hostesses in “transparent blouses, miniskirts, and heels” 

and three of whom were blind children (107).  The prevalence of domestic violence also 

evidences migrant women’s subordinate status.  A longitudinal study of 816 women in El Alto 

and La Paz in 1998 reported that 42% had experienced “frequent” domestic violence in a current 

or past relationship.  In El Alto, 20% of women said that they had experienced physical violence 

during their last pregnancy (Nájera 1998: 6).  Another study found that 82 of 96 women 

interviewed in El Alto said they had been physically or verbally abused (Paulson 2003: 491).  “In 

conclusion,” Paulson (1996) writes, “what we can observe…are strong responsibilities for 

women within their homes and families as a functional element of a wider patriarchal system” 

(105). 

 

Periodic Abstinence and Other Traditional Strategies to Prevent Pregnancy 
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 Within their patriarchal communities, migrant women gain social recognition when they 

become mothers, but they do not wish to have many children.  Both rural and urban indigenous 

communities support having fewer children, in contrast to the popular misconception that 

indigenous people perceive children as sources of wealth, labor, or status.  Paulson (2003) 

writes: 

“Opportunities for personal and occupational growth are limited for indigenous men and 

women by discrimination in the educational system and labour market…this lack of 

opportunity may contribute to situations in which some women see sexual service and 

maternity as principal forms of social recognition and power” (485).   

Paulson (2003)’s assertion has some merit.  Migrant women’s primary role in their patriarchal 

society is that of mothers.  However, migrant women fulfill their role as mother after having only 

one child; they do not perceive having many additional children as signs of increasing status or 

wealth.  In the rural village of Qaqachaka, families with few children are considered “loved by 

God” (Arnold 1996: 347).  This attitude carries into the city.  Market women in El Alto describe 

long periods of infertility as acts of divine providence (Schuler 1994: 218). 

Indigenous women consistently recognize large families as a drain on status and wealth.  

One El Alto market woman describes the cost and burden of caring for children, saying, “I used 

to cry all the time when I had to go to work with both babies.  You can’t work – you have to 

carry around a big load of goods and you have to carry two babies” (Schuler 1994: 213).  A 

survey of 816 women in El Alto and La Paz found that “not having a child under the age of one 

and not being pregnant increased the odds of working…Women who worked viewed additional 

children as a limitation to working” (Nájera 1998: 5).  Rather than increasing social status, 

having many children impedes migrant women’s access to the informal marketplace economy, a 
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crucial source of family income and one of the few arenas in which migrant women may rise in 

social stature by occupying positions of authority and leadership.  Indigenous women surveyed 

in El Alto on average desired only 2.3 children (Nájera 1998: 1). 

Within social networks, women who have had many children are belittled and denigrated.  

“Women are criticized…for having too many children or having them too early or too close 

together.  Such women are described as breeding like bunnies or like hens laying eggs, or having 

children that look like zamponas (musical instruments made of a row of bamboo stalks that 

diminish in size) or salteñas (little meat pies) coming out of the oven” (Schuler 1994: 213).  This 

is not a culture that glorifies the process of having many children.  One 35-year-old woman who 

had been pregnant eight times said “I though about what people would say about me, how they 

would look at me.  I always wanted to miscarry” (Schuler 1994: 218).  Her language shows that 

she feared the judgment of her peers, and that social norms rooted in the grim economic reality 

of El Alto do not praise mothers for having many children. 

In addition to expressing verbal judgments, kinship and social networks support fertility 

regulation for migrant women who are already mothers by providing mates (herbal teas) believed 

to have contraceptive effects (Hawkins 2001: 61).  Indigenous women have relationships with 

the providers of traditional contraceptives, which are viewed as safe and familiar.  Yatiris, 

diviners of coca leaves, are believed to cure illnesses.  Yatiris receive their power after an 

auspicious event such as being struck by lightening, as in the case of two yatiris interviewed in 

El Alto (Hawkins 2001:  62).  Herbal teas or mates, prepared at home usually by a female 

relative, are “the most commonly used health care resource among the poor in El Alto,” 

(Hawkins 2001: 61).  Women in El Alto commonly mention mates as a way to induce abortion 

(Schuler 1994: 218).  A migrant woman probably grew up in a community without access to 
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modern healthcare services, where yatiris and sellers of mates were greatly respected.  A 

traditional practitioner would have known her entire family, and knowledge of mates would have 

spread through conversations with friends and relatives.  Writes Hawkins (2001), “Use of 

indigenous methods is controlled by women and information on methods of control is 

communicated through women’s kinship and other social networks” (62). 

