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ABREVIATURAS

CASM: Continuo de la Atencion de la Salud Materna

CR: Coverage ratio

ENDES: Encuesta Demografica y de Salud Familiar (Peru)
ENDSA: Encuesta Demografica y de Salud (Bolivia)

ENIM: Encuesta Nacional de Nifios, Nifias y Mujeres (México)
ENSMI: Encuesta Nacional de Salud Materno infantil (Guatemala)
IH: Indigenous Household

ICC: indice Compuesto de Cobertura

LAC: Latinoamérica y el Caribe

MER: Mujeres en Edad Reproductiva

ODS: Objetivos del Desarrollo Sustentable

SDGs: Sustainable Development Goal

SI: Self-identification as indigenous

SIL: Spoken Indigenous Language

WRA: Women of Reproductive Age



RESUMEN

Objetivo: Medir la desigualdad en salud materna por etnicidad e identificar los
elementos que inciden para su implementacion como un instrumento de
monitoreo de la equidad en salud en México.

Disefio: El abordaje de la investigacion fue mixto a través de componente
cuantitativo y uno cualitativo. EI componente cuantitativo es un estudio
descriptivo transversal con datos secundarios. El cualitativo es un estudio
exploratorio descriptivo con datos primarios.

Muestra: Para el analisis cuantitativo se consideraron mujeres en edad
reproductiva (MER) de 15-49 afios con informacion de su ultimo embarazo en
los 2 0 5 afios anteriores a la encuesta. Para analizar el uso de anticonceptivos
se consideraron las MER casadas o unidas. Para el analisis cualitativo se
realizaron 17 entrevistas a actores clave en el monitoreo de la salud materna.
Los informantes eran tomadores de decisiones, coordinadores, técnicos e
investigadores pertenecientes al ministerio de salud, observatorios de monitoreo,
institutos de investigacion y organismos internacionales.

Métodos: En el andlisis cuantitativo con datos de encuestas de demografia y
salud y de indicadores multiples por conglomerados se estimé la cobertura por
etnicidad de indicadores que cubren el continuo de la atencién de las mujeres
desde el embarazo hasta el puerperio. Se estimé el indice Compuesto de
Cobertura (ICC) como un promedio ponderado de los indicadores evaluados. Se
midieron las brechas por etnicidad a través de razones de cobertura estimadas
con modelos de regresiéon de Poisson ajustados por variables sociodemograficas
y utilizando diferentes criterios de identificacion étnica. Las mujeres fueron
clasificadas como indigenas a través de la autoidentificacion, el idioma indigena
hablado o el hogar indigena. El andlisis cualitativo fue de tipo fenomenoldgico
interpretativo. Se explord a partir de la propia perspectiva de los participantes su
experiencia en el monitoreo de la salud materna para comprender el estado
actual en el que se desarrolla y los factores que inciden para que se realice.

Principales variables de investigacién: En el componente cuantitativo se
analizé: recibio atencion prenatal alguna vez, recibié atencion prenatal por
personal calificado, al menos cuatro consultas prenatales, consulta prenatal en
el ler. trimestre del embarazo, atencion del parto por personal calificado, recibio
atencion posparto alguna vez, y el uso de anticonceptivos modernos. En el
componente cualitativo se exploraron los obstaculos y oportunidades
relacionadas con la evaluacion, la informacion, los recursos, la gestion y la toma
de decisiones.

Resultados: Es posible estimar las desigualdades entre indigenas y no
indigenas en el continuo de la atencion de la salud materna utilizando criterios
relacionados con el lenguaje o la autoidentificacion como proxies de la etnicidad.
Sin embargo, la proporcion de las mujeres indigenas identificadas y la magnitud



de las brechas observadas varian dependiendo del criterio utilizado. Las
mayores diferencias entre indigenas y no indigenas se observan al utilizar el
criterio del lenguaje. Independientemente del criterio de identificacion étnica
utilizado, las mujeres indigenas tienen menores niveles de cobertura. Las
desigualdades mas relevantes se dan en la cobertura de atencion del parto por
personal calificado y en el uso de anticonceptivos. Considerando el criterio del
lenguaje, a nivel global (en el ICC) las distancias mayores respecto a las no
indigenas se observan en México en comparacion con Bolivia o Peru.

Actualmente no se monitorea ningun indicador desagregado por etnicidad
relacionado con la salud o atenciébn materna. El monitoreo de la atencion de la
salud materna se enfoca principalmente en la estimacion de indicadores
relacionados con la cobertura de los servicios y la mortalidad materna.
Observamos que, desde todos los ambitos, el sector salud, la investigacion,
organismos nacionales e internacionales se realizan esfuerzos, pero estos estan
desarticulados. Los obstaculos y oportunidades sefialados por los entrevistados
surgen de las limitaciones o ventajas asociadas con la precision de la evaluacion,
la disponibilidad de informacién y recursos, la gestion y la toma de decisiones
efectivas. Se reconoce la importancia de medir las desigualdades en la atencién
de la salud materna, sin embargo, esto no ha conducido a decisiones politicas
que permitan desarrollar un indicador para monitorearlas. El apoyo politico y
técnico papel de las organizaciones internacionales y sus vinculos con los paises
podria ser crucial para llevar a cabo el monitoreo.

Conclusiones: A pesar de las limitaciones conceptuales y técnicas, es posible
estimar las desigualdades en la atencion materna por etnicidad pero se debe ser
claros sobre cémo se clasifica a la poblacion para una correcta interpretacion y
su uso adecuado en la toma de decisiones. Las diferencias observadas reflejan
las inequidades que enfrentan las mujeres indigenas en la cobertura de la
atencion de la salud materna. Mientras las desigualdades persistan, identificarlas
sera un primer paso para su eliminacion. Incorporar este tipo de mediciones
requiere de superar barreras relacionadas con la disponibilidad y calidad de la
informacion, recursos limitados o escasos (financieros y técnicos), poco
compromiso o voluntad politica, y la falta de articulaciébn entre los actores
involucrados. Asi como de aprovechar el actual impulso que la agenda
internacional da a la medicion de las desigualdades a través de asistencia
técnica y apoyo politico.



ABSTRACT

Objective: Measuring inequalities in maternal health by ethnicity and identify the
elements that influence its implementation as an instrument for monitoring health
equity in Mexico.

Design: The research approach was mixed through a quantitative and qualitative
component. The quantitative is a cross-sectional descriptive study with
secondary data. The qualitative is a descriptive exploratory study with primary
data.

Sample: The quantitative analysis considered women of reproductive age (MER)
aged 15-49 years with information about their last pregnancy in the 2 or 5 years
before the survey. To use of contraceptives, MERs married or living with a partner
were considered. In the qualitative analysis, 17 interviews were conducted with
key actors in maternal health monitoring. The informants were decision-makers,
coordinators, technicians, and researchers belonging to the ministry of health,
monitoring observatories, research institutes, and international organizations.

Methods: In the quantitative analysis with data from demographic and health
surveys and multiple indicators by clusters, the coverage by ethnicity of indicators
covering the continuum of women's care from pregnancy to the puerperium was
estimated. The Composite Coverage Index (CCl) was estimated as a weighted
average of the indicators evaluated. Ethnicity gaps were measured through
coverage ratios estimated with Poisson regression models adjusted for
sociodemographic variables and using different ethnic identification criteria. The
women were classified as indigenous through self-identification, the spoken
indigenous language or the indigenous home. The qualitative analysis was
interpretative-phenomenological and focused on examining experiences about
monitoring maternal health care in order to achieve a full picture of the current
context in which it takes place and the factors that influence it to be carried out.

Main research variables: In the quantitative component, it was analyzed:
Contraceptive use in women married or living with a partner, antenatal care with
a skilled provider, four or more antenatal care visits, first antenatal care visit in
the first trimester, skilled birth attendance, and postpartum care. In the qualitative
component, obstacles and opportunities related to evaluation, information,
resources, management and decision making were explored.

Findings: Itis possible to estimate the inequalities between indigenous and non-
indigenous in the continuum of maternal health care using criteria related to
language or self-identification as proxies of ethnicity. However, the proportion of
indigenous women and the magnitude of the gaps observed changed according
to the identification criterion. The biggest differences are observed when using
the language criteria. Regardless of the ethnic identification criteria used,



indigenous women have lower levels of coverage. The most relevant inequalities
occur in the coverage of skilled-birth-attendant and in the use of contraceptives.
Considering the criterion of language, at a global level (in the CCI) the greatest
distances from non-indigenous people are observed in Mexico compared to
Bolivia or Peru.

Conclusions: Despite the conceptual and technical limitations, it is possible to
estimate the inequalities in maternal care by ethnicity, however, it has to be
transparent about how the population is classified to help stakeholders make
better decisions. The differences observed reflect the inequities that indigenous
women face in the coverage of maternal health care. As long as the inequalities
persist, identifying them will be the first step in their elimination. Incorporating this
kind of measurement requires overcoming barriers related to the availability and
quality of information, limited resources (financial and technical), little
commitment or political will, and lack of articulation between the actors involved.
As well as taking advantage of the current momentum that the international
agenda gives to the measurement of inequalities through technical assistance
and political support.



INTRODUCCION

“Inequality is a defining challenge of our time. But

what does it really look like? Do we have the right measures of inequality?” *

Las sociedades se transforman, las enfermedades varian y los servicios
sanitarios mejoran, pero las diferencias en salud injustas y evitables persiste o
aumenta. Aun observamos la “ley inversa de la atencion sanitaria”. a mayores
necesidades, menor o peor atencion, es decir, el uso y la calidad de la asistencia
sanitaria varia en sentido inverso a los requerimientos de la poblacion.?? Los
indicadores de salud global muestran que en la salud materna persisten las

mayores desigualdades.*

En Latinoamérica y el Caribe (LAC) cientos de mujeres siguen muriendo por
causas prevenibles relacionadas con el embarazo y parto. Las diferencias se
acentian en poblaciones vulnerables como los indigenas, donde el riesgo de
morir durante el embarazo, parto o puerperio, se triplica. Ademas de tener las
menores tasas de uso de servicios prenatales y baja cobertura en la atencion del
parto por un médico o enfermera. Mejorar la salud materna, particularmente la

de las mujeres indigenas, sigue siendo un desafio para la regién.>®

La investigacion se ha concentrado en evaluar las diferencias en la cobertura de
la atencién de la salud materna por niveles de riqueza, evidenciando menores
niveles en los quintiles mas pobres. 72 Sin embargo, pese a la evidencia de que
una mujer indigena tiene mayor riesgo de muerte materna, poco se sabe sobre
las brechas por etnicidad en cuyas poblaciones se conjugan distintos
determinantes sociales como: la pobreza, bajo nivel educativo, roles de género

y factores culturales.

Las principales limitantes son la escasez de datos desglosados por condicion
étnica, principalmente, en los registros sanitarios, y la dificultad para clasificar a
la poblacién por etnicidad de una manera consistente o estandarizada.>° La
etnicidad no esta definida por caracteristicas fijas o facilmente medibles. Es un
concepto subjetivo y contextual que involucra varias dimensiones como el

idioma, el territorio, la religién o la raza.'1?



Desde la perspectiva cualitativa, la investigacion escasa y se ha centrado en la
comprension de los reportes de resultados de la medicion de indicadores
compuestos relacionados con la atencion materno-infantil, y en la percepcion de
su utilidad en la toma de decisiones. Estos temas se han explorado en actores
clave (ministros, responsables de programa, académicos y donantes). Entre los
hallazgos encontrados, se reconoce a estos indicadores como una herramienta
relevante en la toma de decisiones, pero que requiere mejorar los mecanismos

de comunicacién y difusién en audiencias clave.!3

Recientemente, en relacion con el monitoreo de las desigualdades, se han
publicado articulos que sefialan los desafios que los paises podrian enfrentar al
establecer o fortalecer sus sistemas de monitoreo de desigualdades en salud, y
las oportunidades que podrian ayudarles a superarlos.'*® Las principales
barreras estan vinculadas con las limitaciones de los sistemas de informacion,
pero también hay dificultades politicas, sociales y culturales. Mientras que las
oportunidades vienen desde la construccion de capacidades técnicas y de

andlisis, encontrar maneras efectivas de usar los resultados.41¢

La presente investigacion plantea un abordaje mixto a través de un componente
cuantitativo y uno cualitativo para explorar: cdmo estimar las desigualdades en
salud materna por etnicidad y la magnitud de estas diferencias, asi como, el
estado del monitoreo actual y los factores inciden en la implementacion y uso de

indicadores de desigualdad por etnicidad.

Desde la perspectiva cuantitativa se publicaron dos articulos enfocados en cémo
medir y estimar las desigualdades por etnicidad. El primero, titulado “Indigenous
language and inequitable maternal health care,Guatemala, Mexico, Peru and the
Plurinational State of Bolivia” exploré el uso del criterio del lenguaje como un
proxy para definir el estratificador de etnicidad, y estimar las diferencias en la
cobertura del continuo de la atenciéon de la salud materna (CASM) entre
indigenas y no indigenas. Los resultados obtenidos mostraron un primer
panorama sobre las brechas por etnicidad en el CASM para México y de otros
paises latinoamericanos (Bolivia, Guatemala y Perd) que tienen también una

proporcion importante de poblacién indigena y una alta mortalidad materna.



Derivado de la complejidad de operacionalizar la condicidn étnica, en el segundo
articulo llamado “How the choice of ethnic indicator influences ethnicity-based
inequities in maternal health care in four Latin American countries: Who is
indigenous?,” se analiz6 el efecto del uso de distintos criterios de identificacion
étnica en la estimacion de las desigualdades. Criterios relacionados con el
lenguaje y la autoidentificacion fueron considerados como medidas proxy para
clasificar a la poblacion como indigena o no indigena. Se midieron las
desigualdades relativas por etnicidad en el CASM a través de la estimacion de
ratios de cobertura ajustados por otras Vvariables socioeconémicas y

demograficas.

Respecto al componente cualitativo a través de la entrevista a informantes clave
involucrados en el monitoreo de la salud y atencion materna se exploré como se
realiza el monitoreo actual y qué factores influyen para implementar la medicion
de las desigualdades por etnicidad. Los hallazgos fueron publicados en el
articulo “Obstacles and opportunities for monitoring ethnicity-based inequalities

in maternal health care: Lessons from Mexico.”

La tesis doctoral por compendio de publicaciones se presenta grosso modo en
cuatro capitulos. En el primero se exponen dos temas que resultan relevantes
que ayudan a fundamentar la necesidad de llevar a cabo el estudio. En el
segundo se describe la metodologia utilizada para el analisis cuantitativo y
cualitativo. En el tercero se presentan las publicaciones generadas a partir de
esta investigacion. Finalmente, en el cuarto capitulo se discuten los resultados

obtenidos y las conclusiones derivadas del estudio realizado.



OBJETIVOS

General

El objetivo principal, es medir la desigualdad en salud materna por etnicidad e
identificar los elementos que inciden para su implementacion como un

instrumento de monitoreo de la equidad en salud en México.

Especificos

1. Clasificar a la poblacion por etnicidad

2. Estimar los indicadores del continuo de la atencién materna que componen el

indice de cobertura compuesto, en particular, en areas de planificacion familiar,

atencion prenatal, atencion del parto y posparto por etnicidad

3. Estimar el indice de cobertura compuesto del continuo de la atencién materna

por etnicidad

4. Conocer el estado y procesos del monitoreo de la salud y atencion materna

en general y en poblaciones indigenas

5. ldentificar los elementos que inciden en la implementacion del monitoreo de
las desigualdades en la atencion de la salud materna a través de la entrevista a

actores clave



CAPITULO I. ¢POR QUE MONITOREAR LAS
DESIGUALDADES POR ETNICIDAD EN LA ATENCION
DE LA SALUD MATERNA?

