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In 2010, there were at least 826 Indige-
nous groups in Latin America, compris-
ing approximately 45 million people or 
8% of the total population (1). While 
many countries in Latin America lack 
comprehensive data on ethnicity, exist-
ing reports indicate that as a propor-
tion of each country’s population, 
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ABSTRACT Objective. To identify and understand the barriers to equitable care within health care set-
tings that women of ethnic minorities encounter in Latin America and to examine possible 
strategies for mitigating the issues.
Methods. This was a comprehensive review of the literature from 2000–2015 available from 
the online databases PubMed, Google Scholar, EBSCOhost, and SciELO in Spanish, English, 
and Portuguese, using a keyword search that included the Region and country names.
Results. Health provider discrimination against Indigenous and Afrodescendant women is 
a primary barrier to quality health care access in Latin America. Discrimination is driven by 
biases against ethnic minority populations, women, and the poor in general. Discriminatory 
practices can manifest as patient-blaming, purposeful neglect, verbal or physical abuse, disre-
gard for traditional beliefs, and the non-use of Indigenous languages for patient communica-
tion. These obstacles prevent delivery of appropriate and timely clinical care, and also produce 
fear of shame, abuse, or ineffective treatment, which, in addition to financial barriers, deter 
women from seeking care.
Conclusions. To ensure optimal health outcomes among Indigenous and Afrodescendant 
women in Latin America, the issue of discrimination in health care settings needs to be under-
stood and addressed as a key driver of inequitable health outcomes. Strategies that target pro-
vider behavior alone have limited impact because they do not address women’s needs and the 
context of socioeconomic inequality in which intra-hospital relations are built. 

Key words Equity; health inequality; ethnicity and health; minority health; health of Indigenous 
peoples; health services, Indigenous; social discrimination; prejudice; gender and 
health; Latin America; Caribbean Region.
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Afrodescendant communities range 
from less than 0.1% in Guatemala to 31% 
in Belize to 51% in Brazil (2). The map in 
Figure 1 shows Indigenous and Afrode-
scendant populations as a percentage of 
the total population, by country.

In many parts of Latin America, Indig-
enous and Afrodescendant populations 
are subject to widespread social exclusion 
and discrimination (1, 3, 4); that is, they 
are denied of rights, resources, and ser-
vices available to the dominant ethnic 
groups, based on racist, prejudicial treat-
ment. Moreover, poor, Indigenous or 

Afrodescendant women receive “triple 
discrimination;” by being female, being 
an ethnic minority, and of low-socioeco-
nomic status, they have far fewer oppor-
tunities for educational, political, social, 
and economic participation (4–6). In fact, 
in 2014, the United Nations (UN) Eco-
nomic Commission for Latin America 
and the Caribbean (ECLAC) reported that 
none of its countries had achieved the UN 
standards for recognizing the territorial 
rights of Indigenous populations; that in 
2000–2005, a disproportionate number of 
Indigenous children had suffered some 
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form of material deprivation (88% vs. 
63% of the area’s total population); and 
that Indigenous women remain widely 
underrepresented in decision-making po-
sitions at the political party, municipal, 
and federal levels, although Indigenous 
men are gaining increased political repre-
sentation in Bolivia, Guatemala, Nicara-
gua, and Panama (1). 

Throughout the world, broad social ex-
clusion and discrimination against wom-
en, ethnic minorities, the poor, sexual mi-
norities, and other populations whose 
rights are often infringed upon have a 
significant negative impact on mental and 
physical health that result from stress 

responses (7, 8). In segmented health sys-
tems in which users of public health facil-
ities are overwhelmingly from the lowest 
wealth quintiles, the clinical encounter in 
the public system becomes the locus of re-
production of unbalanced social and gen-
der power dynamics between patients 
and healers (doctors, nurses, and nurse 
assistants) (9) and between and within 
health care providers and other workers 
of  different hierarchical strata. In these 
contexts, discrimination is systematically 
embedded as an intrinsic component of 
the clinical encounter, contributing to dif-
ferential health outcomes, not only as a 
stressor, but as a result of poor quality of 

care or outright neglect. Therefore, dif fer-
ences in access to quality health care and 
in health outcomes that result from exclu-
sion and discrimination constitute forms 
of health inequity—they are “unneces-
sary, avoidable, unfair, and unjust” (10).

In 2014, the World Health Organization 
published a statement advocating for the 
elimination of disrespect and abuse of 
women during childbirth in health facili-
ties through the improvement of quality 
of care (11). But incisive calls for action at 
the global level have stressed the impor-
tance of studying the root causes of this 
phenomenon as the power structure of the 
medical field (12) and as “a symptom of 
fractured health systems” (13) that needs 
to be addressed by focusing on the inten-
tional mistreatment of women (14)—even 
though the intent may be so ingrained that 
discriminatory practices may be generat-
ed spontaneously (12). Given how deeply 
rooted social and gender discrimination 
can be in health care, some authors have 
argued that it not be considered just an-
other quality of care issue or a lack of 
 professional ethics, but rather, a complex 
sociological problem (12) requiring struc-
tural transformation.

Although several countries in Latin 
America have enacted measures to 
achieve universal health care (UHC), 
national and regional reports indicate 
that health equity remains elusive, 
standing as an impediment to reaching 
UHC (15–18). This may be particularly 
true regarding Indigenous and Afrode-
scendant women, who frequently suffer 
worse health outcomes and shorter life 
expectancy (15, 16), and migrant wom-
en, who may experience difficult access 
to timely and quality health care (17, 
18), among others. 

Consequently, this study seeks to as-
sess how social exclusion and discrimi-
nation in the health care setting affect 
Indigenous and Afrodescendant wom-
en in Latin America in order to raise 
awareness and identify strategies for 
improving health equity in response  
to their needs; that is, responsive to 
women’s living conditions, concerns, 
and priorities. Although a global, sys-
tematic review of mistreatment of wom-
en during childbirth has been published 
and it included studies from Latin 
America (19), to the authors’ knowledge 
this is the first review of discrimination 
against Indigenous and Afrodescendant 
women in the health care setting in  
Latin America. 

FIGURE 1. Percentage of Indigenous and Afrodescendant populations in Latin Amer-
ica, by country, 2002–2012
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Dominican 
Republic (2010)

I: N/A
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I: Percent of Indigenous people within each country; A: Percent of Afrodescendant people within each country; 
N/A: Census did not collect this variable. 
Source: Based on most recent census data that included information on self-identified ethnicity. The census year 
is within parenthesis.
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MATERIALS AND METHODS

This was a comprehensive review of 
the literature published in 2000–2015 
available from the online databases 
PubMed, Google Scholar, EBSCOhost, 
and SciELO. In addition to the Region 
and individual country names, the fol-
lowing key word search was conducted 
in English, Spanish, and Portuguese,  
respectively: (a) Afrodescendants, bar-
riers to care, discrimination, disrespect, 
equity, health care, Indigenous, in-
equality, intercultural care, maltreat-
ment, marginalization, maternal health, 
minority, quality of care, rejection, 
shame, women; (b) afrodescendientes, 
atención médica, barreras, calidad, desi-
gualdad, discriminación, estigmatización, 
equidad, etnia, indígenas, interculturali-
dad, maltrato, salud, servicios de salud; 
and (c) afro-descendentes, barreira de 
acesso, desigualdade em saúde, desuma-
nização, discriminação, equidade, estigma-
tizacão, indígenas, maltrato, saúde. Only 
documents pertaining to Latin America 
were retained. 

RESULTS

Results included a total of 60 publica-
tions—reports, journal articles, books, 
and other scholarly papers—published 
in 2000–2015; of these, 32 were in En-
glish, 18 in Spanish, and 10 in Portu-
guese. For analysis, they were grouped 
into three categories: 

(a) Studies of discrimination against 
women in the health care setting: 40 pub-
lications, of which 26 specifically focused 
on women of ethnic minorities; the re-
maining did not mention ethnicity spe-
cifically, but had been conducted in areas 
inhabited by Indigenous and Afrode-
scendant populations. 

(b) Studies on the causes of discrimina-
tion and its effects on health outcomes: 
15 publications.

(c) Studies or reports on interventions 
and strategies aimed at reducing dis-
crimination in the health care setting: 17 
publications. 

Nineteen of the publications fell into 
more than one category. 

Discrimination in the health care 
setting as a public health issue

A synthesis of existing literature—
based on studies conducted in Argenti-
na, Brazil, Bolivia, Chile, Colombia, 

Costa Rica, Cuba, Dominican Republic, 
Guatemala, Mexico, and Peru—indicates 
that widespread provider discrimination 
and violence are chief barriers that pre-
vent women of ethnic minorities from 
accessing quality health services in Latin 
America. The majority of these studies  
(n = 28) draw primarily from qualitative 
research methods, including interviews 
and focus groups with women of ethnic 
minority, health care providers, indige-
nous medicine practitioners, and others; 
5 studies used mixed qualitative and 
quantitative methods; and 7 studies em-
ployed only quantitative methods. De-
scriptions of these studies (5, 6, 12, 17, 18, 
20–55) can be found in order of publica-
tion in Table 1.

As shown in Table 1, discrimination 
and violence can manifest through nu-
merous behaviors practiced by medical 
personnel. Primarily, language and com-
munication barriers, which occur fre-
quently, can constitute forms of discrim-
ination (46) by promoting inequitable 
power structures between doctors and 
patients (6, 21, 23) and limiting the pro-
vider’s ability to address patient needs. 
Cultural insensitivity and a lack of inter-
cultural care are also common among 
health care providers throughout Latin 
America (47). Specific examples include: 
disregard for a woman’s opinion con-
cerning her condition and treatment (33, 
42, 44, 49); condemnation of traditional 
concepts of medicine and healing (6, 46); 
and active rejection of benign or even 
beneficial cultural practices, such as giv-
ing birth in a vertical position (30), drink-
ing tea after childbirth, or giving birth in 
a room with a warm temperature (6). 
Additionally, provider discrimination 
can take the form of verbal abuse, such as 
patient blaming, public humiliation, 
scolding, and name-calling (22, 24, 30, 34, 
37, 50, 54)—causing shame and creating 
exclusion (17, 34, 36, 54). Physical abuse  
is another form of discrimination, in 
which providers perform unnecessary 
procedures or hit, slap, or touch women 
in painful or uncomfortable ways (20, 23, 
37) or refuse to administer pain medica-
tion (28, 37). Discrimination also appears 
in providers’ purposeful neglect of pa-
tients, such as was found among Nicara-
guans living in Costa Rica (17), Indige-
nous women in Peru (6), Haitian women 
in the Dominican Republic (41), Afro- 
Brazilian women in Brazil (28), and 
Mayan women in Guatemala (43). Final-
ly, research highlights incidents of 

Indigenous women in Peru (18) and Nic-
araguan immigrants in Costa Rica (17) 
being denied medical attention for both 
minor and life-threatening health 
concerns. 

Further regarding issues of humilia-
tion, a 2013 study of Jalisco in north-
western Mexico found reports of 
Huichol Indigenous women feeling 
shame and being treated as morally and 
intellectually inferior by the local health 
personnel (50, 54). Similar experiences 
of shame were reported among Nicara-
guan health care users in Costa Rica 
(17), Indigenous women in Peru and in 
the Yacapaní area of Bolivia (6, 34), and 
Peruvian women seeking care in Chile 
(18). A 2011 study in Guatemala con-
cluded that social exclusion of Indige-
nous people was particularly manifest 
in clinical settings, where non-Indige-
nous health care providers often reject 
the Mayan people and their beliefs, and 
blame their illnesses on cultural prac - 
t ices (43). Similarly, a 2008 study from 
Colombia described inequities within 
health care systems as the product of 
broader social and structural patterns of 
exclusion for Afrodescendants and oth-
er ethnic minorities (32). Reports from 
Peru also suggest that shortages of hu-
man health resources and medical sup-
plies in health facilities may fuel in-
creased provider discrimination (6).