The most commonly used traditional method of preventing pregnancy is periodic 

abstinence, which like mates is introduced through established relationships.  More women use 

periodic abstinence than any other method of modern or traditional contraception.  According to 

Bolivia’s Demographic and Health Survey (2003), 19.3% of women currently practice periodic 

abstinence (74).  Migrant women vary in the frequency and duration of the time periods in which 

they are abstinent, some attempting to abstain from intercourse for up to three weeks out of the 

month.  Common strategies to achieve abstinence include sleeping in separate beds, or a mother 

sleeping in the same bed as a small child (Schuler 1994: 217).  Bolivian women refer to 

variations of periodic abstinence as “the rhythm method.”  The rhythm method does not refer 

exclusively to techniques that employ a strict calendar or a woman’s temperature to identify 

fertile periods. 

Defined in this way, the rhythm method has a 21.2% failure rate, compared to 3% for the 

IUD and 10.5% for the contraceptive pill (Moreno 1991: 47).  Significant numbers of women 

practicing periodic abstinence do not understand their own cycles.  In Qaqachaka, both men and 

women believe that the most fertile period is during a woman’s period, and that conception 

occurs when the man meets the “blood of the woman” (Arnold 1996: 314).  Actually, 

menstruation is the least fertile period of a woman’s cycle. According to Zambrana (1998), one 
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third of women surveyed in Cochabamba using the rhythm method cannot accurately identify 

their most fertile period (3). 

Migrant women imbue the practice of periodic abstinence with a sense of moral 

superiority as well as pride in their ability to control their husbands.  One indigenous woman 

named Maria described how she viewed periodic abstinence: 

“I have never used modern methods of family planning.  My husband is a good man.  He 

understands not to trouble me, he sleeps in a separate bed.  The best method of family 

planning is the rhythm method.  The best way to practice the rhythm method is to have 

sex once or twice a month.  Many women cannot use the rhythm method because their 

husbands are not good men.  Many women are timid and cannot control their husbands.” 

(Hawkins 2001: 69) 

Maria’s words suggest that both she and her husband are morally good because they are able to 

exercise self-control.  Successful implementation of periodic abstinence is taken as a sign that 

migrant women can control their fertility through their own willpower.   Female relatives instill 

in migrant women at a young age the responsibility to control fertility through strength of will. 

Female relatives tell indigenous women from an early age, “te cuidas.”  At that age, the 

phrase directs them to avoid pregnancy, but they are not told how (Schuler 1994: 213).  The first 

person conjugation of “te cuidas” is “me cuido.”  Balán (1996) translates “me cuido” to “I am 

careful” (74).  Hawkins (2001) translates the phrase to “I take care” (69).  In fact, the most 

grammatically accurate translation is “I take care of myself.”  Periodic abstinence allows women 

to do exactly that – to take care of themselves and decrease the chance of pregnancy without 

relying on doctors or pharmacists.  When women say “me cuido” or “nos cuidamos,” they often 

literally mean that the birth control method they are using is periodic abstinence (Balán 1996: 
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74).  The double meaning of “me cuido” to mean both avoiding pregnancy and practicing 

periodic abstinence shows how closely the two are tied in migrant women’s minds and ethical 

perspective. 

Migrant women perceive implementation of periodic abstinence as evidence of 

empowerment within marriage or partnership.  Periodic abstinence provides a way for women to 

assert ownership over their own bodies by controlling when they have intercourse.  In Schuler 

(1994)’s interviews of market women, “sexual desire is portrayed as predominantly a male 

characteristic that women are obliged to satisfy to some extent” (217).  One woman from El Alto 

said, “There are those like pigs who can’t wait for the woman; there are others that are just 

average; and then there are those that are like women – they do not care about sex” (Schuler 

1994: 217).  These interviews provide evidence of a view of sex as something that husbands or 

partners may demand from women, and statistically a significant proportion of partners do 

demand intercourse.  One third of 96 women interviewed in El Alto “had been forced by their 

partner to have intercourse” (Paulson 2003: 491).  Periodic abstinence as a means to prevent 

pregnancy alters the typical dynamic in which women are required to have intercourse with their 

male partners.  With couples that successfully practice the rhythm method, the woman’s fertility 

becomes a more important driving force behind when the couple has intercourse than the male 

partner’s desire.  Schuler (1994) writes “the need for regular periods of abstinence is…perceived 

by some of the women as an advantage of the rhythm method” (217). 

Maria said that some women (not her) could not practice periodic abstinence because 

they could not “control” their husbands (Hawkins 2001: 69).  Her choice to use the word 

“control” reveals that migrant women associate periodic abstinence with greater power in their 

marriages.  She might have substituted another phrase such as “resist their husbands” and still 
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conveyed the same basic meaning.  The word “resist” though is somewhat passive, describing a 

response to an actor.  Maria instead used the word “control,” an active verb that connotes her 

agency.  Migrant women perceive periodic abstinence as evidence of a couple’s cooperation and 

self-reliance, elevating it as the optimal way to prevent pregnancy.  “My husband knows the 

calendar method by heart” said one indigenous woman.  “I don’t need [modern contraceptives] 

because I’m fine with this method” (Schuler 1994: 218).  Her phrasing suggests that modern 

contraceptives are a last resort for women who are unable to attain the parity in their marital 

relationships necessary for the practice of periodic abstinence. 

