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MAPS



Areas of Chiapas in which Study Occurred (“conflict zone”)



Chiapas, in Relation to Mexico (with conflict zone enlarged)



GLOSSARY OF TERMS AND ACRONYMS



Autonomous Councils: Governing councils of the “autonomous” EZLN-supporting communities. Campesino: Rural worker, typically agricultural, often translated as “peasant.” CCESC: Center for Training in Ecology and Health for Campesinos (Centro de Capacitación en Ecología y Salud para Campesinos). CDHFBC: Fray Bartolomé de las Casas Center for Human Rights. CIEPAC: Centre for Research on Economic and Political Community Action (Centro de Investigaciones Económicas y Políticas de Acción Comunitaria). CONAPO: National Council on Population (Consejo Nacional de Población). CONPAZ: Coordinating Body of Non-Governmental Organizations for Peace (Coordinación de Organismos no gubernamentales por la Paz). DDS: Right to Health Defense Group (Defensoría del Derecho a la Salud). ECOSUR: The College of the Southern Border, an academic and research institution (El Colegio de la Frontera Sur). ENAL: National Survey on Food and Nutrition (Encuesta Nacional de Alimentación y Nutrición). ENN: National Survey on Nutrition (Encuesta Nacional de Nutrición). EZLN: Zapatista Army for National Liberation (Ejército Zapatista de Liberación Nacional). ICRC: International Committee of the Red Cross. IMSS: Mexican Institute for “Social Security” or workrelated health insurance (Instituto Mexicano del Seguro Social).



IMSS-OPORTUNIDADES: Government health program aimed at providing health care to people living in extreme poverty in rural areas. This program is administered through IMSS, although it targets the uninsured population. This program was first created as IMSSCOPLAMAR and, under President Salinas, it was then renamed IMSS-Solidaridad in the late 1980s. President Fox changed the name to IMSS-OPORTUNIDADES after taking office in 2000. IMSS-SOLIDARIDAD: The health branch of Solidaridad, it is managed by the Mexican Institute for Social Security and funded by general government revenues. IMSS provides administrative direction. INEGI: National Institute for Geographic Statistics and Information (Instituto Nacional de Estadística Geografía e Informática). ISECH: State of Chiapas Health Institute, responsible for providing health services to the uninsured population of Chiapas (Instituto de Salud del Estado de Chiapas). OPORTUNIDADES: Former name of PROGRESA. A government anti-poverty program providing households with cash transfers linked to regular school attendance and health clinic visits. PAN: National Action Party, center-right political party which President Fox represented in the 2000 presidential elections (Partido Acción Nacional). PHR: Physicians for Human Rights. PRD: Party of the Democratic Revolution, center-left opposition political party (Partido de la Revolución Democrática). PRI: Institutional Revolutionary Party, party that ruled Mexico for seventy-five uninterrupted years and still governs in many state and local areas (Partido Revolucionario Institucional). PRONASOL: National Solidarity Program (Programa Nacional de Solidaridad), successor of COPLAMAR, was established by President Salinas in 1988 and also v



served as an umbrella organization to promote health care, education and basic infrastructure. PROGRESA: Program for Education, Health and Nutrition for Rural and Urban Poor (Programa de Educación, Salud y Alimentación); was implemented in 1997 by President Zedillo’s government as a program for developing the human capital of poor households. PTB: Pulmonary Tuberculosis. Región Altos: Mountainous region in the central highlands of Chiapas. It has the highest concentration of indigenous people in Chiapas and the highest levels of poverty in the country. Región Norte: A mostly Chol-speaking area in the north of Chiapas that borders the state of Tabasco; formerly jungle, it is now largely used for cattle grazing. Región Selva: Region of Chiapas close to the border with Guatemala, which previously was almost entirely rainforest. Resistance: The Zapatista form of civil disobedience, which emerged after political negotiation between the
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EZLN and federal government failed. In its pure form, it calls for the refusal of collaboration with the Government and rejection of official programs, including those for health and education. SSA: Ministry of Health (Secretaría de Salud). Seguro Popular: Popular Insurance. The new federal program to provide health insurance coverage to the uninsured, created by the Fox administration. SOLIDARIDAD: Solidarity for Social Well-being (Solidaridad para el Bienestar Social) was previously the service aspect of PRONASOL. It contained a wide range of programs that included education, health care, water, sewerage, and electrification projects; urbanization improvements; and low-income housing. UNDP: United Nations Development Programme. UNICEF: United Nations Children’s Fund. WHO: World Health Organization.
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Centro de Capacitación en Ecología y Salud para Campesino CCESC-DDS (Centro de Capacitación en Ecología y Salud para Campesino) was created in 1985 to support the work of physicians and researchers during the humanitarian emergency that followed the eruption of the Chichonal volcano, and to attend to the health needs of Guatemalan refugees and internally displaced populations. The Right to Health Defense Group merged with CCESC more recently. In 2005, CCESC received the Sasakawa Award at the World Health Assembly for its more than 20 years of work on behalf of the indigenous communities of Chiapas.



I. EXECUTIVE SUMMARY



T



his report analyzes health conditions and access to care in the conflict zone in the southern state of Chiapas, taking into account the Mexican government’s obligations to respect, protect and fulfill the right to health of all its citizens — including its most marginalized indigenous populations. The report found alarmingly high rates of childhood malnutrition, pulmonary tuberculosis and maternal mortality, inadequate living conditions, lack of access to potable water and basic sanitation, and significant barriers to care. Ensuring the right to health in Chiapas for people of all political affiliations is not a peripheral or merely humanitarian concern. Rather, it is a matter of justice. As the United Nations (UN) Millennium Project Task Force Report on Child Health and Maternal Health states: “health claims—claims of entitlement to health care and enabling conditions—are assets of citizenship.”1 With the approach of the 2006 elections, Mexico has a historic opportunity to confront the unacceptable health and social situation in the conflict zone in Chiapas as well as to revisit reforms to enable indigenous people in Chiapas and elsewhere in Mexico to participate as truly equal citizens in a substantive democracy. Although the report discusses findings of a particular study conducted by Physicians for Human Rights (PHR), El Colegio de la Frontera Sur (ECOSUR) and el Centro de Capacitación en Ecología y Salud para Campesinos-Defensoría del Derecho a la Salud (CCESC-DDS) in the conflict zone, many of the findings of this report are directly related to central human rights issues facing Mexico today. The conflict zone in Chiapas dramatically illustrates the effects of militarization and violence on the provision and use of health care services, as well as on health status. Guerrero, Oaxaca and other states of Mexico have also suffered from the impact of militarization and violence. The discriminatory allocation and exploitation of health and other social services for political ends, which is documented in this report, is not exclusive to Chiapas and continues to pervade Mexican society even after the end of more than seventy years of uninterrupted rule by the PRI party. Finally, the multiple dimensions of exclusion faced by indigenous peoples in Chiapas are mir1



“Who’s got the power: transforming health systems for women and children.” Millennium Project Task Force Report on Child Health and Maternal Health; 2005. 11.



rored in the health and social conditions of indigenous peoples across the country. This exclusion reflects the challenges the country faces in building a genuinely inclusive, equitable democracy.2



Historical Background On New Year’s Day in 1994, the Zapatista Army for National Liberation (EZLN or Zapatistas) staged an armed uprising in Chiapas, Mexico on behalf of the indigenous populations of the state whose rights, in particular economic and social rights, they claimed to be defending. Poor health conditions and services for the indigenous communities of Chiapas were an underlying cause of the Zapatista rebellion. After the intense combat that took place between the EZLN and the Mexican Federal Army during the first twelve days of 1994, a low-intensity conflict evolved and essentially has remained in force over a decade later. As documented in PHR’s 1999 report, health care came to be held hostage between the Zapatistas’ practice of “resistance,” which was a concerted policy of rejecting governmental programs, including health programs, on the one hand, and the government’s politicized provision of health services on the other. 3 In 2000-01, the Mexican institutions, El Colegio de la Frontera Sur (ECOSUR) and el Centro de Capacitación en Ecología y Salud para Campesinos-Defensoría del Derecho a la Salud (CCESC-DDS), joined together on a collaborative study with Physicians for Human Rights (PHR), which had issued three previous reports relating to Chiapas since the EZLN uprising. ECOSUR, CCESCDDS and PHR carried out a population-based study to assess health conditions, nutrition, and access to and use of health services, as well as to evaluate how the intra- and inter- community tensions spawned by the low-intensity conflict affected people’s health and attitudes about health services. It was beyond the scope of 2 See e.g. Lozano R, Zurita B, Franco F, Ramírez T, Hernández P, Torres JL. “Mexico: Marginality, Need, and Resource Allocation at the Country Level.” In: Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, eds. Challenging Inequities in Health: From Ethics to Action. New York: Oxford University Press; 2001:271-295. 3 Yamin AE, Penchaszadeh V, Crane T, Health Care Held Hostage: Violations of Medical Neutrality and Human Rights in Chiapas, Mexico. Boston: Physicians for Human Rights, 1998.
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this study to determine the precise impact of the conflict per se on health status. Subsequently, data collected in the study has been supplemented by more recent national statistics, human rights and policy information to help examine health conditions, as well as availability and use of services, in light of Mexico’s obligations under international law with respect to the right to health. 4



Allocation of Health Resources and Health Indicators Mexico is a middle-income country and a member of the Organization for Economic Cooperation and Development (OECD). However, Mexico’s total health spending accounted for 6.2% of Gross Domestic Product (GDP) in 2003, which places it among the OECD countries with the lowest expenditure on health. Of all OECD countries, Mexico has the second lowest share of health spending paid for by public sources, which means that people are paying out-of-pocket for their health care. 5 Moreover, Mexico is highly unequal in terms of both income distribution and allocation of health resources. For example, Mexico is ranked as the 15th most unequal country in the world according to the United Nations Development Programme’s GINI index, which makes it more unequal than Mali, Niger and Zambia.6 4



While this report emphasizes the violations of the right to health of all the indigenous people living in the conflict zone, articles based on a more in-depth review of the study findings have been published.: Sánchez Pérez HJ, Hernán M, Ríos-González A, Arana-Cedeño M. et al. “Malnutrition among children under five years of age in conflict zones of Chiapas, Mexico.” American Journal of Public Health. forthcoming 2006; Brentlinger P, Sánchez-Pérez HJ, Arana-Cedeño M, Vargas HG, Hernán MA, Micek M, Ford D. “Pregnancy Outcomes, Site of Delivery, and Community Schisms in Regions Affected by the Armed Conflict in Chiapas, Mexico; A Community-based Survey.” Social Science and Medicine. 2005;61:1001-1014. 5



It was 46.4 percent in 2003, after the United States. See “OECD Health Data 2005: How Does Mexico Compare?“ OECD Health Data 2005: Statistics and Indicators for 30 Countries. June 8, 2005. Available at: http://www.oecd.org/dataoecd/16/2/34970198.pdf. Accessed March 15, 2006. 6 “Inequality in Income or Consumption.” Human Development Reports 2005. United Nations Development Programme. Available at: http://hdr.undp.org/statistics/data/indicators.cfm?x=148& y=2&z=2. Accessed March 15, 2006. 7 Lavielle B, Lara G, Diaz D, Curitas para la Salud: El mapa de la inequidad. Fundar. 2001, pp. 48-62; Lozano R, Zurita B, Franco F, Ramirez T, Hernandez P, Torres JL. “Mexico: Marginality, Need and Resource Allocation at the County Level.” In: Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, eds, Challenging Inequities in Health: From Ethics to Action. New York: Oxford University Press; 2001:277-295, 290.; Hernandez-Peña P, Zapata O, Leyva R, Lozano R. “Equidad y salud: necesidades de investigación para la formulación de una política social.” Salud Pública de México. 1991;33:9-17.
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R E A L I Z I N G T H E R I G H T T O H E A LT H I N C H I A PA S , M E X I C O



