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Summary 
A research visit to the Atlantic Coast of Nicaragua (Southern Atlantic Autonomous Region – RAAS) 
was undertaken between March and June 2008 for the charitable organisation HoverAid2, to 
investigate the following questions:  
 
�  What are the barriers to accessing health care services in RAAS? 
�  What are the key determinants of these barriers? 
�  To what extent are these barriers affected by geographical access? If so, would a hovercraft 
constitute a suitable and sustainable solution?  
 
The investigation identified five types of barriers to accessing healthcare services: Geographic, 
Cultural, Gender, Economic and Political.  These barriers often interact in different ways in different 
parts of the region and make for a complex reality in which healthcare services operate.  
 
 
 
 
Methodology:  
The regional capital Bluefields was used as a base of operations, with active research conducted in 
the following rural communities: El Tortuguero, Awas, Raitipura, Pearl Lagoon, Orinoco, Marshall 
Point, Karawala, Sandy Bay Sirpi, and La Barra de Río Grande. The methodology used included: 
 
·  Conducting semi-structured key informant interviews of healthcare personnel, traditional 

healthcare providers (midwives, bush doctors) healthcare administrators and regional health 
policy makers, as well as staff from other relevant agencies (e.g. UNDP, DANIDA); 

·  Facilitating four discussion groups at community level – one discussion formed part of a wider 
consultation conducted by the Network for the Prevention of Gender Violence in El Tortuguero; 
the other three were organised independently in Awas, Raitipura and Orinoco. Three of the four 
groups included a mapping exercise of some sort.   

·  Consulting published and ‘Grey’ literature used by the Regional Health Commission and local 
universities and held in local libraries and archives; and 

·  Attending various meetings and consultations of the Regional Health and Women’s Commissions 
and of the Network for the Prevention of Gender Violence.  

 
Interviews and discussions were undertaken in Creole and Spanish where possible, and an 
interpreter was used for discussions and interviews in Miskitu in Awas and Raitipura. The variety of 
resources used allowed for triangulation and verification of the findings, a crucial aspect considering 
the short timeframe for the research.  
 
 
 
 
 
 
 
 
 
                                                 
1 Author contact: y.velleman@gmail.com  
2 HoverAid (www.hoveraid.co.uk) is a Christian charitable organisation based in the UK and Netherlands which uses hovercraft to deliver 
aid and essential services to the poor and flood-prone areas of Madagascar. The organisation commissioned this report in order to examine 
the possibility of extending its work to Nicaragua.  
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Nicaragua and its administrative departments 

 

 
1. Context:  
The Autonomous Atlantic Regions, distinguishable from the rest of Nicaragua by culture, climate and 
history, are situated along Nicaragua’s Atlantic Coast, and include the northern (RAAN) and southern 
(RAAS) regions. These account for more than half of Nicaragua’s territory but have an official 
population of only 627,000, settled dispersedly in rainforests and wetlands. For over 300 years, the 
Coast was a British protectorate, and continued to provide a stage for conflicting British-US economic 
agendas even after being annexed to Nicaragua in 1894. Although Mestizos constitute the region’s 
largest ethnic group, a result of Pacific-Atlantic immigration, it is home to five other ethnic groups – 
Miskitu (indigenous), Creole (African origin), Ulwa/Sumu (indigenous), Garífuna (Black Caribs) and 
Rama (indigenous). Tensions between the Coast and the Sandinista government after the 1979 
Revolution and during the civil war, after decades of exploitation of the Coast by the Nicaraguan state, 
resulted in the approval of the Autonomy Law by the National Assembly in 1987, which officially 
established the two AARs. 
 
1a. Current health-system status and planning in th e RAAS 
Although clearly outlined on paper, the function of the RAAS within the Nicaraguan government 
system, and that of the regional health system within the national health system, is complex in 
practice, and is characterised by reluctance on the part of Central Government to cede control to the 
Region over decision-making and budgetary resources. Budgetary allocation, personnel salaries and 
managerial appointments are often decided on at the central level of the Ministry of Health. This must 
be kept firmly in mind when reviewing any policy or planning documents in the Region, as the level of 
ambition expressed in regional-level planning documents are rarely matched by measures required 
for their implementation by the Central administration.   
 