 

The IUD: The Modern Contraceptive Most Likely to Replace Periodic Abstinence as a 

Means to Prevent Pregnancy 

 No surveys have explicitly investigated the rate of contraception use among migrant 

women in El Alto, but data that categorize broader subsets of women indicate that this rate is 

probably low.  While the national rate of modern contraceptive use is the lowest in Latin 

America at 34.9%, the prevalence rate for migrant women is quite possibly less than the national 

average (Demographic Health Survey 2003: 9).  Migrant women tend to be adolescents or young 

adults.  About 8% of sexually experienced Bolivian women aged 15-19 use modern 

contraception (Rani 2004: 113).  The National Demographic and Health Survey (ENDSA) 

(1998) interviewed 92 adolescents, and found that only 10% used a modern contraceptive.  With 

the rate of modern contraception use in Rani (2004)’s and ENDSA’s studies ranging from 8% to 

10%, a conservative estimate would be that 90% of young women do not use a modern 

contraceptive method.  Migrant women’s education levels also give some clues as to the 

prevalence of modern contraceptives.  Only 23.7% of women aged 15-49 had completed high 
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school in a survey of first generation rural migrants in El Alto (CARE 2002: 9).  This indicates 

that about three fourths of migrant women have a primary or lower level of education.  The 

fertility rate for Bolivian woman with primary education was 4.9 and 6.8 for a woman with no 

education (Demographic and Health Survey 2003), compared to the national average of 3.96 

(World Bank World Development Indicators 2003).  Migrant women are at the intersection of 

uneducated, poor, and young subsets of Bolivian women that have been explicitly studied, so the 

data indicating low contraception use among these groups of women likely reflect patterns 

among migrant women as well. 

Studies of indigenous women living in El Alto and La Paz also show low rates of 

contraception use.  Overall, only 12% of El Alto’s population used modern contraceptive 

methods in 1999 (Paulson 2003: 486).   One investigation consisting of interviews of thirty 

Aymara market women in La Paz and El Alto found that eight were using modern methods, and 

“just over half” of the thirty were rural migrants (Schuler 1994: 212).  Whether the migrants 

were the ones using modern methods is unknown.  A longitudinal survey of women in La Paz 

and El Alto provides a larger sample, but again no differentiation between migrants and urban-

born women.  This survey found that of nearly 400 women who stated they did not want any 

more children in 1994, by 1997 a third had had at least one pregnancy (Nájera 1998: 7). 

Many women of Aymara and Quechua origin living in rural areas cannot travel long 

distances to pharmacies and healthcare providers to obtain modern contraceptives due to cost, 

time, or inadequate transportation infrastructure.  Unlike their rural counterparts, indigenous 

women who have migrated to El Alto have physical access to clinics, hospitals, and pharmacies 

that provide or sell modern contraceptives.  Modern contraceptives are defined as the diaphragm, 
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intrauterine device (IUD), spermicide, surgical sterilization, condoms for males and females, and 

birth control pills, injections, patches, implants and rings. 

The male condom is unlikely to replace periodic abstinence as a predominant 

contraceptive method.  Only 6% of Bolivian men reported using condoms during their last sexual 

relation (Demographic Health Survey, 1998).  Of 246 truck drivers surveyed in Bolivia, 31% 

said that they had never used a condom (Sorensen 41: 2007).  Because condoms have been 

marketed as a method to prevent the spread of sexually transmitted infections and HIV, they 

have been stigmatized as a method of contraception that is associated with people who have 

many sexual partners.  In a study of 630 couples in Cochabamba, 16% of men and 39% of 

women said they would be ashamed to buy condoms (Zambrana 1998: 5).  While no studies have 

been published that focus on interviews of Bolivians about condom use, interviews from studies 

investigating attitudes in Latin America shed some light on the stigma attached to condom use.  

“Many of my friends say their girlfriends are 'clean', and that they don't need to use condoms, 

which reduce their pleasure,” said Alberto Flores, a 32-year-old Cuban (Grogg 2002).  This 

comment indicates that condoms are perceived as being necessary only when a partner is morally 

suspect and likely to have had many partners in the past. 

There are no local suppliers of modern contraceptives in Bolivia, so all contraceptives 

must be internationally purchased or donated.  “Under the decentralized Bolivian health system, 

municipalities often buy contraceptives directly from private vendors…under the Institutional 

Municipal Pharmacy (Farmacias Institucionales Municipales, or FIM) program. Municipalities 

pay high prices to procure these medicines and contraceptives locally because the purchase 

quantities are small and they are unable to take advantage of economies of scale” (Quesada 

2006: 4).  Because Bolivian municipalities and pharmacies must accept international donations 
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of contraceptives or purchase them in relatively small quantities, the most recently invented and 

most expensive modern contraceptives are not yet available in Bolivia.   For example, the birth 

control patch, implant and ring are not sold in Bolivia.  Monthly injections called Lunelle, which 

were approved by the US FDA in 2000, are not available.  Only Deproprovera injections that 

prevent pregnancy for three months are provided in clinics and hospitals.  Two types of birth 

control pills are sold, while birth control pills that decrease the number of periods per year are 

not.  Similarly, only a few basic variations of the IUD are available in healthcare facilities in 

Bolivia, mainly the Copper T (Santivañez 2010). 