The country’s allocation of health resources, rather than alleviating inequities, is inversely correlated with poverty and marginality.7 Other studies have found that public health expenditures are as much as twelve times higher per capita for the insured—who are formally employed—than the uninsured in Mexico.8 Chiapas is the Mexican state that receives the lowest amount of health resources per capita.9 Apart from the federal district, where tertiary care hospitals dramatically increase health care per capita spending, there are stark differences between Chiapas (581 pesos per capita) and other states, such as, Baja California Sur (2255 pesos per capita).10 Chiapas also has the lowest number of inhabitants covered by some form of social security (i.e., employment-related health insurance): barely 17.6% versus 40.1% for the entire country.11 In this study, the proportion of inhabitants without any insurance was over 92% for all types of communities studied. In Chiapas, which is one of the poorest states in the country as well as one of the most highly indigenous, marginalization and lack of health care resources are reflected in poor health indicators. According to official government statistics, Chiapas ranks toward the bottom among all Mexican states in terms of both infant and child mortality and has the country’s highest maternal mortality ratio and the highest proportion of mortality due to infectious diseases.12 Sixty-eight percent of the population lives without access to potable water and 62.3% does not have adequate sanitation. In 2003, Chiapas had the highest mortality (among both women and men) associated with diarrheal diseases, acute respiratory infections, and pulmonary tuberculo8 Lozano R, Zurita B, Franco F, Ramírez T, Hernández P, Torres JL. “Mexico: Marginality, Need, and Resource Allocation at the Country Level.” In: Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, eds. Challenging Inequities in Health: From Ethics to Action. New York: Oxford University Press; 2001:271-295. 9 Lavielle B, Lara G, Diaz D, Curitas para la Salud: El mapa de la inequidad. Fundar. 2001: 48-62. 10 Numbers reflect entire health “Función 08” federal spending, The “Ramo 33” federal spending within Función 08 is also highly inequitable. Lavielle, B, Lara G, Diaz D, Curitas para la Salud: El mapa de la inequidad , Fundar. 2001: 48-62, at 49, 52. 11



Sánchez-Pérez HJ. Tuberculosis pulmonar en zonas de alta marginación socioeconómica de Chiapas, México: Problemas y retos a superar: El caso de la Región Fronteriza. Doctoral thesis. Barcelona: Universidad Autónoma de Barcelona, 1999; Consejo Nacional de Población (CONAPO). 2001. Available at: http://www.conapo.gob.mx. Accessed November 7, 2005.



12



Rankings are done according to least mortality to greatest and therefore, Chiapas ranks among the worst states. Perspectiva Estadística. Chiapas. September 2005. Available at: http://www.inegi.gob.mx/lib/buscador/busqueda.asp?s=inegi&texto =mortalidad%20de%20ni%F1os&seccionB=docit&i. Accessed November 6, 2005.



sis, as well as among women with cervical cancer.13 Virtually a quarter (24.5%) of people die without receiving medical care. Chiapas, together with Oaxaca, rank highest in this regard.14 As this report shows, however, the regions of Chiapas most affected by the conflict have fared even worse than the rest of Chiapas state. The investigation in the conflict zone consisted of a household survey and in-depth structured questionnaires for community leaders. The household survey yielded information on health indicators (including mortality, morbidity, nutrition) and the access and use of health services for 2,997 households from forty-six communities in the Altos, Selva, and Norte regions of Chiapas. The study compared health conditions, access to health services, and attitudes about health services among three types of communities: 1) opposition communities, 2) pro-government communities, and 3) divided communities fragmented along political lines related to the conflict, which contained both opposition and pro-government groups. The results of the two surveys of households and community leaders were combined with other qualitative data to provide a picture of the health conditions in the areas that have been most affected by the conflict in Chiapas. The study drew on information from human rights and non-governmental organizations, churches, newspapers, and official sources to identify the political affiliation of all the communities with between 300 and 2,500 inhabitants in the designated regions. From this list, eighteen opposition communities, eighteen progovernment communities, and eighteen divided communities were randomly selected from each region, yielding a sample of fifty-four communities. In addition, eighteen additional communities were randomly chosen to serve as alternates for communities that might refuse to participate. Ultimately, forty-six communities in the three aforementioned regions participated in the study. Within the selected communities, households were chosen according to two criteria: one randomly systematic (one out of every three), and the other based 13



Secretaría de Salud (SSA), Dirección General de Información en Salud. “Estadísticas de mortalidad en México: muertes registradas en el año 2003.” Salud Pública de México 2005;47(2):171-178. The comparisons between Chiapas and the national averages are telling. The rates for women (per 100,000) were as follows: diarrheal diseases: national (5.0) v. Chiapas (17.8); acute respiratory infections: national (15.6) v. Chiapas (23.7); pulmonary tuberculosis: national (2.2 ) v. Chiapas (6.7); cervical cancer: national (11.2) v. Chiapas (18.5). The rates for men (per 100,000) were as follows: diarrheal diseases: national (5.6) v. Chiapas (22.5); acute respiratory infections: national (21.0) v. Chiapas (32.0); pulmonary tuberculosis: national (5.1) v. Chiapas (11.1). 14



Secretaría de Salud (SSA), Dirección General de Información en Salud. “Estadísticas de mortalidad en México: muertes registradas en el año 2003.” Salud Pública de México 2005;47(2):171-178. Oaxaca had 23.0 percent.



on the households identified with possible cases of pulmonary tuberculosis or where a death had occurred in the two years prior to the study.15 In all, information from 17,931 individuals was obtained from 2,997 households surveyed.



Findings The findings of the study that are included in this report and analyzed in regard to Mexico’s right to health obligations relate to selected demographic and socio-economic conditions, selected social determinants of health, maternal health (including prenatal care, obstetric care and maternal mortality), child health (including vaccination coverage and malnutrition), pulmonary tuberculosis in persons aged fifteen and above, and the availability and use of health services for selfperceived morbidity in the month prior to the study.



Demographics/Education The population of the regions studied is very young, with 47% under age fifteen. Between 80% and 99% of the people are indigenous and nearly half of them do not speak Spanish. Of the population surveyed, 36% did not know how to read or write. Among the population that was of school age when the conflict began, only one out of five had gone beyond primary school. Females over fifteen had an average of 2.68 years of education and almost half of women and girls over fifteen (43%) had no schooling at all. In contrast, national statistics claim that 88.6% of women in Mexico are literate.16



Living Conditions Dwelling conditions were precarious in all three groups, although certain negative characteristics such as greater crowding and dirt floors were more prevalent in the divided communities. Half of the opposition communities lacked access to clean water, while one in three lacked this service in the other two types of communities.



Vaccination Schemes In the conflict zone, 23% of the children have not completed their vaccination schemes, a number far higher than the official figures, which is under 5%. This disturbingly low coverage is attributable to lack of 15 All households were asked about members exhibiting certain symptoms and those identified households were then surveyed with respect to PTB. 16



Instituto Nacional de Estadística Geografía e Informática (INEGI). XII Censo General de Población y Vivienda, 2000. Tabulados Básicos Nacionales y por Entidad Federativa. Base de Datos y Tabulados de la Muestra Censal. Aguascalientes: INEGI 2001. Available at: http://www.inegi.gob.mx/est/contenidos/espanol/rutinas/ept.asp?t= medu25&c=3293. Accessed November 7, 2005. EXECUTIVE SUMMARY
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knowledge about the importance of vaccinations, lack of access to health services, and for almost one quarter of the respondents, distrust towards government health services or reasons related to the conflict. In addition, 4% cited the government’s placing of conditions on the granting of health services.



Malnutrition The overall rate of malnutrition according to the height-for-age index (stunting) was an alarming 54.7%, which is among the highest found in any study within the country and places the area studied in line with low human development countries. 17 According to the weight-for-age index (underweight), the level of malnutrition was 21%. The overall rate of wasting (weightfor-height) was 3%.



Maternal Health With respect to maternal health, the investigation documented the death of eight women in the previous two years. The gross estimated rate of maternal mortality was 607 per 100,000 live births, a number at least seven times higher than that calculated by the health sector for Chiapas and for the whole country. This high maternal mortality ratio can be considered an indicator of the inadequate organization and operation of health services in the region, as well as the marginalization of women. The majority of women (60%) only received prenatal care from traditional birth attendants. Approximately one-third sought prenatal care by some form of personnel in the health system, and 6.5% either received no prenatal care whatsoever or were attended by persons other than health personnel. Only 16% of all childbirths occurred in public health facilities, while 74% were attended by traditional birth attendants, 7% by family members or neighbors, and 1.4% delivered on their own. Women in divided communities used government health services the least. Nearly nine out of ten deliveries took place in women’s homes (85%). The high rate of home birth is due not only to cultural reasons, but also to obstacles to care related to the conflict and to the perception of the low quality of care in health services. The study found nine cases in which health services refused to attend births (0.7%).



Pulmonary Tuberculosis In the forty-six studied communities, pulmonary 17 The UN Development Programme Human Development Report for 1995-2003 shows that Mexico has 18% of children under height for their age. Mexico lags behind Libya (15%), Thailand (16%), and United Arab Emirates (17%), scores the same as Algeria, and comes in just ahead of Congo (19%). Available at: http://hdr.undp.org/ statistics/data/indicators.cfm?x=66&y=1&z=1. Accessed November 6, 2005.
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tuberculosis (PTB) was detected in 29 people, of whom only 13, or fewer than half, had been identified by health services and were being treated. The unadjusted overall rate of PTB for the population, taking into account estimated total inhabitants, was at least 85.3 per 100,000 and 161.2 for those age 15 and older, almost three times the rate reported for the entire state. Of the 29 PTB-positive cases identified, four had not received any medical care. Of the 25 who had received it, 22 had done so in government health services and three in private services. Of these 25 cases, 10 had not received any diagnosis,13 had been diagnosed with PTB, and two had received a diagnosis other than PTB. Of the 13 cases which had been diagnosed by health services, one had not received any anti-tuberculosis treatment, six were receiving it, and six had stopped compliance with their anti-TB treatment. In short, severe deficiencies were found in the detection and anti-tuberculosis treatment of PTB patients.



Access to Health Care In cases of self-reported illness within the last month, three out of every ten persons did not seek any health care (government or other), while six out of every ten sought government-provided health care. As to the reasons for not using government health facilities, members of opposition communities most often mentioned lack of medicines and problems related to the conflict, such as receiving treatment only if certain conditional demands were met, or being denied treatment all together. People in pro-government communities repeatedly noted their distrust of services as well as the lack of care and transportation. In divided communities, economic constraints on using any health service were most often mentioned. The investigation determined that communities divided by the conflict have diminished capacity to respond collectively to serious health needs, such as arranging for transportation for women in the event of obstetric emergencies.