Health outcomes and 
discrimination in health facilities 

Thus far, few studies have specifically 
quantified the effects of discrimination 
on health outcomes among Indigenous 
and Afrodescendant women in health 
facilities in Latin America. However, 
the studies included in this review  
indicate numerous short and long-term  
effects that may result from this phe-
nomenon. Primarily, health care dis-
crimination may fuel inequitable health 
outcomes between women of domi- 
nant and those of minority ethnicity. A 
2010 ECLAC report attributed the high  
maternal mortality ratio (MMR) in  
Latin America and the Caribbean to 
health system discrimination against  
Indigenous and Afrodescendant  women 
(40).  This report claimed that unequal 
health outcomes between women of 
dominant ethnic groups and those of 
ethnic minorities resulted from institu-
tionalized racism (40). A 2007 report  
by Physicians for Human Rights also  



Rev Panam Salud Publica 38(2), 2015 99

Castro et al. • Equitable care for Indigenous and Afrodescendant women Review

TA
B

L
E

 1
. R

ev
ie

w
 o

f 
lit

er
at

u
re

 t
h

at
 o

ff
er

s 
ev

id
en

ce
 o

f 
d

is
cr

im
in

at
io

n
 a

g
ai

n
st

 w
o

m
en

 o
f 

et
h

n
ic

 m
in

o
ri

ty
 in

 h
ea

lt
h

 c
ar

e 
se

tt
in

g
s 

in
 L

at
in

 A
m

er
ic

a,
 2

0
0

0 
– 

20
15

Au
th

or
(s

), 
ye

ar
 

(r
ef

er
en

ce
)

Ge
og

ra
ph

ic
 a

re
a

St
ud

y 
po

pu
la

tio
n

St
ud

y 
de

si
gn

Fi
nd

in
gs

Ca
st

ro
, 2

00
0 

(2
0)

Ru
ra

l M
or

el
os

 a
re

a,
 M

ex
ic

o
W

om
en

 u
si

ng
 h

ea
lth

 s
er

vi
ce

s
In

-d
ep

th
 in

te
rv

ie
w

s 
He

al
th

 p
ro

vi
de

r d
is

cr
im

in
at

io
n 

ag
ai

ns
t w

om
en

, i
nc

lu
di

ng
 in

ap
pr

op
ria

te
 s

ex
ua

l c
om

m
en

ts
, 

co
nd

es
ce

ns
io

n,
 a

ss
er

tin
g 

th
ei

r s
up

er
io

rit
y,

 d
em

an
di

ng
 s

ub
or

di
na

tio
n,

 re
pr

im
an

di
ng

 w
om

en
 

fo
r s

cr
ea

m
in

g 
or

 “
m

is
be

ha
vi

ng
” 

du
rin

g 
la

bo
r. 

Co
im

br
a 

Jr
. &

 S
an

to
s,

  
20

00
 (2

1)
Br

az
il

In
di

ge
no

us
 p

eo
pl

e
Re

vi
ew

 o
f c

ou
nt

ry
 d

at
a

Et
hn

ic
 m

in
or

iti
es

 e
xp

er
ie

nc
ed

  e
xc

lu
si

on
, m

ar
gi

na
liz

at
io

n,
 a

nd
 d

is
cr

im
in

at
io

n 
th

at
 e

xp
os

ed
 

th
em

 to
 h

ig
he

r r
at

es
 o

f m
or

bi
di

ty
 a

nd
 m

or
ta

lit
y 

th
an

 n
at

io
na

l l
ev

el
s,

 m
al

nu
tri

tio
n 

an
d 

hu
ng

er
, o

cc
up

at
io

na
l r

is
ks

, a
nd

 s
ex

ua
l v

io
le

nc
e.

 

de
 O

liv
ei

ra
 &

 M
ad

ei
ra

, 
20

02
 (2

2)
Be

lo
 H

or
izo

nt
e,

 M
in

as
 G

er
ai

s,
 

Br
az

il
Ei

gh
t a

do
le

sc
en

t w
om

en
,  

a 
pu

bl
ic

 h
os

pi
ta

l
Op

en
 in

te
rv

ie
w

s
Pa

rti
ci

pa
nt

s 
re

po
rte

d 
fe

el
in

g 
vi

ol
at

ed
 d

ur
in

g 
ch

ild
bi

rth
, p

ar
tic

ul
ar

ly
 d

ur
in

g 
va

gi
na

l e
xa

m
s.

 
W

om
en

 re
po

rte
d 

th
at

 s
ta

ff 
w

er
e 

un
re

sp
on

si
ve

 to
 p

ai
n 

an
d 

w
er

e 
ve

rb
al

ly
 a

bu
si

ve
.

Ca
st

ro
 &

 E
rv

iti
,  

20
03

 (2
3)

M
ex

ic
o

W
om

en
 d

el
iv

er
in

g 
an

d 
re

ce
iv

in
g 

re
pr

od
uc

tiv
e 

he
al

th
 s

er
vi

ce
s,

 
pu

bl
ic

 h
os

pi
ta

ls

Th
re

e-
ph

as
e 

st
ud

y 
us

in
g 

ra
nd

om
 

sa
m

pl
in

g 
of

 c
as

e 
re

po
rts

, 2
00

  
in

di
vi

du
al

 te
st

im
on

ie
s,

 a
nd

 s
ys

te
m

at
ic

  
ob

se
rv

at
io

ns
 in

 d
el

iv
er

y 
ro

om
s

W
id

es
pr

ea
d 

tre
nd

s 
of

 p
hy

si
ca

l a
nd

 p
sy

ch
ol

og
ic

al
 a

bu
se

 d
ur

in
g 

la
bo

r a
nd

 d
el

iv
er

y,
 in

cl
ud

in
g 

he
al

th
 s

ta
ff 

co
nt

ro
lli

ng
/in

tim
id

at
in

g 
w

om
en

, p
ro

m
ot

in
g 

ob
ed

ie
nc

e 
an

d 
pa

ss
iv

ity
, 

di
sc

ou
nt

in
g 

op
in

io
ns

 a
nd

 s
uf

fe
rin

g,
 th

re
at

s 
an

d 
ph

ys
ic

al
 p

un
is

hm
en

t, 
us

in
g 

co
er

ci
on

, 
an

d 
in

ap
pr

op
ria

te
 s

ex
ua

l a
llu

si
on

s.
 T

he
se

 a
bu

se
s 

re
fle

ct
 b

ro
ad

er
 d

is
cr

im
in

at
io

n 
ag

ai
ns

t 
w

om
en

 th
at

 h
as

 b
ec

om
e 

la
rg

el
y 

no
rm

al
ize

d 
as

 s
ta

nd
ar

d 
pr

oc
ed

ur
e 

am
on

g 
st

af
f. 

M
ill

er
 e

t a
l.,

 2
00

3 
(2

4)
Do

m
in

ic
an

 R
ep

ub
lic

W
om

en
, p

ub
lic

 m
at

er
ni

ty
 

ho
sp

ita
ls

Ob
se

rv
at

io
ns

 o
f m

at
er

ni
ty

 fa
ci

lit
ie

s;
 

pa
tie

nt
 a

nd
 s

ta
ff 

in
te

rv
ie

w
s;

 re
vi

ew
 o

f 
na

tio
na

l s
ta

tis
tic

s

Hi
gh

 ra
te

s 
of

 m
at

er
na

l m
or

ta
lit

y 
in

 D
om

in
ic

an
 h

os
pi

ta
ls

 w
er

e 
at

tri
bu

te
d 

to
 a

 la
ck

 o
f q

ua
lit

y 
ca

re
 in

 m
at

er
ni

ty
 fa

ci
lit

ie
s.

 M
ed

ic
al

 p
ro

vi
de

rs
 s

ev
er

el
y 

la
ck

ed
 re

sp
ec

t f
or

 w
om

en
’s 

di
gn

ity
, 

ne
gl

ec
te

d 
pa

tie
nt

s,
 a

nd
 in

co
ns

is
te

nt
ly

 fo
llo

w
ed

 n
at

io
na

l c
hi

ld
bi

rth
 a

nd
 d

el
iv

er
y 

no
rm

s.
 

Al
ar

có
n-

M
uñ

oz
,  

et
 a

l.,
 2

00
4 

(2
5)

Au
ra

ca
ní

a 
ar

ea
, C

hi
le

 (p
oo

re
st

 
w

ith
 h

ig
he

st
 p

ro
po

rti
on

 o
f 

M
ap

uc
he

)

M
ap

uc
he

 In
di

ge
no

us
 p

eo
pl

e,
 

Ch
ile

De
sc

rip
tiv

e 
st

ud
y 

us
in

g 
pr

ob
ab

ili
ty

 
sa

m
pl

in
g

M
ap

uc
he

s,
 p

ar
tic

ul
ar

ly
 w

om
en

, e
xp

re
ss

ed
 a

 n
ee

d 
fo

r d
ev

el
op

in
g 

he
al

th
 p

ol
ic

y 
to

 im
pr

ov
e 

in
te

rc
ul

tu
ra

l c
ar

e 
at

 h
ea

lth
 fa

ci
lit

ie
s.

 C
ul

tu
ra

l i
ns

en
si

tiv
ity

 a
nd

 e
th

ni
ci

ty
-b

as
ed

 d
is

cr
im

in
at

io
n 

fro
m

 h
ea

lth
 p

ro
vi

de
rs

, e
xa

ce
rb

at
ed

 b
y 

la
ck

 o
f s

up
er

vi
si

on
 fr

om
 h

ea
lth

 a
ut

ho
rit

ie
s.

 N
on

-
In

di
ge

no
us

 h
ea

lth
 p

ro
vi

de
rs

 d
id

 n
ot

 s
ee

 th
e 

ne
ed

 fo
r a

ny
 p

ol
ic

ie
s 

to
 a

ck
no

w
le

dg
e 

M
ap

uc
he

 
he

al
th

 tr
ad

iti
on

s 
or

 im
pr

ov
e 

pr
ov

id
er

s’
 c

ul
tu

ra
l c

om
pe

te
nc

y 
or

 n
on

-d
is

cr
im

in
at

or
y 

pr
ac

tic
es

. 

Ro
os

t, 
et

 a
l.,

  
20

04
 (2

6)
Sa

n 
M

ig
ue

l I
xt

ah
ua

ca
´n

, 
Gu

at
em

al
a 

(m
os

tly
 in

ha
bi

te
d 

by
 

M
ay

a-
de

sc
en

da
nt

s)

M
ay

a 
tra

di
tio

na
l b

irt
h 

at
te

nd
an

ts
Qu

al
ita

tiv
e 

in
te

rv
ie

w
s 

us
in

g 
pu

rp
os

iv
e 

sa
m

pl
in

g
Tr

ad
iti

on
al

 b
irt

h 
at

te
nd

an
ts

 e
xp

la
in

ed
 th

at
 M

ay
an

 w
om

en
 c

ho
os

e 
ho

m
e 

bi
rth

 d
ue

 to
 fe

ar
ed

 
ve

rb
al

 o
r p

hy
si

ca
l m

is
tre

at
m

en
t f

ro
m

 m
ed

ic
al

 p
er

so
nn

el
, d

is
cr

im
in

at
io

n 
at

 fa
ci

lit
ie

s,
 a

nd
 

un
ne

ce
ss

ar
y 

ce
sa

re
an

s,
 o

rig
in

at
in

g 
fro

m
 p

er
so

na
l e

xp
er

ie
nc

e 
or

 h
ea

rs
ay

/
re

co
m

m
en

da
tio

ns
. 