The female condom is not widely sold in Bolivia (Santivañez 2010).  Although studies 

have found a high degree of acceptance for the female condom in developing countries, it 

remains prohibitively expensive in most (Family Health International 1997: 6).  In Bolivia, the 

female condom costs twice as much as the male condom (Family Health International 1997: 16).  

The average market woman in El Alto earns 1.2-2.5 US dollars per day (SOS Children’s Villages 

2010).  Female condoms cost 2-3 US dollars each and are approved to be used only once, 

making them a very expensive method of contraception for migrant women (Family Health 

International 1997: 15).  A study of 115 Latin American women who used the female condom 

for six months found the method’s failure rate to be about 22%, due to both breakage and 

imperfect use (Farr 1994: 3).  The IUD has a much lower failure rate at 3% (Moreno 1991: 47). 

Diaphragms have also received little attention and funding in Bolivia.  Dr. Mabel Bianco, 

vice chair of the International Women’s Coalition, said that healthcare providers do not promote 

the diaphragm as a viable contraceptive option because they believe that poor women and 

adolescents will not use and care for the diaphragm correctly (Brown 2008).  International aid 

programs also frequently portray diaphragms as inefficient in terms of mass distribution that 
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would dramatically improve national contraceptive prevalence and maternal mortality rates 

because diaphragms must be individually fitted to the women who use them.  These 

disadvantages have diminished the resources devoted to purchasing and distributing diaphragms.  

“Despite the diaphragm’s availability in developed countries, it is almost unobtainable in 

developing countries” (Ortayli 2000: 36). 

The IUD is one of the most cost-effective modern contraceptives.  The annual private 

sector commercial cost for a woman to use the contraceptive pill is 42 US dollars.  The annual 

cost of an IUD, pro-rated over five years, is just three US dollars (Family Health International 

1991: 18).  Unlike the condom or pill, the IUD’s failure rate does not increase due to imperfect 

use on the part of the couple.  Unlike contraceptive injections, the IUD does not require frequent 

visits to the doctor.  Since the IUD prevents pregnancy for up to ten years and does not protect 

against sexually transmitted diseases, the IUD has been marketed in the US to women who are 

married or in long-term stable relationships and who already have one or more children.  The 

Bolivian government has directed educational campaigns and public healthcare concerning birth 

control toward married women with children, and the IUD is the most commonly used method of 

traditional or modern contraception after periodic abstinence (Reed 1998: 1).  About 18% of 

contraceptive users in Bolivia choose the IUD (Reed 1998: 1). 

The IUD has become the most affordable and the most socially acceptable modern 

contraceptive for Bolivian women because it has been framed in national discourse as a way to 

limit the number of children that does not conflict with the norm of the patriarchal family.  The 

architecture of public healthcare in Bolivia favors the provision of the IUD over other modern 

contraceptive methods.  There are three types of health insurance in Bolivia: private healthcare, 

social security, and public healthcare.  The wealthy purchase private health insurance.  
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Unionized workers pay into a social security system that provides medical care (Rousseau 2005: 

18).  In La Paz, for example, there are hospitals specifically for members of the military or 

miners or the police.  The rest of the population depends on public healthcare.  In 2002, 76% of 

urban economically active women worked in the informal sector (Rousseau 2005: 8).  Nearly all 

migrant women work in the informal sector and rely on the government’s public healthcare.  

There was a brief five-year period from 1998 to 2003 during which the government’s Seguro 

Básico de Salud (Basic Health Insurance Plan) offered family planning (Rousseau 2005: 18). 

The term “family planning” places a woman’s fertility in the context of her husband and 

children, as opposed to the more neutral “sexual health” (Rance 1997: 8).  Rance (1997) argues 

that the term “family planning” maintains the status quo of woman’s role as mother within a 

patriarchal society.   Indeed, media campaigns, educational materials, and other public discourses 

about contraception under the Seguro Básico de Salud (Basic Health Insurance Plan) emphasized 

safe motherhood and increasing the time between pregnancies to allow for better care of the 

family’s existing children.  One pamphlet distributed in La Paz and El Alto, for example, shows 

two indigenous women discussing contraceptive methods, both of whom already have children 

(Centro de Promoción de la Mujer Gregoria Apaza 2000).  Still, the Seguro Básico de Salud 

provided contraception to women at any stage in their lives, regardless of whether they already 

had children.  Although migrant women are generally not practicing Catholics, the Bolivian elite 

descended from European colonists harbors deep ties to the Catholic Church.  The Catholic 

Church lobbied government officials heavily to repeal this measure, consistently framing modern 

contraceptives as a threat to traditional family structure (Rousseau 2005: 18). 