1.1 Mujeres indigenas: vulnerabilidad y desigualdad

Las mujeres indigenas suelen enfrentar una triple desventaja debido a su
pertenencia étnica, sexo y residencia predominantemente rural. Su condicion de
mujer y de indigena las coloca en una posiciéon de mayor vulnerabilidad, son
generalmente analfabetas o con menor educacién, las primeras victimas de la
pobreza y mueren con mayor frecuencia por causas evitables relacionadas con

el embarazo, parto o puerperio respecto a otras mujeres.>%17.18

La etnia ha sido reconocida como un determinante social de las inequidades en
salud porque reflejan una distribucion injusta de los riesgos y los recursos
sanitarios. Las diferencias observadas en las personas pertenecientes a grupos
étnicos en comparacion con la poblacion general son prevenibles e innecesarias,

y el permitir que persistan es injusto.%2°

En todo el mundo, las mujeres indigenas suelen presentar los peores resultados
en salud materna que otras poblaciones. Ademas de tener una menor
probabilidad de beneficiarse de los servicios de salud materna. En LAC, los
paises con mayor poblacion indigena o afrodescendiente (Bolivia, Brasil,
Guatemala, Ecuador, Haiti, México, Perd, y Republica Dominicana) tienen
mayores tasas de mortalidad materna en la regiéon o en el nUmero absoluto de

muertes, como en el caso de Brasil y México.>®21.22

En muchas comunidades del LAC las mujeres indigenas tienen tres veces mas
probabilidad de morir por causas relacionadas al embarazo vy el parto que las
mujeres no indigenas que viven en las mismas comunidades.® En México, en
municipios predominantemente indigenas con alto y muy alto grado de
marginacion y aislamiento geografico y social, el riesgo de muerte materna

puede ser hasta nueve veces mayor que en municipios mejor cominicados.?!

Respecto a la cobertura en el continuo de la atencion de la salud materna,
algunos estudios han documentado que tanto en México como en otros paises

de la regién los niveles son menores en las mujeres indigenas. Las mayores



brechas de cobertura se observan principalmente en la atencion del parto por

médico o enfermera y en el uso de anticonceptivos modernos.?-24

Las diferencias observadas podrian reflejar los obstaculos que deben superar
las mujeres indigenas debido a barreras en al acceso a los servicios, del lenguaje
0 en la calidad de la atencion debido a situaciones de discriminacion.>??
Ademas, las normas culturales y sociales de cada grupo étnico guian sus
creencias y practicas entorno a la atencién de su salud y en su comportamiento
reproductivo. Lo cual podria incidir indirectamente en los niveles de cobertura de

los servicios sanitarios.2>26

Uno de los principales desafios para luchar contra las desigualdades étnicas es
el vacio en la disponibilidad de informacion.???’ La falta de datos desagregados
por etnicidad podria estar ocultando profundas desigualdades que requieren de
soluciones eficaces orientadas a evitar que mas mujeres indigenas mueran por

causas que son evitables con una oportuna y adecuada atencion sanitaria.?>28

1.2 Objetivos del Desarrollo Sustentable: Momento estratégico

Actualmente, México enfrenta una agenda internacional que busca reducir la
mortalidad materna, la cobertura universal de los servicios de salud sexual y
reproductiva, asi como la equidad en salud, a través del cumplimiento de los
Objetivos del Desarrollo Sustentable (ODS). Los ODS, bajo la premisa de “to
Leave No One Behind”, hacen un llamado no solo a reducir las desigualdades
en salud, sino también a medirlas y monitorearlas por ingreso, educacion,

género, etnicidad, discapacidad, etc.?®

En el contexto de los ODS el monitoreo de las desigualdades ha ido ganando
atencion como prioridad politica. La agenda 2030 para los ODS ha dado un
mayor impulso para el establecimiento o fortalecimiento de los sistemas de
monitoreo de las desigualdades en salud. Por lo que de forma global se ha
impulsado el establecimiento de observatorios nacionales de inequidades en
salud. En México, desde 2015 se inici0 la conformacion del Observatorio

Nacional de Inequidades en Salud.43°

Asi mismo, el Plan Nacional de Desarrollo 2019-2024, de manera similar, incluye

como uno de sus principios rectores “No dejar a nadie atras, no dejar a nadie



fuera”. Bajo este principio, el gobierno mexicano manifiesta promover un modelo

de desarrollo “orientado a subsanar y no a agudizar las desigualdades”.3!

Con la adopcion del compromiso de los ODS y apegado a lo establecido en el
actual plan de gobierno conlleva el reto de pasar del discurso a la accién, lo que
brinda un momento estratégico para crear y fortalecer las capacidades
institucionales para monitorear las desigualdades sociales. EI monitoreo de las
inequidades en salud deberia ser una prioridad que requiere la concentracion de

los esfuerzos de distintos actores dentro y fuera del sector salud.3?

Bajo este marco, pareciera ser el momento oportuno para medir las
desigualdades por etnicidad en la atencion de la salud materna. Esto permitiria,
en primer lugar, visibilizar las brechas que existen y que requieren de una pronta

respuesta.



CAPITULO Il. METODOLOGIA

El abordaje de la investigacion fue mixto a través de componente cuantitativo
enfocado a la estimacion de las desigualdades por etnicidad y uno cualitativo
con el proposito de identificar las barreras para la implementacion y uso de este
tipo de indicadores como herramientas de monitoreo de las inequidades por

etnicidad.

2.1 Componente cuantitativo

Con datos secundarios de encuestas demogréficas y de salud de
representatividad nacional, se realiz6 un analisis descriptivo transversal de las
desigualdades en el continuo de la atencion de la salud materna por etnicidad.
Se consideraron datos para México y otros paises latinoamericanos con una
proporcion importante de poblacion indigena y una alta mortalidad materna

(Bolivia, Guatemala y Peru).

Se consideraron mujeres en edad reproductiva (MER) de 15-49 afios que
proporcionaron informacion sobre su Gltimo embarazo en los Ultimos 2 o 5 afios'
al momento de la encuesta. Para analizar el uso de anticonceptivos se

consideraron las MER casadas o unidas.

En la seleccién de los indicadores se considerd la perspectiva del CASM, en la
cual cada fase es esencial (proceso de gestacion, parto y posparto) y reducir la
mortalidad materna depende tanto de la cobertura de la atencién como de la
calidad de los servicios prestados.®® Debido a que durante los controles
prenatales es posible la identificacion temprana de riesgos y complicaciones a
considerar en el parto, el cual debe ser atendido por personal calificado y al
interior de los servicios de salud. La atencién inmediata del posparto y un
adecuado seguimiento contribuyen a la reduccion de mortalidad por infecciones

y hemorragias.*?

Para medir las desigualdades se utilizaron métricas simples que permiten hacer
comparaciones por pares, indigenas vs no-indigenas, debido a que suelen ser

mas intuitivas y faciles de entender.3? Se estimaron diferencias absolutas y

"En los ultimos 2 afios en México y 5 afios en Bolivia, Guatemala y Peru.



relativas de indicadores relacionados con el uso de anticonceptivos modernos,
la atencion prenatal, del parto y el puerperio. Con la desigualdad absoluta
observamos la magnitud de la diferencia entre los dos grupos, mientras que con

la relativa se muestran las diferencias proporcionales.
Primera Fase

Se analizaron las desigualdades absolutas en la cobertura de la atencion por
etnicidad considerando como un proxy de la condicion étnica el criterio del habla
lengua indigena (ver publ. CQn 1). Si la mujer indicaba que hablaba una lengua
indigena se clasificaba como indigena, en caso contrario se identificaba como
no-indigena. Se realiz6 una caracterizacién sociodemogréfica por etnicidad en
cada pais considerando algunas variables de interés tales como: edad,
educacioén, estatus marital, nivel socioeconémico, area de residencia y afiliacion

a algun seguro médico.

Se analizaron siete indicadores que cubren el continuo de la atencion que
reciben las mujeres antes y durante el embarazo, el parto y posparto: 1) recibi6é
atencion prenatal alguna vez (ACP), 2) recibié atencion prenatal por personal
calificado (CPPC), 3) al menos cuatro consultas de control prenatal (NCP), 4)
consulta prenatal en el ler. trimestre del embarazo (PTCP), 5) atencién del parto
por personal calificado (APPC), 6) recibi6 atencion posparto alguna vez (CPos),

7) uso de anticonceptivos modernos por mujeres casadas o unidas (UA).

Se calculé el nivel de cobertura para cada uno de los indicadores con sus
respectivos intervalos de confianza considerando el efecto de disefio de cada
una de las encuestas. La cobertura se defini6 como el porcentaje de mujeres que

reciben una intervencién especifica entre aquellas que lo necesitan.

Adicionalmente, se estimé un indice Compuesto de Cobertura (ICC) como un
promedio ponderado de 6 de los indicadores evaluados y que otorga igual peso
a cada una de las fases del continuo de la atencion, y se estima con la siguiente
formula:

1

CPPC + NCP + PTCP
Z (UA +

3

+ APPC + CPOS)



Considerando como meta un 100% de cobertura de cada una de las
intervenciones correspondientes a los indicadores. El ICC toma valores del 0 a
100, por lo tanto, valores cercanos al limite superior reflejan mejores niveles de

cobertura del continuo de la atencion de la salud materna.
Segunda Fase

Tras el andlisis de los resultados obtenidos en la primera fase y la complejidad
conceptual y técnica observada para definir el estratificador de etnicidad
adecuado para estimar las desigualdades. Se midieron las desigualdades
relativas por etnicidad a través de ratios de cobertura (CR) del CASM. El
considerando diferentes criterios de identificacion étnica relacionados con el
lenguaje o la autoidentificacion. Esto permite observar si las brechas entre
indigenas y no indigenas pueden ser mayores o0 menores dependiendo de los

criterios utilizados.

Se midieron los seis indicadores de cobertura considerados en el ICC de la
primera fase. Los CR se estimaron a través de modelos de regresion Poisson
(ver 3.2) ajustados por edad, educacion, nivel socioecondémico, area de
residencia, afiliacion a algun seguro de salud y si las mujeres eran beneficiarias
de un programa social relacionado con la atencion materna. Los CR se obtienen
dividiendo la cobertura alcanzada por los indigenas vs la de los no- indigenas,
por lo que un valor cercano a 1 significa que la cobertura es similar entre ambos

grupos.

Las estimaciones, el analisis estadistico y gréaficos fueron realizados con el

software Stata 14.

2.2 Componente cualitativo

Se revisaron documentos normativos y estratégicos para identificar a las
instituciones o areas del sector salud involucradas en el monitoreo, asi como
reportes de organismos nacionales e internacionales que abordan el tema. A
partir de la informacion recolectada, se realiz6 un mapeo de actores y procesos
claves para el monitoreo de los indicadores en salud materna. Ademas, se
solicitd a los participantes que indicaran a otras instituciones o actores que

también podrian estar relacionados con el monitoreo.



Se realizé un muestreo intencional (ver 3.3), es decir, los participantes fueron
seleccionados de acuerdo con la posibilidad de ofrecer informacién detallada y
relevante. Se entrevistd6 a actores claves involucrados en la estimacion,
monitoreo, utilizacion y gestion de indicadores en salud materna. Los
informantes eran tomadores de decisiones, coordinadores, técnicos e
investigadores pertenecientes al ministerio de salud, observatorios de monitoreo,

institutos de investigacion y organismos internacionales.

Se realizaron 17 entrevistas, en las cuales se utiliz6 una guia que cubria:
informacion general del entrevistado y su experiencia, indicadores de monitoreo
utilizados o estimados, fuentes de informacion, problematicas y necesidades en
el monitoreo, grupos de interés o vulnerables y aspectos de gestion estratégica.

Las entrevistas fueron grabadas y transcritas para su codificacion y analisis.

El andlisis realizado fue de tipo fenomenoldgico interpretativo, el cual se centra
en comprender el contenido y significado de la informacion recolectada (ver 3.3).
Se explor6 a partir de la propia perspectiva de los participantes su experiencia
en el monitoreo de la atencion de la salud materna para comprender el estado

actual en el que se desarrolla y los factores que inciden para que se realice.

Se realiz6 una exploracion detallada de cada una de las transcripciones las
cuales fueron leidas en repetidas ocasiones para reconocer los aspectos mas
significativos que mencionaron los participantes en sus discursos. Se
identificaron las similitudes, contradicciones, diferencias o ampliaciones que los
informantes mencionaban. Se consideraron todos los temas posibles que fueran
relevantes para el analisis y se busco la conexion entre ellos. Dos investigadores
definieron los problemas generales y los temas principales como un medio para

garantizar la calidad y el rigor del analisis de las respuestas.
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Indigenous language and inequitable maternal health care,
Guatemala, Mexico, Peru and the Plurinational State of Bolivia

Nancy Armenta Paulino* Maria Sandin Vazquez® & Francisco Bolimar®

Abstract Latin America and the Caribbean still have high maternal mortality rates and access to health care is very uneven in some countries.
Indigenous women, in particular, have poorer maternal health outcomes than the majority of the population and are less likely to benefit
from health-care services. Therefore, inequities in maternal health between different ethnic groups should be monitored to identify critical
factors that could limit health-care coverage. In adopting the United Nations'sustainable development goals, governments have committed to
providing equitable and universal health coverage. It is, therefore, the right time to assess ethnic disparities in maternal health care. However,
finding a standard method of identifying ethnicity has been difficult, because ethnicity involves several features, such as language, religion,
tribe, territory and race. In this study, spoken indigenous language was used successfully as a proxy for ethnicity to detect inequities in
maternal health-care coverage between indigenous and non-indigenous populations in four Latin American countries: Guatemala, Mexico,
Peru and the Plurinational State of Bolivia. Although, quantifying ethnic inequities in health care is just a starting point, this quantification
can help policy-makers and other stakeholders justify the need for monitoring these inequities. This monitoring is essential for designing
more culturally appropriate programmes and policies that will reduce the risks associated with maternity among indigenous woman. As
long as inequities persist, identifying them is an important step towards their elimination.

Abstractsin ;3 &, 53, Frangais, Pycckiii and Espaiel at the end of each article.

Introduction

Countries in Latin America and the Caribbean have some
of the highest adolescent pregnancy rates in the world and
adolescent pregnancies are more common among uneducated,
poor and indigenous women. In these countries, women with
socioeconomic disadvantages are more likely to postpone
seeking care and experience delays in accessing services and
receiving adequate health care.'” These difficulties highlight
the challenges still faced in these countries in improving
maternal health."”

Indigenous women form one of the most vulnerable
groups in these countries: they experience substantially worse
maternal health outcomes than the majority of the population
and are less likely to benefit from services." In addition, they
are more likely than other women to experience social and
economic exclusion and to die during pregnancy or child-
birth.** Indigenous populations are adversely affected by a
combination of different social determinants of health, such
as poverty, limited education, disadvantageous gender roles
and cultural factors. Table 1 lists differences in some of these
social determinants between indigenous and non-indigenous
people in four Latin American countries.” In addition, health
disparities between different ethnic groups may also reflect the
effect of discrimination on access to health services, or on the
quality of the care provided.**"

Given these disparities, it is both useful and necessary to
monitor inequities in maternal health between different ethnic
groups. Monitoring would help quantify differences between
groups and identify critical factors that limit the coverage of
care. Governments, health-care organizations and other key
actors could then focus research on problematic areas to de-
termine their cause. Subsequently, policies, programmes and
practices could be changed to benefit the health of indigenous
women and to ensure that resources are allocated efficiently."