The RAAS government structure is comprised of the Consejo Regional (Regional Council – the 
legislative/political arm) and the Gobierno Regional (Regional Government – the executive arm). 
Thus, the Region has a Council President and a Governor, with more or less equal powers. The 
Consejo contains various commissions, operating as regional ‘ministries’ and charged with 
formulating sector policies, whilst the Gobierno contains secretariats charged with implementing the 
processes dictated by the commissions. The Consejo therefore contains a Regional Health 
Commission, while the Gobierno has a Health Secretariat. A Regional Health Model has been 
designed but had not been implemented by the time of writing this report, while a consultation is 
under way for a corresponding Community Health Model.   
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Each municipality is served by a health centre, located in the municipal capital; each health centre is, 
at least officially, staffed by one or more GP, as well as nursing staff, a laboratory, an epidemiological 
surveillance office, and is assigned a means of transportation such as a panga (speed boat) or road 
vehicle. The availability of these resources may vary depending on human or financial resource 
deficiencies. The municipal health centre is entrusted with operating mobile medical brigades to serve 
rural communities (2-4 times a year), as well as conducting health promotion and prevention 
campaigns. Some health centres contain hospitalisation beds, although this function does not entitle 
these centres to additional budgetary allocation. The only hospital in the region is located in 
Bluefields. The cost of transportation of emergency cases to the hospital is covered by the SILAIS 
only for pregnant women, children under 5 years and extreme cases in other population groups. 
 
In some cases, very remote communities or larger ones may also have a health centre or health post, 
some with a doctor and licensed nursing staff, and some with only an auxiliary nurse or health 
promoter. The region also has some Casas Maternas – health posts dedicated to pregnant women in 
the last term of their pregnancy, childbirth and post-natal care. Mobile medical brigades, undertaken 
by municipal health centres to deliver healthcare to the more remote areas should theoretically be 
taking place between 4 and 6 times a year; however, due to lack of financial and human resources, in 
reality such brigades may not undertake more than two journeys a year, and achieve little more than 
vaccination and pre-natal checkups. Health (and human rights) promotion activities are undertaken 
with notable success by official agencies and civil society organisation, but the high cost of 
transporting promoters and materials to each community makes it difficult to maintain a high 
frequency of such activities.  
 
The structure of the health system is hierarchical, in such a way that users are expected to follow the 
route of community health post �  municipal health centre �  regional hospital; in practice, a variety of 
circumstances may change this utilisation pattern, causing administrative problems for allocating 
financial and human resources. For example, some inhabitants of the vast municipality of El 
Tortuguero may live closer to the Pearl Lagoon health centre than to the El Tortuguero health centre, 
and therefore will travel to Pearl Lagoon for health attention. Therefore, municipal boundaries of 
health centre coverage area are not absolute. Inhabitants of inland part of the Region may find it 
easier to travel to Managua than to Bluefields to receive hospital care.  
 
Importantly, people may bypass the nearest health centre for other reasons, such as lack of 
satisfaction with the level of care which it provides, preferring instead to travel to the Bluefields 
hospital or to see a private doctor, both at great financial and time cost (as described most notably by 
the Raitipura discussion group). This could be the result of perceived mistreatment by health centre 
personnel, quality of consultations and trust, lack of medical supplies in the health unit, etc.  
 
1b. Indigenous and Afro-descendent worldviews 
Given the multi-ethnic nature of the population of the RAAS, it is essential to understand the particular 
perceptions and worldviews which contribute to people’s health, their perceptions on what contributes 
to health and ill health, and consequently, their attitude to healthcare services and the impact of 
health promotion and prevention activities. There is little point in increasing people’s physical access 
to health services if cultural perceptions of either providers or beneficiaries prevent health services 
from improving population health.  
 