Al
ar

có
n-

M
uñ

oz
 &

 
Vi

da
l-H

er
re

ra
,  

20
05

 (2
7)

Au
ra

ca
ní

a 
ar

ea
, C

hi
le

 (p
oo

re
st

 
w

ith
 h

ig
he

st
 p

ro
po

rti
on

 o
f 

M
ap

uc
he

)

W
om

en
 o

f M
ap

uc
he

 a
nd

 
no

n-
M

ap
uc

he
 d

es
ce

nt
, C

hi
le

 
94

 in
-d

ep
th

 in
te

rv
ie

w
s

M
ap

uc
he

 w
om

en
 e

xp
re

ss
ed

 th
at

 h
ea

lth
 p

ro
vi

de
rs

 la
ck

ed
 c

ul
tu

ra
l c

om
pe

te
nc

e,
 a

nd
 d

id
 n

ot
 

po
ss

es
s 

th
e 

kn
ow

le
dg

e/
sk

ill
s 

to
 a

dd
re

ss
 th

e 
he

al
th

 n
ee

ds
 o

f M
ap

uc
he

 w
om

en
 a

nd
 th

ei
r 

ch
ild

re
n.

Le
al

 e
t a

l.,
  

20
05

 (2
8)

Br
az

il
Af

ro
de

sc
en

da
nt

, m
ix

ed
 e

th
ni

ci
ty

, 
an

d 
w

hi
te

 w
om

en
, p

ub
lic

 
m

at
er

ni
ty

 h
os

pi
ta

ls

Cr
os

s-
se

ct
io

na
l s

tu
dy

 u
si

ng
 in

te
rv

ie
w

s 
an

d 
re

vi
ew

 o
f m

ed
ic

al
 re

co
rd

s
Af

ro
de

sc
en

da
nt

 a
nd

 w
om

en
 o

f m
ix

ed
 e

th
ni

ci
ty

 w
er

e 
si

gn
ifi

ca
nt

ly
 m

or
e 

lik
el

y 
th

an
 w

hi
te

 
w

om
en

 to
 b

e 
tu

rn
ed

 a
w

ay
 fr

om
 th

e 
fir

st
 h

os
pi

ta
l t

he
y 

vi
si

te
d,

 to
 e

xp
er

ie
nc

e 
ch

ild
bi

rth
 

w
ith

ou
t a

ne
st

he
si

a,
 to

 b
e 

le
ss

 s
at

is
fie

d 
w

ith
 p

re
na

ta
l, 

la
bo

r, 
an

d 
ne

w
bo

rn
 c

ar
e.

 T
he

y 
al

so
 

w
er

e 
sh

ow
n 

to
 s

uf
fe

r b
ro

ad
er

 s
oc

ia
l i

ne
qu

al
iti

es
, e

.g
., 

la
ck

 o
f a

cc
es

s 
to

 e
du

ca
tio

n,
 

ad
ol

es
ce

nt
 p

re
gn

an
cy

, a
nd

 p
ov

er
ty

.

Fe
rn

an
do

-J
uá

re
z,

  
20

05
 (2

9)
Bo

liv
ia

 (c
ou

nt
ry

 w
ith

 a
 h

ig
h 

pr
op

or
tio

n 
of

 In
di

ge
no

us
  

pe
op

le
)

In
di

ge
no

us
 h

ea
le

rs
 a

nd
  

no
n-

In
di

ge
no

us
 m

at
er

na
l h

ea
lth

 
ca

re
 p

ro
vi

de
rs

An
th

ro
po

lo
gi

ca
l fi

el
d 

st
ud

y
In

di
ge

no
us

 w
om

en
 s

ee
ki

ng
 b

io
m

ed
ic

al
 h

ea
lth

 c
ar

e 
of

te
n 

fa
ce

d 
ba

rr
ie

rs
 to

 a
cc

es
si

ng
 c

ar
e 

in
 

cl
in

ic
al

 s
et

tin
gs

. H
ea

lth
 c

ar
e 

pr
of

es
si

on
al

s 
de

hu
m

an
ize

d 
bi

rth
in

g 
an

d 
la

ck
ed

 th
e 

la
ng

ua
ge

 
sk

ill
s,

 c
ul

tu
ra

l c
om

pe
te

nc
y,

 a
nd

/o
r r

es
pe

ct
 to

 e
na

bl
e 

a 
po

si
tiv

e 
bi

rth
in

g 
ex

pe
rie

nc
e.

 

Te
ix

ei
ra

 &
 P

er
ei

ra
  

20
06

 (3
0)

Cu
ia

bá
, M

at
o 

Gr
os

so
, B

ra
zil

10
 w

om
en

, h
os

pi
ta

ls
 o

f C
ui

ab
á

In
-d

ep
th

 in
te

rv
ie

w
s

W
om

en
 a

ss
oc

ia
te

d 
th

e 
ho

sp
ita

l w
ith

 s
uf

fe
rin

g,
 a

ba
nd

on
m

en
t, 

fe
ar

, a
nd

 a
ng

ui
sh

, a
nd

 
re

po
rte

d 
ho

st
ili

ty
 fr

om
 m

ed
ic

al
 p

er
so

nn
el

, d
is

re
sp

ec
tfu

l l
an

gu
ag

e,
 a

nd
 d

iffi
cu

lty
 re

ce
iv

in
g 

pe
rm

is
si

on
 fo

r a
 v

er
tic

al
-p

os
iti

on
 b

irt
h.

 S
om

e 
re

po
rte

d 
th

at
 s

ta
ff 

us
ed

 la
ng

ua
ge

 th
ey

 d
id

 n
ot

 
un

de
rs

ta
nd

. 

Ha
ut

ec
oe

ur
, e

t a
l.,

  
20

07
(3

1)
Ra

bi
na

l d
is

tri
ct

, G
ua

te
m

al
a 

(p
rim

ar
ily

 M
ay

an
)

In
di

ge
no

us
 M

ay
an

 p
eo

pl
e 

an
d 

La
di

no
 (m

es
tiz

os
 w

ho
 p

rim
ar

y 
la

ng
ua

ge
 is

 S
pa

ni
sh

) h
ea

lth
 

pr
ov

id
er

s

20
 in

-d
ep

th
 in

te
rv

ie
w

s
M

ay
an

 p
ar

tic
ip

an
ts

 e
xp

er
ie

nc
ed

 c
om

m
un

ic
at

io
n 

ba
rr

ie
rs

 w
ith

 h
ea

lth
 c

ar
e 

pr
ov

id
er

s 
w

ho
 d

id
 

no
t u

nd
er

st
an

d 
M

ay
an

 la
ng

ua
ge

s 
or

 b
el

ie
f s

ys
te

m
s.

 A
ls

o 
re

po
rte

d 
un

fa
ir 

di
ffe

re
nc

es
 in

 th
e 

qu
al

ity
 o

f c
ar

e 
pr

ov
id

ed
 to

 M
ay

an
 v

er
su

s 
La

di
na

 w
om

en
.

(C
on

tin
ue

d)



100 Rev Panam Salud Publica 38(2), 2015

Review Castro et al. • Equitable care for Indigenous and Afrodescendant women

Au
th

or
(s

), 
ye

ar
 

(r
ef

er
en

ce
)

Ge
og

ra
ph

ic
 a

re
a

St
ud

y 
po

pu
la

tio
n

St
ud

y 
de

si
gn

Fi
nd

in
gs

Ya
m

in
, e

t a
l.,

 2
00

7 
(6

)
Ru

ra
l a

re
as

, P
er

u 
(c

ou
nt

ry
 w

ith
  

a 
hi

gh
 p

ro
po

rti
on

 o
f I

nd
ig

en
ou

s 
pe

op
le

)

In
di

ge
no

us
 w

om
en

 a
t m

ed
ic

al
 

fa
ci

lit
ie

s
Ke

y 
in

fo
rm

an
t i

nt
er

vi
ew

s;
 in

-d
ep

th
 

in
te

rv
ie

w
s 

of
 c

lo
se

 c
on

ta
ct

s 
of

 w
om

en
 

w
ho

 d
ie

d 
of

 m
at

er
na

l c
au

se
s;

 s
em

i-
st

ru
ct

ur
ed

 s
ta

ff 
in

te
rv

ie
w

s;
 re

vi
ew

 o
f 

m
ed

ic
al

 re
co

rd
s;

 p
hy

si
ca

l r
et

ra
ci

ng
 o

f 
pa

th
s 

to
 c

ar
e

Th
e 

he
al

th
 s

ys
te

m
 o

f P
er

u 
bo

th
 s

ho
w

ca
se

s 
an

d 
ex

ac
er

ba
te

s 
pa

tte
rn

s 
of

 s
oc

ia
l e

xc
lu

si
on

 o
f 

In
di

ge
no

us
 w

om
en

, p
ar

tic
ul

ar
ly

 il
lit

er
at

e 
an

d 
ex

tre
m

el
y 

po
or

.  
In

cl
ud

ed
 c

as
e 

st
ud

ie
s 

an
d 

ov
er

al
l t

re
nd

s 
of

 m
is

tre
at

m
en

t, 
di

sc
rim

in
at

io
n,

 d
el

ay
s,

 a
nd

 n
eg

le
ct

 b
y 

he
al

th
 s

er
vi

ce
s 

se
rv

in
g 

In
di

ge
no

us
 w

om
en

; e
xa

m
in

ed
 in

di
vi

du
al

- a
nd

 s
tru

ct
ur

al
-le

ve
l c

on
tri

bu
tin

g 
fa

ct
or

s.

Ar
iza

-M
on

to
ya

 &
 

He
rn

án
de

z-
Ál

va
re

z,
  

20
08

 (3
2)

Bo
go

tá
, C

ol
om

bi
a

Et
hn

ic
 m

in
or

iti
es

39
 in

-d
ep

th
 in

te
rv

ie
w

s 
an

d 
si

x 
fo

cu
s 

gr
ou

ps
 w

ith
 A

fro
de

sc
en

da
nt

s,
 In

di
ge

no
us

 
pe

op
le

, a
nd

 e
th

ni
c 

m
in

or
iti

es

Et
hn

ic
 d

is
cr

im
in

at
io

n 
w

as
 a

 p
rim

ar
y 

ba
rr

ie
r t

o 
ac

ce
ss

in
g 

ca
re

 in
 c

lin
ic

al
 s

et
tin

gs
 in

 B
og

ot
á.

 
Ot

he
r b

ar
rie

rs
 in

cl
ud

ed
 c

on
fli

ct
in

g 
cu

ltu
ra

l c
on

ce
pt

io
ns

 o
f h

ea
lth

 a
nd

 p
ro

vi
de

r 
di

sc
rim

in
at

io
n 

to
w

ar
d 

pa
tie

nt
s 

of
 lo

w
 s

oc
io

ec
on

om
ic

 s
ta

tu
s.