The church lobby was so powerful at the level of national policy that the Seguro Básico 

de Salud was replaced by the Seguro Universal Materno Infantil (SUMI), or the Universal 
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Maternal and Infant Insurance Plan.  This plan provides universal coverage to children under five 

and expectant mothers up to six months after delivery (Rousseau 2005: 18).  According to 

Santivañez, women often do not realize that SUMI covers contraceptives.  SUMI was created 

and implemented in the context of “safe motherhood.”  The idea of safe motherhood manifests in 

the logo for SUMI – a child’s pink hand and a mother’s pink hand clasped together.  Educational 

materials and speeches made in the context of SUMI do not discuss modern contraceptives.  

However, because SUMI is universal, it covers the cost of an IUD if the device is purchased and 

inserted within six months after delivery.  Long-term modern contraceptive alternatives to the 

IUD would be much more expensive for migrant women, who would have to purchase 

injections, pills, or condoms outside SUMI’s six-month window. 

The public healthcare system does not provide modern contraceptives to poor migrant 

women who have not yet had one child.  Contraception’s purpose by definition is to prevent 

pregnancy, but the prevention of motherhood threatens an established family structure in which 

the father serves as the main figure of authority.  Framing of the IUD through SUMI’s provision 

allows for it to gain greater social acceptance as a means of increasing the time between 

pregnancies.  “Children need a healthy, living mother. In their reproductive role, mothers are 

essentially good, needy and deserving of protection from the patriarchal state” (Rance 1997: 11).  

The context of birth spacing is the only context in which the state can promote contraception 

while maintaining the sociocultural norm of women as mothers.  The church has repeatedly 

fought public policy that attempts to broaden contraception discourse beyond safe motherhood.  

For instance, the Catholic Church “attacked the national reproductive health strategy and the 

social marketing of condoms by the private sector to the adolescent population…and influenced 
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the government in June 1996 to cut short an official mass media information campaign on 

contraceptive methods” (Rance 1997: 12). 

Even healthcare providers employ discourse that frames modern contraceptives and the 

IUD in particular within a family context in order to gain greater social acceptance.  Dr. Maria 

Santivañez, an adolescent specialist in La Paz, estimates that about 30% of her patients are 

indigenous women.  Most of her patients are pregnant adolescent girls.  She said that her main 

challenge was having “a great quantity of patients become aware of using a contraceptive 

method to space the number of pregnancies” (Santivañez 2010).  Although Santivañez advises a 

sexual health education group that gives talks in local schools, she still cited birth spacing and 

not any of the other benefits of contraceptives such as preventing the spread of STD’s or 

delaying a woman’s first pregnancy.  Doctors explicitly reinforce women’s subordinate status in 

their families when they require the permission or consent of their husbands before providing 

contraception.   Mantilla (2004) writes that “the majority” of health centers in Bolivia require the 

consent of the husband before providing a modern contraceptive method, despite a policy that 

specifically prohibits this requirement (116).  Of course, “the majority” does not mean all.  

Anecdotally, many Bolivian doctors do not afford male partners authority in the decision-making 

process.  Dr. Santivañez, for example, says that a woman “has a right over her body.”  

Nevertheless, rights-based discourse for women’s sexual health is much less common than 

discourses rooted in women’s roles as caregivers.  Bender (2008) corroborates Mantilla (2004)’s 

finding with his examination of doctor’s reactions to the IUD.  Bender (2008) gave “ostensibly 

descriptive presentations” about doctors’ discourses on IUD’s to groups of Bolivian doctors.  On 

three separate occasions, the first question that doctors asked in the discussion after her 
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presentation was the issue of the “husband’s permission” (Bender 2008: 206).  Female social 

workers and doctors in the audience also referred to the “pair’s decision” (Bender 2008: 206). 

Some feminist organizations in Bolivia seek to change discourses about contraceptives to 

make different methods and their use throughout a woman’s reproductive years more socially 

acceptable, regardless of her status as a mother or married.  For example, the 28th of September 

Campaign aims to improve reproductive freedom and health for Bolivian women.  Their writings 

frame access to methods of contraception as a sexual and reproductive right (Colectivo Rebeldía 

2004: 17).  Their “collective rebellion” in 2004 in Santa Cruz even called for the legalization of 

abortion (Collectivo Rebeldía 2004: 94).  While these feminist manifestos might one day lead to 

policy change, they are far from gaining acceptance or even notice in El Alto or La Paz.  Santa 

Cruz, in the tropical lowlands, is climatologically and culturally a different world.  Famous for 

its nightclubs, Santa Cruz is Bolivia’s most liberal city.  Santa Cruz has the highest contraceptive 

prevalence rate in Bolivia, the lowest infant mortality rate, and one of the country’s lowest 

maternal mortality ratios (Paulson 2003: 487).  Discourses about reproductive health that 

emphasize sexual liberation do exist, but only among intellectual and activist elites like that of 

the 28 of September Campaign in Santa Cruz, and they are a minority voice in Bolivia.  Under 

these social conditions, the IUD has emerged as the most popular modern method of 

contraception due to its affordability and a perception of the IUD as belonging in family 

contexts. 