Outside of Nicaragua, information on the particular cultural context of the Atlantic coast is hard to 
come by; a search on common academic databases therefore yields few results. Fortunately, ongoing 
efforts are being made within the Autonomous Regions to investigate and document those cultural 
traits that make them unique. The Regions’ universities – URACCAN and BICU, and the Centre for 
Investigations and Documentation of the Caribbean Coast (CIDCA-UCA), offer a repository of 
valuable information.  
 
It is important to note that while indigenous and cultural perceptions may underlay behaviour, they are 
constantly added to and modified by ‘external’ influences. The long-term presence of Christianity in 
the Region, mostly of Protestant denominations such as the Moravian and Anglican churches, has 
created a situation of syncretism between Christian religiosity and cultural beliefs, the elements of 
which coexist with no apparent contradiction. Modernising influences from international trade and 
media, and migration from the agricultural zones of Central Nicaragua, have also brought wide 
acceptance of conventional medicine to the Region, coexisting with cultural beliefs; thus, the 
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interaction with the publicly-provided conventional health system is far from simple. Added to that is 
the wide use of traditional home remedies, and a certain degree of self-medication using over-the-
counter pharmaceutical drugs.  
 
According to available literature, a theme shared by all cultural belief systems in the Region is the 
perception of the human being as a ‘whole’ – more than simply the sum of body and soul. The 
process of leading a healthy life is perceived as the outcome of the art of knowing to live – being alive 
and keeping oneself alive as a being who not only receives benefits from society, but who contributes 
to it. Further, there is an ideal harmony between the natural forces and the material body. If a person 
follows the basic rules of agreement with nature, he will surely lead a healthy and happy life. The 
means of health promotion in the community, the prevention of illness and the provision of cure seek 
to maintain and/or recuperate the equilibrium which has been lost3. The traditional medical action is 
effective when, once the problem has been identified, the unity and harmony between the sick person 
and the world around him/her, his/her community, is re-established. The particularities of the 
relationship between man and his environment, however, differ slightly between the different cultures 
in the Region. 
 
1.b.i. Miskitu worldview: A magical-religious view of the universe is shared by the Miskitu and 
Mayagna (in the case of RAAS, the Ulwa population, although no specific information on Ulwa beliefs 
has been obtained). In the Miskitu culture, the universe is ruled by Wan Aisa, the father of Gods, and 
Yapti Misri, the Mother. Anything on the ground or in the water has a spirit or a Lord (Dawanka), who 
can cause physical or psychological harm. The stars and the sun influence life and can cause or cure 
illnesses. A person can be punished by a spirit for disturbing the natural balance, or can simply be 
hurt by a malevolent spirit (lasa). Miskitu tradition, according to some sources, makes a distinction 
between the wina tara (material body), the Lilka (the soul) and the isigni (a ghost-like soul that leaves 
a person’s body after their death to wander around his environment unless ‘sent over’ to the other 
side). Many of the illnesses caused by the spirits involve the stealing of their Lilka, which can often be 
retrieved by the sukia, the traditional healer, through special rituals. The world “illness” does not exist 
in Miskitu language; there are various expressions to describe a state of disequilibrium with nature, 
but the word siknis (sickness) has been borrowed from English and is now broadly used. 
 
It is important to note that such beliefs, particularly around the existence of lasas and the abilities of 
the sukia were evident not only in literature but also during the discussion group meeting in the 
Miskitu community of Awas as well as in several conversations throughout this investigation.    
 
1.b.ii Rama worldview: Notably less information is available in the archives on the Rama culture. Of 
pre-Columbian origin, it shares the holistic perception of the individual with the Miskitu and Mayagna 
cultures. It contains ancestral knowledge of nature, plants and animals and their medicinal purposes, 
but the knowledge base is disappearing rapidly due to environmental destruction, flooding, 
overexploitation of forest and expansion of agriculture by landless farmers from the Pacific, all of 
which destroy the natural forest in the region along with its useful plants. Evil spirits also play a 
significant role in Rama culture, causing ill health and death, and working in alliance with bad human 
beings. Only the ‘Brush Doctor’ and the medicine man, hereditary roles in the community, are able to 
help in such cases.  
 