By accepting the United Nations’ sustainable development
goals (SDGs), governments have committed themselves to
continuing efforts to reduce maternal mortality and inequities
in maternal health, both within and between countries. The
agenda of the SDGs provides a major impetus for establishing
or strengthening systems for monitoring health inequalities
and calls for the production of “data disaggrepated by income,
gender, age, ethnicity, disability and other relevant character-
istics”'* This is, therefore, the right time to assess disparities
in maternal health care between different ethnic groups. How-
ever, quantifying the influence of ethnicity on health inequities
is not an easy task. Ethnicity is not defined by fixed or easily
measurable characteristics; it is instead considered a subjective
and contextual concept that involves several dimensions, such
as language, religion, tribe, territory and race.'*'* The main
obstacles are a lack of disaggregated data and the difficulty of
identifying ethnicity in a consistent or standardized way across
countries. Previous surveys carried out in several countries
have used a heterogeneous set of questions to capture ethnicity
and there have even been differences between surveys repeated
in the same context in different years.'*"*

In previous studies of the size of the indigenous popula-
tion in Latin America and the Caribbean, the most common
criterion used for identifying ethnicity is spoken indigenous
language. Questions about language have been included in
censuses and national surveys for many years."*** From a
social perspective too, spoken indigenous language has been
considered a marker of ethnicity because it is a manifestation
of people’s attachment to their culture.”** Consequently,
this criterion may be useful for studying variations in health
inequities between different ethnic groups. Here we report
on how the criterion of spoken indigenous language can be
used as a proxy for ethnicity in investigations of inequities in
maternal health care coverage between indigenous and non-
indigenous populations.

# Public Health Unit, Faculty of Medidne, University of Alcald, Crtra Madrid-Barcelona Km 33.6, Alcala de Henares, 28871, Spain.
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Nancy Armenta Paulino et al.

Key concepts
Ethnic and indigenous groups

An ethnic group is defined as a col-
lectively that identifies itself, and it
is identified by others, with regard to
certain common elements, such as lan-
guage, religion, tribe, nationality, race
or a combination thereof, and whose
members share a common feeling of
identity.'**** An indigenous group is
a particular form of ethnic group: its
members have an established history in
a particular territory and have a com-
mon language and culture.'™'*** At least
four elements should be taken into ac-
count in defining indigenous peoples:
(i) recognition of identity; (ii) common
origin (iii) territoriality; and (iv) the
linguistic-cultural dimension. The first
element refers to the sense of belonging
to a group, the second refers to the idea
of coming from common ancestors, the
third recognizes traditional occupation
of a specific territory, and the fourth is
linked to an attachment to a culture,
language, worldview and way of life.'™*

Ethnicity and language

Ethnic group expresses its culture and
social identity through language, be-

Policy & practice I
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cause language is intimately linked to
mental and ideological processes and to
the perception of internal and external
worlds. Language is a fundamental point
of reference by which an ethnic group
finds its own identity. Many indigenous
cultures have traditional knowledge that
is transmitted only orally. ">
Despite the problem of how to
deal with data on multilingual indi-
viduals, people who report speaking
an indigenous language are highly
likely to be members of the indigenous
group that speaks that language, be-
cause language is more than simply a
means of communication. Language is
also a central element of culture and of
the process of socialization.*'**** Lan-
guage is therefore important for study-
ing health care in indigenous groups.
Language can be used as a proxy for
membership of an indigenous group
and is a strong determinant of access
to health care.” The presence of
a language barrier has been closely
linked to the limited access to health
care that results from being unable to
communicate with health-care person-
nel. Several studies have documented
that poor health outcomes are more
likely when there are language and
cultural barriers between patients and

health-care providers.”** Language
barriers may also influence patients’
perceptions of the guality of care.
Conversely, it is also possible to use
the criterion of language to indirectly
investigate differences in health care
associated with these barriers.

Measuring inequities by
ethnicity

Studying how inequities in health vary
according to ethnicity involves divid-
ing a study population into appropriate
groups. However, how subgroups within
a population are defined may depend
on the method of data collection, the
data available and the population’s
characteristics. In the past, most sur-
veys performed in Latin America and
the Caribbean asked whether people
spoke an indigenous language, what
language they spoke or which language
was spoken most often in their homes.
Examples of the questions asked in four
Latin American countries are shown in
Fig. 1. We believe that using the criterion
of primarily speaking an indigenous
language enables us to identify a group
of women who share a culture related
to maternity, who could experience a
language barrier and who could suffer

Fig. 1. Survey questions used to identify people speaking an indigenous language, Guatemala, Mexico, Peru and the Plurinational State

of Bolivia, 2008, 2009 and 2015

Question used to identify people Respanse Ethnic
speaking an indigenous language categorization
Guatemala Kagchiguel, Teqehi, Kiche, Mam, Pogomchi, |——= | Indigenous. ‘
uéidioma (lengua) hablan habitua'mente Tew'utujil, Kanjobal, Chorti or Pocomam
los miembros de su hogar o la mayoria de ellos?
[Which language does all or most of your
househldusuly peat] —| Spanish |—-| Norindigenaus ‘
Mexico — | Yes l—b | Indigenous. ‘
;Usted hablr alguna lengua indigena?
[Do you speak an indigenous language ] —
— No Non-indigenous
Peru > (Quechua, Aymara or anather = | Indigenous. ‘
Cudl es el idioma o lengua materna que indigenous language
aprendid en su minez?

Which mother didd you fearn in childhood!

f language didyou learnn 1 —i-| Spanish or a foreign language |—>| Non-indigenous ‘
Plurinational $tate of Bolivia Quechua, Aymara, Guarzni or another —— | Indigenous. ‘
i0ué idiomas o lenguas hablas? ’ indigenous language
[Which language do yo speak’]

-
| Spanish or a foreign language |_’| Ron-indigenous ‘

Mote: The guestions listed were used in the 2008 Demographic and Health Survey in Bolivia, the 2008-2009 National Survey on Maternal and Child Health in
Guatemala, the 2015 National Survey of Children and Women in Mexico and the 2015 Demographic and Health Survey in Penu -+
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discrimination, all of which may affect
maternal health care.

Selecting indicators

Another essential consideration in
evaluating health inequities is selecting
the most appropriate indicators. For
maternal health care, we believe that
any analysis should consider women’s
health-care coverage across the con-
tinuum of care from before pregnancy

through to pregnancy, childbirth and
the postpartum period. However, when
viewed from the perspective of the
continuum of care, every phase is im-
portant and, if possible, a composite
index should be formed from all indica-
tors monitored. Fig. 2 gives examples of
the indicators used in previous studies.
In addition, reducing mortality also
depends on high care coverage and on
the quality of the services provided.”

Nancy Armenta Paulino et al.

Nevertheless, the final decision on which
indicators to monitor depends on the
context and national and local needs.

Case studies

We looked at ethnic inequities in mater-
nal health care in four Latin American
countries where a substantial propor-
tion of the population is indigenous
and where the maternal mortality ratio
is high: Guatemala, Mexico, Peru and

Fig. 2. Maternal health care coverage, by ethnicity, Guatemala, Mexico, Peru and the Plurinational State of Bolivia, 2008, 2009 and 2015

Before pregnancy and birth
Contraceptive use Antenatal care with a skilled provider
(Guatemala [ o Guztemala e 0
Mexico ® O Meico 0
Penu ® O Penu [ 8]
Plurinational State 0 Plurinztional State ()]
of ol T 1 1T 1 T T T T T | of ol U 1T T 1 T T 1
0 MW 20 30 40 50 6 70 0 90 00 0 W 0 30 40 5 60 70 B 90 100
First antenatal care visit in first trimester Four or more antenatal care visits
Guatemala ™ o Guatemala [ Yo
Mesico e O Mexico L ] o
Peru e O Peru O
Plurinational State [ )} Plurinational State o«
DfEDli\'ia I I I I I I I I I 1 Uf BDIME I T T T T T T T T T 1
010 20 30 4 50 & 70 B0 90 100 0 W 2 30 4 5 60 70 B 9 100
Percentage of women Percentage of women
Birth and postpartum period
Skilled birth atendant present Postnatal care visit
Guatemala @ o Guatemala ® O
Meice e O Mexico ® O
Peru [ Xe] Pery [ o]
Plurinational State ®0 Plurinational State o«
of ol T T T T T T T T T 1 ol T T T T T T T
0 W 20 30 4 50 60 F0O 80 9 W00 0 W0 XN 30 40 50 60 70 B W 00
Percentage of women Percentage of women

Over the continuum of maternal health care

Compasite coverage index

Guatemala ® (o)
Mexico
Peru

Plurinational State
of Bolivia

o0

® O
o]

@ Indigenous women
@ Mon-indigenous women

T T T 7T T T T T 1
0 W 20 30 40 50 &0 70 30 9% 00

Percentage of women

Motes: For each indicator, coverage was defined as the percentage of women who received the intervention among those who needed it. The composite coverage
index is the weighted average of coverage of the six other indicators illustrated. Data for this figure were derived from the 2008 Demographic and Health Survey
in Bolivia, the 2008-2009 National Survey on Maternal and Child Health in Guatemala, the 2015 Mational Survey of Children and Women in Mexico and the 2015

Demoaraphic and Health Survey in Peny 3=
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the Plurinational State of Bolivia. We
obtained data from Demographic and
Health Surveys and Multiple Indica-
tor Cluster Surveys.”™** When we used
spoken indigenous language as a proxy
for ethnicity, we found differences in
maternal health care between differ-
ent ethnic groups in all four countries
despite efforts made over the last two
decades to reduce maternal mortality
in response to the millennium devel-
opment goals (Fig. 2).* In most cases,
differences between ethnic groups were
significant. However, ethnic differences
in maternal health-care coverage varied
substantially between countries and
indicators. Differences were most ap-
parent in the first and last stages of the
continuum of care. The indicators that
demonstrated the most substantial eth-
nic differences across all four countries
were contraceptive use and the presence
of a skilled birth attendant. These are the
indicators that interventions should be
focused on. The largest gaps in care for
all indicators were in Guatemala and the
smallest were in the Plurinational State
of Bolivia (Fig. 2).

Although differences in the level of
maternal health care coverage between
ethnic groups may be due to differences
in sociodemographic characteristics,
reducing inequities between ethnic
groups is more complex than simply
modifying these characteristics. Only
improving living conditions is not
enough, because other social and cul-
tural factors also have an influence in
indigenous populations.**-** In 2018, a
study of inequities in maternal and child
health interventions between ethnic
groups found that, although they had
decreased recently in countries such
as Guatemala, Mexico and the Pluri-
national State of Bolivia, differences
were still evident after adjustment for
wealth, educational level and place of
residence.”

Discussion

The main advantages of using spoken
language as a demographic character-
istic are that it is an objective variable
and that it is fixed. Moreover, to a certain
extent spoken language is independent
of the person's view of her- or himself
and will, therefore, not change over
time. In contrast, other characteristics,
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such as a person’s self-identification,
depend on the person being recognized
as indigenous and may be influenced by
negative prejudices or cultural empa-
thy."*** However, the main disadvantage
of using language as a proxy for ethnicity
is that the use of indigenous languages
is gradually decreasing, particularly
among the younger generation and
urban populations. Therefore, such use
will become increasingly difficult to
base ethnic identity on spoken language,
although such a proxy will still be use-
ful in areas where groups are mainly
monolingual."™"**'** The gold standard
would be to combine several attributes,
such as language, self-identification and
geographical location, as this would
improve acuracy.'™"** However, this
information is not always available.

In both quantitative and qualitative
studies, speaking an indigenous lan-
guage has been identified as one factor
that influences coverage of maternal care
services. Women who speak an indig-
enous language are less likely to have an
institutional delivery and are more likely
to attend fewer than four prenatal visits.
Moreover, a smaller proportion of these
women use modern contraceptives. In
addition, the maternal mortality rate
is higher in some areas where a large
proportion of the population speaks an
indigenous language.”* These find-
ings are consistent with the low level
of coverage of maternal care services
observed among indigenous women in
the countries we studied.

Using spoken indigenous language
as a proxy for ethnicity enabled us to
identify ethnic inequities in all countries
analysed. Our findings are in line with
those recently published, except in the
Plurinational State of Bolivia, where
those researchers observed greater ineg-
uities in maternal health care coverage
when the criterion of self-identification
was used as a proxy for ethnicity.”” The
contrast between our findings and this
previous study highlight two critical
factors that should be considered when
evaluating ethnic inequities. First, the
method used to determine ethnicity
can affect the magnitude of the inequity
observed. Second, good understand-
ing of the social context in a country
is essential for accurately interpreting
findings and for selecting the most ap-
propriate proxy for ethnicity in that con-
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text. For example, in the Plurinational
State of Bolivia, current social attitudes
towards the indigenous population may
increase people’s willingness to identify
themselves as indigenous. In contrast,
in some situations where discrimina-
tion and exclusion are comman, people
may not want to recognize themselves
as indigenous, ™%

Our findings confirm that indig-
enous people are vulnerable to inequities
in health care. Therefore, efforts should
be made both locally and nationally to
provide data disaggregated by ethnicity,
because the lack of such data could ob-
scure inequities that may lie behind the
averages. Historically, the indigenous
population in Latin America and the
Caribbean has been invisible statisti-
cally, because few data from the region
have been disaggregated by ethnicity.*""

Future studies of ethnic inequi-
ties in indigenous populations should:
(i) investigate the heterogeneity of the
indigenous population; (ii) verify study
findings using another criterion for
identifying ethnicity; (iii) analyse trends
in inequities over time; and (iv) evalu-
ate other indicators of coverage across
the continuum of maternal health care.
Regardless of the criteria used to moni-
tor ethnic inequities, transparency is
needed about why the criteria have been
used and about how ethnicity has been
categorized if we are to understand the
context and scope of a study’s findings.
Moreover, we should be cautious about
comparisons with other studies and
about generalizing a study’s findings,
because the observed magnitude of any
inequity could be altered using a differ-
ent criterion to identify ethnicity.

In conclusion, quantifying ethnic
inequities in health care is just a starting
point. Awareness of these inequities can
help policy-makers and other stakehold-
ers justify the need for monitoring and
the use of spoken indigenous language
as a criterion can be useful. Moreover,
monitoring inequities is essential for
designing more culturally appropriate
programmes and policies that will re-
duce the risks associated with maternity
among indigenous woman. As long as
inequities persist, identifying them is
an important step towards their elimi-
nation. l
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Résumé

Langue autochtone et soins de santé maternelle inéquitables dans I'Etat plurinational de Bolivie, au Guatemala, au Mexique

et au Pérou

LAmérique latine et les Caraibes continuent d'afficher des taux de
mortalité matemelle élevés et dans certains pays, I'accés aux soins
de santé est trés inégal. Les femmes autochtones, en particulier, sont
dans un plus mauvais état de santé maternelle que la majorité de
la population et sont moins susceptibles de bénéficier des services
de santé. Il convient donc de suivre les inégalités relatives  la santé
maternelle entre les différents groupes ethniques pour identifier les
facteurs déterminants qui peuvent limiter la couverture sanitaire. En
adoptant les objectifs de développement durable des Nations Unies,
les gouvernements se sont engagés a fournir une couverture sanitaire
équitable et universelle. Il est donc ternps d'évaluer les disparités
ethniques en matiére de soins de santé maternelle. Il s'est néanmains
avéré difficile de trouver une méthode standard permettant de
définir 'appartenance ethnigue, car cette derniére implique plusieurs
caractéristigues, telles que |z langue, la religion, la tribu, le territoire et la

race. Dans cette étude, la langue autochtone parlée a été utilisée avec
succés en tant quindicateur d'appartenance ethnigue pour détecter
les inégalités concernant la couverture des soins de santé maternelle
entre les populations autochtones et non autochtones de quatre
pays latino-américains: |'Etat plurinational de Balivie, le Guatemala, le
Mexique et le Pérou. Bien que la quantification des inégalités ethniques
en matiére de soins de santé ne soit qu'un point de départ, elle peut
aider les responsables politiques et d'autres parties prenanites a justifier
la nécessité d'un suivi de ces inégalités. Ce suivi est essentiel pour
concevoir des programmes et des politiques mieux adaptés ala culture
des populations et réduire ainsi les risques associés a la maternité chez
les femmes autochtones. Tant que des inégalités persistent, les identifier
est une étape importante vers leur élimination.
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Pesome