 

Na
ga

ha
m

a 
&

 S
an

tia
go

,  
20

08
 (3

3)
M

ar
in

gá
, P

ar
an

á,
 B

ra
zil

56
9 

w
om

en
 th

at
 g

av
e 

bi
rth

  
at

 tw
o 

pu
bl

ic
 h

os
pi

ta
ls

 
Cr

os
s-

se
ct

io
na

l d
es

ig
n,

 a
na

ly
zin

g 
 

ho
sp

ita
l p

at
ie

nt
 c

ha
rts

 a
nd

 in
te

rv
ie

w
s

Ba
rr

ie
rs

 to
 h

um
an

ize
d 

ca
re

 in
cl

ud
ed

: a
 la

ck
 o

f k
no

w
le

dg
e 

of
 re

pr
od

uc
tiv

e 
rig

ht
s 

du
rin

g 
la

bo
r a

nd
 b

irt
h 

on
 th

e 
pa

rt 
of

 w
om

en
 a

nd
 th

ei
r c

om
pa

ni
on

s;
 a

 re
si

gn
ed

 a
tti

tu
de

 b
y 

w
om

en
 

an
d 

th
ei

r c
om

pa
ni

on
s;

 a
sy

m
m

et
ric

al
 re

la
tio

ns
hi

p 
be

tw
ee

n 
he

al
th

 p
ro

fe
ss

io
na

ls
 a

nd
 

pa
tie

nt
s;

 in
su

ffi
ci

en
t p

ro
vi

si
on

 o
f i

nf
or

m
at

io
n;

 la
ck

 o
f p

re
pa

ra
tio

n 
by

 th
e 

he
al

th
 te

am
 to

 
w

el
co

m
e 

th
e 

co
m

pa
ni

on
; m

ed
ic

al
 p

er
so

nn
el

 p
ro

vi
di

ng
 o

nl
y 

ba
si

c 
st

an
da

rd
s 

of
 c

ar
e 

du
rin

g 
la

bo
r w

ith
ou

t e
st

ab
lis

hi
ng

 a
 d

ia
lo

gu
e 

w
ith

 th
e 

w
om

en
 o

r a
dd

re
ss

in
g 

th
ei

r p
er

so
na

l n
ee

ds
.

Ot
is

 &
 B

re
tt,

  
20

08
 (3

4)
Ya

pa
ca

ní
, B

ol
iv

ia
W

om
en

, r
ur

al
 a

nd
 u

rb
an

  
Ya

pa
ca

ní
 a

re
a 

(m
os

tly
 

In
di

ge
no

us
)

Ke
y 

in
fo

rm
an

t i
nt

er
vi

ew
s,

 s
em

i- 
st

ru
ct

ur
ed

 in
te

rv
ie

w
s,

 p
ar

tic
ip

an
ts

’ 
ob

se
rv

at
io

ns

37
%

 c
ite

d 
fe

ar
 o

f e
m

ba
rr

as
sm

en
t/h

um
ili

at
io

n 
by

 m
ed

ic
al

 p
er

so
nn

el
 a

s 
th

e 
pr

im
ar

y 
re

as
on

 
fo

r n
ot

 s
ee

ki
ng

 m
at

er
na

l h
ea

lth
 c

ar
e 

at
 a

 fa
ci

lit
y.

 R
ep

or
ts

 o
f p

ro
vi

de
rs

 s
co

ld
in

g 
w

om
en

, 
fa

ili
ng

 to
 o

ffe
r p

riv
ac

y,
 a

nd
 re

je
ct

in
g 

th
ei

r c
ul

tu
ra

l b
el

ie
fs

 re
ga

rd
in

g 
ch

ild
bi

rth
. M

ed
ic

al
 

pe
rs

on
ne

l d
es

cr
ib

ed
 a

s 
un

w
el

co
m

in
g/

ho
st

ile
 to

w
ar

ds
 In

di
ge

no
us

 w
om

en
.

Al
m

ei
da

 &
 S

ilv
a,

  
20

08
 (3

5)
Sa

lv
ad

or
, S

ta
te

 o
f B

ah
ia

, B
ra

zil
W

om
en

 a
t t

he
 p

ub
lic

 h
os

pi
ta

l
25

 in
te

rv
ie

w
s 

of
 w

om
en

 s
el

f-i
de

nt
ifi

ed
 

us
in

g 
ad

je
ct

iv
es

 re
la

te
d 

to
 

Af
ro

de
sc

en
da

nc
e 

ne
g

ra
, p

ar
d

a,
 

m
or

en
a,

 m
or

en
a 

os
cu

ra
, b

ra
nc

a,
 

m
ar

ro
m

, a
nd

 s
ar

ar
a.

Ex
pe

rie
nc

ed
 d

eh
um

an
izi

ng
 c

ar
e 

at
 th

e 
ho

sp
ita

l; 
no

 a
ss

ur
an

ce
 o

f g
oo

d 
qu

al
ity

 c
ar

e;
 

co
m

pl
ai

nt
s,

 q
ue

st
io

ns
, a

nd
 c

on
ce

rn
s 

w
er

e 
de

va
lu

ed
. S

om
e 

de
sc

rip
tio

ns
 o

f t
re

at
m

en
t w

er
e 

“h
or

rib
le

” 
an

d 
“h

um
ili

at
in

g.
” 

   

Go
ld

ad
e,

 2
00

9 
(1

7)
Co

st
a 

Ri
ca

Ni
ca

ra
gu

an
 m

ig
ra

nt
 w

or
ke

rs
  

at
 p

ub
lic

 h
ea

lth
 fa

ci
lit

ie
s

1 
00

0+
 in

te
rv

ie
w

s,
 a

nd
 o

bs
er

va
tio

ns
M

ig
ra

nt
s 

w
er

e 
po

rtr
ay

ed
 a

s 
m

or
al

ly
 in

fe
rio

r, 
ex

ce
ss

iv
el

y 
de

m
an

di
ng

 o
n 

th
e 

sy
st

em
, s

ee
n 

as
 

un
de

se
rv

in
g 

of
 m

ed
ic

al
 c

iti
ze

ns
hi

p.
 R

ep
or

ts
 o

f d
en

ie
d 

co
ns

ul
ta

tio
n 

fo
r e

m
er

ge
nc

y 
an

d 
ch

ro
ni

c 
he

al
th

 is
su

es
. N

ic
ar

ag
ua

n 
m

ig
ra

nt
s 

re
po

rte
d 

sh
am

e 
se

ek
in

g 
ca

re
 a

t h
os

pi
ta

ls
.

Ro
os

t e
t a

l.,
  

20
09

 (3
6)

La
 P

az
, B

ol
iv

ia
 

In
di

ge
no

us
 w

om
en

 w
ho

 
ex

pe
rie

nc
ed

 s
ev

er
e 

m
or

bi
di

ty
 

du
rin

g/
af

te
r c

hi
ld

bi
rth

In
-d

ep
th

 in
te

rv
ie

w
s

Th
e 

st
ud

y 
fo

un
d 

th
at

 p
ar

tic
ul

ar
ly

 w
om

en
 fr

om
 ru

ra
l a

re
as

 d
id

 n
ot

 s
ee

k 
fa

ci
lit

y-
ba

se
d 

m
ed

ic
al

 c
ar

e 
fo

r d
el

iv
er

y 
be

ca
us

e 
th

ey
 fe

lt 
ex

cl
ud

ed
 b

y 
an

d 
di

st
ru

st
in

g 
of

 p
er

so
nn

el
 in

 th
e 

fa
ci

lit
ie

s.
 H

ow
ev

er
, f

ew
 w

om
en

 c
ite

d 
cu

ltu
ra

l b
ar

rie
rs

 a
s 

fa
ct

or
s 

th
at

 d
is

co
ur

ag
ed

 fa
ci

lit
y 

ut
ili

za
tio

n,
 w

hi
ch

 im
pl

ie
s 

th
e 

pr
es

en
ce

 o
f s

tru
ct

ur
al

 d
is

ad
va

nt
ag

es
, r

at
he

r t
ha

n 
so

le
ly

 
cu

ltu
ra

l b
ar

rie
rs

, t
ha

t a
ffe

ct
 In

di
ge

no
us

 w
om

en
 w

ho
 m

ig
ht

 a
cc

es
s 

m
at

er
na

l h
ea

lth
 c

ar
e.

   

Bo
w

se
r &

 H
ill

,  
20

10
 (3

7)
Gl

ob
al

 s
tu

dy
W

om
en

 d
el

iv
er

in
g 

in
 m

ed
ic

al
 

fa
ci

lit
ie

s 
th

ro
ug

ho
ut

 th
e 

w
or

ld
Re

vi
ew

 o
f p

ub
lis

he
d 

an
d 

gr
ay

  
lit

er
at

ur
e,

 k
ey

 in
fo

rm
an

t i
nt

er
vi

ew
s,

  
fo

cu
s 

gr
ou

ps

Id
en

tifi
ed

 v
ar

io
us

 s
tu

di
es

 th
at

 o
bs

er
ve

d 
w

om
en

 o
f e

th
ni

c 
m

in
or

iti
es

 a
s 

m
or

e 
fre

qu
en

tly
 

su
bj

ec
te

d 
to

 d
is

re
sp

ec
t a

nd
 a

bu
se

. C
la

ss
ifi

ed
 s

ev
en

 ty
pe

s 
of

 d
is

re
sp

ec
t a

nd
 a

bu
se

 d
ur

in
g 

la
bo

r 
an

d 
de

liv
er

y 
in

 c
lin

ic
al

 s
et

tin
gs

 th
ro

ug
ho

ut
 th

e 
w

or
ld

: p
hy

si
ca

l a
bu

se
 (i

nc
lu

di
ng

 s
ex

ua
l a

bu
se

), 
no

n-
co

ns
en

te
d 

ca
re

 (u
nw

an
te

d 
C-

se
ct

io
ns

, e
pi

si
ot

om
ie

s,
 s

te
ril

iza
tio

n)
, n

on
-c

on
fid

en
tia

l c
ar

e 
(in

cl
ud

in
g 

la
ck

 o
f p

hy
si

ca
l p

riv
ac

y)
, n

on
-d

ig
ni

fie
d 

ca
re

 (h
um

ili
at

io
n,

 s
ha

m
e,

 b
la

m
in

g)
, 

di
sc

rim
in

at
io

n 
ba

se
d 

on
 s

pe
ci

fic
 p

at
ie

nt
 a

ttr
ib

ut
es

 (e
th

ni
ci

ty
, a

ge
, H

IV
 s

ta
tu

s,
 tr

ad
iti

on
al

 b
el

ie
fs

, 
so

ci
oe

co
no

m
ic

 s
ta

tu
s,

 e
du

ca
tio

n)
, a

ba
nd

on
m

en
t o

f c
ar

e,
 d

et
en

tio
n 

in
 fa

ci
lit

ie
s.

 

Ca
st

ro
, 2

01
0 

(3
8)

M
ex

ic
o

Re
pr

od
uc

tiv
e 

he
al

th
 s

er
vi

ce
s 

pe
rs

on
ne

l
11

 fo
cu

s 
gr

ou
ps

Sh
ow

s 
th

at
 m

ed
ic

al
 p

ro
vi

de
rs

’ m
is

tre
at

m
en

t a
nd

 a
bu

se
 o

f w
om

en
 is

 in
st

itu
tio

na
l v

io
le

nc
e 

th
at

 
is

 e
m

be
dd

ed
 in

 M
ex

ic
o’

s 
m

ed
ic

al
 e

du
ca

tio
n 

sy
st

em
s 

an
d 

rig
id

 h
os

pi
ta

l h
ie

ra
rc

hi
es

. P
er

so
nn

el
 

vi
ew

 th
em

se
lv

es
 a

s 
au

th
or

iti
es

/s
up

er
io

r, 
an

d 
w

om
en

 p
at

ie
nt

s 
as

 s
ub

or
di

na
te

/in
fe

rio
r. 