1.b.iii Garífuna worldview: The Garífuna people are descendents of escaped African slaves who 
intermixed with Carib indigenous groups in South America before being deported to the Honduran 
coast by the English from their traditional home of St Vincent. They are thus the latest arrivals to the 
Nicaraguan Atlantic Coast. As such, they have traditionally differed from other ethnic groups by their 
religious affiliation (Catholic rather than Protestant), as well as political affiliation and economic 
activities. The main component of Garífuna religiosity is the cult of the ancestors, which was 
incorporated over time into their Catholic belief system, creating in the process a syncretic mix in 
which the ancestral spirits were equated to the angels and saints of Catholicism in their function as 

                                                 
3 A common way of purifying the body is purging – by drinking or bathing in special concoctions. Purging can also be performed on a house 
or groups of people or communities. Clean, in this case, is interpreted as health (Sanación). In order to collect the herbs or plants required 
for purging, a prayer is said, and a coin is left as a token where the plant has been cut or removed. Over the years, the Ministry of Health 
has made an effort to stop the practice of purging on small children suffering from diarrhoea, as it may worsen dehydration and lead to 
complications or death.  
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intercessors in human life. Praying often plays a part in seeking the answer and finding a cure to 
illnesses.  
 
Illness, unlike in indigenous beliefs, is not caused by evil spirits as much as by the spirits of the 
ancestors, when they wish to demonstrate to a person the error of their ways. In such cases, the 
practice of Dügü or Wallagallo is undertaken – a ritual involving singing, dancing and food offering, 
and led by a buyei, (shaman) in order to communicate with the ancestors – either to cure the person 
or to facilitate their transition to the spirit world. Unlike in Miskitu tradition, the cure is not administered 
by a curandero or sukia guided by spirits and no herbs or plants are used; rather, the cure is 
administered directly by the ancestral spirits. The instructions on conducting a Wallagallo are 
transmitted to the buyei by the ancestors through dreams. 
 
1.b.iv. Other health-related beliefs:  
Several rituals can be used for bringing people together or separating them, making the impossible 
possible and even for killing a person, and as such can be used for doing good or evil. The 
photograph and name of the targeted person is used alongside other materials. Although when asked 
directly, some people are reluctant to discuss such rituals, rumours about people practicing such 
rituals and abusing their knowledge and powers still circulate, not only in rural communities but also in 
the urban setting of Bluefields. The rituals are not unique to any specific culture and may result in a 
variety of outcomes, such as grisi sikniss (‘crazy sickness’ – fits and hallucinations).  
 

Miskitu  boys in Raitipura 

 
 
2. Barriers to accessing healthcare services  
The investigation identified five types of barriers to accessing healthcare services: Geographic, 
Cultural, Gender, Economic and Political . These barriers often interact in different ways in different 
parts of the region and make for a complex reality in which healthcare services operate.  
 
2.a. Political barriers to access:  despite more than 20 years of Autonomy, the relationship between 
the Region and Central Government in terms of true devolution of authority and budgetary allocation 
is still strained. As previously mentioned, the Region has its own system of government as well as its 
own health administration - the Commisión de Salud and the Secretaría de Salud. At the same time 
that these two bodies are entrusted with designing the Region’s health priorities and plans, the actual 
provision of healthcare services is the responsibility of the SILAIS, the Ministry of Health office in 
Bluefields. In reality, the Regional Government has very little say in terms of determining the way the 
SILAIS functions and its priorities, and has no control over budgets and the hiring and firing of health 
personnel. Although the RAAS contains 12 municipalities, the SILAIS provides services to only 7 
municipalities. The remaining 5 municipalities are deemed too distant from Bluefields to be efficiently 
coordinated by the RAAS SILAIS. Therefore the SILAIS of the department of Chontales serves the 
municipalities of Nueva Guinea, El Rama, Muelle de los Bueyes and El Ayote, while the Matagalpa 
SILAIS coordinates health services in Bocana de Paiwas. These 5 municipalities thus face a 
weakened bargaining position from which to demand quality healthcare services, since the 
departments that provide them with these services are not politically accountable to them.  
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RAAS municipal map 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Since all local health services are effectively managed and funded from a central level of government, 
they have a limited ability to respond to local needs. The lack of decentralisation to lower levels of 
management also means that managerial capacities, essential for further decentralisation, are not 
being developed. Local health services are completely dependent on centrally-allocated funds (e.g. 
for the emergency transport of patients to the regional hospital), and these funds may or may not 
reach each municipality on time. Personnel salaries are also allocated from a central level, which 
means that the higher cost of living on the coast is not factored into salary calculations, affecting staff 
morale and causing personnel migration out of the Region and even out of the country. 