A3bLIKK KOPeHHLIX HAPOLOB W HEPABEHCTEO B OXPaHe 3A0POBbA MaTepyn B BonuerKn (MHOroHaUuWoHanbHoe

rocynapcrteo), [eatemane, Mekcnke u lMepy

YPOBEHE MATEQUHCKOWN QUEDTHOCTW B CTpaHax JIaTMHCKON AMepiku
W Kaprbcxoro BacceiHa coXpaHASTCR BEICOKMM, 3 QOCTYT K MEWKO-
CaHWTAPHLIM YCITYTam B HEKOTOPLIX CTPaHax pacnpefensH O4eHb
HEpaEHOMEPHO. B U3CTHOCTM, MEHILMHB-NPENCTAEMTENM KOPEHHbX
HapOAOE UMEIDT XY[LUME MOKI33TENN MATEPHUHCKOMO 2I0POBLA W
WOXOAB MATEPUHCTES, YeM DONBLIMHCTED HACENEHWMA, M ANA HUX
BEPOATHOCTL BOCTMONBbIOBATHCA YCITYTaMW 3[paBO0OXpPaHEHUA
OKa3IWBAETCA HMxe. (nefoBaTentHo, HEPAEEHCTED B cdepe
OXPaHbl M3aTEDUHCKOMO 3A0POBbLA B PA3NMUHBIX ITHUYECKWX
TRYNNax HECOXOOMMO OTCIEMMEITE ANA BHABNEHWA KPUTUUSCKNX
$aKTOPOB, KOTOPLIE MOTYT OrPaHMUMEaTE OXBAT HACENEHUA
ycnyramu 3npaBooxpaHequA. BHegpaa npepgnoxenHoe OOH
LUEeNnK YCTOWUMBOTO Pa3gWTHA, NPaBUTENLCTBE BepyT Ha cebA
obaAzaTenscTea obecneunBeaTs BCeobWMIA M PaBHBIN [OCTYN K
YCIyram 3paBocxpaHeHvA. CNefoBaTenbHO, NPULLNG BPEMA
OLEHUTE ITHWUECKOE HEPABEHCTED E NPEAOCTABNEHMM YCIYT MO
OXpaHEe MaTEpPMHCKOrD 3n0poBbA. OfHaKo HalTU CTaHAEPTHEIR
MeTo[ ONPERENEeHWA STHUYECKON NPUHALNEXHOCTI CNOXHD,
TaK Kak 3TO NOHATHME BKNIDYAST HECKONBbKD (aKTOpOos, TakuK KaK

ALK, PENATKA, MNEMEHHER NMDWHEANEKHOCTL, NPOXKWMBIHKWE Ha
onpefeneHHoON TEPPUTOPHK W PaCOBaA MPUHaANEXHOCTE. B
AZHHOM MCCNEA0BIHMA A3bIK KOPEHHLIX HAPOAOB B MNOBCEIHEEHOM
OOLEHMK YCTIELWLHO MCNONB30BANCA B KaYecTEE 3ameHbl GaKTopa
STHWUECKOW NMPUHAANEXHOCTH NMPK BLIABNEHWM HEP3BEHCTES B
NPEAOCTABNEHUY YONYT OXPaHb MATEPWHCKOTD 3[0POBLA MENIY
KDPEHHOW W HEKDPEHHOW NOMYMALMAMM CTpaH NaTHCKOR AMepia:
BonuenK (MHOrOHaLMOHaNEHOE MOCYNApCcTES), [Bamemant, Mekckm
W [Mepy. HecmoTpa Ha TO UTO KOMMUECTBEHHAA OLEHKA 3THWYECKOTD
HEpaBEHCTES B 3AP3BOCXPAHEHNMA — 3TO BCETO MWL HAYaNLHaA
TOUKA, OH3 MOMET OK333THCA NONEIHOW ANA ML, MPUHUMAIOLLMX
CTPaTerMueckle pPELIEHWA, W APYTAX YY43CTHUKOR NMPOLECcca npw
CHOCHOEAHWA HEOGXOOMMOCTA MOHUTODMHIA TAKOMD HEDaBEHCTES.
TaKOM MOHWTODWHT KD3RHE BameH ANA pa3pabotky nporpamm 1
CTPATETWA, YUMTHIBIOLWMX KYNETYPHBE OCODEHHOCTH, KOTOPHIE
Gbl CHW3WNK CBA3AHHBIE C MATEPWMHCTBOM PUCKK QNA HEHILUMH-
MPaACTEBMTENER KOPEHHBIX HaLMoHaNEHOCTER. [oKa HeDABEHCTED
CYLIECTEYET, BHABNEHWE KOHKDETHBI CITYU3EE — 3T0 NMEPELINA LWar K
€10 YCTPaHEHMI.

Resumen

Elidioma indigena y la inequitativa atencion sanitaria materna en el Estado Plurinacional de Bolivia, Guatemala, México y

Peru

América Latina v el Caribe siguen teniendo altas tasas de mortalidad
materna y el acceso a la atencion sanitaria es muy desigual en algunos
paises. Las mujeres indigenas, en particular, tienen peores resultados en
salud materna que la mayoria de la poblacian y menos probabilidades
de beneficiarse de los servicios de atencidn sanitana. Por tanto, deben
vigilarse las desigualdades en temas de salud matema entre los diferentes
grupas étnicos para determinar los factores criticos que podrian limitar la
cobertura de la atencion sanitaria. Al adoptar los objetivos de desarrollo
sostenible de las Naciones Unidas, los gobiemos se han comprometido
a proporcionar una cobertura sanitaria equitativa y universal. Por tanto,
es el momento adecuado para evaluar las disparidades étnicas en
la atencidn sanitaria materna. Sin embargo, ha sido dificil encontrar
un método estandar para identificar la etnia, pues esta tiene varias
caracteristicas, como el idioma, la religicn, la tribu, el territorio y la raza.

En este estudio, el idioma indigena hablado se utilizé con éxito como
indicador de la etnicidad para detectar las desigualdades en la cobertura
de la atencién sanitaria materna entre las poblaciones indigenas y no
indigenas en cuatro paises de América Latina: el Estado Plurinacional
de Bolivia, Guatemala, México y Perdl. Aunque la cuantificacion de
las inequidades étnicas en la atencion sanitaria s solo un punto de
partida, esta cuantificacion puede ayudar a los responsables de la
formulacion de politicas y a otros interesados a justificar la necesidad
de monitorizar estas inequidades. Esta monitorizacion es esencial
para disefiar programas y politicas culturalmente mas adecuadas que
reduzcan los riesgos asociados con la matemidad entre las mujeres
indigenas. Mientras persistan las desigualdades, identificarlas es un
paso importante hacia su eliminadion.
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Abstract

Background: The current focus on monitering health inequalities and the complexity around ethnicity requires
careful consideration of how ethnic disparities are measured and presented. This paper aims to determine how
inequalities in matemal healthcare by ethnicity change according to different eriteria used to dassify indigenous
populations.

Methods: Nationally representative demographic surveys from Bolivia, Guaternala, Mexico, and Peru (2008-2016)
were used to explore coverage gaps across matemnal health care by ethnicity using different criteria. Women were
classified as indigenous through selfidentification (SI), spoken indigenous language (5IL), or indigenous household
{IH). We compared the gaps through measuring coverage ratios (CR) with adjusted Poisson regression models,

Results: Proportions of indigenous women changed significantly according to the identification criterion (Bolivia:Sl-
63.196/5IL-37 79; Guaternala:SI-49.7%/5SIL-28.29%; PeruSl-34%/5IL-6.3% & Mexico:SI-29.7%/5IL-6.99). Indigenous in all
countries, regardless of their identification, had less coverage. Gaps in care between indigenous and non-
indigenous populations changed, for all indicators and countries, depending on the criterion used (e.g,, Bolivia CR
for contraceptive-use SI =070, SIL= 089; Guatemala CR for skilled-birth-attendant S1=077, SIL=059). The
heterogeneity persists when the reference groups are modified and compare just to non-indigenous (e.g., Bolivia
CR for contraceptive-use under SI=064, SIL=070; Guatermala CR for Skilled-birth-attendant under SI=0.77, SIL=
057).

Conclusions: The indigenous identification criteria could have an impact on the measurement of inequalities in the
coverage of matemnal health care. Given the complexity and diversity observed, it is not possible to provide a
definitive direction on the best way to define indigenous populations to measure inequalities. In practice, the
categorization will depend on the information available. Our results call for greater care in the analysis of ethnicity-
based inequalities. A greater understanding on how the indigenous are dassified when assessing inequalities by
ethnicity can help stakeholders to deliver interventions responsive to the needs of these groups.
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Background

With the adoption of the 2030 Agenda for Sustainable De-
velopment, governments pledged to ensure “no one will
be left behind”, and to continue efforts to reduce maternal
mortality and inequalities in maternal health. Sustainable
Development Goals (SDGs) have called for the production
of quality, accessible, timely, and reliable “data disaggre-
gated by income, gender, age, ethnicity, disability, and
other relevant characteristics,” and subsequently, monitor-
ing health inequalities has gained political attention [1, 2].
Therefore, now seems to be the time to assess ethnicity-
based differences in maternal health care.

Unlike other dimensions of inequity, measuring ethnic
inequalities is particularly difficult Studying how in-
equalities in health vary by ethnicity involves dividing
the population into appropriate groups, but the main ob-
stacles are the identification of ethnicity in a consistent
or standardized way, and the lack of disaggregated data
[3, 4]. In general, ethnicity is not defined by fixed or eas-
ily measurable characteristics [3, 5]. For indigenous pop-
ulations in particular, there are four dimensions that
should be considered when establishing operational eth-
nicity eriteria: (i) recognition of identity; (ii) common
origin (iii) territoriality; and (iv) the linguistic-cultural di-
mension [3, 6].

However, the principal criteria used to identify indi-
genous people are their self-identification and their
spoken language. From a human rights approach, self-
identification has been considered as the primary criter-
ion, but the inclusion of questions to capture it in sur-
veys is recent, and not all countries use it as a quantifier
vet Traditionally, countries have used the criterion of
spoken language, which some of them continue to use
to show the socioeconomic and health situation of the
indigenous people [3, 4, 7].

Some studies have shown that the size of the indigen-
ous population varies significantly depending on the cri-
teria used to identify them. In specific contexts, people
would not self-identify as indigenous due to negative
prejudices. Moreover, the use of indigenous languages is
gradually decreasing among the younger generations and
in urban populations, so, under these criteria indigenous
population seem to be decreasing or underestimated [3,
4, 8]. Therefore, using both self-identification and lan-
guage may provide not only a complete picture of the
ethnic inequalities but will also avoid undercount of the
indigenous population.

Recently, several studies have explored the inequalities
in maternal, newborn and child health by ethnicity in
some countries of Latin America [9-12]. The criteria
used to identify the women as indigenous were self-
identification (SI), spoken indigenous languages (SIL), or
indigenous household (TH) (if the head of the household
speaks an indigenous language or self-identifies). All
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studies agree with the wvulnerabiity of indigenous
women, who have less coverage across the continuum of
care from before pregnancy, through pregnancy to child-
birth [9-11]. Although the results are not directly com-
parable, it is possible to observe how the magnitude of
the gaps in the coverage level varies according to the cri-
terion used to identify ethnicity.

For the monitoring of inequalities to be meaningful and
useful in reducing ethnic gaps, equal attention should be
given to how ethnicity is conceptualized and specified, just
as to which is the rationale for reporting ethnic differ-
ences. These aspects are essential because without accur-
ate and reliable data, there is little capacity to monitor
changes in health status, to evaluate access to services and
their response to population needs, or to quantify the re-
sources expended on health services and programs.

To fill these gaps, this study aims to determine how
ethnic inequalities in maternal healthcare change ac-
cording to the different criteria used to classify the indi-

genous populations.

Methods

Study design and data sources

This study is a cross-sectional analysis of the continuum
of maternal health care by ethnicity in four Latin Ameri-
can countries: Bolivia, Guatemala, Mexico, and Peru.
These countries have a substantial proportion of indi-
genous population, and a high maternal mortality ratio
[13]. The analyses relied on the following publicly avail-
able databases: Demographic and Health Surveys and
Multiple Indicator Cluster Survey, specifically, Demo-
graphic and Health Survey (ENDSA) 2008 (Bolivia), Na-
tional Survey on Maternal and Child Health (ENSMI)
2014-2015 (Guatemala), National Survey of Children
and Women (ENIM) 2015 (Mexico), and Demographic
and Family Health Survey (ENDES) 2016 (Peru) [14-16].
All surveys collect individual information on ethnicity
and maternal health care. Taken together, the 4 surveys
included 28, 240 women. The numbers of women in-
cluded in the calculation of each indicator are shown in
Fig. 1. We used the software Stata 14 for the analysis
and graphs.

Coverage indicators

We assessed six indicators that cover the continuum of
care received by women before and during pregnancy as
well as childbirth and postpartum: Contraceptive use in
women married or living with a partmer, antenatal care
with a skilled provider, four or more antenatal care
visits, first antenatal care visit in the first trimester,
skilled birth attendance, and postpartum care (Add-
itional file 1 Table 51). From the perspective of the con-
tinuum of care, every phase is essential and reducing
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mortality depends on both the care coverage and the
quality of the services provided [17].

The coverages for each indicator were defined as the
percentage of women who receive a specific intervention
among those who need it. For indicators related to ante-
natal care, skilled birth attendance, and postpartum care,
women of reproductive age (WRA) of 15-49 years’ old
who had delivered a child either in the last 2 (Mexico)
or 5 (Bolivia, Guatemala, Peru) years at the time of the
survey were included. To analyze the use of contracep-
tives, we considered WRA currently married or living
with a partner.

Identification of ethnicity
We used the self-identification and language spoken as a
proxy for ethnic identity. With respect to self-identification,

the surveys inquired if participants belonged to an indigen-
ous group, or if they considered themselves as indigenous
or of a specific ethnic group. As regards language, surveys
asked whether the woman or the head of the household
spoke an indigenous language, what language was spoken
at home, or which was the most common language spoken
in their home. The questions and criteria used to classify
women as indigenous or non-indigenous in each country
are summarized in Table 1.

We classified women as indigenous through three main
criteria: self- identification (SI), spoken an indigenous lan-
guage (5IL), belong to an indigenous household (IH, if the
head of the household reported speaking an indigenous
language). The groups are not mutually exclusive, and
thus, some women could be classified as indigenous using
different criteria, i.e, a woman who spoke an indigenous
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Ethnicity identification Questions Categorizing
Indigenaus Reference Group
Seff- identification (S1) Sl MNor-5l
Bolivia Do you consider yourself a member of an indigenows  Quechua, aymara, guarani, ather Mane
people such as quechua, aymara, guarani, or ather?
Do you consider yourself as indigenous or non- Indigenaus Marrindigenous
Guatemala indigenous?
Do you consider yourself: maya, ladina/mestiza, garfuna, Maya, ¥inca or other ethria Ladina/mestiza,
¥inca, or other ethnial garifuna
Mexico  According to your culture, do you consider yourself s Yes Mo
indigenous?
Peru According to your ancestors and traditions, do you Quechua, aymara, native or Amazonias indigenous  Black, mulatto, afro

consider yourseff as: Quechua?, Aymar!, Native or
Amazonia’s indigenous?, Black, mulatto, afro Peruvian?,
White?, Mestiza, ather?