Ca
st

ro
 &

 L
óp

ez
,  

20
10

 (3
9)

Br
az

il,
 C

hi
le

, M
ex

ic
o,

 B
ra

zil
W

om
en

 u
si

ng
 re

pr
od

uc
tiv

e 
 

he
al

th
 s

er
vi

ce
s 

an
d 

th
e 

 
at

te
nd

in
g 

m
ed

ic
al

 p
er

so
nn

el

In
te

rv
ie

w
s,

 d
ire

ct
 o

bs
er

va
tio

ns
,  

su
rv

ey
s

Th
is

 b
oo

k 
pr

es
en

ts
 a

 s
er

ie
s 

of
 c

as
e 

st
ud

ie
s 

of
 p

ro
vi

de
r d

is
cr

im
in

at
io

n/
ab

us
e 

of
 w

om
en

. 
E.

g.
, i

n 
Br

az
il,

 fo
un

d 
th

at
 m

ed
ic

al
 e

du
ca

tio
n 

le
ad

s 
m

ed
ic

al
 p

er
so

nn
el

 to
 v

ie
w

 w
om

en
 

pa
tie

nt
s 

as
 s

ub
or

di
na

te
s;

 tw
o 

st
ud

ie
s 

in
 M

ex
ic

o 
fo

un
d 

th
at

 p
ro

vi
de

rs
 la

rg
el

y 
vi

ew
ed

 w
om

en
 

as
 u

nd
es

er
vi

ng
 o

f m
ed

ic
al

 c
iti

ze
ns

hi
p;

 a
 s

tu
dy

 in
 U

ru
gu

ay
 fo

un
d 

th
at

 n
eg

at
iv

e 
pr

ov
id

er
 

at
tit

ud
es

 c
an

 fo
rm

 a
 b

ar
rie

r t
o 

ca
re

 fo
r w

om
en

 s
ee

ki
ng

 v
ol

un
ta

ry
 a

bo
rti

on
 s

er
vi

ce
s.

 

TA
B

L
E

 1
. (

C
o

n
ti

n
u

ed
)

(C
on

tin
ue

d)



Rev Panam Salud Publica 38(2), 2015 101

Castro et al. • Equitable care for Indigenous and Afrodescendant women Review

Au
th

or
(s

), 
ye

ar
 

(r
ef

er
en

ce
)

Ge
og

ra
ph

ic
 a

re
a

St
ud

y 
po

pu
la

tio
n

St
ud

y 
de

si
gn

Fi
nd

in
gs

Oy
ar

ce
 &

 P
ed

re
ro

,  
20

10
 (4

0)
La

tin
 A

m
er

ic
a

In
di

ge
no

us
 a

nd
 A

fro
de

sc
en

da
nt

 
po

pu
la

tio
ns

 
Re

vi
ew

 o
f c

ou
nt

ry
 d

at
a

A 
“s

itu
at

io
n 

of
 s

ys
te

m
at

ic
 v

io
le

nc
e”

 e
xi

st
s 

th
at

 p
re

ve
nt

s 
Af

ro
de

sc
en

da
nt

 a
nd

 o
th

er
 w

om
en

 
of

 m
in

or
ity

 e
th

ni
ci

ty
 fr

om
 a

cc
es

si
ng

 c
ar

e 
in

 m
ed

ic
al

 fa
ci

lit
ie

s.
 H

ea
lth

 p
ro

gr
am

s 
ha

ve
 fa

ile
d 

to
 a

dd
re

ss
 th

ei
r h

ea
lth

 n
ee

ds
 in

 h
ea

lth
 c

ar
e 

se
tti

ng
s 

an
d 

da
ily

 li
fe

.

Fe
lk

er
-K

an
to

r, 
20

11
 

(4
1)

El
ía

s 
Pi

ña
 a

re
a,

 D
om

in
ic

an
 

Re
pu

bl
ic

 
Ha

iti
an

 w
om

en
 s

ee
ki

ng
 m

ed
ic

al
 

ca
re

In
te

rv
ie

w
s,

 d
ire

ct
 o

bs
er

va
tio

ns
Re

po
rts

 th
at

 m
an

y 
Do

m
in

ic
an

 m
ed

ic
al

 p
er

so
nn

el
 d

is
cr

im
in

at
ed

 a
ga

in
st

 H
ai

tia
n 

w
om

en
 

th
ro

ug
h 

ne
gl

ec
t, 

ve
rb

al
 a

bu
se

, a
nd

 p
ub

lic
 h

um
ili

at
io

n.
 

Ga
rc

ía
-J

or
da

 e
t a

l.,
  

20
11

 (4
2)

Ha
va

na
, C

ub
a

W
om

en
 g

iv
in

g 
bi

rth
 in

 m
at

er
ni

ty
 

fa
ci

lit
ie

s,
 th

ei
r p

ar
tn

er
s,

  
at

te
nd

in
g 

ob
st

et
ric

ia
ns

36
 in

te
rv

ie
w

s/
ob

se
rv

at
io

ns
 o

f  
w

om
en

 in
 la

bo
r 

W
om

en
 re

po
rte

d 
re

ce
iv

in
g 

ov
er

-m
ed

ic
al

ize
d 

no
n-

hu
m

an
ize

d 
ca

re
; p

er
ce

iv
in

g 
po

w
er

 
st

ru
ct

ur
es

 b
et

w
ee

n 
do

ct
or

s 
an

d 
pa

tie
nt

s;
 a

 la
ck

 o
f a

ut
on

om
y 

ov
er

 th
ei

r b
od

y 
du

rin
g 

la
bo

r; 
re

st
ric

tio
ns

 o
n 

co
m

pa
ni

on
 in

vo
lv

em
en

t; 
an

d 
ph

ys
ic

al
 v

io
le

nc
e.

Ro
hl

of
f, 

et
 a

l.,
  

20
11

 (4
3)

Ru
ra

l a
re

as
, G

ua
te

m
al

a 
 

(m
os

tly
 M

ay
an

 c
om

m
un

iti
es

)
M

ay
an

 p
eo

pl
e 

se
ek

in
g 

in
st

itu
tio

na
l h

ea
lth

 s
er

vi
ce

s
Su

m
m

ar
y 

of
 a

ut
ho

rs
’ p

as
t s

tu
di

es
  

an
d 

re
co

rd
ed

 o
bs

er
va

tio
ns

An
ta

go
ni

sm
 to

w
ar

ds
 th

e 
ru

ra
l I

nd
ig

en
ou

s 
po

or
, w

hi
ch

 p
er

m
ea

te
s 

so
ci

al
/c

ul
tu

ra
l l

ife
, w

as
 

m
an

ife
st

 in
 th

e 
cl

in
ic

al
 s

et
tin

g;
 th

e 
m

aj
or

ity
 o

f p
ro

vi
de

rs
 w

er
e 

cr
iti

ca
l o

f I
nd

ig
en

ou
s/

tra
di

tio
na

l h
ea

lth
 m

od
el

s.
 P

at
ie

nt
s 

ex
pr

es
se

d 
fe

ar
 a

nd
 m

is
tru

st
 o

f d
oc

to
rs

. P
ro

vi
de

rs
 

ro
ut

in
el

y 
di

sp
la

ye
d 

ne
gl

ig
en

ce
/ig

no
ra

nc
e 

to
w

ar
d 

In
di

ge
no

us
 p

at
ie

nt
s;

 m
os

t h
ad

 li
ttl

e 
flu

en
cy

 in
 M

ay
an

 la
ng

ua
ge

s.
 

En
de

rle
 e

t a
l.,

  
20

12
 (4

4)
Br

az
il

26
9 

ad
ol

es
ce

nt
s 

w
ho

 g
av

e 
bi

rth
 

at
 U

ni
ve

rs
id

ad
e 

Fe
de

ra
l d

o 
Ri

o 
Gr

an
de

In
-d

ep
th

 in
te

rv
ie

w
s 

Ad
ol

es
ce

nt
 w

om
en

 fr
eq

ue
nt

ly
 re

po
rte

d 
ne

gl
ec

t b
y 

m
ed

ic
al

 p
er

so
nn

el
;  

ex
pr

es
si

on
s 

of
 p

ai
n 

w
er

e 
ig

no
re

d;
 a

nd
 o

pi
ni

on
s 

co
nc

er
ni

ng
 p

ro
ce

du
re

s,
 d

is
re

ga
rd

ed
.

Is
hi

da
, e

t a
l.,

 2
01

2 
(4

5)
Gu

at
em

al
a 

(c
ou

nt
ry

 w
ith

 a
  

hi
gh

 p
ro

po
rti

on
 o

f I
nd

ig
en

ou
s 

 
pe

op
le

) 

In
di

ge
no

us
 a

nd
 n

on
-In

di
ge

no
us

 
w

om
en

Lo
gi

st
ic

 re
gr

es
si

on
 a

na
ly

se
s 

of
 ra

nd
om

 
sa

m
pl

es
 fr

om
 2

00
9 

Na
tio

na
l S

ur
ve

y 
of

 
M

at
er

na
l a

nd
 In

fa
nt

 H
ea

lth
 

In
st

itu
tio

na
l d

el
iv

er
y 

w
as

 a
bo

ut
 h

al
f a

s 
co

m
m

on
 a

m
on

g 
In

di
ge

no
us

 w
om

en
 a

s 
am

on
g 

La
di

na
. T

he
 m

et
 n

ee
d 

fo
r m

od
er

n 
co

nt
ra

ce
pt

iv
es

 w
as

 a
ls

o 
si

gn
ifi

ca
nt

ly
 lo

w
er

. T
he

se
 e

th
ni

c 
di

ffe
re

nc
es

 w
er

e 
at

tri
bu

ta
bl

e 
in

 p
ar

t t
o 

In
di

ge
no

us
 w

om
en

 n
ot

 s
pe

ak
in

g 
Sp

an
is

h.
 

M
uñ

oz
 B

ra
vo

, e
t a

l.,
  

20
12

 (4
6)

Ca
uc

a,
 C

ol
om

bi
a

Na
sa

 In
di

ge
no

us
 p

re
gn

an
t 

w
om

en
 s

ee
ki

ng
 b

io
m

ed
ic

al
  

ca
re

, I
nd

ig
en

ou
s 

m
id

w
iv

es
,  

lo
ca

l h
ea

lth
 p

ro
m

ot
er

s

Et
hn

og
ra

ph
ic

 s
tu

dy
 u

si
ng

 in
-d

ep
th

 
in

te
rv

ie
w

s,
 a

 b
ro

ad
 s

ur
ve

y,
 fo

cu
s 

 
gr

ou
ps

Ba
rr

ie
rs

 to
 c

ar
e 

fo
r N

as
a 

w
om

en
 s

ee
ki

ng
 m

at
er

na
l s

er
vi

ce
s 

w
er

e:
 a

 d
is

re
ga

rd
 o

f N
as

a 
tra

di
tio

ns
, c

om
m

un
ic

at
io

n 
an

d 
la

ng
ua

ge
 b

ar
rie

rs
, r

es
tri

ct
ed

 v
is

iti
ng

 h
ou

rs
, u

nd
er

-s
ta

ffi
ng

 
an

d 
fre

qu
en

t r
ot

at
io

n 
of

 s
ta

ff,
 la

ck
 o

f fi
na

nc
ia

l r
es

ou
rc

es
, a

nd
 g

eo
gr

ap
hi

c 
in

ac
ce

ss
ib

ili
ty

. 
Na

sa
 w

om
en

 a
nd

 tr
ad

iti
on

al
 a

tte
nd

an
ts

 a
ttr

ib
ut

e 
lit

tle
 c

re
di

bi
lit

y 
to

 h
ea

lth
 fa

ci
lit

ie
s.