 
2.b. Geographic barriers to access:  geographic inaccessibility is a crucial barrier to accessing 
healthcare services, but generalisation should be avoided, as the degree of actual ‘remoteness’ 
naturally varies from location to location. Most communities are accessible only by water through a 
network of rivers and lagoons, although a network of rural unpaved roads is being developed and 
buss service operations are on the rise. Naturally, land access is easier during the dry season. While 
some communities may be more distant than others from the main urban centres, their proximity to 
transport links may make them more accessible. Similarly, private ownership of a panga or a 4-wheel 
drive vehicle facilitates individual access to services, although it may do little to serve the community 
as a whole. The majority of the population relies in privately-operated panga or slow-boat services, or 
otherwise on long, arduous journeys in canoes or on horseback. 
 
The following attempts to demonstrate the remote location of some communities in the Region and 
the associated cost of the journey to reach them, using panga services (prices are for one-way travel):   
 
Pearl Lagoon to Bluefields - 45 minutes - 150 cordoba (c. US$8)  
El Tortuguero to Bluefields - 4.5 hours - 400 cordoba (c. US$20.5)  
La Cruz de Río Grande to Bluefields - 5 hours - 500 cordoba (c. US$ 25.5)  
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Canoe transportation, El Tortuguero 

 
 

It is important to note that not all of the Region’s inhabitants reside in communities, some living in 
isolated locations containing one or several households, and some may only be residing in such 
locations temporarily or seasonally for economic reason of labour employment, fishing and 
agricultural activities. Within each municipality, the distance that people have to travel to access 
services is also highly variable, with journeys taking anything from several minutes (if the health 
centre is located within the community) and upwards (with many having to travel up to 12 hours to 
reach services). However, even the ‘short’ 45 minute walk from Awas to Pearl Lagoon can prove 
difficult for a woman about to give birth at night, and some stories were mentioned during the 
discussion groups of women giving birth on the long path connecting the community with its nearest 
health centre.  
 
The physical availability of healthcare services in the Region is again variable; access to hospital care 
is problematic anywhere outside of Bluefields; once a referral to the hospital is deemed necessary, 
transportation is done by panga, and depends on the availability of a panga (either the property of 
MINSA or borrowed in the community) or the arrival of a commercial boat, as well as the availability of 
petrol. Some health centres have a panga, but not necessarily the most remote ones – for example, 
the Pearl Lagoon health centre has a panga but the more remote on of El Tortuguero does not. 
Panga transportation is not risk free, and journeys can be particularly dangerous at night-time and 
during the rainy season, particularly on the swollen Río Grande. Journeys are uncomfortable and 
passengers are exposed to the elements – blazing sun and Caribbean downpours – making journeys 
to the healthcare centre difficult and even harmful to patients. 
 
In terms of primary healthcare, close to the coastline (e.g. the Desembocadura de Río Grande and 
Pearl Lagoon Basin municipalities) many communities have some sort of primary healthcare 
provision, such as a clinic or a health post staffed by a nurse and sometimes even by a doctor4. Some 
communities (e.g. Walpa, Esperanza and La Barra) have a newly-built clinic but no healthcare 
personnel to staff it. Further inland, El Tortuguero, a vast municipality home to between 20,000 and 
30,000 people, has only one health centre. La Cruz de Río Grande has 4 health centres, but 2 of 
these are reported to be open only sporadically. Casas Maternas exist only in Bluefields, El 
Tortuguero and La Cruz de Río Grande.  
 