Spoken indigenous language (SIL)

Bolivia What languages do you speak?
Usually, what language do you speak at home?
Guatemala
Mexico Do you speak any indigenous language?
Peru Usually, what language or dialect do you speak at

home!
Indigenous househald (H)

Bolivia ff the head of household said to spesk an indigenous
language
Mexico ff the head of household said to spesk an indigenous

language

perwvian, White,
Mestizo

SIL Non-SIL

Quechua, Aymara, Guarani, anather native Spanish, foreign
language

Kaqchiquel, Qeqchi, K'iche, Mam, Pogomchi', Spanish

Tzuutujil, Qanjob'al, Ch'orti, Pocomam, Achi,

Akatekn, Awakateko, Chalchiteko, Chuj, trza', 1,

Jakatelteko (Popti), Mopan, Sakapulteko, Sipakapense,

Tektiteko, Usaparteko

Yes No

Quechua, Aymar, another native Spanish, foreign
language

H MNan-H

Indigenous household: Quechua, Aymara, Guaran,  Mon-indigenous

another native househald: Spanish,
foreign language

Indigenous household: Yes Mor-indigenous
household: No

Note: Spanish questions are available in Additional file 1 Table 52

language and self-identified as indigenous was included in
SIL and SI group. Because of the way the data are col-
lected, it was only possible to use the IH criterion in
Bolivia and Mexico. In Guatemala, the couples (husband-
wife) dataset could not be generated, and in Peru data
about indigenous language was only available for women.

Statistical analysis

Measurement of matemal health care inequalities

We estimated the proportion of indigenous women on the
sample by ethnic identification criteria and analyzed the
distribution of the continuum of maternal healthcare cover-
age for each of them. Also, we did an Equiplat to show the
level of coverage of each criterion and the distance in
coverage between indigenous and non-indigenous people,
which represents absolute inequality [18].

We measured a relative inequality by ethnicity through
the estimation of adjusted coverage ratios (CR). For each
outcome a CR is calculated by dividing the proportion of
health care achieved in indigenous versus non-indigenous

populations and thus can be interpreted as prevalence ra-
tios (le. @ CR=1 means that the coverage is equal be-
tween indigenous and non-indigenous). Using a Poisson
regression model for outcomes defined as binary variables
(Additional file 1 §1 and S3), the adjusted CRs were esti-
mated as a ratio of functions having in the numerator the
equation for the category of exposure considered (indigen-
ous) and in the denominator the equation corresponding
to the reference group (non-indigenous).

CRvi— C.Endl"mmr {X1=]:] _d%nél[-‘l:l]ﬁ:xiﬁx:_“ﬁh _eﬂ|
M Coon-indigemeus X1=0) PO Pl ghls _ghils

Where, X; adopts the value of zero “0” in the unex-
posed group (non-indigenous) and the value of 1 in the
exposed group (indigenous).

When the Poisson regression is applied to binomial
data, the association between exposure and outcome is
directly estimated by means of prevalence ratios (in our
case coverage ratios), which are more intuitive and easily
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interpreted than other association measures such as the
odds ratios from logistic regression [19-21].

The Poisson models were adjusted by age, education,
socioeconomic level, area of residence, affiliaion to
some health insurance, and whether women were benefi-
ciary of a social program related to maternal care [3, 4,
22, 23).

Differences in the inequalities by ethnic identification
criterion used

We compared how ethnic-based inequalities change by in-
digenous identification criteria through three approaches
(Table 2). In the first, we estimated the CR comparing
with the direct reference group by each criterion: SI vs
Non-SI, SIL vs Non-SIL and IH vs Non-IH. In the second,
we considered an adjusted comparison group, i.e, we only
included in the reference group women who did not re-
port any of the attributes of ethnic identification: SI vs
Non-Indigenous, SIL vs Non-Indigenous and HI vs Non-
Indigenous. Finally, in the third, with the same compari-
son group, we evaluated the CR by ethnicity considering
as indigenous women those who reported any of the eth-
nic identification criteria (SI or SIL or IH).

We summarized the CRs estimated through these
three approaches in a Forest plot to visually inspect the
heterogeneity of gaps obtained under different ethnic
identification criteria and checked the overlapping of
confidence intervals.

Results

Indigenous women

There is a certain degree of heterogeneity in the ques-
tions used to classify women as indigenous or non-
indigenous, with some semantic differences between the
countries. Both in the self-identification or language cri-
teria, the questions refer to specific ethnic groups in

Table 2 Approaches used to analyze ethnic-based inequalities
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some cases, and in others, it is asked in a general way
(whether it is considered indigenous or not). Some
countries ask the question by referring to their culture
or with their ancestors (Table 1).

Figure 1 shows that the proportion of indigenous
women changes significantly according to the indigenous
identification criterion used. In all countries, the per-
centage of women that self-identify as indigenous (63.2%
in Bolivia, 49.7% in Guatemala, 33.9% in Peru and 29.7%
in Mexico) is higher than women who said they speak
an indigenous language (37.7% in Bolivia, 28.2% in
Guatemala, 6.3% in Peru and 6.9% in Mexico). Almost
all women in the SIL category are also in the SI category,
except in Bolivia where 10.9% of women categorized as
SIL are not in the SI category.

Inegualities in the continuum of care for maternal health
Figure 2 shows the maternal health care coverage for each
ethnic criterion and the distance between indigenous and
non-indigenous in the four countries. We observed that
indigenous women in all four countries, regardless of how
they were identified, had less coverage in the continuum
of maternal health. Contraceptive use and skilled birth at-
tendant are the components in the continuum of care for
maternal health for which the most significant inequalities
are observed, mainly for Bolivia and Guatemala. Peru and
Mexico appear to be the countries with the smallest gaps
throughout the care continuum and Guatemala with the
largest care (Additional file 1: Table $4). Regarding socio-
economic characteristics, indigenous women have less
education, wealth and access to medical care (Additional
file 1: Table 54).

These gaps persist after adjusting the CRs by age, edu-
cation, socioeconomic level, area of residence, affiliation
to some health insurance, and whether women were
beneficiary of a social program related to maternal care,

Approach Comparison groups Specifications

Al Direct references Indigenous vs Non-

Indigenous

5l Mon- 51
SIL Non-5IL
IH Non- 1H

« The simplest way to measure gaps by ethnicity. We identify as indigenous those who report
the specific ethnic criterion and non-indigenous as who do nat repart it

- Otherwise, f women did not meet these criteria, they were considered as nonindigenous. A
woman who self-identified as indigenous but does not speak an indigenous language would
be classified as non-indigenous under the SIL criterion.

« This could be a unique way to measure inequalities when you only have information on arny

of the ethnic identification criteria,

A2 Adjusted reference  Indigenous
groups &l
SIL ws Mon- Indigenous

« We only induded in the reference group women who did not report any of the attibutes of
ethnic identification (self-identification, language or living in an indigenous househald)
« Under this approach, we avoid including in the reference group women with similar

IH sociocuttural factors because under other criteria they are identified as indigenous.
A3. Integrate Indigenous  vs Non- « We identified as indigenous women those who reported any of the ethnic identfication
indigenous population  if Indigenous  riteria

Slar SILor « Under this strategy, we can identify a higher number of women as indigenous.

IH « We considered that women identified through any of the different eriteria could share with

the rest some cultural factors related to motherhood or suffer discrimination and have
language bamiers, all of which may affect maternal health care.

Notes: 51 Self-identification, SIL Spoken indigenous language, IH: Indigenous household
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Fig. 2 Matemal health care coverage according to indigenous criterion by country. Note: Coverage, for each indicator, was defined as the
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In Bolivia, Guatemala and Mexico, the contraceptive use
and skilled birth attendant have the furthest CR from 1,
which means the greater inequalities happen in these
phases of the continuum of care, independently of other
socioeconomic factors. Alse, Guatemala remains the
country where the higher inequalities by ethnicity are
observed (Table 3 & Fig. 3).

Differences among the inequalities by ethnic identification
criteria
We observed heterogeneity by the ethnic criterion used
for all coverage indicators and countries. The Equiplot
(Fig. 2) shows that in almost all countries under the SI
criterion the coverage is greater and therefore closer to
those of non-indigenous, except for Bolivia, where this
happens under the SIL criterion. For example, in
Mexico, skilled birth attendance ranges from 84% associ-
ated with SIL, 88% with IH, to 95% among SI. The same
applies to the sociodemographic characteristics, where
some differences by indigenous identification criterion
are observed (Additional file 1: Table S4).

Under the first approach (direct references), we ob-
served that among ethnic criteria in Bolivia, when using
SIL to identify the women as indigenous and measure

the relative inequalities to non-indigenous (non-SIL) the
CR is closer to one, i.e., there are fewer inequalities be-
tween indigenous and non-indigenous under this criter-
ion. However, if women are identified as indigenous
with SI criterion, the CR is far from one, so, under this
criterion, the inequalities between indigenous and non-

indigenous are greater. For example, the CR for contra- :
ceptive use in Bolivia is 30% lower for SI women when -
compared to non-5I, while there is only an 11% differ- :
ence between SIL and non SIL women, and the CR is :
39% lower among IH women compared to non-IH :
women (Fig. 3). By contrast, for other countries, the :
highest CR were observed when the SI criterion was :
used and was close to 1 in Mexico and Peru. That is, :
there is a smaller difference in coverage between indi- :

genous and non-indigenous when considered women
who are SI and non-SI (Table 3 & Fig. 3).

For the second approach (adjusted reference groups),
the heterogeneity of gaps by indigenous identification
criterion persisted. The greatest CRs were observed
under SIL criterion for Bolivia and under the SI eriterion
for Guatemala, México and Pert. We observed, only for
Bolivia, that the differences in inequalities between SIL
and non SIL decrease with respect to the first approach,
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Table 3 Adjusted coverage ratios (95%IC, p-value) in indigenous women compared to the reference category, by approach and

country
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(See figure on previous page)

Fig. 3 Coverage ratios for the continuum of care for matemal health according to indigenous criterion. Notes: A pproaches: Al Direct references:
Self4dentification (5) vs Mon-5l, Spoken indigenous language (SIL) vs Mon-5IL, Indigenous Household (IH) vs Nor-IH; A2 Adjusted reference
groups: S| vs Nor- indigenous, SIL vs Nor- Indigenows, IH vs Non Indigenous. A3. Integrate indigenous population: Indigenous (women whao 51 or
SIL ar IH) vs Non- Indigenous. i) Models adjusted by age, education, marital status, sodoeconomic level, area of residence, affiliation to some
health insurance, and whether women were beneficiary of a social program related to matemal care. iii) ** p<005

suggesting larger gaps with respect to non-indigenous
women, especially for contraceptive use (CR from 0.89
to 0.70 using the new reference group) and skilled birth
attendant (CR from 098 to 0.92) (Table 3).

For the rest of the countries, the disparities were also
slightly reduced for almost all indicators, specially under
the SIL eriterion in most cases. In Mexico, except for
contraceptive use, under the SI or SIL the CR remained
almost the same. In Peru, the CR remained the same
under the SI criterion and under SIL criterion the CR
for skilled birth attendant increased in such a way that
the gap disappeared. In contrast, in Guatemala, the dif-
ferences in inequalities between the SI and SIL criteria
slightly increased for most indicators. Considering the
SIL criteria, the differences conceming non-indigenous
women are slightly higher (Table 3 & Fig. 3).

Figure 3 also shows that when considering as indigen-
ous all women who reported SI, SIL, or IH (third ap-
proach), the CR are slightly larger and similar to those
in the group with higher CRs. In the case of Bolivia, the
CRs are like those observed for women who identified as
SIL and for the rest of the countries to those of women
who identified as SI.

For all countries, we observed overlapping confidence
intervals of CRs in almost all indicators to under any eri-
teria or approach. Under the first and second ap-
proaches, in Bolivia, Guatemala, and Peru we observed
that there is a greater difference between the CRs esti-
mated under SI and SIL criteria and the confidence in-
tervals do not overlap. A similar situation happens in the
skilled birth attendant in Guatemala and Mexico (Fig. 3).

Discussion

Our results show that the choice of the indigenous iden-
tification criterion and the reference groups used to esti-
mate inequalities by ethnicity have an impact on the
sizes and interpretation of the health care coverage gaps
identified between indigenous and non-indigenous pop-
ulations. The greatest coverage inequalities were ob-
served for indigenous women classified according to the
IH criterion in Bolivia and for those classified under the
SIL criterion in Mexico, Guatemala and Peru, especially
for contraceptive use and, for all except Peru, for skilled
birth attendance. The country showing the higher gaps
between indigenous and non-indigenous women for
these two indicators was Guatemala, closely followed by
Bolivia and to a lesser extent by Mexico and Peru.

Measuring inequalities by ethnicity is not an easy task.
The main issue is classifying a study population into ap-
propriate groups. Our study, like previous studies [3, 4,
8], also shows that the proportion of indigenous women
varies and depends fundamentally on how ethnicity is
defined and measured. Unlike other variables, for ethni-
city, there is no gold standard on how to define indigen-
ous populations.

From a human rights perspective, self-identification
should be considered as the most appropriate criterion
[3]. According to our study, this criterion identifies a
greater proportion of indigenous women, with the ex-
ception of Bolivia, where there are women who, even
with other ethnic attributes such as language or living in
an indigenous home, do not recognize themselves as in-
digenous. This finding is consistent with what was re-
cently discussed about the decrease in the proportion of
the population that identifies itself as indigenous in
Bolivia after the results of the 2012 census [3, 24, 25].

About ethnic inequalities, our results show that, re-
gardless of the criteria used to identify indigenous
womern, this group of women has lower levels of health-
care coverage before and during pregnancy, childbirth
and puerperium compared to other population groups.
This is consistent with findings from previous studies
and supports estimating inequalities in the continuum of
maternal health care disaggregated by ethnicity [9-11].

Our findings also show that contraceptive use and
skilled birth attendant are the indicators with the great-
est differences by ethnicity, even despite adjustment,
which is in alignment with some previous studies [10,
11, 26, 27]. Improving indigenous living conditions could
not be enough because ather socio-cultural factors are
also involved. Usually, indigenous women take care of
their pregnancy and childbirth with midwives because of
cultural and geographic proximity, they have the recov-
ery of childbirth at home and the decisions about their
care involve their partner or another family member
(27-31).

The differences identified, with the exception of Bolivia,
were most evident when we use the SIL criterion. This find-
ing is consistent with the premise that language is a strong
determinant of access to health care [4, 11]. The language
is an important element of their cultural attachment [32],
s0, these women could also have strong rooting for mater-
nal care according to their cultural beliefs. Likewise, the
language has been closely linked to the limited access to
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health care that results from being unable to communicate
with health-care personnel [31, 33].

Guatemala i the country with the smaller coverage
and the biggest gaps between indigenous and non-
indigenous. In this country, the highest maternal mortal-
ity and the lower healthcare coverage have been related
to socioeconomic factors and weakened national infra-
structure derived from a 36-year civil war [27, 34]. How-
ever, recently, it has been suggested that conflicting
political agendas have contributed to a lack of progress
in improving maternal health among indigenous women.
The international policies have promoted skilled birth
attendance while the domestic policies have sought to
strengthen intercultural care provided by traditional
birth attendants [34].

Hence, another relevant aspect to consider when dis-
cussing our results, is the context in which indigenous
populations live in each country. In our study, we ob-
served differences in the socioeconomic characteristies
and coverage of care by indigenous identification criter-
ion. The differences observed could be linked to social
or cultural factors such as national programs or palicies,
discrimination, acculturation, maternity habits or gender
roles that eould affect both the ethnic identification and
the use of health services [3, 28, 35-37]. Since know-
ledge of those factors may be crucial in determining the
most appropriate criterion to use as well as an explan-
ation of the inequalities found, more research is required
in this regard.

The disparities observed on the proportion of indigen-
ous women identified by the different indigenous identi-
fication criterion, translate into differences in the
inequalities of health care coverage, that for each coun-
try can be larger or smaller depending on how ethnicity
is defined.

In view of our results, we consider that when informa-
tion related to different criteria is available, it would be
advisable to analyze the inequalities through each of
them in order to determine the most appropriate meas-
ure according to the context and objectives in each
population. In cases where there are only data based on
a single criterion, the potential sensitivity of the possible
findings should be recognized. In all cases, researchers
or technicians must be explicit about how the indigen-
ous population is defined and categorized, as well as the
associated limitations. Reporting these details will be
crucial in helping decision makers make informed deci-
sions to reduce the inequalities in maternal health care
faced by indigenous women [38-40].