W
ur

tz
, 2

01
2 

(4
7)

La
tin

 A
m

er
ic

a
In

di
ge

no
us

 w
om

en
 o

f 
re

pr
od

uc
tiv

e 
ag

e
Li

te
ra

tu
re

 re
vi

ew
Th

ro
ug

ho
ut

 L
at

in
 A

m
er

ic
a,

 In
di

ge
no

us
 w

om
en

 s
uf

fe
r h

ig
he

r r
at

es
 o

f u
ni

nt
en

de
d 

pr
eg

na
nc

y 
an

d 
un

sa
fe

 a
bo

rti
on

 th
an

 d
o 

no
n-

In
di

ge
no

us
. F

am
ily

 p
la

nn
in

g 
pr

og
ra

m
s/

se
rv

ic
es

 w
er

e 
sl

ow
 

to
 re

ac
h 

In
di

ge
no

us
 p

op
ul

at
io

ns
, p

ar
tic

ul
ar

ly
 in

 re
m

ot
e 

ar
ea

s,
 a

nd
 o

fte
n 

do
 n

ot
 p

ro
vi

de
 

cu
ltu

ra
lly

-a
pp

ro
pr

ia
te

 c
ar

e.
 

Ag
ui

ar
 e

t a
l, 

20
13

 (4
8)

Sã
o 

Pa
ol

o,
 B

ra
zil

18
 m

ed
ic

al
 p

ro
vi

de
rs

 fr
om

 th
e 

pu
bl

ic
 a

nd
 p

riv
at

e 
se

ct
or

s
Se

m
i-s

tru
ct

ur
ed

 in
te

rv
ie

w
s

He
al

th
 w

or
ke

rs
 a

ck
no

w
le

dg
ed

 th
e 

ex
is

te
nc

e 
of

 d
is

cr
im

in
at

io
n/

di
sr

es
pe

ct
fu

l p
ra

ct
ic

es
 

to
w

ar
d 

w
om

en
 d

ur
in

g 
pr

en
at

al
, c

hi
ld

bi
rth

, a
nd

 p
os

tp
ar

tu
m

 c
ar

e;
 h

ow
ev

er
, t

he
y 

al
so

 
ac

kn
ow

le
dg

ed
 th

at
 m

ed
ic

al
 p

er
so

nn
el

 d
o 

no
t c

on
si

de
r v

er
ba

l t
hr

ea
ts

/n
eg

at
iv

e 
re

m
ar

ks
 to

 
be

 v
io

le
nt

. 

Va
n 

Di
jk

, e
t a

l.,
  

20
13

 (4
9)

Gu
at

em
al

a
M

ed
ic

al
 p

er
so

nn
el

,  
co

m
ad

ro
na

s 
(M

ay
an

 b
irt

h 
at

te
nd

an
ts

), 
an

d 
M

ay
an

 w
om

en
 

us
in

g 
fa

ci
lit

ie
s 

fo
r c

hi
ld

bi
rth

10
7 

se
m

i-s
tru

ct
ur

ed
 in

te
rv

ie
w

s
De

sp
ite

 a
 n

at
io

na
l p

ol
ic

y 
es

ta
bl

is
he

d 
in

 2
00

0 
to

 in
co

rp
or

at
e 

tra
di

tio
na

l b
irt

hi
ng

 p
ra

ct
ic

es
 

in
to

 m
ed

ic
al

 fa
ci

lit
ie

s,
 m

an
y 

co
m

ad
ro

na
s 

re
po

rte
d 

fe
el

in
g 

di
sr

es
pe

ct
ed

/d
is

re
ga

rd
ed

 b
y 

m
ed

ic
al

 p
er

so
nn

el
 a

nd
 s

ev
er

al
 M

ay
an

 w
om

en
 re

po
rte

d 
st

ill
 b

ei
ng

 u
na

bl
e 

to
 a

cc
es

s 
cu

ltu
ra

lly
-a

pp
ro

pr
ia

te
 c

ar
e.

 M
ay

an
 w

om
en

 fe
lt 

ne
gl

ec
te

d 
an

d 
th

at
 th

ei
r t

ra
di

tio
na

l b
el

ie
fs

 
w

er
e 

ig
no

re
d.

 

Ga
m

lin
, 2

01
3 

(5
0)

Ja
lis

co
 a

re
a,

 M
ex

ic
o

Hu
ic

ho
l I

nd
ig

en
ou

s 
m

ig
ra

nt
 

w
or

ke
rs

Et
hn

og
ra

ph
ic

 s
tu

dy
 u

si
ng

 in
-d

ep
th

 
in

te
rv

ie
w

s 
an

d 
ob

se
rv

at
io

ns
Ex

tre
m

e 
in

eq
ui

ty
 b

et
w

ee
n 

Hu
ic

ho
l I

nd
ig

en
ou

s 
pe

op
le

 a
nd

 h
ea

lth
 c

ar
e 

pr
ov

id
er

s.
 R

ep
or

te
d 

th
at

 d
oc

to
rs

 re
pr

im
an

de
d 

th
em

 fo
r t

he
ir 

‘u
nh

ea
lth

y’
 c

ul
tu

ra
l/s

oc
ia

l p
ra

ct
ic

es
 a

nd
 h

ad
 th

e 
po

w
er

 to
 d

en
y 

th
em

 th
ei

r O
p

or
tu

ni
d

ad
es

 (c
on

di
tio

na
l c

as
h 

tra
ns

fe
r p

ro
gr

am
) p

ay
m

en
ts

. 
St

ud
y 

pa
rti

ci
pa

nt
s,

 m
os

tly
 w

om
en

, r
ep

or
te

d 
fe

el
in

g 
sh

am
e/

hu
m

ili
at

io
n 

fro
m

 m
ed

ic
al

 
pe

rs
on

ne
l.

Ya
ja

hu
an

ca
, e

t a
l.,

  
20

13
 (5

1)
Iq

ui
to

s,
 L

or
et

o 
re

gi
on

, P
er

u
Ku

ka
m

a 
Ku

ka
m

iri
a 

w
om

en
 

25
 in

di
vi

du
al

 in
te

rv
ie

w
s 

of
 p

re
gn

an
t 

w
om

en
, n

ur
si

ng
 w

om
en

, m
id

w
iv

es
  

(m
al

e 
an

d 
fe

m
al

e)
, h

er
ba

l d
oc

to
rs

, a
nd

 
he

al
th

 p
ar

tn
er

s,
 a

nd
 o

bs
er

va
tio

n 
of

 
se

rv
ic

es

A 
pr

ef
er

en
ce

 fo
r t

ra
di

tio
na

l c
ar

e 
is

 ju
st

ifi
ed

 b
as

ed
 o

n 
fe

el
in

gs
 o

f n
eg

le
ct

 a
nd

 v
ul

ne
ra

bi
lit

y 
at

 
in

st
itu

tio
na

liz
ed

 h
ea

lth
 c

en
te

rs
, r

es
ul

tin
g 

fro
m

 th
e 

la
ck

 o
f c

on
si

de
ra

tio
n 

by
 th

e 
he

al
th

 
se

rv
ic

es
 fo

r t
he

 c
ul

tu
ra

l a
nd

 w
el

l-b
ei

ng
 s

pe
ci

fic
iti

es
 o

f t
he

 K
uk

am
a 

Ku
ka

m
iri

a 
w

om
en

.

TA
B

L
E

 1
. (

C
o

n
ti

n
u

ed
)

(C
on

tin
ue

d)



102 Rev Panam Salud Publica 38(2), 2015

Review Castro et al. • Equitable care for Indigenous and Afrodescendant women

Au
th

or
(s

), 
ye

ar
 

(r
ef

er
en

ce
)

Ge
og

ra
ph

ic
 a

re
a

St
ud

y 
po

pu
la

tio
n

St
ud

y 
de

si
gn

Fi
nd

in
gs

Ca
st

ro
, 2

01
4 

(1
2)

M
ex

ic
o

Re
pr

od
uc

tiv
e 

he
al

th
 s

er
vi

ce
s 

 
pe

rs
on

ne
l

Ob
se

rv
at

io
ns

 in
 d

el
iv

er
y 

ro
om

s,
 fo

cu
s 

gr
ou

ps
, l

ite
ra

tu
re

 re
vi

ew
Ab

us
e/

di
sr

es
pe

ct
 o

f f
em

al
e 

pa
tie

nt
s 

in
 M

ex
ic

o 
st

em
s 

fro
m

 e
du

ca
tio

n/
tra

in
in

g 
of

 m
ed

ic
al

 
st

ud
en

ts
. D

ur
in

g 
m

ed
ic

al
 s

ch
oo

l, 
in

te
rn

sh
ip

s,
 a

nd
 re

si
de

nc
ie

s,
 n

ew
 d

oc
to

rs
 a

re
 s

ur
ro

un
de

d 
by

 a
 h

ie
ra

rc
hi

ca
l e

nv
iro

nm
en

t t
ha

t s
ub

or
di

na
te

s 
w

om
en

 a
nd

 p
ro

m
ot

es
 p

as
si

vi
ty

. 
Pu

ni
sh

m
en

t a
s 

a 
te

ac
hi

ng
 m

et
ho

d 
re

oc
cu

rs
 w

he
n 

do
ct

or
s 

in
 tu

rn
 p

un
is

h 
pa

tie
nt

s 
to

 in
ci

te
/

di
sc

ou
ra

ge
 c

er
ta

in
 b

eh
av

io
rs

. 

Ca
st

ro
 &

 E
rv

iti
,  

20
14

 (5
2)

M
ex

ic
o

W
om

en
 w

ho
 g

av
e 

bi
rth

 in
 a

 
m

ed
ic

al
 fa

ci
lit

y,
 a

tte
nd

in
g 

 
m

ed
ic

al
 p

er
so

nn
el

Re
vi

ew
 o

f 2
5 

ye
ar

s 
of

 s
tu

di
es

 o
n 

 
ob

st
et

ric
 v

io
le

nc
e 

Vi
ol

en
ce

 a
ga

in
st

 w
om

en
 d

el
iv

er
in

g 
in

 m
ed

ic
al

 fa
ci

lit
ie

s 
in

 M
ex

ic
o 

is
 a

 p
er

si
st

in
g 

pr
ob

le
, b

ut
 

it 
ha

s 
be

en
 la

rg
el

y 
fra

m
ed

 a
s 

a 
“q

ua
lit

y 
of

 c
ar

e”
 is

su
e,

 ra
th

er
 th

an
 a

s 
vi

ol
en

ce
 o

r h
um

an
 

rig
ht

s 
vi

ol
at

io
ns

. 