Social Polarization and Marginalization The findings of the study suggest that during the first six years of the conflict, the politicization of government services, including those related to health, on the one hand, and the civil resistance, on the other, functioned in unfortunate synergy to create ever greater social polarization within regions, communities, organizations, and even families. Profound divisions increasingly arose within and among hundreds of communities in Chiapas, which had previously been distinguished for their high level of social cohesion and organization. Among other things, the use or rejection of specific health services presupposed a specific political sympa-



thy or militancy. As the report discusses, this erosion of communities has persisted and intensified throughout the duration of the conflict.18 Social erosion in communities in Chiapas illustrates the effect of national policies that exclude entire sectors of the Mexican population from participation in democratic decision-making, including decisions on health services. On the macro-level, the information reported in this study reflects the profound degree of marginalization of the overwhelmingly indigenous people residing in the conflict zone. This marginalization can be found elsewhere in the country, which has been documented by others.19 This trend of marginalization, in turn, reflects failures of governance and democracy.20 According to the UNDP: “Participating in the rules and institutions that shape one’s community is a basic human right and part of human development. More inclusive governance can be more effective. When local people are consulted about the location of a health clinic, for example, there is a better chance it will be built in the right place.”21 Human and economic development in Chiapas will require meaningful participation by all citizens, including improved health conditions, that recognize indigenous autonomy and self-determination. Such inclusiveness and democratic participation is required by international instruments to which Mexico has voluntarily bound itself.



Compliance with Right to Health Obligations Currently, the Mexican government is not meeting its obligations under international law with respect to the right to health. Realizing the right to health requires not only avoiding retrogression but deliberate steps to make adequate progress. It also demands non-discrimination and equality; meaningful popular participation in all levels of decision-making about health, 18 In some areas of Chiapas, as is the case in the Altos region, this situation is exacerbated even further by religious conflicts between Catholics and evangelical churches, making the social problem even more difficult. 19 CONAPO (1998). La situación demográfica de México 1998. México: 2a.ed. CONAPO (1995). Índices de Marginalidad, 1995. México: CONAPO, 1995. 20



In 2002 the UN Development Report noted that “studies in a range of countries and regions hold weak governance responsible for persistent poverty and lagging development” which is evidenced in part in poor public services. United Nations Development Programme (UNDP). Human Development Report 2002: Deepening Democracy in a Fragmented World. New York: Oxford University Press; 2002:51. Available at: http://hdr.undp.org/reports/global/2002/en/. Accessed January 8, 2006. 21



Id., UNDP. 2002:51. Emphasis added.



accountability and multi-sectoral strategies that link questions of health to sustainable development and active citizenship. First, the Mexican government is not complying with minimum core obligations or making adequate progress toward the realization of the right to the highest attainable standard of physical and mental health. The deplorable health conditions and egregious inequities that in some ways gave rise to the Zapatista uprising are still in effect. The largely indigenous people in the study are often deprived of available, accessible, acceptable, and quality health facilities, goods and services, including preconditions to health. Providing access to such health services and goods constitute state obligations in accordance with General Comment 14 issued by the United Nations Committee on Economic, Social and Cultural Rights. 22 Governmental health programs have not adequately addressed these failures, and for the majority of the population in the conflict zone, whether engaged in resistance or not, health conditions remain alarmingly sub-standard. Second, the study highlighted some of the effects of discrimination and structural inequalities faced by the largely indigenous populations in the conflict zone. The fragmentation of communities and politicization of care and other governmental services over the years since the conflict began has had grave implications for the accessibility and utilization of health services in the region. The investigators also learned of repeated allegations of individual health practitioners discriminating against patients on the basis of political affiliation and, more frequently, on the basis of indigenous ethnicity. Indeed, the investigation reveals that the health status and conditions of all of the communities in the conflict zone are far worse than national averages, which is in part attributable to inequitable patterns of health care resource allocation which are tied to ethnicity, as well as insurance status.23 Further this inequality affects the pre-conditions for health as well as to access to care — particularly living conditions, food security, educational opportunities, basic sanitation and water. These inequitable conditions directly affect people’s health and have a devastating affect on child health and nutrition, which are documented in this report. Women in these communities also experience gender discrimination, as evidenced by the lack of attention to women’s health priorities in the region. Third, Mexican law and institutions do not provide for 22



UN CESCR. “General Comment 14.” August 2000; para 12.
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See also Lozano R, Zurita B, Franco F, Ramírez T, Hernández P, Torres JL. “Mexico: Marginality, Need, and Resource Allocation at the Country Level.” In: Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, eds. Challenging Inequities in Health: From Ethics to Action. New York: Oxford University Press; 2001:271-295. EXECUTIVE SUMMARY



5



adequate accountability in the event of violations of the right to health. National and local human rights commissions do not have the capacity or the authority to sanction violators or enforce recommendations to institutions. Article 60 of the General Health Law fails to provide for claims regarding the accessibility or adequacy of health services as an institutional or systemic issue. Moreover, the amparo (protection writ) which is commonly used in civil and political rights violations cases, currently does not provide people and groups with a collective remedy; nor does it establish precedent for other related cases. Even in individual cases, Mexican judges have been inappropriately reluctant to use the amparo to enforce the right to health under the apparent misconception that “programmatic” rights are not actionable. Although aspects of the right to health entail programmatic obligations, violations of specific regulations relating to the government’s obligations with respect to health give rise to individual rights and should be enforced according to the same criteria as other constitutionally protected rights.24 Fourth, although Mexico’s General Health Law sets out an integrated, multi-sectoral approach to health, in practice this does not occur. 25 The alarmingly high rates of malnutrition that this study found among all types of communities are the result of a failure of the Mexican government to institute coherent rural development and food security policies, which incorporate health concerns. The investigation also found inadequate living conditions, lack of access to sufficient safe drinking water, lack of access to basic sanitation for disposal of excreta, lack of access to educational opportunities (especially for women) across all communities in the study. The process of fragmentation and dispersion exacerbates difficulties in establishing basic preconditions of health, such as adequate water, sewage and housing.26 Finally, the government has not granted indigenous communities, including but not limited to opposition communities, meaningful rights to participate in the



design and management of their health care services, as set forth under relevant international law. The Mexican government is a party to international instruments calling for genuine participation of indigenous people’s in their own affairs, including health. The San Andrés Accords, which the federal government agreed to with the EZLN in 1996, but never implemented,would have provided some self-determination. Mexico, however, in contrast to other states in the region, has never adopted national legislation to incorporate its international obligations into domestic law. Nor has it recognized some meaningful degree of autonomy for indigenous communities, including those in opposition, in relation to the organization and delivery of social services.27 Demands for social participation and control over the decisions affecting health and well-being are at the core of the conflict in Chiapas and underlie the Zapatista resistance. The devolution of some meaningful decision-making power to the communities whose well-being is at stake is a precondition to realizing the right to health in Chiapas, as well as fostering opportunities to resolve the conflict. As has been noted before, it is also fundamental to the fulfillment of human rights and democracy more broadly.28 Yet in the conflict zone in Chiapas, the ability to participate in collective decision-making on health matters or to effectively assert health claims through the health system are glaringly absent, especially in divided communities. In communities in resistance, disease may be treated as everyone’s problem; in pro-government communities, it is the government’s problem, but in divided communities, it is essentially no one’s problem. 27



In the 1990s, Colombia, Bolivia and Paraguay reformed their constitutions to incorporate the rights of indigenous peoples, in keeping with ILO Conventions 107 and 169 and as a part of the standards included in the International Convention on the Elimination of All Forms of Racial Discrimination. The movements for constitutional reforms later inspired similar efforts in Ecuador, Peru and Venezuela. 28
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Ley General de Salud. (Mexico General Health Law). Art. 60. February 7, 1984. In this vein, the Constitutional Court of Ecuador, e.g., has stated that “positive social rights … are norms to be enforced immediately with full juridical effect and are binding on the authorities who have obligations in their capacity as obligors; [they are also rights that must] be implemented by courts such as this one for which the defense of human dignity is a fundamental mainstay of contemporary constitutional development.” “Jofre Mendoza et al v. Minister of Health,” Ecuador (Constitutional Court of Ecuador (2003) [failure to consistently provide full triple cocktail of ARVs in accordance with Ministry of Health regulations could produce viral resistance and lead to opportunistic infections and eventually death]. 25
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Immediately before Mexico’s last national elections in 2000, EricaIrene Daes, the Chairperson-Rapporteur of the UN Working Group on Indigenous Populations issued a report in which she “welcomed the good functioning in certain areas of self-administered indigenous communities…” but expressed concern over “allegations of governmental interference in other areas, particularly in Chiapas… including the removal of indigenous authorities and their replacement by others selected by the government…” Daes considered “genuine participation by indigenous communities in the political life of the country to be crucial for their own development and for Mexico’s development, and for democracy overall.” Erica-Irene Daes, Chairperson-Rapporteur of the Working Group on Indigenous Populations. “Human Rights of Indigenous Peoples.” UN Document E/CN.4/Sub.2/2000/40. United Nations: Geneva; 3 August 2000. para 12. Available at: http://www.unhchr.ch/ Huridocda/Huridoca.nsf/ 0/c13d59b7cd0997b0c1256990004abe0e?Opendocument. Accessed January 8, 2006.



Recommendations to the Mexican Government 1. The government should encourage a broad dialogue at the local, state, and national levels about the meaning of an inclusive democracy in Mexico, which fully recognizes its multiple constituent cultures. The dialogue should examine how health services should be designed and delivered and how the indigenous population’s health needs could be addressed. Such a dialogue would need to be supported by and include non-governmental actors and civil society, as well as relevant governmental actors. 2. The Mexican government should take immediate steps to implement the San Andrés Accords, as well as its obligations under international law, including ILO Convention 169. This would confer some degree of autonomy on indigenous communities, including opposition communities, with respect to the organization of their affairs and health services. 3. The government should permit and promote the creation of local health care systems in the autonomous regions in Chiapas. These systems should be structurally independent and capable of responding to the specific health care needs of each community, but operationally coordinated with the state and national health system to provide vaccinations, medicines, and patient referrals. An autonomous technical support system, based at least in part on universities, could promote communication among all parties and facilitate better relations. 4. All federal, state, and municipal government activities related to health should be carried out without discrimination. All levels of government should display the highest degree of coordination and commitment to prevent programs and activities from provoking or aggravating internal conflicts. Programs that are functioning well in terms of reducing communal conflict and improving health status should be supported and expanded. As part of this commitment, all clinics should be required to attend to all members of a community, regardless of political affiliation or religion. 5. The government should improve its surveillance and detection systems, and should collect health data on a disaggregated basis, so that disparities based on gender, socioeconomic indicators, and ethnicity may be detected and addressed. When the best available evidence indicates the importance of process indicators, such as the availability and use of essential obstetric care, the government should collect such indicators to be able to review its



progress in addressing maternal health on an ongoing basis. 6. The government should establish an autonomous institution, made up of independent experts, to monitor governmental compliance with indigenous peoples’ economic, social, and cultural rights, including their health rights, in Chiapas and beyond. This institution should be equipped to promote education and dialogue among groups and actors in society. It should also be authorized to receive and act upon individual and collective complaints and to hold the government accountable for violations. 7. The government should initiate amendments to Mexican law to allow the amparo mechanism (writ of protection) to provide for adequate remedies and accountability in the event of violations of the right to health, including providing for collective remedies and binding precedents. Lawyers and judges should be sensitized and trained in the enforcement and enforceability of the right to health. 8. Government social programs such as the Oportunidades program should actively foster and incorporate meaningful community participation in the design, implementation, and evaluation of activities, which includes providing communities with authority in allocating resources and auditing projects. 9. The government should increase and re-allocate health resources per capita to and within Chiapas based on the best evidence available of priority health needs for the populations affected. 10. The Program of Tuberculosis Prevention and Control should be re-structured to include investment in more resources, sensitizing, training, supervising, and evaluating a comprehensive DOTS program in Chiapas and beyond. The emphasis in this program should be placed on universality and free access without conditionality, as well as mechanisms to ensure follow-up of patients in accordance with international standards. 11. In keeping with the fulfillment of its obligations under the International Covenant on Economic, Social and Cultural Rights, the government should take the following steps to improve the availability, accessibility, acceptability and quality of health facilities, goods and services in Chiapas: a. train health personnel at all levels about human rights and the principles of medical neutrality with respect for cultural differences; b. incorporate a basic working knowledge of the local indigenous language as part of the prerequisites for working in indigenous regions;