With respect to limitations of our study, we did not
use information from the last survey in Bolivia (2016)
because its dataset did not provide standardized defini-
tions of the indicators. In addition, the socioeconomic
level variable was not available, and this would have
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prevented adjustment in the models. In Guatemala, we
could not use data for postpartum indicators because
the sample size would decrease notably due to missing
data that was not documented in the survey question-
naire or in the report. Also, we were not able to analyze
the temporal trend of the coverages due to the discrep-
ancies over time in the collection of information on the
ethnicity of the populaton within and between
countries.

Given the complexity observed in our analysis, it is not
possible to provide a definitive direction on the best way
to define indigenous populations for the purpose of
measuring inequalities. In fact, in practice, the choice of
criterion and the categorization of the population will al-
ways depend on the information available. However, due
to the differences found in the inequalities by indigenous
identification criterion, our results call for greater care
in the analysis of health-related inequalities by ethnicity
and transparency in reporting the measurement ap-
proaches taken.
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Abstract

Background

Monitoring and reducing inequalities in health care has become more relevant since the
adoption of the Sustainable Development Goals (SDGs). The SDGs bring an opportunity to
put the assessment of inequalities by ethnicity on the agenda of decision-makers. The
objective of this qualitative study is to know how current monitoring is carried out and to iden-
tify what factors influence the process in order to incorporate indicators that allow the evalu-
ation of inequalities by ethnicity.

Methods

We conducted 17 semi-structured interviews with key informants from the health ministry,
monitoring observatories, research centers, and international organizations, involved in
maternal health care monitoring in Mexico. Qur analysis was interpretative-phenomenologi-
cal and focused on examining experiences about monitoring matemal health care in order
to achieve a full picture of the current context in which it takes place and the factors that influ-
ence it.

Results

The obstacles and opportunities pointed out from the participants emerge from the limita-
tions or advantages associated with the accuracy of evaluation, availability of information
and resources, and effective management and decision-making. Technicians, coordinators,
researchers or decision-makers are not only aware of the inequalities but also of its impar-
tance. However, this does not lead to political decisions permitting an indicator to be devel-
oped for monitoring it. As for opportunities, the role of international organizations and their
links with the countries is crucial to cary out monitoring, due to political and technical
support.

Conclusions

The success of a monitoring system to help decision-makers reduce inequalities in health
care depends not only on accurate evaluations but also on the context in which it is
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implemented. Understanding the operation, obstacles and opportunities for monitoring
could be a key issue if the countries want to advance towards assessing inequalities and
reducing health inequities with the aid of concrete policies and initiatives.

Introduction

Indigenous women are among the most vulnerable groups in Latin America. They live in con-
texts where different social determinants such as poverty, low education, gender roles and cul-
tural factors are combined.[1] Indigenous women experience significantly worse maternal
health outcomes (including high risk of maternal mortality) and have more limited access to
health services than majority populations. [2] Besides, historically, indigenous populations
have not been made visible in the statistics, which could hide deep inequalities concerning
other populations groups that would require a prompt response from governments and health
systems. [3]

In this context, the monitoring of inequalities by ethnicity is useful and necessary to identify
where there are differences. Regular health inequality monitoring can help to determine the
impact of policies, programs, and practices, and to inform changes required to reduce inequal-
ity. The Government, the Ministry of Health and other stakeholders, could focus research in
these areas to determine the cause of the problems and improve the health situation in these
populations, [4,5]

Since the Sustainable Development Goals (SDGs) were established, monitoring health
inequalities is gaining attention as a political priority. The SDGs agenda provides a major
impetus for establishing or strengthening systems for monitoring health inequalities and calls
for the production of disaggregate data. Further, SDGs call to continue the efforts to reduce
maternal mortality and inequalities within and between countries. [6-8] Therefore, now is the
time to assess ethnicity-based differences.

Some research has already shown how to estimate ethnicity-based inequalities in maternal
health care. These studies give information about indicators and approaches for identifying
the indigenous population using data obtained from national surveys. [9-13] In addition,
international agencies or initiatives have published manuals and given technical assistance to
support countries in building capacity for integrating health inequality monitoring into their
health information systems. [4,5]

Nevertheless, isthat enough to allow the monitoring of inequalities by ethnicity? The
answer is not so easy, because it is not carried out in isolation and goes beyond the estimation
of indicators. Monitoring involves the cooperation and interaction of various actors if it is to
be done efficiently and be of use in decision-making, It is a process which takes place in a
social, political and scientific context which brings together numerous institutions and indi-
viduals, all with their interests which impact on issues like indicator selection, data sources,
methods, and leadership. [12,14]

Therefore, now is the time to take a hard look at the political and technical obstacles that
might be forthcoming if we want to move forward to monitoring health inequalities. For this
purpose, we need to fully understand the current operation of the maternal health care moni-
toring and the factors that impinge on it, from the perspective of the actors involved in it.

The main objective of the study is to describe how the monitoring of maternal health care
is carried out in Mexico. Through the perspective of key professionals involved in the
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monitoring from, we seek to discover what factors influence the monitoring process and to
explore the feasibility of incorporating an indicator that measures inequalities by ethnicity.

Methods
Sample and participants

In the process of maternal health care monitoring different types of professionals are involved
with specific activities. Some are familiar with information aspects while others with how to
use the results. Therefore, we used stratified purposive sampling to include this diverse kind of
informants that could provide detailed and relevantinformation about maternal health care
monitoring in Mexico. [15-17] We considered different interest profiles with specific dis-
courses such as decision-makers, coordinators, technicians, and researchers from the Health
Ministry, monitoring observatories, research centers, and international organizations. The
purpose of using this sampling was to reflect the diversity within a population rather than
looking for statistical representativeness or generalizability. [18]

We began contacting and recruiting participants through a systematic document search to
identify the main actors involved in monitoring. We identified the key informants within each
institution or area, explained to them the study aims and invited them to participate. Finally,
we applied the snowball strategy, and the participants were asked to indicate other institution
or actors who might also be associated with the monitoring (Fig 1). [16,17]

The resulting sample consisted of 17 participants from different institutions and profiles as
described in Table 1.

Identifying the
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Fig 1. Sampling procedure and main institutions involved in the monitoring of maternal health in Mexico.
Source: Own elaboration using information from the author's analysis of systematic document search. Through this
strategy, wealso identified new areas or informants in the same organizations.

hitps:/doi.om/10.1371/journal.pone.0217557.0001

PLOS ONE | https:/idoi.ora/10.1371 fournal. pone. 0217557 May 31,2019 3/15



@'PLOS|ONE

Obstacles and opportunities for monitoring maternal health care inequalities by ethricity in Mexico

Table 1. Main actors and participant’s profiles.

Actors
Sector or institution Responsibilities and activities [ﬂ.ﬁ—?__sl
Ministry of Health It has primary responsi bility for monitoring the indicators, within it, the departments

involved include those entrusted with data collection, health services performance
assessment, and policy-making in the fields of sexual and reproductive health

Mational organizations | The Maternal Mortality Observatory is responsible for measuring and monitoring
mortality at the national or regional level, and public policies aimed at reducing it. The
National Observatory of Inequalities in Health focuses on identifying inequalities in
health care to reorient public policies to reduce disparities.

Research field Various groups of research tackle issues of maternal health from multidiseiplinary
perspectives and have measured inequalities across different population groups, taking
some account of ethnicity in the process. Some researchers collaborate or form part of the
monitoring observalories

Intermational In the sphere of international cooperation, different agencies and initiatives are at work in
Organizations Mexico, where they are developing a variety of tools to carry out monitoring or assess
inequalities. They, also, do advocacy to implement the monitoring of disparities, Some
collaborate at the national level with the health ministry, others with local health service
providers; they are also linked to research teams and monitoring observatories

Participants™

Profile Description

Technicians Responsible for estimating indicators or generating information for monitoring

(n=4)

Coordinators Area directors, regional or local coordinators responsible for information management or

n=4) monitoring indicators. They are the link between the technicians and the decision-makers
and coordinate the activities of estimation or generation of data and deliver the results to
the final users

Decision-makers General management or representatives of initiatives or projects. They could be the final

{n=5) users who analyze the results of the estimates and share it or report it to other political
aclors

Researchers Researchers with experience in methodologies for data analysis in maternal or indigenous

(n=4) health or its inequalities

Sources: Own elaboration using information from the author's analysis of systemalic document search.

* The sample includes at least one member of the first three profiles from the health ministry, national and
international organizations. The researchers are linked w an academic institution, and some of them collaborate with
the monitoring observatories.

® Other participants characteristics are available in 51 Table.

‘hitps:/doi.om/10.1371/jourmal.pone. 01 75571001

The sample size was determined considering theoretical saturation and the relevance and
novelty of the findings. [15,17] Concerning the first, the information gathered was regarded as
sufficient when there was no longer any variety of ideas or new elements that enriched or took
the subject of study any further. Priority was also given to information that contributed to the
goals of our research or had something new to lend to the discussion.

Data collection procedure

Semi-structured interviews were conducted with a scheme covering: the respondent’s experi-
ence and role in the process, monitoring indicators or estimates used, information sources,
monitoring problems and needs, interest groups and vulnerable groups, and aspects of strate-
gic management.

We conducted the interviews between January and March 2018. Each interview was
recorded and lasted an average of 60 minutes. We transcribed and coded the audios to pre-
serve the respondents’ anonymity. All participants were informed of the purpose of the study,
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and once they agreed to participate, they completed written consent forms. The University of
Alcald’s Ethics Committee approved the study's procedures (resolution no. CEID/HU/2018/
38).

Methodological approach and analysis
We chose a qualitative approach to explore the key professional perceptions of maternal health

care monitoring. The qualitative research enables an understanding from the perspective of
the professionals involved on how the current monitoring happens or which factors affect it.
26

The main approach of the study is descriptive. However, we considered the interpretative-
phenomenological analysis (IPA) as an adequate complement to exploring in detail how par-
ticipants experience their work in the monitoring. IPA builds a detailed case by case interpre-
tation of the phenomena in question, allowing us to take account of the individual differences
in experiences as well as what is shared by all participants. Our study included different types
of professionals (researchers, technicians, coordinators or decision- makers) because they
would have different versions of the same event (maternal health care monitoring). Hence, the
IPA was used to understand the content and meaning of the information collected from the
perspective of the participants. [26,27,28]

Our analysis was based upon a detailed case exploration, and we reviewed individually
every transcript before moving to the next case. Each transcript was read again and again to
select the most significant aspects mentioned by the participants in their responses and to
identify similarities, contradictions, differences or additional input. We highlighted phrases
and paragraphs of interest and annotated all possible relevant topics. Subsequently, the initial
coding was transformed into emerging themes and looked for possible connections between
them. Themes were clustered together, and some emerged as superordinate concepts. The first
case’ themes were used as a reference to the analysis of the following cases, but also incorpo-
rated the new emerging themes found through the other transcripts. [28] Two researchers
defined the general issues and the main themes as a mean to ensure the quality and rigor of the
analysis of responses.

Tables 2 and 3 show the final list of themes and subthemes that arose as a function of the
study’s goals, the wealth and quality of the information it provided, and their contribution to
understanding and exploring more deeply the subject in hand. Five themes were identified in
relation to obstacles and opportunities for maternal health care monitoring. These concern
evaluation, information, resources, management, and decision-making.

Results
Monitoring activities

According to the respondents, the monitoring of maternal health care is performed by measur-
ing or monitoring indicators related to service coverage or quality. Impact measures such as
maternal mortality or public policies aiming at its reduction are evaluated (Fig 2).

At all levels (health sector, research, national and international bodies) efforts are made to
carry out monitoring, but they are poorly structured and coordinated. Although there are
some collaborations between different actors, it is mainly about obtaining information, but in
the end, they all work in isolation. The findings or recommendations of national or interna-
tional research organizations are not considered to improve ministry monitoring. Bureaucracy
and lack of communication are the main limitations.

The activities mentioned by the respondents are consistent with the field of action in which
they are performed. The health sector gathers data about care through its information systems.
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Table 2. Themes and sub-themes identified as obstacles to monitoring maternal health care.

Themes

Sub-themes

Description and example quote

Evaluation

Information systems

Subgroups cannot be analyzed.
“You have the information and you can calculate the indicator, but if you're inferested in a particular group, you can’t
always evaluate if. ..” [Health sector technician]

Methodological approach

Processes involve many elements; it is difficult to determine the denominators in the indicators, or the evaluations
cannot be reproduced.

“The point about the data the services generate is that you have fo look carefully at the denominators they use. Because
they usually correspond fo the response thal the system can give and not necessarily to the whole population it should
coverage” [Decision-maker, international body]

Information

Cuality information system

Low quality; inconsistent and deficient capture at irregular intervals.

“When you use administrative sources there are great challenges in terms of standardizing the capture of these data.
Because you go to the health departments where this kind of information is captured and the person who collects if is not
necessarily as gualified in one place as in another” [ Researcher]

Drelays information system

The data supplied by the system are delayed, chiefly on account of the installation of a new system.
“1 filled in a form asking for an update on over 24 results indicators and have received no reply. I've already filled in
three more making the same request.” [Health sector coordinator]

Surveys

Unrepresentative at local level or for certain groups. No guarantee that they will be carried out once again.
“Only one round of this survey included these questions because they're always making small changes to the surveys. We
could only measure it using this round.” [ Researcher]

Resources

Budget/Funding

Difficult to obtain funding for this kind of project or no budget allocated to carry it out

“We've looked for funding for this kind of analysis, but there has been no interest. I think they're under the mistaken
impression that [health inequity monitoring] is all very obvious and that there’s no need for resources to do it”
[Researcher]

Overwork limits the time available for monitoring,
“I have to monitor the indicators, I have to represent [to the sector and my area| at different committees, collaborate in
audits, etc. So yes, the workload is a bit of a strain.” [Health sector coordinator]

Human resources

Shortage of staff or collaborators o perform monitori ng.
“All the monitoring was my work because in [the institution] we were a very small group of three or four and each one
was centered on his or her project” [Observatory technician]

Management

Bureaucracy

The bureaucratic system hampers decision-making or the paper-work for performing monitoring.
“There are challenges regarding working with [the local health sector] because of the bureaucratic system, which is what
it is and we cannot change it. Some people want to shake things up, others don’t” [ Researcher]

Requesting (gathering)
information

Access is limited, permission has o be requested, and there are delays or fail ures to reply. Collecting data in the health
services requires a lot of management time,

“We would have liked to automate it all [the monitoring]. We asked the [national health sector| for permission to link
up directly with some of ifs systems, but this never happened. ™ [ Coordinator, international body]

Ministry staff rotation

Changes in Ministry staff entail loss of leamning from monitoring or the need to go through the same procedures
again.

“In the end we managed to do all the red-tape, but if there’s a change of government [you have to dof everything over
again, so it’s not efficient” [ Researcher]

Diecision-
making

Implementation

Maternal health care inequalities are not monitored.
“No dowubt this [health care inequilies] is a major issue, but we haven't decided how to measure it using any specific
indicator” [Observatory coordinator]

Monitoring culture

The data are only taken into account for drafting reports; they are not analyzed or used for decision-making.
“The data are used more for reports, less for action. This is a serious problem because huge quantities of data are
generated which are used only for report wrifing” [Technician, international body]

Relations with research

Discrepancies between the time researchers need to generate evidence and the time decision-makers need to make
decisions.

“The thing about the decision-makers is that their time-cycles are very short, whereas in research we can spend two years
looking for resources and then three more carrying it out, but no politician is interested in five years” [Researcher]

Source: Authors' analysis of responses to semi-structured interview questions with key informants involved in the monitoring of maternal health care in Mexico, 2018.

httpsy/doi.orgH 0,137 1/journal. pone.021 7557 1002

Service coverage for pre-natal care, childbirth and use of contraception is measured and moni-
tored. Researchers suggest new ways of monitoring care, analyze gaps between different
groups and look for approaches to evaluating service quality. Their principal sources of infor-
mation are surveys or field work in health services.
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Table3. Themes and sub-themes identified as opportunities for maternal health care monitoring,

Themes

Sub-themes

Description and example quote

Evaluation

Continuous care
perspective

Analyzing continuity of care from pregnancy o postpartum allows the
biggest coverage-related challenges to be identified.