Ch
om

at
, e

t.a
l.,

 2
01

4 
 

(5
3)

Qu
et

za
lte

na
ng

o 
de

pa
rtm

en
t, 

Gu
at

em
al

a
M

ay
an

 w
om

en
 w

ho
 re

ce
nt

ly
  

ga
ve

 b
irt

h
Cr

os
s-

se
ct

io
na

l s
tu

dy
, i

nc
lu

di
ng

 
15

-m
in

ut
e 

fie
ld

 s
ur

ve
ys

 
Ex

tre
m

el
y 

lo
w

 ra
te

s 
of

 m
ed

ic
al

 fa
ci

lit
y 

ut
ili

za
tio

n 
fo

r d
el

iv
er

y 
an

d 
an

te
na

ta
l c

ar
e 

du
e 

to
: l

ac
k 

of
 c

on
fid

en
ce

 in
 b

io
m

ed
ic

al
 tr

ea
tm

en
ts

, p
er

ce
pt

io
n 

of
 p

oo
r q

ua
lit

y 
of

 c
ar

e,
 d

is
cr

im
in

at
in

g/
co

nd
es

ce
nd

in
g 

tre
at

m
en

t, 
in

ab
ili

ty
 o

f m
ed

ic
al

 s
ta

ff 
to

 s
pe

ak
 In

di
ge

no
us

 la
ng

ua
ge

s,
 

em
ba

rr
as

sm
en

t o
ve

r b
ei

ng
 e

xa
m

in
ed

, g
re

at
er

 c
on

fid
en

ce
 in

 m
id

w
iv

es
. O

th
er

 fa
ct

or
s 

m
ay

 
be

 a
 p

re
vi

ou
s 

ex
pe

rie
nc

e 
w

ith
 h

ea
lth

 p
er

so
nn

el
/fa

ci
lit

ie
s,

 in
flu

en
ce

 o
f s

po
us

e/
re

la
tiv

es
, 

be
lie

fs
 re

ga
rd

in
g 

pr
eg

na
nc

y/
ap

pr
op

ria
te

 c
ar

e.

Sc
oz

ia
 L

ei
gh

to
n,

 e
t a

l.,
 

20
14

 (1
8)

Ch
ile

Pe
ru

vi
an

 m
ig

ra
nt

 w
om

en
  

se
ek

in
g 

he
al

th
 c

ar
e

In
-d

ep
th

 in
te

rv
ie

w
s 

Pe
ru

vi
an

 w
om

en
 re

po
rte

d 
di

sc
rim

in
at

io
n 

fro
m

 C
hi

le
an

 h
ea

lth
 p

ro
vi

de
rs

 a
nd

 b
ei

ng
 tr

ea
te

d 
as

 u
nd

es
er

vi
ng

 o
f c

ar
e.

Va
le

gg
ia

, 2
01

4 
(5

)
Gr

an
 C

ha
co

, n
or

th
er

n 
 

Ar
ge

nt
in

a,
 a

nd
 d

ep
ar

tm
en

t  
of

 S
ol

ol
á,

 G
ua

te
m

al
a 

To
ba

 In
di

ge
no

us
 w

om
en

 
(A

rg
en

tin
a)

 a
nd

 T
zu

tu
jil

 M
ay

an
 

w
om

en
 (G

ua
te

m
al

a)

Li
te

ra
tu

re
 re

vi
ew

In
 G

ua
te

m
al

a,
 T

z’u
tij

il 
w

om
en

 e
xp

er
ie

nc
ed

 “
tri

pl
e 

di
sc

rim
in

at
io

n:
 b

ei
ng

 p
oo

r, 
be

in
g 

a 
w

om
an

, a
nd

 b
ei

ng
 In

di
ge

no
us

” 
in

 h
ea

lth
 s

et
tin

gs
, a

nd
 h

ea
lth

 c
ar

e 
pr

ov
id

er
s 

bl
am

ed
 c

ul
tu

ra
l 

pr
ac

tic
es

 fo
r w

om
en

’s 
he

al
th

 is
su

es
. I

n 
Gr

an
 C

ha
co

, m
ed

ic
al

 p
er

so
nn

el
 d

id
 n

ot
 tr

ea
t t

he
 

sp
ec

ifi
c 

ne
ed

s 
of

 In
di

ge
no

us
 w

om
en

.

Ga
m

lin
 &

 H
aw

ke
s,

  
20

15
 (5

4)
Ja

lis
co

 a
re

a,
 M

ex
ic

o
Hu

ic
ho

l I
nd

ig
en

ou
s 

m
ig

ra
nt

 
w

om
en

Et
hn

og
ra

ph
ic

 s
tu

dy
 u

si
ng

 in
-d

ep
th

 
in

te
rv

ie
w

s 
an

d 
ob

se
rv

at
io

ns
M

an
y 

ch
os

e 
to

 g
iv

e 
bi

rth
 w

ith
ou

t m
ed

ic
al

 a
ss

is
ta

nc
e 

du
e 

to
 fe

ar
 o

f m
is

tre
at

m
en

t/s
ha

m
in

g 
by

 m
ed

ic
al

 p
ro

vi
de

rs
 w

ho
 s

ee
 In

di
ge

no
us

 w
om

en
 a

s 
m

or
al

ly
 in

fe
rio

r. 

Pl
an

as
 e

t a
l.,

 2
01

5 
 

(5
5)

Li
m

a,
 P

er
u

W
om

en
 w

ith
 In

di
ge

no
us

 a
nd

 
m

es
tiz

o 
pr

ofi
le

s
Cr

os
so

ve
r r

an
do

m
ize

d 
co

nt
ro

lle
d 

tri
al

  
in

 3
51

 p
ub

lic
 h

ea
lth

 fa
ci

lit
ie

s.
 W

om
en

  
po

se
d 

as
 p

at
ie

nt
s 

se
ek

in
g 

fa
m

ily
 

pl
an

ni
ng

, f
ol

lo
w

ed
 a

 s
cr

ip
t a

nd
 e

na
ct

ed
 

In
di

ge
no

us
/m

es
tiz

o 
pr

ofi
le

s

Al
th

ou
gh

 n
o 

st
at

is
tic

al
ly

-s
ig

ni
fic

an
t d

iff
er

en
ce

s 
w

er
e 

fo
un

d 
be

tw
ee

n 
th

e 
tw

o 
et

hn
ic

 p
ro

fil
es

, 
he

al
th

 p
ro

vi
de

rs
 o

nl
y 

pe
rf

or
m

ed
 3

7%
 o

f t
ec

hn
ic

al
 ta

sk
s 

re
qu

ire
d 

by
 P

er
uv

ia
n 

fa
m

ily
 

pl
an

ni
ng

 g
ui

de
lin

es
–a

 v
er

y 
lo

w
 le

ve
l o

f q
ua

lit
y 

st
an

da
rd

s.
 T

he
 s

tu
dy

 d
id

 n
ot

 a
llo

w
 

co
m

pa
ris

on
 w

ith
 w

om
en

 fr
om

 a
 d

om
in

an
t e

th
ni

ci
ty

. 

TA
B

L
E

 1
. (

C
o

n
ti

n
u

ed
)

attributed high maternal mortality ra-
tios in Peru to the social and political 
marginalization of Indigenous women 
manifested in the country’s health care 
system (6).  

Latin American maternal and infant 
mortality statistics support these argu-
ments. As an example, in 1996, the infant 
mortality rate (IMR) among Afro-Brazil-
ian children was 62.3 per 1 000 live  
births, which was almost double the 37.3  
IMR among children of predominant- 
ly European descent (56). Data from  
six countries showed that Indigenous 
and Afrodescendant infants experienced 
higher infant IMR than other infants (57). 
Additionally, in 2006, Indigenous wom-
en in Latin America experienced MMRs 
that were 2–3 times higher on average 
than national ratios (58). According to a 
2013 report from the International Feder-
ation of Red Cross and Red Crescent  
Societies, the highest MMRs in Bolivia, 
Guatemala, Guyana, Honduras, and 
Panama are all found in primarily Indig-
enous areas (59). Data from 2007 (3) 
showed drastic inequities in MMR be-
tween Brazilian women identified as 
black (preta) and those identified as white 
(branca): in the 20–24 year age group, 
black women had an MMR of 44.5 per 
100 000 live births, while white women 
had a ratio of 23.4; for those 25–29 years 
of age, it was  61.9 for black women and 
40.5 for white.

The effects of provider discrimination 
directly compromise access to treatment 
(60). Various qualitative studies state 
that provider discrimination, coupled 
with financial barriers, affect health care 
utilization rates among women of eth- 
nic minorities (6, 25, 26, 31, 34). A 2010 
ECLAC report identified the cultural  
and language inaccessibility of maternal 
health services as a key factor deterring 
women of ethnic minorities from seeking 
medical care (40). Among community- 
level studies, three found that in 2004, 
2007, and 2014, numerous Mayan wom-
en in Guatemala chose to give birth at 
home due to fear of personnel neglect, 
verbal abuse, and culturally inappropri-
ate treatment (26, 31, 53). Indeed, only 
13% of the women participants in the 
2014 study delivered in a hospital be-
cause they feared a lack of quality care, 
communication barriers with doctors, 
and mistreatment from personnel (53). 
Similarly, in a 2008 study in the Yacapaní 
Indigenous area of Bolivia, 37% of wom-
en participants cited fear of mistreatment 
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Two ECLAC reports included disag-
gregated health care utilization accord-
ing to the Indigenous status of women  
in five and seven selected countries,  
respectively. Figure 2 shows that in  
Bolivia, Ecuador, Guatemala, Nicaragua, 
and Peru, the percentage of Indigenous 
women who attended prenatal care, 
gave birth in a health facility, and re-
ceived follow-up attention was system-
atically lower than among the non- 
Indigenous (40). Similarly, skilled birth 
attendance in Bolivia, Colombia, Ecua-
dor, Guatemala, Mexico, Nicaragua,  
Paraguay, and Peru (Figure 3) was  
more frequent among non-Indigenous 
than among Indigenous women (1).

Health provider discrimination against 
 Indigenous and Afrodescendant women 
may also obstruct the development or 
implementation of policies promoting 
Indigenous rights (25, 61). As discussed 
in a 2004 qualitative study from Chile, 
medical providers should have a role in 
the development and advocacy of poli-
cies to mandate intercultural care 
 practices, but providers are not likely to 
support such policies if they view inter-
cultural care as unnecessary or if they 
deem Indigenous health as unworthy of 
special initiatives (25). Furthermore, 
medical personnel with racial biases may 
not comply with anti-discrimination pol-
icies that are enacted. 

Reducing discrimination in health 
care

 Thus far, numerous countries and orga-
nizations have enacted small-scale initia-
tives that have shown promise in mitigat-
ing discrimination against women of 
ethnic minorities in Latin American health 
care settings. Such initiatives can be 
grouped into two categories according to 
purpose. The first includes various initia-
tives that promote the humanization of 
medical care and focus on improving 
women’s experiences during labor and 
delivery (37, 49, 62). These humaniza-
tion-of-childbirth programs seek to em-
power  women giving birth with the agen-
cy to communicate openly with their 
health providers, express concerns and 
wishes for their birthing experiences, and 
receive safe, evidence-based care. Effec-
tive humanization-of-childbirth  initiatives 
train professionals to provide cultural-
ly  appropriate, non-discriminatory, and 
high quality care to women from all eth-
nic, social, and economic backgrounds 

by staff as a key deterrent to seeking 
medical care (34). A 2007 report also 
found that the perceived low quality and 

inappropriateness of maternal health 
care services discouraged Indigenous 
women in Peru from seeking care (6).  
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and should inspire medical personnel to 
respect female patients as humans rather 
than treat them as merely laboring bodies 
(62).