EXECUTIVE SUMMARY



7



c. promote and reinforce community-based mechanisms for the management of health-related issues; d. foster community-based mechanisms for monitoring and addressing health conditions, including rotating funds for obstetric emergencies; e. develop intensive campaigns regarding the right to health in Spanish and the principal indigenous languages; f. broaden and diversify options with respect to family planning methods for indigenous women and men, and ensure informed consent as well as their right to decide freely the number and spacing of their children; g. revise and restructure the activities of food assistance and nutritional monitoring in accordance with local conditions and the consumption habits of the population; h. provide available and accessible emergency obstetric care to the population in the conflict zone; i. improve the mechanisms of patient referral and transfer to hospitals, especially in obstetric emergencies; j. promote greater structural and functional integration of services of the different government institutions (Ministry of Health and the IMSSOportunidades program), which provide medical care to the majority of the population in the study area; k. improve the supply of medicines to health facilities; and l. modify staffing policies to avoid frequent and long absences of health personnel, in particular
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physicians, from rural facilities and ensuing ruptures in relations with communities, due to rotations, attendance at meetings, participation in courses, paperwork, and the like. 12. Fragmented federal and state nutrition programs should be integrated to establish a stable policy oriented toward promoting the population’s capacity for self-sufficiency in food production and food security. In the context of these three regions in the conflict zone, this includes the following: a. providing secure conditions so that the population, independent of their political or religious affiliation, can move about freely and engage in their productive activities; b. providing guarantees for an honorable and secure return of displaced people to their communities and agricultural lands; c. promoting local production and regional exchange through a policy that stimulates the production and consumption of local products and avoids the “dumping” effect, which results in the widespread distribution of food acquired outside the region; d. establishing regional supply centers to regulate the availability and price of food in less accessible regions; and e. implementing a program of nutritional monitoring in the most vulnerable communities, with the participation of community members as well as civil society institutions to promote arrangements for the care of malnourished children, and foster local capacities.



II. CONTEXT



M



ore than ten years after the Zapatista Army for National Liberation (EZLN, or Zapatistas) launched their New Year’s Day rebellion, Chiapas continues to be one of the most backward states in Mexico in terms of the economic, social, political, and health conditions of the majority of its heavily indigenous population. However, after the first years following the 1994 uprising that generated widespread publicity and attention to the Zapatista movement as well as to Chiapas, the lives of the people residing in the so-called conflict zone—those areas of the state most affected by the initial armed combat between the EZLN and the army, as well as the ensuing paramilitary violence and low-intensity conflict—faded from national and international attention. Further, there was virtually no systematic information about how the families trapped in the protracted conflict and tension had fared, or the conditions affecting their children. In October 2000, PHR, together with El Colegio de la Frontera Sur and CCESC-DDS, undertook the first comprehensive population-based health study in the conflict zone, which took fourteen months to complete due in large measure to the ongoing tensions and climate of mistrust. A primary purpose of the study was to document the health status, conditions, and access to health services in communities exposed to the ongoing military presence, the tensions and divisions between and within communities, and the civil resistance of Zapatista sympathizers. The study also sought to analyze the findings in light of the populations’ rights to health under international law.29 Quantitative and qualitative data gathered during this study have been supplemented with updated national and local statistics, together with direct observation and recent policy and human rights information, in order to provide a more 29



While this report emphasizes the violations of the right to health of all the indigenous people living in the conflict zone, other journal articles based on the study findings analyze in greater depth differences among communities in terms of health status. See e.g. Sánchez Pérez HJ, Hernán M, Ríos-González A, et al. “Malnutrition among Children Under Five Years of Age in Conflict Zones of Chiapas, Mexico.” American Journal of Public Health. forthcoming 2006; Brentlinger P, Sánchez-Pérez HJ, Arana-Cedeño M, Vargas HG, Hernán MA, Micek M, Ford D. “Pregnancy Outcomes, Site of Delivery, and Community Schisms in Regions Affected by the Armed Conflict in Chiapas, Mexico; A Community-based Survey.” Social Science and Medicine. 2005;61:1001-1014.



complete picture of the state of the right to health in the conflict zone.



Chiapas and the Study Area Mexico is a middle-income country with a per capita GDP of close to $10,000 USD30 and is a member of the Organization for Economic Cooperation and Development (OECD). It is however a country of extreme income inequality. According to the UNDP’s GINI Index, Mexico ranks 115 out of 124 in terms of income equality, making it more similar in that respect to countries such as Zimbabwe and Zambia than any other OECD country.31 Mexico’s total health spending (6.2% of GDP in 2003) is also significantly lower than any other OECD country. Its total health spending per capita is only 25% of the OECD average (adjusted for purchasing power parity).32 Further, the public share of health spending in Mexico is well below the OECD average, meaning that private financing—overwhelmingly in the form of out-of-pocket payments—is required to fund most health care.33 The progress that Mexico has made in its national health indicators demonstrates that improvements in the preconditions of health as well as in access to care are not only possible but can be significant in terms of producing better outcomes. However, as Lozano et al write,



The allocation of health resources in Mexico is inversely related to marginality and to county 30



2005 estimate according to the CIA World Factbook. Available at: http://www.cia.gov/cia/publications/factbook/geos/mx.html. Accessed March 23, 2006.
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GINI Index: “Inequality in income or consumption.” Human Development Report 2005 . United Nations Development Programme, 2006. Available at: http://hdr.undp.org/statistics/data /indicators.cfm ?x=148&y=2&z=2 Accessed March 15, 2006.; and “OECD Health Data 2005: How Does Mexico Compare?“ OECD Health Data 2005: Statistics and Indicators for 30 Countries. June 8, 2005. Available at: http://www.oecd.org/dataoecd/16/2/34970198.pdf. Accessed March 15, 2006. 32 $583 USD compared with $2,307 USD. “OECD Health Data 2005: How Does Mexico Compare?“ OECD Health Data 2005: Statistics and Indicators for 30 Countries. June 8, 2005. Available at: http://www.oecd.org/dataoecd/16/2/34970198.pdf. Accessed March 15, 2006. 33 46.4 percent, see “OECD Health Data 2005: How Does Mexico Compare?“ OECD Health Data 2005: Statistics and Indicators for 30 Countries. June 8, 2005. Available at: http://www.oecd.org/dataoecd /16/2/34970198.pdf. Accessed March 15, 2006.
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GNP in Mexican counties. Physicians concentrate in areas with little deprivation and higher per capita wealth [ ] and are relatively scarce [ ] in very high marginality counties [ ]. The more deprived or poorest counties also have fewer public hospital beds (1 bed per 10,000 in marginalized counties compared with 12 beds per 10,000 inhabitants in better off counties)…Hence, health resources appear to increase in proportion to per capita GNP in Mexican counties.34 Another study showed that public health expenditures are twelve times higher per capita for the insured—who are formally employed—than the uninsured in Mexico.35 At the same time, indigenous persons in Mexico disproportionately live in rural and marginalized areas and are uninsured. A study by Hernandez-Peña found that these disadvantages are coupled with a lower availability of health care resources in highly indigenous communities.36 The state of Chiapas lies in the southeast of Mexico and extends over an area of 75,634 square kilometers. Its population in the 2000 census was 3,920,892 inhabitants, distributed among 19,453 communities, located in 118 municipalities (seven of which were created by the Chiapas government after 1994).37 For administrative purposes, the state is divided into nine regions, three of which—the Altos, Selva, and Norte regions— were the most directly affected by the armed conflict. The study was conducted in these three regions, all of which have important ethnographic, social, and historical characteristics.38 34



Lozano R, Zurita B, Franco F, Ramírez T, Hernández P, Torres JL. “Mexico: Marginality, Need, and Resource Allocation at the Country Level.” In: Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, eds. Challenging Inequities in Health: From Ethics to Action. New York: Oxford University Press; 2001:290-291.



The Altos region lies in the center of the state and its name derives from its location at altitudes greater than 1,600 meters above sea level. This region has the largest concentration of the indigenous population in Chiapas and has been an administrative and commercial enclave since the colonial period. Its principal city, San Cristóbal de Las Casas, was founded in 1528 and, in many ways continues to be symbolic of Spanish and subsequent ladino 39 dominance in a predominantly indigenous area. The Altos region also has the greatest number of municipalities in Chiapas in conditions of extreme poverty. The combination of enormous demographic pressure, along with political and religious issues and a system of subsistence agriculture in this region has led to the occurrence of inter- and intracommunity conflicts, migrations, and expulsions since the second half of the twentieth century. Moreover, during the last forty years the conversion of the population to religions other than Catholicism has accelerated. Conflicts over land and economic and political control have been expressed through the lens and rhetoric of religious intolerance, and have become increasingly violent. Since 1970, more than 35,000 indigenous people from the Altos region have been violently expelled from their communities as a result of power conflicts that evolved into religious divisions.40 Although Mexico is an overwhelmingly Catholic country, Chiapas is one of the least Catholic states in Mexico and the Altos region has been particularly affected by religious divisions. Conversion to other religions (in particular, Protestant churches) has disrupted communal activities, such as the appointment of local leaders to political and administrative positions, the consumption of alcohol for medicinal and ritualistic purposes, the participation in civil acts and religious events (e.g. those tied to the harvest cycles). In turn,
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As described more fully in the section on methods, communities were chosen to participate in the study after thorough consultations with human rights groups, governmental institutions (including the Ministry of Health, Ministry of Public Works, Ministry of Education), and non-governmental organizations in the region as well as newspaper reports. The consultations provided information on communities in which one or more of the following events had occurred since the beginning of the conflict: combat between the EZLN and the Mexican army; paramilitary activities; assassinations of leaders or families of campesinos associated with the EZLN; displacement of persons due to presumed affiliation with the EZLN or with paramilitary groups; and public protests and organized appearances by the EZLN. Consultations proved that the vast majority are located in the Altos, Selva, and Norte regions. 39 40



Ladino is a term used to refer to non-indigenous people.