“This perspective has been of great use to us for identifying the main
challenges for the health service in terms of enhancing coverage™
[Researcher]

Improve existing
indicators

Improving indicators assessed by health systems. Creating tools to
facilitate their evaluation and monitoring

“Some of those indicators already existed in the national systems and some
monitoring was performed. What we did was to verify the way they were
being built, if it was appropriate, and also generate a way to make if easier
to use and analyze a particular ifem.” [Coordinator, international body

Information

Diversity of data

A great amount of information is gathered with the aid of information
syslems and surveys

“Unlike Latin America, Mexico has impressive, open- access dala bases. We
have data bases for maternal mortality, hospital discharges, [which may bef
good, bad or indifferent, but many countries don’t have this” [Researcher]

Collection

Researcher participation in field work improves data quality. Counting on
personnel who visit the services on a regular basis facilitates information
gathering.

“Our monitoring was of a very high quality because the researchers did the
field work: themselves. When you delegate or outsource this, it’s a disasfer.”
[Researcher]

Resources

Adequate task force

Including competent collaborators or people involved in the matter helps
in performing monitoring.

“Forming a cohesive team umiting the different strengths of each member of
the research group enables progress to be made. No extraordinary abilities
are needed, just an inferest in the subject” [Researcher]

Management

Building trust

Building relationships of trust with authorities, decision- makers or peers
makes work easier.

“Thanks to [the instifution 's] own efforts, it has gained a reputation as an
institution which people respect for the information it generates. So the
work itself makes doors open, because when your work is being recognized
you are granted the confidence fo do things.” [ Technician, observatory]

Decision-
making

Quality indicators

Evaluating quality indicators allows initiatives to be introduced o
improve care,

“The ministry has found the quality indicators to be of great use. For
example, they can see which medicaments were lacking or which procedures
were followed and which were not” [ Technician, international body]

Political will

The support and commitment of certain decision-makers facilitates the
monitoring of activities or the creation of dedicated organizations.

“A key factor has been the interest shown by the various instifutions; being
able to rely on the active participation of the instituions not out of any
sense of ebligation but because they are convinced that this is a priorify
issue for the country has been fundamental” [Coordinator, observatory|

International agenda

Extra impetus is given to the introduction of monitoring systems by the
common agenda of international bodies and the health sector.

“It was as part of a cooperative effort between [the international body| and
Mexico, one of the issues or lines of action was the equity fssue”
[Coordinator, observatory]

Source: Authors' analysis of responses to semi-structured interview questions with key informants involved in the

monitoring of maternal health care in Mexico, 2018

hitps:/doi.om/10.1371 fournal.

ne.021 75571003

Some international organizations work to support the health sector institutions by provid-
ing technical assistance to analyze inequalities in health. They have also been designed strate-
gies to implement inequality’s monitoring, but none has yet been implemented in Mexico.
Others conduct local fact-finding missions about service quality and measured relevant indica-
tors to monitoring maternal health.
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Fig 2. Monitoring of maternal health in Mexico. Source: Analysis of the authors of the documentary review and the
responses of the semi-structured interviews questions to key actors.
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The observatories are directly related to the health sector or have established ties with it;
they also collaborate with researchers and international organizations. Their activities are
mainly centered on maternal health and health equity, and they attempt to use their evalua-
tions to influence policy-making in their fields of competence. At the time of our study, none
of the observatories monitored any indicator related to inequalities in maternal health care.

Obstacles and opportunities

Evaluation obstacles: Aggregate data and complex methods. One limitation pointed out
mainly by researchers is the impossibility of carrying out the analysis by subgroups since the
data in health sector information systems are generally aggregate. In addition, the system does
not organize the records by name, as one researcher remarked: “there is no way of monitoring
these women given the fragmented state of the system. If the goal of pre-natal care is to improve
health outcomes for mother and child at birth, then we need to link the information from the two
sources, but it can’t be done with the adminisirative data.”

Researchers, health sector and international organizations mentioned that the methodolog-
ical approach is a complex task, due in part to the information available, but also to the care-
related processes.” To measure family planning or in-hospital childbirth coverage there are some
proxies which let you get a rough idea of what you want to know, but sometimes you get a good
picture, sometimes you don’t,” commented one coordinator.

Information obstacles: Poor data quality, representativeness and updating. The main
difficulties identified by the respondents regardless of their profile or area of activity are related
to data sources. Regarding the information generated by the health sector, as one technician
mentioned: “The problem is data quality. When looking for data, I come across all kinds of
error, although it’s not so frequent now.” Shortcomings were also mentioned related to data col-
lection and irregular reporting intervals. In connection with surveys, researchers pointed out

that they are not usually representative locally or for specific groups like the indigenous
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population. Moreover, there are no guarantees that the information collected in each round
will always be the same or that some will not cease to be collected.

Respondents from the health sector and international organizations mentioned that evalua-
tions were not updated due to a delay in the availability of data from the information systems.
This fact might be related to the difficulties encountered in implementing a new information
system since, as one coordinator commented: “Not all regions have started using the new sys-
tem, [so] we only have a quarter of the target group.” Respondents showed some dissatisfaction
with the lack of up-to-date data, as well as with the new system and how it might modify future
evaluations.

Resource obstacles: Insufficient funding and personnel for monitoring. Lack of fund-
ing is one limitation mentioned by researchers and observatories alike. Researchers point out
how difficult it is to obtain funds for projects related to new methods for health care or equity
evaluation. As the observatories are not budgeted, they depend on the financing that their
members can obtain or on the collaborative work of their participants. As one coordinator put
it: “The collaboration of the institutions is very important, we have no budget or staff allocated
specifically for the [body’s] activities. If support from the various institutions cannot be relied on,
it’s difficult to get resulfs.” This situation could also be related to the shortage of staff or collabo-
rators to perform monitoring. The health sector and international organizations also refer to
staff shortages. Another issue identified in the health sector is overwork since other activities
have to be attended to as well as measuring or monitoring the indicators.

Management obstacles: Too much bureaucracy, difficult data access and frequent turn-
over of ministry of health staff. International organizations, observatories, and researchers
agree that the bureaucracy hampers decision-making or slows down procedures for doing the
work of monitoring. One decision-maker commented: “There's been more interest in looking
at the bureaucratic aspects [regarding the composition of this body| than in just what is going to
be evaluated.”

At all levels and sectors, the respondents agree that access to some of the data held on infor-
mation systems is limited. Permission has to be requested, or some personal contact in the rel-
evant unit is needed to facilitate access. Other difficulties cited include delays in receiving the
information or failure to reply. Researchers pointed out thata good deal of time is spent deal-
ing with the authorities before information can be collected in the health services.

Directly and indirectly, staft turnover at the Ministry of Health is mentioned and how this
affects the continuity of the monitoring process. One technician remarked: “The high rate of
staff rotation at all levels affects us. A person learns how to use the data and to make decisions
with them, but then leaves the institution or is moved to another position, and it’s a great loss”.

Decision-making obstacles: Lack of commitment and little familiarity with the use of
monitoring. Observatories, international organizations, and researchers acknowledged that
the health sector had shown interest in improving monitoring of maternal health care or in
measuring its inequalities, but it has not been implemented. One technician said: “I showed the
document and there were some positive comments, but nothing came of it”. Along the same lines
a researcher observed: “We showed it once or twice, and the manager was delighted, but it got
no further. It hasn’t had the impact necessary for one of these indicators to be used for the
monitoring.”

International organizations mention that they have noticed little appreciation of the utility
of monitoring. The data are usually only taken into account for writing reports, while some-
times they are not analyzed or employed for decision-making purposes.

Another challenge is the discrepancy between the time needed to generate research evi-
dence and the time taken by decision-makers to generate actions; also, achieving fruitful com-
munication between researchers and decision-makers.
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Evaluation opportunities: Using the continuum of care perspective and improving the
indicators. Researchers recommend looking at care asa continuum from pregnancy to post-
partum: “This perspective has been of great use to us for identifying the main challenges for the
health service in terms of enhancing coverage.” International organizations point out another
opportunity, namely, to turn again to the indicators the health services already generate to
improve them or to create tools to facilitate their evaluation and monitoring.

Information opportunities: The great amount of data, involvement in collection, and
resource optimization. Researchers believe that despite the limitations regarding quality
and opportunity, a considerable amount of data are collected in Mexico: “Obviously, the dafa
aren't ideal, but we have much information which allows us to carry out the analyses.” In the
event of having to collect information themselves, their participation in the fieldwork leads to
improved data quality.

On the other hand, international organizations rely on the supervisory teams that regularly
visit health services when they want to collect information about the quality of care.

Resource opportunities: The need to involve appropriate task forces. Researchers and
international organizations acknowledge that being able to count on a team with appropriate
training and skills or already involved in the issue allows the research and the monitoring to
get done and actions to be generated. One decision-maker remarked: “We asked the ministries
to take on people from various fields, not only from maternal and child care, [and] we aim to
include everyone involved in delivering services with a view to achieving a more systemic view.”

Management opportunities: Building stable, inter-sectorial relationships of trust.
Health sector and national and international organizations state that building relationships of
trust, whether with the authorities, decision-makers or peers within the same institution,
improves proceedings at the different stages of monitoring. “ What has helped us to unclog
issues of information or red-tape are public relations, they're so helpful,” one coordinator
remarked.

Decision-making opportunities: To have quality indicators, political decision-making,
and support from the international agenda. One important finding to emerge from inter-
national organizations is that the health ministry “has been finding the quality indicators to be
of great use. For example, they can see which medicaments were lacking or which procedures
were followed and which not”, as one technician noted. So, including quality indicators in mon-
itoring has allowed generating actions to improve maternal health care.

Most respondents agreed that being able to count on the support and commitment of deci-
sion-makers allows monitoring to be done correctly or to set up bodies designed to do it. It
was possible to use the interviews to confirm that the agenda drawn up between international
organizations and the health sector gives added drive to monitoring. Some coordinators com-
mented: “Af the start, it was an initiative of an [international body], the health sector and civil-
ian society,” it was as part of a cooperation scheme between the [international body] and
Mexico, and that’s how it started.”

Discussion
Main findings
This study shows an overview of how the monitoring of maternal health careiscarried outin
Mexico and the factors thatinfluence the process. Our findings identify the elements that may
interfere or facilitate the implementation of the monitoring of inequalities, particularly, by
ethnicity.

Our study shows that, in Mexico, although there is particular sensitivity about the impor-
tance of measuring inequalities (it has institutions and personnel with experience in
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monitoring, technical and political support from international organizations) in practice,
maternal care inequalities are not measured. We observed that, currently, none of the actors is
sufficiently coordinated to do it effectively. There is a lack of commitment and leadership
resulting in a set of isolated efforts.

The study unveiled five main categories of obstacles and opportunities related to evaluation,
information, resources, management, and decision-making. The main obstacles are related to
complex methodological approach, the low quality’s system information, lack of resources and
making decisions. Political and technical support from the international agencies to the health
sector were the main facilitators.

Recently, in the framework of the SDGs, there has been a discussion of which factors might
restrict the performance of health inequality monitoring. The barriers identified emerge from
limitations in health sector information systems as well as with political, financial, social and
cultural factors. While the key opportunities that countries should move forward include
robust data collection infrastructure supported by national institutions, development of tech-
nical capacity for equity analysis and communication, and find effective ways to use the results
of health inequality monitoring. [7,29]Some of these factors coincide with those found in our
study from the participants’ own experience in the monitoring,

The main challenges identified by those who responded referred to information, which has
problems of limited access, data quality or inadequate representativeness of surveys in respect
of particular interest groups. However, these obstacles are not new for Mexico or for other
countries, where for many years it has been pointed out that the information systems are
poorly structured, poor data quality due to an inadequate collection, and lack of resources to
conduct more extensive or specific surveys. [30-32] Address these problems are essential in
order to obtain better evaluations to better guidance for decision-making,

In recent years, health inequalities monitoring has gained ground in the political attention
of the countries [7,33-35] Our results show that key professional at different levels such as
technicians, coordinators, researchers or decision-makers are not only aware of the issue but
also of its importance. However, this does not lead to political decisions to develop any mea-
sure for monitoring maternal health care inequalities in Mexico. This fact could be related to
the lack of familiarity with the use of monitoring for decision making. [7,30,35] Therefore, we
thought that it is essential to stress the need to establish some institutional link between the
results of monitoring and concrete actions that might reduce the inequalities revealed in the
monitoring.

As for opportunities, our findings suggest that the role of international organizations and
their links with the countries is crucial to carry out monitoring, In this connection, given the
international commitment “not to leave anyone behind,” many international organizations
and initiatives are providing technical support in metric generation, enhancing monitoring
systems and strengthening capacities to analyze results and put them to good use. [7,33,34]
Provided that full advantage is taken of the support, cooperation and political influence of this
types of organizations or initiatives, progress will be made in implementing health inequality
monitoring.

Policy implications

Nobody doubts the need for ethnicity-based monitoring of maternal health care inequities if it
is to be reduced. Monitoring would enable differences conceming other groups to be identi-
fied, as well as the critical points of care coverage. [36,37] However, our study shows that
although there is some sensitivity towards measuring inequalities, in practice, there is still no
indicator to monitor maternal health disparities.
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Monitoring could play a strategic role by making decision-making more efficient and effec-
tive through the provision of information about whether policies, schemes or activities are
accomplishing the purpose for which they were set up or designed. [5,12] The government, the
health ministry, and other decision-makers could focus research on those areas in order to
determine the cause of the problems and improve the state of maternal health among the
indigenous populations.

Given our findings, we believe that in the short-term surveys might be used as the most fea-
sible source of information, due to the poor quality, delays or lack of data available in the
health sector information system. In the future, once the Mexican system is fully operational, it
could be reconsidered as a possible resource.

As for evaluations, the evidence generated from researchers or deriving from the experi-
ences of international organizations should be reviewed and analyzed to identity the most fea-
sible and useful indicators for decision-making at the national and regional levels. According
to our study, there are enough proposals that could be taken up by the observatories or the
ministry of health.

Overcoming the challenges related to management and decision making for the implemen-
tation of monitoring by ethnicity requires that some of the actors involved take the commit-
mentand leadership. The institution or area concerned should articulate and coordinate the
efforts being made from different institutions. In the case of Mexico, we thought that the col-
laboration of the observatories could be essential to propose the implementation of monitoring
inequalities in maternal healthcare. They would exchange their knowledge and experience in
monitoring maternal health and how to measure disparities in health.

The palitical and technical support being lent currently to this issue by international organi-
zations is an opportunity for placing ethnicity-based monitoring of maternal health care on
the decision-makers’ agendas. In the past, Mexico has taken advantage of this drive to advance
in health monitoring, for example, with the setting up of monitoring organizations. However,
care must be taken that monitoring is continuous and mechanisms need to be defined to guar-
antee its future regardless of international support or changes in the administration.

Limitations

Our use of a qualitative method means that our findings derive from our respondents’ experi-
ences and cannot, therefore, be generalized. One of the main limitations is that only one of the
public health service providers was included in the study, albeit the main provider of services
to groups at risk of suffering inequalities in health care as well as the provider responsible for
the Mexican health sector. It is, therefore, possible that the obstacles and opportunities for
other institutions may differ from those that emerge in this study; that said, having achieved
discursive saturation; we have obtained the most significant opinions in this field of activity.

Conclusion

As we have argued, the success of a monitoring system to help decision-making aimed at
reducing maternal health inequalities seems to depend not only on accurate evaluation but
also on the context in which it is carried out and the actors involved, which is why it is funda-
mental to take their perspectives into account.