The distance from services is clearly a factor in the care-seeking decision-making process, since care 
seekers must consider not only their physical ability to travel but also the economic and time 
opportunity costs of the journey to the health centre. This inevitably leads to delays in essential 
medical care, with serious consequences for patients’ welfare.  
                                                 
4 Many doctors stationed in these remote locations are undertaking their social service rather than being officially employed by the Ministry 
of Health to work in the community, therefore are unlikely to remain in the community for longer than one year 



8 

 
2.c. Economic barriers to access:  the Region is characterised by a high level of unemployment, 
and sources of income are often precarious (casual employment, fishing, drugs trading, remittances 
from relatives working abroad or on cruise ships). Since most goods are imported from outside the 
Region, the cost of living is often higher than in the capital Managua, and higher in the communities 
than in Bluefields. Other factors affecting individuals’ economic situation are the poor access to land 
and markets, lack of credit available for productive purposes, lack of functioning commercial 
cooperatives, and a high rate of teenage pregnancies.  
 
While the region is predominantly poor, there is increasing evidence of income inequality extremes, 
with dilapidated houses existing side by side with expensive villas, built using funds from family 
remittances or from the flourishing coastal drug trade. It is unclear, however, just how readily available 
this money is (if it is not tied into property), how much of it ‘trickles-down’ within rest of the community, 
and how likely it is to be a steady and sustainable source of income.  

 
In terms of the cost of accessing healthcare services, the following should be considered:  

·  The cost of emergency transport of patients to hospital is only covered by MINSA in the case of 
pregnant women and children under the age of 5. Other patients must pay for the transport, 
either hiring a panga or using the commercial panga, both expensive for most inhabitants.  

·  Once in Bluefields, care-seekers face additional costs such as food, accommodation, and 
additional medical costs (extra tests or consultations with a private doctor – anecdotal evidence 
shows that if the quality of ‘free’ care is considered by the patient or the family to be inadequate, 
their willingness to pay for private services increases. Similarly, if the quality of care in the local 
health services is considered low, the willingness to pay for care in Bluefields also increases).  

·  Since medication provision is unreliable, people often have to pay out-of-pocket for essential 
medication, especially for chronic conditions such as diabetes, heart diseases and high blood 
pressure. Some communities have social-selling schemes for medications, supported by faith-
based organisations such as AMC and IDSIM.  

·  Attending health services, particularly in urban centres, often involves a large amount of waiting, 
and most people have to consider the trade-off between attending their own or their children’s 
health needs and earning a day’s wages.  

 
2.d. Cultural barriers to access:  the perception of the causes of ill health and the appropriate 
treatment of illnesses and life-events has a role in determining health-services utilisation. For 
example, some believe that the proximity of a baby to a person in a ‘hot’ state (e.g. an angry or drunk 
person) can induce sickness in the baby. The solutions to this kind of illness involve ceremonial 
practices, but do not initially involve attending the health centre or clinic. Additionally, some conditions 
in small children, such as fever and convulsions, are believed to be caused by evil spirits; as such, the 
treatment requires traditional practices, such as the use of amulets, and so parents are unlikely to 
seek medical care for the child. In some cases, parents may also be reluctant to take a child to health 
services for fear of being blamed for the illness by the ‘authorities’. 
 
Traditional practitioners may play an important role in the community, providing response to various 
conditions, from snake bites to high blood pressure through to ‘grisi siknis’. Although these services 
are often used side by side with conventional medicine, there are some examples of contradictions 
between the different types of treatment, particularly when charlatans are involved.  
 