Martínez-Velasco G. “Apreciaciones generales sobre la situación del desplazamiento en Chiapas.” In Regional seminar on internal displacement in the Americas, Mexico City, Mexico, February 18–20, 2004. Washington, DC: Brookings Institution–SAIS Project on Internal Displacement; 2004.
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traditional Catholic community leaders have rejected these new religions and have expelled members of non-Catholic sects from their communities, arguing that these religions disrupt participation in communal activities. Property abandoned by the expelled families or groups is then allocated among those who remain. Each religious group has developed ways to entice conversion as well as to punish those who choose not to follow.41 The Selva region was for centuries the least known and least populated region of Chiapas. For the Spaniards it was “the great desert populated by the Lacandón Indians,”42 and until the 1960s it was a vast area of national territory covered by tropical rain forest with a few Indian communities.43 For over a century, the presence of nonindigenous people was limited to representatives of foreign logging companies. As a result of the great demographic pressure in the Altos region, the government actively promoted the colonization of national lands in the Selva region in the 1960s. By offering land in this area, the government sought to alleviate agrarian pressure and conflicts in the Altos and other regions in Chiapas, as well as elsewhere in the country.44 As a result, the Selva region experienced accelerated demographic growth and became a vast multiethnic area. For many years it was neglected by government social programs. Life in this region turned out to be exceedingly difficult for indigenous campesinos arriving from more temperate climates, both because of the presence of many unknown tropical diseases and because of the difficulties involved in growing their traditional foods. These difficulties forced the new arrivals to unite in very well-organized, cohesive communities, which became a fundamental characteristic of this region up until the beginning of the armed conflict. The Selva region also emerged as the destination of many non-Catholics expelled from their communities in the Altos region. However, as there was less conflict over land in the Selva region, there was also less conflict among members of different religions. In the two decades prior to the Zapatista uprising, strong independent campesino organizations were formed in this 41



Id., Martínez-Velasco G. 2004



42



Ballinas J. El desierto de los lacandones. Tuxtla Gutiérrez: Ateneo de Ciencias y Artes de Chiapas, Gobierno del Estado de Chiapas; 1951; García de León A. Resistencia y utopía. México: Era; 1985.



region and became decisive in the expansion of the EZLN. The Norte region is an area, which extends from the highlands of Chiapas to the plains of the state of Tabasco. It is made up of municipalities that were previously covered by dense vegetation (originally rainforest), which gave way to agricultural activity and ranching. As another preferred destination for migrants from the Altos region, it became an area where different ethnic groups, including the Chol who were the original settlers of these lands, came into contact with each other and were forced to coexist, though not always peacefully. Although the state’s largest cities have greatly increased in size, more than half (54.3%) of Chiapas’ population continues to live in a rural environment, in great contrast to 25.4% for all of Mexico. 45 In these overwhelmingly rural areas, farming small parcels of collectively owned land or working as day laborers on larger plots offers a poor and precarious existence for most residents. Historically people have lived in small villages of 2,500 inhabitants or less, and dependence on social support from the community has been a distinguishing factor of life. The enduring conflict has greatly eroded these small communities. The number of rural settlements (population less than 2,500) has dramatically increased since the conflict erupted. In 1990, there were 16,422 settlements;46 in 2000 the number had increased to 19,453;47 and according to various sources, 48 there were more than 22,000 settlements by 2003. These numbers reflect the process of dispersion and fragmentation that the rural population of the state of Chiapas is undergoing. This process has accelerated since 1994 and has been strongly influenced by the polarization of communities around political as well as religious affiliations. In addition to tensions between different political 45
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and religious groups, harassment by armed paramilitary groups and the presence of the Federal Army have been important factors in accelerating the dispersion and fragmentation of communities. For decades, expulsion has been an extreme form of expressing religious as well as political intolerance, and expulsions are often conducted in a violent manner. As a result of religious and political conflicts, families and groups are forcibly displaced from communities. Without counting the more than 20,000 people estimated to have been displaced for religious reasons, 49 conservative estimates for those displaced by the conflict at different times have ranged between 10,000 and 20,000.50 Thus, forced displacement has played a significant role in the high degree of population and small rural settlement dispersion in the state of Chiapas, and in the study area in particular. The federal and state programs to buy land for the population affected by the conflict are also a central cause of population resettlement in Chiapas. Between 1994 and 1999, as a way of curbing the Zapatista movement, the Chiapas government invested 764 million pesos (US$76.4 million) to buy and distribute more than 260,000 hectares of land to 1,430 campesino groups.51 For example, ranchers who owned land that had been invaded by Zapatista supporters were compensated and the land was re-distributed to campesino groups sympathetic to the government. In her 2000 report to the Commission on Human Rights, the ChairpersonRapporteur of the Working Group on Indigenous Populations specifically noted her concern over indigenous communities being deprived of their traditional lands and of indigenous lands being fragmented in a situation that has often created tension and conflict, including within and between indigenous communities.52 Besides fostering direct conflicts, this community fragmentation has inevitable social, economic, and environmental costs. The growth of health and educational services and infrastructure lags far behind the increase in need. Consequently, the number of commu49
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nities in extreme poverty without such services is growing. At the same time, the destruction of forests to clear lands for dwellings and agriculture accelerates deforestation, puts pressure on natural resources, and contributes to environmental degradation.53 According to official government statistics, today Chiapas ranks among the states with poorest indicators on child and infant mortality, and ranks worst in terms of maternal mortality. 54 Over two-thirds (68%) of the population lives without access to potable water and 62.3% does not have adequate sanitation. In 2003, Chiapas ranked 1 st in mortality (among both women and men) associated with diarrheal diseases, acute respiratory infections, pulmonary tuberculosis, as well as among women in cervical cancer.55 The majority of the overwhelmingly impoverished population in Chiapas is treated by the two main institutions responsible for providing health services to the uninsured population: the Ministry of Health (SSA) and the IMSS-Oportunidades (previously IMSS-Solidaridad) program. In Chiapas, 80% of the population lacks health insurance and in rural communities the figure is over 95%. However, evidence indicates that access to health care is inadequate. According to official statistics, virtually a quarter (24.5%) of people die without receiving medical care, which makes Chiapas, together with Oaxaca, rank highest in this regard.56 As this report demonstrates, the regions of Chiapas most affected by the conflict have fared even worse than the rest of Chiapas. The population in the conflict zone is overwhelmingly indigenous and their margin53 Villafuerte Solís D. La cuestión ganadera y la deforestación: viejos y nuevos problemas en el trópico y Chiapas. Tuxtla Gutiérrez: Universidad de Ciencias y Artes del Estado de Chiapas, Gobierno del Estado de Chiapas; 1997:182. 54
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alization reflects the extreme exclusion faced by indigenous populations across Mexico. In Mexico, there are fifty-six officially recognized ethnic groups concentrated in four states, including Chiapas. In a country that boasts over a 90% national literacy rate, astoundingly almost half of the indigenous population is illiterate. Studies have estimated that municipalities with over 70% indigenous populations contain approximately 80% of the population living below the poverty line.57 Yet, the indigenous groups represented in the conflict zone face even greater degrees of poverty than others.58 For example: 58% of the Mixtec population (in Central Mexico) lives in municipalities classified as having “very high” marginalization, compared with 93% of the Tseltal population in Chiapas. Similarly, in 1995, the infant mortality rate for speakers of Tojolabal and Tsotsil in Chiapas was 87 and 81, respectively, per 1,000 live births, compared with forty for Chinanteca and Zapotec groups, and thirty-three among the Chontal population, who are from other states in Mexico.59



Historical Context: Pre-1994 Health—and the lack of health care infrastructure and public health services—has long been a symbol of the Mexican state’s historic neglect of the largely indigenous rural population of Chiapas. In the 1980s and early 1990s, independently organized social service groups in the state, in particular in the Selva region, sprang up and began to play important roles. The growth of these social organizations was accompanied by the development of independent campesino political organizations. Health was a central priority for these organizations, as it later became for the EZLN. Thus, when the Mexican state began to establish health services in the most remote regions of Chiapas, health programs were already in place which had been promoted by churches, non-governmental service organizations (NGOs), universities and other higher educational institutions, as well as by political organi57



See E.g., Psacharopoulis G, Patrinos H. Indigenous People and Poverty in Latin America: An Empirical Analysis. Washington, DC: World Bank: 1994 cited in Lozano R, Zurita B, Franco F, Ramírez T, Hernández P, Torres JL. “Mexico: Marginality, Need, and Resource Allocation at the Country Level.” In: Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, eds. Challenging Inequities in Health: From Ethics to Action. New York: Oxford University Press; 2001:271-295, 280. 58



Secretaría de Salud (SSA), Instituto Nacional Indigenista (INI). La salud de los pueblos indígenas. México: SSA, INI, 1992; Consejo Nacional de Población (CONAPO). La situación demográfica de México, 1998. 2a edición. México: CONAPO, 1998. 59



CONAPO. La situación demográfica en México, 1998. 2ª. edición. México: CONAPO; 1998.



zations. 60 The governmental programs to extend the coverage of health services to isolated regions rarely coordinated with existing non-governmental programs and often forced the population to choose between the state health services and those provided by the church or another civic organization. These “choices” were, in turn, heavily politicized, which only served to exacerbate polarization within the communities.61 Expansion of government health services favored populations with greater affinity to the state government and to the then-ruling Institutional Revolutionary Party (PRI). As former New York Times Mexico correspondents, Sam Dillon and Julia Preston wrote, the PRI exercised “an oppressive hold on every aspect of Mexican life [which] made it the world’s longest-ruling political organization.” 62 Health services, and the possibilities that they offered for patronage, were no exception. During the years prior to the Zapatista uprising in 1994, health was one of the issues that the EZLN promoted most actively, in order to establish a relationship with the indigenous communities and gain their trust. It has been suggested that the EZLN leader himself, Subcomandante Marcos, first arrived in Chiapas in order to participate in a course for health providers. 63 The expectation of improving the health and nutritional status, as well as the living conditions of the population, were central driving forces behind the widespread participation in the Zapatista uprising. In the First Declaration of the Lacandón Jungle , which was made public on January 1, 1994, the EZLN declared war against the Mexican Army and announced a military advance toward Mexico City. In that document, the EZLN points to hunger and death from curable illnesses as the principal reasons that gave rise to the armed uprising and mentions in their basic demands, health and nutrition, as well as labor condi60 For example, beginning in 1980, el Instituto Politécnico Nacional (National Polytechnic Institute) developed the Plan Tojolabal and the Plan de la Selva health programs, which, in coordination with the Comitán General Hospital (public hospital run by Ministry of Health), created an extensive network of community health services and training for health promoters. The Universidad Autónoma Metropolitana, also had successful training programs relating to human resources in health, which contributed to the medical care of populations in extreme poverty. 61
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tions, land, education, autonomy, democracy, justice, and peace with dignity.64



Post–Uprising: The Emergence of Civil Resistance The military actions in January 1994 lasted only twelve days, but the fighting was only the first phase of a protracted conflict. Throughout 1994 and early 1995, more than 6,000 people were evacuated from their communities by the Mexican military. At the same time, the government emptied the schools and health clinics of those communities that had been supportive of the Zapatistas. This displacement, which was promoted as a “protective measure,” facilitated the identification of those who sympathized with the EZLN and those who did not.65 By June 1994, after numerous violent clashes with the military and the failure of the dialogue with the government, the EZLN adopted a posture and strategy of “resistencia” (resistance). In the Second Declaration of the Lacandón Jungle, issued in June 1994, the EZLN emphatically called upon its sympathizers to refuse all collaboration with the government and to reject all official programs, including those for health:



…We will accept nothing that comes from the rotten heart of the bad government, not a single coin, nor a medicine, nor a stone, nor a grain of food, nor a crumb from the handouts that it offers in exchange for our dignity. We will take nothing from the supreme federal government. Even if our pain and our grief deepen, though death may still be with us, at the table, in the land, and on the roof; though we may see that others sell themselves to the hand that oppresses them; though everything might ache and grief weeps even from the stones, we will take nothing from the government. We will resist . . .66 Resistance came to be a central element of the Zapatistas’ political stance as well as of their strategy. Civil resistance went beyond health care to other social services, such as education which was expressed 64 EZLN. “Segunda Declaración de la Selva Lacandona.” In Primera y segunda “Declaración de la Selva Lacandona:” Comunicados del 1 de enero al 23 de marzo de 1994. Mexico City: EZLN; 1994. Available at: http://www.ezln.org/documentos/1994/19940610.es.htm. Accessed November 6, 2005. 65 Centro de Derechos Humanos Fray Bartolomé de Las Casas (CDHFBC). “Informe para el Relator Especial de la Organización de las Naciones Unidas para los Derechos Humanos y las Libertades Fundamentales de los Indígenas.” Chiapas: CDHFBC. San Cristóbal de Las Casas; June 12, 2003. 66
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through the rejection of public schools. At the beginning of the conflict, a large proportion of schools had closed their doors. During 1994, nearly all public school activity in the regions affected by the conflict ceased. After February 1995, schools gradually reopened and the children who returned to these schools were from families hostile to the EZLN, and those who had not been displaced during the first year of the conflict. The opposition communities rejected the official teachers from the state and federal government. Gradually, in some regions, national and international civil society organizations developed (and continue to maintain) primary and secondary education programs for the boys and girls of the Zapatista movement as well as their sympathizers. The EZLN’s negotiating power quickly grew stronger through their capacity to maintain resistance, rather than through military activity. 67 Although resistance was a response to governmental policies, one consequence of this strategy was to foster further polarization between communities that were aligned with the resistance—and therefore the EZLN—and those that were not.



1995-2000: The Government’s Response In February 1995, the Mexican Army engaged in a major offensive to re-take portions of territory under Zapatista control and re-settle pro-government villagers, effectively displacing thousands of Zapatistas to more remote and inaccessible areas. Following intense public outcry about the military offensive, the government entered into negotiations with the Zapatistas and approximately one year later, on February 16, 1996, the EZLN and the federal government, jointly issued the “San Andrés Accords.” These Accords did not specifically address the organization of health care but they did set out a new “inclusive social contract based on a consciousness of the fundamental plurality of Mexican society and the contribution of indigenous peoples to national unity.”68 The Accords also recognized indigenous peoples’ rights to “free determination” as set forth in Convention 169 of the International Labor Organization, to which Mexico is a party, and asserted that autonomy in the organization of their affairs was the concrete expression of such free determination. In signing the San Andrés Accords, the government assumed a core commitment to improve the health conditions and care of the indigenous peoples of Chia67 The efficacy of this strategy largely rests on the incapacity of the federal, state and local governments to confront or control it. The EZLN was thus able to reframe the terms of the confrontation. 68
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pas, in accordance with the principles of self-determination and autonomy.69 However, this vision was never to materialize. Then-President Zedillo took no steps to implement the San Andrés Accords and by September of 1996, peace talks had collapsed. During and after the negotiations, far from the autonomy called for under the San Andrés Accords, the Mexican army was heavily involved in providing health and other social services within the small rural communities that lay in the conflict zone. The army has repeatedly justified its presence in indigenous communities as part of its “social work,” which in large measure consists of medical care and public health services. Investigations, including PHR’s previous report on the subject, have found, however, that this social work in the context of low-intensity warfare, promotes distrust of health services generally, as well as social polarization.70 Any population that rejected the military’s medical services or any other activities was automatically labeled Zapatista and became subject to suspicion. 71 In its 1999 review of Mexico’s compliance with its obligations under the International Covenant on Economic, Social and Cultural Rights (ICESCR), the United Nations Committee on Economic, Social and Cultural Rights (ESC Rights Committee) stated that it was particularly concerned about “the presence of numerous military and paramilitary forces within the indigenous communities of Chiapas, and in particular about the allegations made by civil society organizations that these elements interfere with the supervision and implementation of development programs and the distribution of economic and social assistance, and about the lack of consultations with the communities concerned.” 72 In 2000, in part as a response to pressure from civil society organizations that followed up on the ESC Rights Committee’s recommendations, Federal Army health posts were removed, although testimonies indicate that there are residual effects on social polarization which remain. Coinciding with the heightened military presence in communities during 1995 and 1996, further internal displacements were provoked by fear of burgeoning irregular armed forces which the army promoted among campesinos opposed to the EZLN. It is now known that members of the Mexican military financed, 69
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Soldiers outside of a primary school in the municipality of Chenalhó, in the Altos region, where a military medical post was installed as part of the “social work” of the Federal Army (1998).



armed, and trained these “paramilitary” groups, as they later came to be called, with the aim of containing the Zapatistas. These groups have been and continue to be the main perpetrators of human rights violations in the region.73 The government has also turned to other tactics to undermine social cohesion in Zapatista communities. For example, since 1995, both the federal military and other groups opposing the EZLN have promoted the massive introduction of alcoholic beverages to undermine Zapatista resistance. EZLN communities are “dry”, which is a policy that has garnered widespread support from women in those communities who claim that this policy has led to a reduction in domestic violence.74 The systematic introduction of alcoholic beverages has aggravated divisions and conflicts in the region. As documented in PHR’s previous report, Health Care Held Hostage, the civilian health sector in Chiapas was itself deeply politicized in the years following the EZLN uprising. Health Care Held Hostage revealed that patients were routinely asked politically motivated questions at public health care centers affiliated with IMSS-Solidaridad as well as the Ministry of Health. Zapatista sympathizers alleged persistent discrimination by 73 Hidalgo O, Castro G. Militarización y paramilitarización en Chiapas. Chiapas: Centro de Investigaciones Económicas y Políticas de Acción Comunitaria (CIEPAC). San Cristóbal de Las Casas, Chiapas, December 1997. 74
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individual providers and institutions managed by both IMSS-Solidaridad and the Ministry of Health.75 The findings of that study were corroborated by other studies.76 After the Acteal massacre on December 22, 1997, in which PRI-aligned paramilitary gunmen killed fortyfive unarmed people, including two infants and sixteen other children, as they were praying, the government further shifted its counterinsurgency strategy, with notable implications for health. According to several sources, then-President Zedillo and Labastida, his new Secretary of Government, developed a two-pronged strategy: to entice indigenous communities back “into the fold” by investing $3.5 billion pesos in Chiapas social programs while destroying the Zapatistas’ autonomous municipalities one by one.77 Within these social programs, health care and public health figured prominently. In 2003, Chiapas was still receiving the greatest share of national funds for the IMSS-Oportunidades program (22%), although its share of the overall health budget was small.78 Accountability for how the monies were spent or ensuring non-discrimination was virtually non-existent. For example, through programs such as the “Cañadas Development Program” (Programa de Desarrollo de las Cañadas), the government funded some social programs, such as Paz y Justicia (“Peace and Justice”)79 which had strong ties with the Federal army, and operated as a paramilitary wing that conducted activities in the Norte region of Chiapas.80 During these years, the EZLN and its autonomous communities became increasingly insular. As Preston and Dillon write of this period:81



the Zapatistas, seeing that the Zedillo government was determined to destroy their alternative forms of self-rule, went into a defensive withdrawal. Their autonomous authorities went into hiding, and they closed the townships to most visitors. The differences between the priista and Zapatista villagers hardened into hatred. The gov76
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ernment’s strategy also forced new privations on the Zapatistas who remained dedicated to their townships. Besieged by army troops, the towns were cut off from regional commerce, and the flow of international aid was large but not reliable enough to compensate. Since the Zapatistas refused to pay taxes, the authorities cut off their electricity, which was supplied by a state-owned company. Construction of water distribution systems and other basic services, as well as access to government credits, were also systematically terminated. For their part, the Zapatistas blocked the construction of roads that might facilitate commerce, arguing that they would give the army access. The communities in resistance refused many directly provided governmental health services, including vaccinations.



2000-2005: Change in the Government and More of the Same On July 2, 2000, Vicente Fox, the candidate of the National Action Party (Partido de Acción Nacional, or PAN) was elected president of Mexico, breaking the over 70-year PRI stranglehold on the Mexican presidency. The election of Fox was hailed as a “real opening of the political system” in Mexico and a chance for authentic democracy.82 Among other things, Fox promised to seek a negotiated solution to the conflict with the Zapatistas, which at the time he estimated would take fifteen minutes.83 During the first months of Fox´s administration, public expectations rose that a solution to the conflict was near. A Zapatista delegation marched peacefully to Mexico City, attracting a vast participation of civil society and left wing political parties. The climactic moment of the march came when an indigenous woman, the Comandante Esther, 84 gave a speech addressing the National Congress about the rights of the indigenous people and autonomy. Over the course of the following days, President Fox introduced a bill that recognized the autonomy of indigenous people, the most critical aspect of the San Andrés Accords. This bill had been drafted by a non-partisan Congressional commission (COCOPA).85 However, the national Congress passed this law with 81
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a number of amendments that distorted the original aim of the concept of autonomy included in the San Andrés Accords. The EZLN broke ties with the Party of the Democratic Revolution (PRD) and other left-wing parties as some of their representatives had taken part in passing what the EZLN perceived as a betrayal of the intent of the San Andrés Accords. This debacle ushered in a period of renewed tensions together with a radicalization of EZLN resistance.86 Consequently members of communities that supported the EZLN were condemned to a stance of permanent opposition with respect to the pro-government communities in order to retain their identity. Maintaining such a stance created ever greater tensions and consumed ever greater resources of the communities involved. In 2000 an agreement was signed between the Mexican government and the Office of the High Commissioner for Human Rights (OHCHR) for the establishment of a sustained presence of the OHCHR in Mexico. The OHCHR felt such a presence was necessary for several reasons: the Mexican government was at an impasse on the implementation of the San Andrés accords; the human rights conditions of the indigenous peoples in Chiapas and other states had not improved and many people still lived in conditions of “extreme poverty and marginalization” and forced migration; the increasing militarization of the region; and the land disputes in which indigenous peoples were being deprived of their land and livelihoods. Daes, the ChairpersonRapporteur of the OHCHR Working Group, also signaled the need for independent monitoring of the situation.87 At the state level, the 2001 election of the alliance candidate Pablo Salazar Mendiguchía as governor of Chiapas appeared to bring about more openness and remedial actions, such as the dismantling of various 85 Comission on Concordance and Pacification, (Comisión de Concordia y Pacificación, COCOPA). 86 After issuing a press release stating that it refused to recognize the new law, the EZLN broke off talks with the government and maintained a public silence for almost twenty months. 87
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former PRI programs, including the above-mentioned “Cañadas Development Program.”88 As a result of this governmental shift, numerous civic organizations and communities that had maintained a posture of resistance progressively reinitiated participation in some of the government’s health and development programs. Others, however, have continued to follow the strategy of resistance and have become increasingly radicalized. Consequently, those communities and groups supporting a hard-line Zapatista resistance position have pulled away from those who have assumed a more flexible attitude with respect to the government. In some instances, violent confrontations have occurred between groups that were allies until recently.89 Forms of resistance, such as the non-payment of electricity bills, have also created confrontations. In many cases, the government-owned electricity company has responded by cutting the supply of electricity to opposition communities. As an effort to expand resistance, the EZLN has called upon other political and social organizations to adhere to the non-payment of electricity bills.90 Although tensions between the state government and the EZLN have decreased, evidence suggests that internal community divisions and confrontations remain almost unchanged and are still potentially dangerous. Despite the fact that the number of cases has declined since 2001, human rights organizations still denounce cases of arbitrary arrests, extrajudicial executions and military invasions of community lands. Indeed, the violence that pervades the conflict zone has persisted and even worsened in recent months.91 At the same time, communities have increasingly 89 Numerous violent confrontations have occurred between EZLN supporters and PRD members in recent years, some of which have led to fatalities, including those in Pasté, San Juan Chamula, San Isidro and Nuevo San Rafael. Ambushes, assassinations and incursions by armed men also occur frequently. The government has also continued to cut electricity to opposition communities, such as municipalities of Yajalón, Flor de la Alianza, Tumbalá, Tila and Sabanilla. There have been arbitrary arrests, extrajudicial executions and military invasions of community lands, such as in the Zona Norte of Chiapas, zona baja de Tila, Ejido Emiliano Zapata; and San José Bascán, municipio de Salto de Agua. See e.g. www.enlacecivil.org.mx. Accessed January 10, 2006. 90