 

Challenges to Use of the IUD 

Despite the IUD’s recent increase in prevalence, more women still practice periodic 

abstinence than use the IUD (Demographic and Health Survey 2003).  One of the greatest 
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challenges to the use of the IUD is a perception of the IUD as a foreign object that does not 

belong in the body.  Said one woman living in El Alto, “Both the women who get [intrauterine 

devices] and the women who don’t get them say that they cause cancer.  They are objects that we 

shouldn’t have in our bodies, that damage our bodies and give us headaches” (Schuler 1994: 

218).  In societies with greater exposure to modern medicine, people might be accustomed to 

improving their bodies with all manner of man-made devices from braces on their teeth to hip 

replacements.  Migrant women, though, do not view modern devices like the IUD as familiar or 

primarily beneficial. 

The phrase “our bodies” from interviews of women in El Alto hints at a sense of 

solidarity among all Aymara women about the sacredness of their bodies.  Indeed, the Aymara 

culture often associates the body with images of the land or celestial bodies.  In Qaqachaka, 

Aymara people compare man to the sun and woman to the moon, or man to the hills and woman 

to the earth.  The menstrual cycle is called p’axsi wila or “blood of the moon.”  Writes the 

ethnographer, “It is said that a woman and a man meeting sexually is like the sun and the moon 

meeting in their path through the sky” (Arnold 1996: 214).  Migrant women generally grew up in 

villages like Qaqachaka where deeply held notions of the body are not conducive to promoting 

the use of modern contraceptives.  The sun and the moon meeting in the sky is inevitable.  That 

meeting is so elemental and central and natural as to mark the passage of time.  One could hardly 

interfere with the crossing of the sun and the moon.  Likewise the idea of using modern 

contraception seems wrong to migrant women given their perception of the body as sacred. 

Women interviewed in El Alto view modern contraceptives, including the IUD, through a 

lens of fear and suspicion because these ways of preventing pregnancy are not taught or managed 

through established kin networks.  One indigenous woman said of her first visit to the doctor, “I 
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did not know anything about the IUD and the doctor just told me that it wouldn’t affect me at all.  

He didn’t tell me anything negative, and I think it was a lie, just so he could get money from me.  

That’s all they’re interested in – your money” (Schuler 1994: 215).  Concern about side effects 

and hidden costs were echoed throughout interviews of market women in El Alto.  “I don’t like 

those doctors feeling inside me,” said another woman.  “I’m scared of the doctors, and you have 

to go back every month, every two or three months for checkups when you use those methods,” 

said one market woman (Schuler 1994: 216).  A woman may not recommend the IUD to friends 

or relatives even is she is using one.  One woman who kept her IUD a secret said, “Others might 

get the same idea and decide to use the same device.  Then if something went wrong, if there was 

a problem, they would all blame me for it” (Schuler 1994: 214).  Migrant women receive 

knowledge of periodic abstinence just as they might receive a mate from a friend.  “I have seen 

the IUD and pills make women ill,” said Maria.  “And I try to explain to them how to use the 

rhythm method” (Hawkins 2001: 69).  Maria feels a personal responsibility to educate her 

friends and spread the method of periodic abstinence, which she views as a safe and respectable 

way to limit the number of children.  While the IUD is the most widely accepted modern 

contraceptive, migrant women do not promote or receive information about the IUD through 

kinship networks to as great an extent as periodic abstinence. 

In contrast to periodic abstinence, migrant women must leave their kinship and social 

networks in order to obtain IUD’s and other modern contraceptives.  They experience 

pharmacies and clinics as cold and impersonal (Bender 2008: 497).  Migrant women have strong 

relationships with the kin or friends who provide traditional contraceptive mates and who teach 

them periodic abstinence as a way to prevent pregnancy, but they rarely build relationships with 

modern healthcare providers.  A 1999 survey of 108 women in Cochabamba found that rural-
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origin women were more than twice as likely then urban-origin women to have seen different 

doctors in their last two visits (Bender 2008: 495).  Not only are doctors strangers, they are often 

male strangers, requiring migrant women to cross cultural boundaries in discussing their 

sexuality (Hawkins 2001: 61).  Of course, there are female doctors in Bolivia and doctors of both 

genders that develop relationships of trust and familiarity with their patients.  One patient who 

had an IUD inserted after having her first child calls Dr. Santivañez her godmother.  They 

embrace as friends or relatives, kissing each other on the cheek.  However, this kind of 

relationship between a doctor and patient is extremely rare. 