Our study has permitted us to analyze the case of maternal health care in Mexico as it relates
to the implementation of ethnicity-based inequality monitoring. Nevertheless, actors from
other countries may identify themselves with the views of our respondents and find in them a
precedent demonstrating the need to understand the workings, obstacles, and opportunities
for monitoring as they currently perform it; thus, progress may be made towards assessing
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inequalities and thereby reducing health inequities with the aid of concrete policies and
initiatives.

Supporting information
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not necessarily in maternal health. Note: All actors of the Ministry interviewed was from the
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CAPITULO IV. CONSIDERACIONES FINALES

4.1 Discusion

4.1.1 Poblacién indigena: Identificacion y cuantificacion

Estimar como las coberturas de la atencion materna varian si se es indigena o
no, implica dividir a la poblacién en grupos adecuados.?? Pero a diferencia de
otros estratificadores, la etnicidad no estd definida por caracteristicas fijas o
facilmente medibles.3#%> Existen al menos cuatro dimensiones a partir de las
cuales pueden definirse identificadores étnicos para las poblaciones indigenas y
que son: el reconocimiento de la identidad, el origen comun, la territorialidad y el

aspecto linglistico-cultural.?®

En el andlisis realizado se observan diferencias significativas en el tamafio de la
poblacion indigena al considerar distintos criterios de identificacion étnica, similar
a lo encontrado en otros estudios.?’37-3° Al clasificar como indigenas a las
mujeres que se autoidentifican como tal, observamos que en México la
proporcién de mujeres indigenas es casi cuatro veces mas que si se considera
solo aquellas que hablan una lengua indigena. Lo cual es similar a las

estimaciones obtenidas en la Ultima encuesta intercensal de 2015.40

Historicamente, el hablar una lengua indigena se ha utilizado en México y en
LAC como un criterio de identificacion étnica por ser un elemento de apego
cultural y distintivo de cada grupo étnico.3*374! Sin embargo, en las generaciones
mas jovenes ha decrecido la preservacion de la lengua debido a la migracion y
los procesos de aculturizacion que han vivido las comunidades indigenas. Por lo
cual, el criterio del lenguaje parece no ser suficiente para identificar a la poblacion
indigena en su totalidad, pero puede resultar util en poblaciones monolingtes
ademas de que las barreras del lenguaje pueden ser un determinante en el

acceso a los servicios de salud.3*41

De acuerdo con las recomendaciones regionales e internacionales se debe
reconocer el derecho de los pueblos indigenas a autoreconocerse. Por lo que el
criterio de autoidentificacion debiera primar para la cuantificacion de la poblacion
indigena.?’ En las ultimas dos décadas en México se ha recolectado informacién

sobre autoidentificacion étnica en los censos y algunas encuestas nacionales, o



cual permite clasificar a la poblacién conforme a este criterio. Aunque el nivel de
autoreconocimiento puede variar en contextos de discriminacion o de mayor
afinidad social, acorde con los resultados obtenidos existe un cierto sentido de
pertenencia que permite identificar aun mayor ndmero de personas como

indigenas.

Por su parte, el analisis cualitativo revel6 que con los datos disponibles en los
registros sanitarios no es posible desagregar este tipo de indicadores por
subgrupos, como los indigenas. Desde finales de 2016, se esta implementando
un nuevo sistema de informacién en salud, pero aun no es posible saber si podra

estratificar los indicadores por condicién étnica.

4.1.2 Medicidn de las desigualdades: Diferencias segun el criterio de
identificacion

A pesar de las diferencias observadas en la cuantificacion de la poblacién
indigena, al momento de esta investigacion, no habia estudios previos que
exploraran como las diferencias en la identificacion étnica incidian en la
estimacion de las desigualdades. Los hallazgos del estudio muestran que las
brechas entre indigenas y no indigenas son mayores o menores dependiendo

del criterio de identificacion étnica considerado.

Se esperaria que al utilizar distintos proxies obtuviéramos niveles distintos de
cobertura. De acuerdo con Schkolnik y Del Popolo, es relevante considerar que
la variedad de criterios de identificacion étnica pueden dar estimaciones
diferentes y no comparables entre si, dado que son caracteristicas que refieren
a diferentes dimensiones de la identidad.*® En la atencién del parto por personal
calificado las diferencias resultan relevantes y se traducen a que las
desigualdades por etnicidad sean mayores si la mujer habla una lengua

indigena.

Aunqgue ha sido casi inexplorado como la definicién del estratificador impacta en
la medicion de las desigualdades nuestras conclusiones son similares a las
obtenidas por Lindelow. Los resultados de su trabajo muestran que la eleccion
del indicador del nivel socioeconomico tienen un impacto significativo en la

medicion de las desigualdades en la utilizacién de los servicios de salud.*



Las mayores diferencias en la cobertura entre indigenas y no indigenas suceden
bajo el criterio del lenguaje tanto para México como para Guatemalay Peru. Este
resultado es consistente con el papel que juega el lenguaje como un
determinante en la atencion de la salud. El lenguaje es un medio para acceder a
los servicios de salud, expresar sintomas, comunicarse con los cuidadores o
profesionales de la salud, asi como para comprender la informacién de salud o
el consejo médico. En el caso de las poblaciones indigenas las diferencias del
lenguaje no es solo una cuestion de traduccion sino involucra también

concepciones culturales relacionadas con la salud.?”43

4.1.3 Desigualdades en el CASM

Independientemente del criterio de identificacion étnica utilizado, nuestros
resultados coinciden con otras investigaciones al observar menores niveles de
cobertura en la atencién de la salud materna para las mujeres indigenas.?** Al
igual que en los otros paises latinoamericanos analizados, en México las
mayores brechas se observan el uso de anticonceptivos modernos y la atencion
del parto por personal calificado. Aunque, considerando el criterio del lenguaje,
a diferencia de los otros paises, se observa una brecha significativa en tener al

menos cuatro consultas prenatales y recibir alguna revision en el puerperio.

Las diferencias observadas se atentan, pero persisten al ajustar por variables
socioeconémicas y demograficas, por lo que no pueden explicarse solo por
diferencias relacionadas con estos factores. Lo que hace preciso considerar que
en las poblaciones indigenas también existen factores sociales o culturales

relacionados con la maternidad que podrian estar incidiendo.?>2®

En relacion con la atencion del parto y puerperio, algunos estudios han
documentado que las mujeres indigenas prefieren atenderse con parteras
tradicionales por su cercania geografica y cultural. Ademas de que estas suelen
respetar sus preferencias durante el parto (alimentacion, posicion, manejo de la
placenta).?®444> En las comunidades indigenas el embarazo y parto suelen ser
asuntos de familia, suele ser la madre, el esposo o la suegra de la mujer
embarazada quienes toman las decisiones sobre el lugar del parto. Las mujeres
suelen tener poca influencia en las decisiones relacionadas con su propia

salud.®



La atencion prenatal fue la menos inequitativa, la cobertura de la atencion por
personal calificado es superior al 90%, y es similar entre indigenas y no
indigenas. Aunque las brechas parecen acortarse de acuerdo con lo reportado
en los ultimos afos, no sabemos como es la calidad de los servicios y si esta
influye para que estos niveles de cobertura no se mantengan en las otras fases

del continuo de la atencion.

Es necesaria mayor investigacion cuantitativa y cualitativa para plantear
indicadores que evallen la calidad de la atencién de los servicios, asi como
conocer la percepcion de las mujeres sobre la atencion recibida. Esto permitiria
analizar si la calidad recibida durante la atencion prenatal influye en la cobertura
del parto institucional pro personal calificado.

La calidad de la atencién es un tema que también fue resaltado por parte algunos
de los actores involucrados con el monitoreo de la salud materna. En su opinion,
mas alla de solo medir las coberturas de los servicios también es preciso evaluar
indicadores de calidad. La medicién de la calidad permitiria generar acciones
gue mejoren la atencién que reciben las mujeres. Esto coincide con los hallazgos
de Kendall & Langer, al consultar a investigadores internacionales de salud
materna sobre las prioridades para la generacién de conocimiento que mejore la

salud materna.*’

Al analizar la cobertura total del CASM, el ICC mostré marcadas diferencias entre
la poblacién indigena y no indigena en México, mayores incluso que las
observadas en Bolivia o Pera. El Gnico antecedente de la estimacion de una
medida resumen por etnicidad fue el realizado en mujeres que habitan un hogar
indigena en México con datos de 2012 y cuyos resultados fueron similares.?® A
diferencia de nuestro estudio en este no fue posible incluir indicador relacionado
con el puerperio, pues esta informacion ha empezado a recolectar recientemente

por las encuestas de salud.

Evaluar una medida resumen permite obtener un panorama global de la
cobertura alcanzada y en donde cada fase de la atencion es esencial. Asi mismo,
los investigadores entrevistados en el estudio cualitativo mencionaron que
considerar la perspectiva del CASM es util para identificar los cuellos de botella

en donde los sistemas deberian incidir mas para incrementar la cobertura.



Al analizar a cuatros paises de LAC observamos que es complejo estimar una
medida regional no solo por la disponibilidad de la informacion sino por la elevada
heterogeneidad en las preguntas utilizadas para identificar a las poblaciones
indigenas. Existen variaciones semanticas entre los paises, algunos plantean las
preguntas haciendo referencias a su propia cultura y otras sobre sus ancestros.
Las posibles respuestas en algunos casos hacen referencia a distintos grupos
étnicos y en otros son binarias (si/no).

4.1.4 Monitoreo actual, desafios y oportunidades

A través el componente cualitativo se identific6 que, aunque se reconoce la
importancia de la medicién de las desigualdades, actualmente no se monitorea
ningun indicador desagregado por etnicidad relacionado con la salud o atencion
materna. Observamos que existen varios actores involucrados el monitoreo de la
atencion materna, pero que no estan lo suficientemente coordinados lo que resulta

en un conjunto de esfuerzos aislados.

De acuerdo con la Organizacion Mundial de la Salud, un sistema nacional de
monitoreo de las desigualdades en salud deberia contar con: 1) datos relevantes y
de calidad sobre los indicadores de salud y las desigualdades de interés, 2)
conocimientos técnicos y recursos para realizar el analisis, asi como 3) la capacidad
de interpretar y comunicar efectivamente los resultados, ademas de la 4) incidencia

necesaria para implementar los cambios que se requieran.

Los hallazgos encontrados en el estudio muestran que en México se tienen desafios
y oportunidades en cada uno de estos rubros. Respecto al primer punto, los actores
del monitoreo mencionaron que los registros sanitarios suelen tener problemas en
la calidad de los datos y es dificil acceder a la informacion. Sin embargo, es posible
hacer mediciones a partir de los datos recolectados en las encuestas. Sobre el
segundo, se reconoce la complejidad de las mediciones y la falta de recursos
humanos y financieros, pero se ha contado con asistencia técnica y apoyo politico
para medir desigualdades en salud por parte de algunos organismos o iniciativas
internacionales.

Respecto a la comunicacion y uso efectivo de los resultados, el desafio no es del
todo menor. Los datos solo se consideran para la elaboracién de informes, no se
analiza ni se utilizan para la toma de decisiones. Y esto podria en parte estar

relacionado con la falta de mediciones sobre las desigualdades en la atencion de la



salud materna. Sin embargo, la agenda internacional ha impulsado el
establecimiento de organismos relacionados con el monitoreo tanto de la mortalidad

materna como de las inequidades en salud.

4.2 Conclusiones

Los resultados de la investigacion muestran que, a pesar de las limitaciones
conceptuales y técnicas, es posible estimar las desigualdades en la atencion
materna por etnicidad. Sin embargo, debido la complejidad observada, es
importante ser claros sobre cdmo se clasifica a la poblacion para una correcta

interpretacion de las desigualdades y un uso adecuado en la toma de decisiones.

Dadas las diferencias observadas, resulta Gtil y necesario monitorear las
desigualdades por etnicidad para identificar los factores que limitan la cobertura
de la atencion que reciben las mujeres indigenas. Empezar a estas
desigualdades es un punto de partida para colocar en la agenda de los
tomadores de decisiones la necesidad de monitorear la cobertura de los servicios
de atencién materna. Los resultados obtenidos serian esenciales para disefar
programas y politicas culturalmente apropiados para reducir los riesgos de la
mortalidad materna y las inequidades en la atencion que enfrentan las mujeres

indigenas.

No es posible dar una respuesta definitiva sobre cual es la mejor manera de
identificar a la poblacion indigena para medir las desigualdades. De hecho, en la
practica, la eleccion de criterios y la categorizacion de la poblacion dependeran
de la informacion disponible. Sin embargo, es importante considerar que los
criterios no son necesariamente independientes pues se refieren a dimensiones

diferentes de un mismo concepto.

Cuando se cuente con informacion relacionada con diferentes criterios de
identificacion étnica, seria aconsejable analizar las desigualdades a través de
cada uno de ellos para determinar la medida mas adecuada acorde con el
contexto y los objetivos del andlisis. Inclusive podrian combinarse los distintos
criterios para captar las distintas dimensiones del concepto de pueblo indigena.
En los casos en que solo hay datos basados en un uUnico criterio, se debe

reconocer la sensibilidad potencial de los posibles hallazgos. En todos los casos,



los investigadores o técnicos deben ser explicitos sobre como se define y

categoriza la poblacién indigena, asi como las limitaciones asociadas.

Los aspectos técnicos de la medicion de las desigualdades en salud requieren
la debida consideracion para garantizar que el monitoreo sea relevante para la
poblacidon analizada, y que las conclusiones obtenidas se basan en un analisis
sélido y transparente.'® Ademas sera crucial para ayudar a los responsables de

la toma de decisiones a generar acciones de respuesta adecuadas.

De acuerdo con nuestros hallazgos, en el corto plazo las encuestas podrian
usarse como la fuente de informacion mas factible, debido a la baja calidad, las
demoras o la falta de datos disponibles en los registros sanitarios. En el futuro,
una vez que el nuevo sistema de informacion implementado en México esté en

pleno funcionamiento, podria explorarse como un posible recurso.

Sin embargo, el monitorear estas desigualdades no solo dependera de la
precision de las estimaciones sino también del contexto en el que se
implementaran. Comprender la operacion, los obstaculos y las oportunidades del
actual sistema de monitoreo podria ser clave para incorporar indicadores que

permitan la evaluacion de las desigualdades por condicién étnica.

Para la implementacion de este tipo de mediciones en el actual monitoreo se
deberan superar barreras relacionadas con la disponibilidad y calidad de la
informacion, recursos limitados o escasos (financieros y técnicos), poco
compromiso o voluntad politica por parte de los tomadores de decisiones, y la
falta de articulacion entre los actores involucrados. Asi como aprovechar el
actual impulso que la agenda internacional da a la medicion de las desigualdades

a través de asistencia técnica y apoyo politico.

Esta investigacion contribuye a visibilizar las desigualdades que en la cobertura
de la atencion de la salud materna afectan a las comunidades indigenas, quienes
han sufrido histéricamente de invisibilidad estadistica. Las diferencias
observadas reflejan las inequidades que enfrentan las mujeres indigenas

considerando las mayores coberturas alcanzadas en el resto de la poblacion.

Mas alld de mejorar las condiciones de vida de las poblaciones indigenas,
también es necesario analizar la aceptabilidad sociocultural de los servicios de

salud otorgados. Hacer caso omiso del contexto sociocultural que envuelve a las



poblaciones indigenas podria hacer que las acciones generadas no logren
reducir las brechas de cobertura o evitar una muerte materna. El contar con las
instalaciones y el personal calificado no har4 necesariamente que las mujeres
indigenas accedan a los servicios si estos no cumplen con las expectativas

sociales y culturales de sus comunidades.

Esperamos que los hallazgos encontrados den inicio a una preocupacion central
sobre un tema que es crucial. Si no se logran reducir las diferencias en la

atencion dificilmente se lograra reducir la mortalidad materna.

Mientras las desigualdades persistan, identificarlas serd un primer paso para su eliminacion
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