Diario Reforma, Jan. 9, 2006.
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See e.g. allegations of reactivation of militarization and paramilitarization by the Centro de Derechos Humanos Fray Bartolomé de las Casas. Boletín Informativo Diario de la Comisión Mexicana de Defensa y Promoción de los Derechos Humanos, January 15, 2006. In other events, on February 17, 2005 in an operation in the municipality of Tila, in the Norte region of Chiapas, police beat and arbitrarily detained at least 54 people according to Heriberto Cruz Vera, the parish priest of Tila. On March 20, 2005, the Center for Human Rights, Fray Bartolome de las Casas, received word that at least one person had been assassinated in the community of Masojá Grande in CONTEXT
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shifted from being in opposition to being politically divided. However, this has not fostered a solution to the “insurgency”; on the contrary, it has led to the map of the conflict zone being covered with ever increasing numbers of divided communities, with ensuing health consequences.92 Divided communities lose the capacity to speak with one voice, or through a particular leader or spokesperson, and are unable to respond collectively as needed. Building or maintaining a water distribution system, transferring a woman with an obstetric emergency to the hospital, identifying children with malnutrition, or making sure that health services function adequately, are only a few of the important activities that require communities to respond collectively. These activities are difficult or impossible when there are no mechanisms of communication and collaboration. The negative impact of divided communities range from one faction of the population blocking another’s use of services, to pressuring medical personnel to deny care to the opposing group. Moreover, the atmosphere of polarization and division in communities causes a climate of permanent tension that affects a large number of health conditions.93 State health authorities in Chiapas have acknowledged in recent years that community divisions pose enormous difficulties in implementing programs. They have initiated a limited number of programs on health and nutrition that emphasize the importance of social inclusion of all the population, regardless of their political or religious affiliation. However, the positive effects of this new strategy have been stymied due to the lack



the municipality of Tila. On March 21, gunfire was heard on the outskirts of the community of Nuevo Limar which is also in the municipality of Tila. Following the disturbances, there were heightened rumors regarding people connected to the paramilitary group Paz y Justicia (Peace and Justice) and to the PRI (Institutional Revolutionary Party) in Tila. The rumored paramilitaries were believed to be meeting in various communities and carrying firearms. The displaced communities in Tila have expressed concern about the Tila assassination, particularly since the leaders of these communities in recent months have received threats and have been subject to intimidation. Available at: http://www.laneta.apc.org/cdhbcasas /Boletines/2005/062905_tortura_yabteclum.htm. Accessed February 10, 2006. 92 For example, on the morning of November 25, 2005, members of the Junta de Buen Gobierno (Junta for Good Government) de la Realidad accused Zapatistas from the community Lucha Campesina, Altamirano, of firing on members of the Central Independiente de Obreros Agrícolas y Campesinos (CIOAC, Independent Central of Agricultural Workers and Peasants), leaving six dead and several badly wounded. The Junta de Buen Gobierno was closely affiliated with the Partido Revolucionario Democrático (PRD). Shortly after publishing the accusation, the JBG corrected itself, stating that there are no Zapatistas in the community where the shooting took place and that the incident occurred between people not connected to the
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of resources, restricted coverage, and the limitations on training health personnel for these programs.94 After a long period of relative silence, on June 21, 2005, the EZLN declared a “Red Alert” to call attention to the ongoing tensions in the conflict zone. The EZLN then published the Sixth Declaration of the Lacandón Jungle , in which it proposed a national program for peaceful struggle to attain a “new constitution that reincorporates the demands of the people” including health, independence, democracy, justice, liberty, and peace. In order to achieve this goal, the Zapatistas proposed the creation of what they called the “Other Campaign”–alluding to the presidential campaign and other political campaigns already underway. On January 1, 2006, the “Other Campaign” was formally launched in San Cristóbal de Las Casas, Chiapas.



EZLN. By November 30, the JGB had researched the problem and identified the shooters as other PRD affiliates. Furthermore, they alleged that a former PRD deputy had falsely accused the Zapatistas for the incident. This incident marks the decline in good relations between former allies in the Zapatista struggle. Available at: http://www.jornada.unam.mx/2005/11/27/016n1pol.php and http://www.jornada.unam.mx/2005/11/30/025n1pol.php. Accessed December 13, 2005. 93



Although this study did not explicitly address the consequences for mental health, many manifestations of fear, insecurity, and depression suffered by inhabitants in the conflict zone were observed during fieldwork. For example, an extremely worrisome indicator of the disruption of the social tissue in the communities affected by the polarizing effects of the conflict is suicide. Eight cases of suicide were found in the study (seven men and one woman). Seven of these deaths were caused by the ingestion of paraquat (Gramoxone), a powerful herbicide widely used by Chiapas peasants who work on large farms. In the eighth case, death was caused by hanging. Five of these suicides occured in divided communities. 94



See e.g., Programa “Vida Mejor para las mujeres, las niñas y los niños de Chiapas” Available at: http://www.dsocial.chiapas. gob.mx/Vida_Mejor.htm. Accessed December 20, 2005.
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III. METHODS



G



iven that poor health conditions and care were an underlying source of the Zapatista uprising, the study measured a set of leading health indicators in the conflict zone. The principal research questions included in this report were: 1) What is the maternal mortality ratio (measured by maternal deaths/100,000 live births)? 2) What is the infant mortality rate (deaths of children under one year/1,000 live births)? 3) What is the prevalence of childhood malnutrition? 4) What is the prevalence of smear-positive pulmonary tuberculosis? and 5) Are there significant differences between key health indicators for the study population and for the populations of Chiapas (as a whole) and/or Mexico?95 Second, the study set out to examine if there is an association between health status (as represented, e.g., by infant and maternal mortality, malnutrition prevalence, and tuberculosis prevalence), access to and utilization of health services, and conflict-related factors (in particular, political-party affiliations and intra-community division in the areas of Chiapas most affected by the conflict); and analyze the human rights implications of those findings.



Identification of Study Population Based upon exhaustive consultations with human rights groups, governmental institutions (including the Ministry of Health, Ministry of Public Works, and Ministry of Education), non-governmental organizations in the region, churches, and newspaper reports,96 municipalities were identified as “severely affected by the conflict” when one or more of the following events had occurred: combat between the EZLN and the Mexican 95



Not all of the study questions or domains of inquiry are presented in this report, which focuses on violations of the right to health; additional areas of study are discussed in journal articles published based on the findings of the study. See: Brentlinger P, SánchezPérez HJ, Arana-Cedeño M, Vargas MG, Hernán MA, Micek M, Ford D. “Pregnancy Outcomes, Site of Delivery, and Community Schisms in Regions Affected by the Armed Conflict in Chiapas, Mexico. A Community-based Survey.” Social Science and Medicine 2005;61:1001-1014; Sánchez-Pérez HJ, Hernán M, Ríos-González A. et al. “Malnutrition among Children under Five Years of Age in Conflict Zones of Chiapas, Mexico.” American Journal in Public Health. forthcoming 2006. Other issues as vaccination, overall mortality, among others, are in preparation. 96



National newspapers consulted: La Jornada, El Financiero, and Reforma; Chiapas newspapers consulted: Cuarto Poder and, in San Cristóbal de las Casas, El Tiempo.



army; paramilitary activities; assassinations of leaders or families of campesinos associated with the EZLN; displacement of persons due to presumed affiliation with the EZLN or with paramilitary groups; and public protests and organized appearances by the EZLN. Virtually all of the identified municipalities fell within the Altos, Norte and Selva regions of the state. Within these three regions, a list was compiled of all communities with populations between 300 and 2,499.97 Information from the above-mentioned sources was then used to identify the political affiliation of all the communities on the list. Community status was classified as: 1. Opposition communities sympathizing with the EZLN (some of which were “in resistance”), 2. Pro-government communities (sympathetic to the government), and 3. Divided communities (which according to available information contained two or more groups whose positions toward the EZLN differed). Fifty-four communities were randomly selected from a total of 524: eighteen in each of the three regions (six opposition, six pro-government, and six divided in each region). Six additional communities from the three regions were also randomly chosen as alternates (two opposition, two pro-government, and two divided communities). Although multiple political, religious, and other local experts were consulted in order to classify all communities by political affiliation (opposition, pro-government, and divided communities), there was no “gold standard” census with which the investigators could confirm the opinions of local experts. As it would not have been politically, logistically, and financially feasible to visit every community in the study area to determine its political affiliation before the selection of study sites, after the process of classification and random selection of communities to be included in the study sample, community leaders were approached about enrollment in the study. At this stage, investigators determined that the current 97



INEGI. XII Censo General de Población y Vivienda, 2000. Tabulados Básicos Nacionales y por Entidad Federativa. Base de datos y tabulados de la muestra censal . Aguascalientes: INEGI; 2001.; http://www.inegi.gob.mx.; INEGI. Chiapas. Conteo de población y vivienda, 1995. Resultados definitivos. Tabulados básicos. México: INEGI; 1996. Available at: http://www.inegi.gob.mx/est/ contenidos /espanol/proyectos/coesme/programas/ficha.asp. Accessed November 6, 2005. 19



political affiliation of the selected communities was sometimes different than what the experts had believed. Based on interviews with community authorities and observations made in the field, of fifty-four selected communities, fourteen (26%) differed from their original classification: five pro-government communities had become either opposition or divided, five divided communities had become pro-government, and four opposition communities had become either pro-government or divided. Of the eighteen alternate communities, three (17%) did not correspond to their original classification: two divided communities had become pro-government communities, and one pro-government community suffered division. Of the fifty-four selected communities, thirty-seven (68.5%) agreed to participate in the study, twelve (22.2%) refused, and five (9.3%) were not visited for the following reasons: three for lack of contact with the EZLN “autonomous governing councils,”98 one for reasons relating to the security of the field team,99 and one no longer existed when the study took place.100 Given the non-response rates of opposition and divided communities, four other communities were purposively selected to be included in the sample to create comparative sample sizes among types of communities: one opposition and three divided. In the three divided communities, the opposition faction participated in the survey only under the condition that the “other” faction would not.101 The overall non-response rate at the community level was 23.6% without including the four non-randomlyselected communities. The highest non-response rate came from opposition communities (41.1%), while the lowest negative response rate came from the divided 98



In autonomous municipalities, opposition communities are guided by the ordinances of autonomous councils, which have replaced officially designated authorities.
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A few days prior to conducting the study, a murder had occurred in the community.
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It is important to mention that in some cases of refusal, the denial to participate in the study did not come from the inhabitants of the villages, but from the autonomous councils. In one case of refusal, the community, in a meeting of the authorities and inhabitants, had already agreed to the study, but a group of five inhabitants did not accept the study. Consequently, a decision was taken not to proceed with the study in order to avoid any confrontation within the community.