Another crucial aspect is that of preferences of birthing methods, which may differ to those promoted 
by health services. Since women may prefer to give birth while sitting, crouching, in water etc, the 
insistence of health personnel on the use of a gynaecological bed can intimidate women. Some 
women also express fear of the possibility that they will be cut or operated on during labour. There is 
increasing awareness of the need to accommodate women’s preferences in this issue and thus 
various initiatives are in progress to allow traditional midwifes to practice within the health centre, take 
women’s preferences into account, and train midwifes to increase their ability to recognise and deal 
with birth complications. 
 
2.e. Gender barriers to access:  this appears to be a key determinant of access to healthcare, more 
so in the inland, predominantly Mestizo areas of the Region. Although generalisation should be done 
with care, gender relations in these areas tend to be characterised by relatively high rates of intra-
familiar violence against women and children, early age sexual activity, rape, incest, sexual 
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commercial exploitation of young women, etc. Women have less decision-making power within the 
household, do not tend to have control over household financial resources, are often unemployed, 
and are largely excluded from political participation.  
 
Gender can be a cause of exclusion as well as self-exclusion; for example, it has been noted that if 
the health centre is staffed by a male doctor only, women may not be allowed by their husbands to 
attend, while at the same time they may feel ashamed or embarrassed, or feel that it is inappropriate 
for them to be seen by a man who is not their husband.  

 
Gender relations serve also as direct health determinants, in the following ways: lack of ability to 
determine one’s own birth-spacing through the use of contraceptives (many women resort to taking 
contraceptives in secret for fear of their husband’s reaction); direct physical violence such as beating 
and cutting with machete5; verbal and psychological abuse leading to stress-related conditions; lack 
of ability to protect oneself from sexually transmitted infections by using condoms; and husbands 
disallowing the presence of male doctors in complicated births. Husbands may also be reluctant to 
allow their wives to remain at the Casa Materna or health centre for the recommended amount of time 
after a birth, and the woman herself may prefer to return home. It is also important to note that the 
lack of ultrasound equipment in most locations also makes it difficult to determine an accurate birth 
date, potentially resulting in premature or overly delayed arrival to the Casa Materna or health centre.  
 

Participants in a consultation workshop on the Regi onal Gender Policy, organised by the Inter-
institutional Network for the Prevention of Gender- Based Violence, El Tortuguero 

 
 

2.f. Ethnic barriers to access:  of all factors, this is probably the most complex. The relationship 
between the Region’s six ethnic groups is not simple and generalisations are hard to make, 
particularly since ethnic identity itself is not always absolute, and depends as much as anything on 
personal and community self-identification.  

 
In terms of access to healthcare, the most extreme encountered during this investigation is that of the 
Miskitu communities Awas and Raitipura and their access to the health centre in Pearl Lagoon. In the 
discussion groups undertaken in both communities, participants argued strongly that they are being 
discriminated against by the health centre staff, in which all nurses are local Creole women, and all 
doctors are Spanish-speaking Mestizos from outside the Region6. This discrimination manifested itself 
in a poor and dismissive attitude towards them by most staff, lack of ability to communicate their 
needs in their own language as the health centre cleaner is the only member of health centre staff 
who speaks Miskitu, staff withholding available medication from them, and making them wait longer to 
be attended. Importantly, these complaints were verified by the director of the health centre himself, 
and are recognised as a long term problem by many (although it has been argued that this same 

                                                 
5 A well-known example is that of a 25 year-old mother from El Tortuguero whose hands were cut off by her husband.  
6 all participants felt that their communities were generally discriminated against by the Pearl Lagoon authorities, and expressed frustration 
at their dependency on Pearl Lagoon 
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attitude is given to any patient who is not from Pearl Lagoon, Miskitu or otherwise). The outcome of 
this perceived discrimination is the preference shown by the discussion group participants from 
Awas/Raitipura for health services in Bluefields, hospital and private alike, for which they are willing to 
undertake the extra financial cost.  

 
All doctors in community health centres tend to be Spanish-speaking Mestizos from the Pacific region 
of the country; thus language barriers arise in every community which is not predominantly Spanish-
speaking. However, in communities that have Miskitu and Creole-speaking nursing staff, this appears 
to be less of a problem (e.g. Sandy Bay, Karawala, Tasba Pauni etc).  
 