Nearly all doctors are mestizo (of mixed descent) or criollo (of European descent).  Many 

migrants work as domestic servants for wealthy mestizo or criollo families.  Migrant women 

come from communities in the altiplano that were typically not exposed to Catholic clergy for an 

extended period of time or directly subject to the Spanish hacienda system of agriculture.  

However, they still recognize that Bolivia’s elite consists of mestizos and criollos, and that the 

elite frequently exploits the indigenous lower classes.  For example, Bolivian schoolchildren of 

every ethnicity learn about indigenous silver miners who worked in dangerous conditions to 

enrich an upper class of Spanish descent.  Generally, migrant women have either suffered 

injustices at the hands of upper class employers or heard stories of others who have.  For 

instance, migrant women who work as servants speak of white and mestizo employers who 

accuse them of stealing as an excuse to withhold pay (Santivañez 2010). 

Fear of manipulation and deception on the part of the white or mixed-race upper class is a 

significant cultural force for Aymara and Quechua people, particularly in a reproductive setting.  

For example, the Peace Corps was expelled from Bolivia in 1971 after a Peace Corps-sponsored 

clinic was accused of sterilizing Quechua women in the highlands without their knowledge or 
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consent, a charge the Peace Corps denies (Seikmeier 2000: 82).  While migrant women desire 

few children, the indigenous population increasingly recognizes its size as a source of power.  

For instance, Bolivia’s first indigenous president Evo Morales was elected due to indigenous 

turnout.  Indigenous peoples, whether they explicitly say so or not, may feel that the white or 

mestizo upper class would gain from a reduction in the indigenous population.  The IUD’s semi-

permanence compared to other modern contraceptives makes it especially suspect.  Because of 

healthcare providers’ ethnic and class background, migrant women are deeply wary of doctors’ 

advice and the modern contraceptives they provide. 

While the vast majority of information provided by doctors, NGO’s, and public health 

campaigns are accurate, distrust of information from outside kinship and social networks is not 

completely without basis in fact.  In a survey of about 50 pamphlets and posters distributed in 

Bolivia between 1986 and 2003 in the Princeton University Collection, three had blatantly 

incorrect information.  One example of inadequate explanation can be found in materials 

concerning the “Lactation Amenorrhea Method.”  The pamphlet described the LAM method as 

not having sex for the first six months after giving birth while breastfeeding and while not 

menstruating (Centro de Información y Desarrollo de la Mujer 1997).  It writes that only two out 

of every hundred women will get pregnant using LAM, as compared to fourteen of every 

hundred who use the condom.  The 14% rate listed for the condom is at the high end of what the 

World Health Organization estimates the rate to be for women who use the condom 

inconsistently or incorrectly (WHO 2000). Only 3 out of every hundred women who use 

condoms will become pregnant if used every time correctly (WHO 2000).  Another pamphlet 

said that “breastfeeding does not always prevent pregnancy” (Instituto de Formación Femenina 

Integral 2000).  None of the pamphlets explained a woman’s biological cycle or that a fertile 
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period occurs before the first menstruation.  Public health campaigns and healthcare providers do 

occasionally give inadequate and inaccurate information, which fuels distrust rooted in ethnic 

and class boundaries. 

From the perspectives of migrant women, modern contraceptives are a last resort and a 

sign of a husband or wife who is not “good.”  A mother of six, twenty-four-year old Elena only 

turned to modern contraceptives after the rhythm method resulted in more than one pregnancy.  

During her fertile period, her husband would get drunk and hit her if she didn’t want to have sex.  

“Her decision to use a modern contraceptive method was a result of her increasing 

disempowerment due to poverty and lack of power to control sex within the marital relationship” 

(Hawkins 2001: 70).  In this case, Elena is ashamed because her husband is not “good.”  He does 

not possess the virtue of self-restraint.  Maria called women who could not use the rhythm 

method “timid,” so Elena might also feel that she has failed to gain some control in her 

partnership, as evidenced by her use of a modern contraceptive.  Elena perceives choosing to use 

an IUD as relinquishing her efforts to deny her husband’s sexual advances.  A perception of the 

IUD as a contraceptive method for couples who are unable to achieve the morally superior 

practice of periodic abstinence hinders its widespread use among migrant women. 

Although most migrant women are not practicing Catholics, those that do attend church 

or who join church-sponsored groups will likely encounter propaganda against the use of the 

IUD, despite couching of the IUD as a contraceptive that preserves traditional family structure.  

One El Alto market woman described how her church group explained an IUD: “They told us 

how the IUD would be placed inside us and it would have a little needle.  So every month the 

woman could be pregnant and the baby would being to grow -- two weeks, three weeks – and 

then it would get bigger and come down on the little needle and be aborted.  Every month the 
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IUD would be responsible for abortions” (Schuler 1994: 215).  The image of a growing baby 

being killed every month is a strong moral condemnation of the IUD.  It’s unknown whether this 

market woman was a migrant or not.  Since few migrant women actively subscribe to the 

church’s beliefs, this type of direct instruction from the Church probably has less of an effect on 

migrant women’s decision-making than kin or friends. 