The second group of interventions 
have focused on promoting intercultural 
care. Designed to improve the quality of 
medical attention for Indigenous or oth-
er ethnic minorities, intercultural care 
incorporates languages spoken by ethnic 
minorities and recognizes the existence 
of alternative models of health and heal-
ing (25). Intercultural care practices are 
tailored to suit the needs of the specific 
populations they serve and ultimately 
seek to create cultures of non-discrimina-
tion, respect, and cultural competency 
within health care systems (25). Specific 
components of intercultural care pro-
grams frequently include: communica-
tion workshops for medical staff to learn 
Indigenous languages as well as tech-
niques for establishing an open dialogue 
with patients (25, 26, 63), training ses-
sions to promote cultural sensitivity and 
humility among providers (64–66), and 
installations of traditional medicine 
prac titioners within biomedical health 
facilities (26, 61). Programs have both 
been implemented directly into medical 
and educational systems by local gov-
ernments and health ministries or have 
been implemented as separate training 
programs overseen by independent 
organizations. 

The list of interventions addressing 
provider discrimination can be found in 
Table 2 (40, 49, 61, 64, 66–72). Of note,  
the vast majority of interventions have 
focused on Indigenous women or Indig-
enous populations in general. This litera-
ture search did not find evidence of  
interventions specifically targeted to 
women of Afrodescendant or other 
mino rity backgrounds. As described in 
Table 2, humanization-of-care and inter-
cultural health programs have achieved 
varying levels of success, with some in-
terventions offering important lessons 
for future strategies in reducing provid-
er discrimination against Indigenous, 
Afrodescendant, or other women of eth-
nic minorities. First, some interventions 
demonstrate that program success relies 
heavily on consistent Ministry of Health 
funding and support. The Cuetzalán 
Hospital in Puebla, Mexico, temporarily 
decreased its number of intercultural  
services in 2000 when the State Health 
Secretariat stopped funding culturally- 
focused programs as a cost-saving 

measure (64); whereas the 2012 case 
study of the Makewe Hospital in Chile 
revealed that a lack of Ministry of Health 
support posed one of the chief barriers to 
continuation of the hospital’s successful 
intercultural care program to address the 
needs of the Mapuche populations (71).  

Another lesson from these interven-
tions is that incorporating traditional 
medicine practitioners into biomedical 
service facilities does not necessarily en-
sure the provision of non-discriminatory 
care. While the United Nation’s Chil-
dren’s Emergency Fund (UNICEF) and 
the Ministry of Health of Peru were able 
to improve maternal health care by in-
corporating culturally-appropriate ma-
ternity houses, vertical-position birthing 
chairs, and other physical structures into 
medical facilities (40), other interven-
tions achieved less. For example, a 2013 
study in Potosí, Bolivia, found that med-
ical providers showed little respect for or 
desire to collaborate with traditional 
healers, placed in public health facilities 
to improve intercultural care for the 
indigenous (61). Similarly, although Gua-
temala created a law in 2000 to incorpo-
rate traditional Mayan birth attendants 
in medical facilities, a 2013 study discov-
ered that many felt disregarded by  
medical staff and that Mayan women ex-
pressed barriers to accessing culturally- 
appropriate care (49). 

As these programs illustrate, suc-
cessful interventions need to go beyond 
mere ly implementing a legal framework 
dictating that traditional and biomed-
ical practitioners coexist in medical  
facilities. Collaboration likely requires 
increased cultural humility and respect 
from medical providers; some interven-
tions offer insights on possible strategies 
to accomplish that goal. First, a program 
in Guatemala demonstrated that simu-
lation-based training could effectively 
improve cultural humility among pro-
viders (66). Another project in Brazil 
also proved it could augment the hu-
manization of childbirth by conducting 
in-service training of medical staff (67). 
While a 2002 project in Peru did not 
measure outcomes specific to personnel 
discrimination and attitudes, its results 
showed increased satisfaction and health 
care utilization rates among Indigenous 
women, implying that the human-rights 
approach may be an effective strategy  
for encouraging non-discriminatory 
prac tices among medical providers (68). 
Furthermore, many of the successful 

intercultural care programs listed in  
Table 2 encouraged and included the target  
population’s direct participation in its 
design and administration (70, 71). 

DISCUSSION

Discrimination in the health care set-
ting can deter Indigenous and Afrode-
scendant women from seeking medical 
care in the first place. When they do seek 
care, women of ethnic minorities may be 
more vulnerable than other women to re-
ceiving substandard quality of care or be 
subjected to longer delays—both of 
which preclude optimal health out-
comes—along with experiencing shame, 
humiliation, exclusion, and other forms 
of human rights vio lations. Even though 
under-staffing,  medication shortages, 
outdated or unrepaired medical equip-
ment, lack of adherence to protocols, and 
weak referral systems, among others, are 
known to compromise quality of care for 
health services users regardless of eth-
nicity, discrimination in the health care 
setting is a driver of inequitable health 
outcomes that needs to be better under-
stood and addressed.

This initial review can make a few 
overarching points. First, discrimination 
and violence against women of ethnic 
minorities in clinical settings in Latin 
America are pressing and overlooked is-
sues that merit further investigation and 
action at the national and Regional lev-
els. The impunity with which these vio-
lations occur and how normalized they 
are by women and providers alike is a 
reflection of society at-large (13). Second, 
critical to reducing discrimination is the 
formation of collaborative and hori-
zontal partnerships between women of 
 ethnic minorities and their health care 
providers. This form of community par-
ticipation must occur within the context 
of broader discussions concerning gen-
der equity and the rights of Indigenous 
and Afrodescendant populations. Third, 
health providers should be trained in the 
impact of discrimination and violence on 
health outcomes of minority ethnic 
groups and on their contribution to per-
sistent health inequity.  

Finally, alleviating discrimination re-
quires health system-wide policy and 
structural changes that go beyond tar-
geting individual health provider behav-
iors. We contend that strategies aimed 
solely at changing providers’ behav-
iors will have limited impact because 
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they fail to address the broader context: 
women’s needs and the socioeconomic 
inequality in which intra-hospital rela-
tions are built. As argued by numerous 
studies conducted in Mexico, the mis-
treatment of female patients is a form of 
institutional violence, embedded in both 
the country’s medical education system 
and in the hierarchical power structures 
within hospitals. Discriminatory actions 
by medical providers certainly reflect 
personal prejudices, however, they also 
stem from the medical field’s over-
arching norms that all too often portray 
women as inferior or undeserving of 
medical citizenship and other rights (12, 
38). Larger-scale policies and strategies 
that transform power dynamics inside 
medical schools, health facilities, and in 
society at-large are critical to uprooting 
the cause of a prevalent manifestation of 
health care inequity, that is, social dis-
crimination and violence against women 
and ethnic minorities. 

This review did not find clear evidence 
of such large-scale interventions in Latin 
America, save in a recent case. In 2007, 
the Government of Venezuela enacted 
the “Right of Women to a Violence-free 
Life” law (Ley Orgánica Sobre el Dere-
cho de las Mujeres a una Vida Libre  de 
Violencia) to address discrimination 
and economic, social, and political in-
equalities affecting women throughout 
the country and to define “obstetric vi-
olence” as a criminal offense subject to 
fines (73, 74). According to a study of 500 
medical personnel surveyed 3 years lat-
er, 89% were familiar with the term “ob-
stetric violence” and 87% with the law’s 
existence; however, 73% were unfamiliar 

with the procedures for reporting these 
offenses (75). Consequently, while the le-
gal criminalization of obstetric violence 
sets a precedent for future policy strate-
gies, their success requires complemen-
tary programs that familiarize health 
care staff with specific definitions of ob-
stetric violence and with accountability 
mechanisms.

Limitations

Some limitations of this review should 
be noted. Despite important advances, 
such as including ethnicity data in cen-
sus and surveys across Latin America 
since 2000, there continues to be a dearth 
of information on health outcomes 
among ethnic minorities, particularly the 
Indigenous and Afrodescendants. In ad-
dition, this search was limited to studies 
with published results that could be 
identified via searchable databases. This 
excluded most books and chapters in 
books. Furthermore, by focusing on eth-
nic minorities, this review may have ex-
cluded women, who regardless of their 
ethnicity, might have experienced health 
care discrimination due to poverty or 
other stigmatizing conditions.

Conclusions

Health provider discrimination 
against Indigenous and Afrodescendant 
women is a primary barrier to quality 
health care access in Latin America. Ul-
timately, discriminatory practices deter 
women from seeking care. That said, 
strategies that target only provider be-
havior have limited impact because 

they do not address women’s needs and 
the context of socioeconomic inequality 
pres ent in the health care setting. To en-
sure optimal health outcomes for peo-
ple of all ethnicities in Latin America, 
discrimination in health care settings 
needs to be understood as a key driver 
of inequitable health outcomes and 
eradicated.

Overall, more research is needed to 
determine the various forms and effects 
of discrimination and violence experi-
enced by Indigenous and Afrodescen-
dant women in health care settings, as 
well as to define best practices for de-
signing, implementing, and evaluating 
programs to promote non-discrimina-
tory care and to respond to women’s 
needs.
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RESUMEN

Evaluación de la  
equitatividad de  
la atención a las  

mujeres indígenas y  
afrodescendientes de 

América Latina

Objetivos. Determinar y comprender las barreras que impiden en los entornos de 
atención de salud de América Latina la asistencia equitativa a las mujeres pertenecien-
tes a minorías étnicas, y analizar las posibles estrategias dirigidas a mitigar los 
problemas. 
Métodos. Se llevó a cabo una evaluación exhaustiva de la bibliografía publicada del 
2000 al 2015 en las bases de datos en línea PubMed, Google Académico, EBSCOhost y 
SciELO en español, inglés y portugués, mediante una búsqueda de palabras clave que 
incluyó los nombres de la Región y los países.
Resultados. La discriminación por parte de los proveedores de servicios de salud 
contra las mujeres indígenas y afrodescendientes constituye una barrera primaria que 
impide a estas el acceso a una atención de salud de calidad en América Latina. La dis-
criminación surge de los prejuicios contra las poblaciones de minorías étnicas, las mu-
jeres y los pobres en general. Las prácticas discriminatorias se pueden manifestar en 
forma de culpabilización de las pacientes, negligencia intencionada, maltrato verbal o 
físico, falta de respeto a las creencias tradicionales y no utilización de los idiomas indí-
genas para comunicarse con las pacientes. Estos obstáculos impiden la prestación de 
una atención médica apropiada y oportuna, y también provocan temor a pasar 
vergüenza, al maltrato o a un tratamiento ineficaz que, junto a las barreras económicas, 
disuaden a las mujeres de acudir en busca de asistencia.
Conclusiones. Para garantizar resultados óptimos en materia de salud entre las mu-
jeres indígenas y afrodescendientes de América Latina, es preciso comprender y 
abordar el problema de la discriminación en los entornos de atención de salud como 
factor clave de los resultados no equitativos en materia de salud. Las estrategias dirigi-
das exclusivamente al comportamiento de los proveedores tienen una repercusión 
limitada, porque no abordan las necesidades de las mujeres y el contexto de desigual-
dad socioeconómica en el que se forjan las relaciones intrahospitalarias.

Palabras clave: Equidad; desigualdades en la salud; origen étnico y salud; salud de minorías; salud  
de poblaciones indígenas; servicios de salud del indígena; discriminación social;  
prejuicio; género y salud; América Latina; Región del Caribe.
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