A mapping exercise during the Awas community discus sion group 

 
 

3. Discussion: would an improvement in transportati on result in improved access to 
healthcare services?  
As described above, the geographical distance from services is a key barrier to accessing healthcare. 
Thus, improved transportation, both in terms of regular transportation routes and in terms of 
emergency medical transportation, would make an impact on people’s access to healthcare. Further, 
generally improved transportation links will necessarily improve access to all services, as well as 
markets and other economic activities an can therefore impact on health determinants such as 
poverty and education. It is also clear that emergency transportation is high on the agenda of all 
informants and discussion group participants, from health service users, to nurses and doctors; the 
creation of an ‘aquatic ambulance’ has been on the Health Commission’s wish-list for some time, 
since a significant proportion is likely to remain reliant on water-borne transportation for some time to 
come, although there are no specific plans outlining what this ambulance should be or how it should 
function.  
 
The type of aquatic vehicle suitable for such a use cannot be easily determined, and for the purpose 
of this investigation is has been concluded that a boat of some sort will likely be a more suitable 
solution than a hovercraft, unless the benefits of a hovercraft in terms of speed, safety and petrol 
efficiency can outweigh the costs involved in the procurement, shipment and maintenance of such a 
vehicle. The use of such a vehicle should also be considered, and decisions should be made with 
regards the priorities it should serve – providing faster medical evacuation to hospital, bringing a 
medical team to the patient to deliver emergency care on site, or simply increasing the frequency of 
medical brigades which deliver routine care. Any such vehicle must, of course, be capable of 
withstanding the problems of travel at night-time and during extreme weather. Management questions 
are also pertinent, and clearly having only one such vehicle in such a vast Region will present 
problems of conflicting necessities and resource stretching.  
 
It is important to note that emergency transportation is always likely to be a top priority for users and 
providers alike, not least because emergency events are dramatic and therefore more memorable in 
the long-run than routine medical needs. Additionally, a MINSA-provided aquatic ambulance, which, if 
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it comes into existence will be highly noticeable and publicised, offers easy political gains for those 
involved in supplying it.  
 
However, in the drive to improve emergency care and access to main health centre and hospitals, it is 
easy to overlook the necessity of improving community-level healthcare delivery to avoid reliance on 
complicated and expensive travel. Chronic conditions (such as high blood pressure, diabetes, heart 
disease) which necessitate regular check-ups and tests are prevalent in all communities, and can 
represent a significant burden on people’s pockets as well as their time, particularly if treatment and 
medication is not available at the community or municipal level. The lack of laboratory facilities in 
many healthcare units also reduces quality of care in such locations, particularly since this causes 
delays in diagnosis and increased reliance on empirical observation.    
 
Women’s health is also greatly affected by lack of community-level care: screening for cervical and 
breast cancers, for example, is sometimes undertaken in the communities, but the follow-up of 
abnormal results (e.g. of PAP smears) is more complex, requiring tests and treatments which 
currently are only provided at the hospital level. Health centres also lack basic ultra-sound equipment 
which can detect problems during pregnancy and allow a more accurate prediction of the due-date.  
 
Far beyond issues of physical and geographic access, this investigation has clearly shown that 
access to healthcare services is far more complex than simply the ability of people to reach a health 
unit or of healthcare personnel to reach them; if attention is not given to the quality and affordability of 
care, as well as to its cultural, ethnic and gender accessibility, increasing the physical access of the 
RAAS population to healthcare services will not necessarily improve its health, and consequently, its 
general welfare.  
 
Sadly, the complex context in which health authorities strive to deliver healthcare services to 
Nicaragua’s coastal population means that there are no easy answers, and policymakers, 
administrators, healthcare personnel and NGOs will have to employ creativity in service planning and 
commit to long-term involvement and collaboration among themselves and with communities, in order 
to improve the quality of life of the Region’s inhabitants.  
 
 