 

Conclusion 

The teaching of periodic abstinence through social and kinship networks and the 

perception of migrant women who practice periodic abstinence as moral and empowered within 

their marriages have led to its prevalence despite a high rate of failure.  The IUD, framed as a 

way to improve the care and resources available to a family’s existing children, has become the 

most popular modern contraceptive, although fewer women use it than practice periodic 

abstinence.  Perceptions of the IUD as a last resort for couples who cannot achieve periodic 

abstinence and fears about the effects of the device arise because IUD usage is promoted by 

upperclass doctors rather than kin. 

The analysis presented in this paper is neither absolute nor are cultural factors immutable.  

For example, the Catholic Church has strongly influenced the government, as demonstrated by 

SUMI.  However, emergency contraception pills are legally sold at pharmacies.  At 50 

bolivianos (about seven dollars), emergency contraception pills are prohibitively expensive for 

most of the population, but they have not been restricted or made illegal despite the Catholic 

Church’s disapproval (Santivañez 2010).  Some reproductive health educational materials have 

attempted to specifically target Aymara and Quechua women.  With the re-election of Evo 

Morales, the government has begun to focus on the resurgence of indigenous culture and 
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increasing services to highland peoples.  Nearly all of the fifty pamphlets surveyed from the 

Princeton University Collection that were distributed in La Paz and El Alto contained pictures of 

women in western dress, sometimes with a few token pictures of women in indigenous dress.  

The first pamphlet depicting women only in indigenous dress advertised SUMI and was 

published in 2002, after Morales’s election (Monasterios 2002).  El Alto itself is constantly 

changing, with influxes of new migrants.  As Bolivia and El Alto continue to evolve, the 

reproductive health of migrant women deserves sustained attention and analysis. 

An understanding of the cultural and social forces shaping migrant women’s 

contraception use in El Alto has important practical implications for improving their health.  Dr. 

Santivañez, for instance, runs weekly workshops for a support group consisting of adolescent 

mothers.  She hopes that this type of group can form a social network that will promote the use 

of modern contraceptives in the same way that social networks promote the use of mates and 

periodic abstinence.   She seeks to shift some of the moral responsibility of fertility regulation 

onto male partners by inviting boyfriends and husbands, although only a couple of men attend.  

Santivañez recognizes the apprehension that many indigenous women feel, and the degree to 

which they do not trust her advice.  Upon her recommendation to use modern contraceptives, her 

patients commonly respond that modern contraceptives cause cancer.  She also expresses her 

respect for traditional methods, advising pregnant patients not to drink any mates due to their 

effects on the fetus.  Dr. Santivañez’s efforts are not always successful, nor does she always 

recognize her own assumptions about birth spacing and gender roles, but she does strive to 

alleviate the mistrust between her, a mestizo doctor, and indigenous patients (Santivañez 2010). 

The point of the anthropological perspective in analyzing contraception use among El 

Alto’s migrant women is not for contraception to simply illustrate migrant women’s culture.  
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Rather, an anthropological perspective reveals that migrant women understand their own culture 

and their place within it through their contraception use.  Geertz (1972) examines the “enlarged 

importance” of a cultural phenomenon, the Balinese cockfight: 

“[The cockfight] provides a metasocial commentary upon the whole matter of assorting 

human beings into fixed hierarchical ranks and then organizing the major part of 

collective existence around that assortment.  Its function, if you want to call it that, is 

interpretive: it is a Balinese reading of Balinese experience, a story they tell themselves 

about themselves” (218). 

Just as the Balinese cockfight is an illustration of how Balinese view their place in society, 

contraception use among migrant women in El Alto indicates how these women interpret their 

roles in their community.  In choosing to practice periodic abstinence or to use an IUD or another 

modern contraceptive, migrant women are telling a story about themselves to themselves.  With 

an IUD, they are turning to hospitals and clinics so that they might be better mothers to the 

children they already have.  With periodic abstinence, they are taking care of themselves and 

controlling their husbands within patriarchal families and communities.  The power struggle 

between sexual partners, the influence of the Catholic Church and indigenous traditions, and 

class exploitation are all a part of the cultural fabric that has led migrant women in El Alto to use 

modern contraceptives at low rates despite physical access to clinics, hospitals and pharmacies. 

One of the great gifts of the anthropological perspective is to show that these women are 

not acting illogically when they do not use modern contraceptives despite desiring few children.  

They are in fact expertly coping with numerous pressures and complex relationships, in which 

they are often cast as subordinate.  Aymara and Quechua people’s perception of fertility 

regulation as responsible and beneficial to families has laid the foundation for more widespread 
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use of modern contraceptives, as has growing attention to gender equality.  In the hospital a few 

blocks from the fish market in El Alto, there might one day be fewer women with unwanted 

pregnancies. 
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