101 However, these were not the only communities in which only one political faction was surveyed. In one divided community, for example, one of the two groups in the community refused to participate in the study because shortly before the survey, a man had been murdered and another had been wounded. Both of the victims (EZLN supporters) belonged to the group in the community that participated in the study, while the aggressors belonged to the group that not participated. The study was conducted only among the group that had suffered the aggression, amid considerable fear of further attacks against its members as well as the field team.
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(9.1%). At the household level, non-response was negligible; the members of only twenty households refused to provide any information for the study. Consequently, the study was carried out in forty-six communities: thirty-seven chosen randomly, five randomly-selected alternates, and four purposively selected.102 Of these, twenty were pro-government, six opposition, and twenty divided. Of these twenty divided communities, the political affiliation of households could only be determined in twelve.103



Sampling Within each community, two procedures were used to select households for the study. First, one out of every three households was randomly selected to participate in the cross-sectional survey. The field team went to each community and drew up a census and map of its households. Second, under the following circumstances, additional people were surveyed: • When there had been a pregnancy, birth or a death in a household during the two years prior to the study. • When there was someone age fifteen and older with a chronic cough (lasting more than fifteen days at the time of the study), or when the possibility of PTB was suspected. Thus, although the health survey was fully conducted in one of every three households, the fieldworkers were instructed to inquire in all households whether either of the aforementioned circumstances applied to anyone there. This information was complemented with data obtained in an in-depth interview with the authorities in order to limit, as much as possible, the possibility of under-reporting cases of interest (i.e., pregnancies, deaths, and probable cases of PTB). Once the information on these aspects had been gathered, either through an in-depth interview with community authorities or through the household survey, the fieldworkers proceeded to verify whether all the reported cases of deaths, pregnancies, or possible PTB had been included in the study. For the identification of cases of PTB, persons identified with chronic cough were given an additional questionnaire and asked to provide three sputum samples for the purposes of detecting PTB through acid-fast smears and cultures. The sensitivity of such tests varies according to the quality and quantity of samples obtained and the quality of the processing and reading performed. In Mexico, acid-fast smears have been esti102 Thirteen from the Altos; sixteen from the Selva; and seventeen from the Norte regions, respectively. 103 For reasons of safety, the research team did not ask for the political affliation of some of those surveyed.
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mated to permit detection of approximately 70% of positive PTB cases.104 In the case of Chiapas, various studies have shown that the sensitivity of the test is drastically reduced in highly marginalized populations (as low as 44%).105 The stigma associated with admitting to symptoms of PTB, combined with the likelihood of false negatives, suggests that reported numbers of PTB cases are almost certainly underestimated. In cases of self-reported illnesses in the month prior to the study, an additional questionnaire was also given to identify possible barriers of access to health services as a consequence of the conflict. To ascertain the nutritional status of the under-five population—the 2,704 young children recorded in the household census—weight and height were measured to determine height-for-age, weight-for-age, and weight-for-height parameters.106 The field team was given intense training to standardize the measurements and data recording. This process was conducted in a theoretical and practical manner, using the standardization exercises developed by Habitch and Martorell. 107 To ensure data quality, a new set of stadiometers and Salter weight scales were employed, which were calibrated before each measurement. In the forty-six communities studied, information was obtained from 17,931 individuals in 2,997 households: 1,477 households (49.2%) from pro-government communities, 256 (8.6%) from opposition communities, and 1,264 (42.2%) from divided communities (496 progovernment, 168 opposition, and 600 of undetermined political affiliation).



Consent At the time the study was conducted, there was no functioning institutional ethical review committee in Chiapas. 104



Llaca Díaz JM. “La baciloscopia y el cultivo en el diagnóstico de la Tuberculosis Extrapulmonar.” RESPYN. 2003:4(3).



105 Sánchez-Pérez HJ, Hernán M, Hernández-Díaz S, Jansá JM, Halperin D, Ascherio A. “Detection of Pulmonary Tuberculosis in Chiapas, Mexico.” Annals of Epidemiology 2002;12(3):166-172.; Sánchez-Pérez HJ, Flores-Hernández JA, Jansá JM, Caylá JA, Martín-Mateo M. “Pulmonary Tuberculosis in Areas of High Levels of Poverty in Chiapas, Mexico.” International Journal of Epidemiology. 2001;30:386-393. 106



Birthdates were obtained and corroborated, whenever possible, with a birth certificate or a vaccination record. In keeping with the population’s limited access to services, only 65 percent of the children were able to verify their date of birth through documentation. The consistency of the findings for these indicators demonstrated that despite the aforementioned difficulties, the data obtained were adequate for making an evaluation of the nutritional status of children under five.



However, the protocol was approved by a panel of experts assembled by PHR, and all research was carried out in accordance with the Declaration of Helsinki.108 Consent for conducting the study in the selected communities was obtained in stages, and is itself reflective of the extreme degrees of mistrust that exists in the conflict zone. First, authorization was obtained from community leaders and institutions of authority. These institutions, for the most part, are made up of a community’s general assembly or the assembly’s representatives, such as health and education committees. Once permission had been obtained from the community authorities, a meeting was convened at which the study was presented to the entire adult population of each community. Finally, authorization from each head of the household was solicited in order to begin the survey. Community authorities were shown the questionnaires to familiarize themselves with the questions to be asked in the households, and they were given the opportunity to delete any they considered inappropriate. The authorities of six communities (all in the Altos region) recommended refraining from asking questions about religion. For reasons of security, in eight of the divided communities, household members were not asked about their political affiliation. In addition to the project co-directors representing ECOSUR and DDS-CCESC and the fieldwork coordinator, the field-work team comprised nine interviewers, four men and five women, who were hired based on their previews work experience with campesinos and community health promotion, as well as their language skills: two spoke Tseltal, two spoke Tsotsil, two spoke both of these languages. No financial incentive or compensation was provided to the participants, except for the wages paid to the community guides who had knowledge of the location of households in communities, and who helped either with the translation of the questions and answers during the survey, or in the collection of samples to identify possible cases of PTB.



Questionnaires and Survey The design of the household survey was partially based on surveys that had been used in a series of previous studies conducted in other parts of the state of Chiapas.109 Specific questions were added that related to conditions resulting from the armed conflict and resistance. The household survey included the following sections, which are discussed in this report: demographic and
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Habitch JP, Martorell R. “Anthropometric Field Methods: Criteria for Selection in Human Nutrition.” In: DG Jeliffe, Edwards EP, eds. Nutrition and Growth. New York: Plenum Lublishing Corporation; 1979;2:365-387.
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World Medical Association (WMA). Declaration of Helsinki. Ethical principles for medical research involving human subjects. Edinburgh, Scotland: WMA, 2000. METHODS
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socioeconomic characteristics of all inhabitants; household health census (pulmonary tuberculosis, pregnancy outcomes in the last two years, childhood vaccination rates, and nutritional status of children under age five; self-perceived morbidity in the prior month and mortality in the previous two years; and questions about utilization of health services for self-perceived morbidity, vaccination, pre-natal and delivery care, and chronic cough (cough of more than 15 days duration). In carrying out the survey, interviews were conducted primarily with heads of household and their spouses. However, for a large portion of the interviews, multiple adults in the household participated and field workers were trained in making adjustments for such arrangements. In addition to the survey, an in-depth, structured questionnaire was designed for the authorities of the communities studied, including legal representatives of municipalities, administrators of communal lands, group representatives, and those in charge of health and education committees. These interviews gathered information on the following aspects of the communities: 1. Demographic: languages spoken, number of inhabitants, number of families, and the births and deaths (including maternal) during the two years prior to the study. 2. Socioeconomic: religions present, whether internal divisions existed and if so on what basis, whether the armed conflict of 1994 caused the displacement of inhabitants to other communities or if people had come or returned there from other communities, and the availability, quality, and coverage of basic services and programs for the community and improvement of dwelling conditions; and bias in provision of basic services (e.g. provision of services only to members of one faction in a divided community). 3. Health: main health problems in the view of community leaders, cases of deaths and injuries 109 Sánchez-Pérez HJ, Ochoa-Díaz López H, Navarro y Giné A, and Martín Mateo M. “La atención del parto en Chiapas, México: ¿dónde y quién los atiende? Salud Pública de México . 1998;40(6):494-502. Available at: http://www.insp.mx.salud/40/406-6.pdf. Accessed November 8, 2005; Sánchez-Pérez HJ, Flores-Hernández JA, Jansá JM, Caylá JA, and Martín Mateo M. “Pulmonary Tuberculosis in Areas of High Poverty in Chiapas, Mexico.” International Journal of Epidemiology. 2001;30(2):396-393. Available at: http://ije.oupjournals .org. Accessed November 8, 2005; Ochoa-Díaz López H, SánchezPérez HJ, Ruiz-Flores M, and Fuller M. “Social Inequalities and Health in Rural Chiapas, Mexico: Agricultural Economy, Nutrition, and Child Health in La Fraylesca Region.” Cadernos Saúde Pública. 1999;15(2):261-270. Available at http://www.scielosp.org/scielo. php?script= sci_arttext&pid=S0102-311X1999000200011. Accessed November 8, 2005; Palacios-Blanco JC, Sánchez-Pérez HJ, NievesEscudero A, Ochoa-Díaz H. “Uso de servicios de salud ante morbilidad percibida en niños menores de cinco años en Chiapas, México.” Bol Med Hosp Infant Mex 2002;59:6-20.
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(wounds or accidents) in the community within the last two years, and cases of chronic cough in persons age fifteen and older or with PTB. 4. Health Services: availability, characteristics, and coverage (including the supply of medicines and vaccines) of community health services, along with the distances and problems involved in getting patients to hospitals for treatment. Information was also collected on the presence of midwives in the community, whether there were any training programs for the community health providers or midwives, and whether the institutional health services offered any kind of assistance.



Statistical Analysis Information obtained in the surveys was organized in databases using the program Fox-Pro Version 6.0. For standardization and subsequent inclusion of information, a specific process was developed. For each of the variables analyzed, a manual of coded responses was created. Once entered, data were verified through several procedures: First, a simple frequency analysis (to detect coding errors) was performed using Statistical Package of Social Sciences (SPSS), version 10.0. Second, data were verified by physically comparing them against the questionnaires. Finally, programs were designed to verify the congruence and consistency of data using vector methodology, that is, the correlation of two or more variables of interest. Statistical analysis of the data was done with SPSS and Stata Version 7.0 (College Station, TX: Stata Corp., 2001) to obtain frequencies, proportions, means, and tests of significance (mainly chi-square and t-tests). In all bivariate analyses, statistical significance was defined as p 
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