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Abstract 

Background: Pregnancy is an important life experience that requires uniquely tailored approach to health care. The 
socio‑cultural care practices of indigenous pregnant women (IPW) are passed along the maternal line with respect 
to identity, worldview and nature. The cultural differences between non‑indigenous healthcare professionals (HPs) 
and IPW could present a great challenge in women’s health care. This article presents an analysis from a human rights 
and gender perspective of this potential cultural divide that could affect the health of the IPW in an Andean region of 
Ecuador with the objective of describing the health challenges of IPWs as rights holders through the experiences and 
perceptions of HP as guarantors of rights.

Methods: We conducted 15 in‑depth interviews with HPs who care for IPW in Chimborazo, Pichincha provinces of 
Ecuador. We utilized a semi‑structured interview guide including questions about the experiences and perceptions of 
HPs in delivering health care to IPW. The interviews were recorded, transcribed and subjected to thematic analysis in 
Spanish and translated for reporting.

Results: We found disagreements and discrepancies in the Ecuadorian health service that led to the ignorance of 
indigenous cultural values. Common characteristics among the indigenous population such as illiteracy, low income 
and the age of pregnancy are important challenges for the health system. The gender approach highlights the enor‑
mous challenges: machismo, gender stereotypes and communication problems that IPWs face in accessing quality 
healthcare.

Conclusions: Understanding the diverse perspectives of IPW, acknowledging their human rights particularly those 
related to gender, has the potential to lead to more comprehensive and respectful health care delivery in Ecuador. 
Further, recognizing there is a gender and power differential between the provider and the IPW can lead to improve‑
ments in the quality of health care delivery and reproductive, maternal and child health outcomes.
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Indigenous communities

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver (http:// creat iveco 
mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Background
In the health care arena disparities have been observed 
in universal access to health care services and these 
disparities are especially common in low- and middle-
income countries [1] such as Ecuador. Inequalities are 
higher amongst women than men [2, 3] and that leads 
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to further disadvantage in health care related to poverty 
and the vulnerability of indigenous women during preg-
nancy (Indigenous pregnant women -IPW) [4, 5]. This 
is the case of the Chimborazo and Pichincha regions, 
where there are indigenous communities who have some 
of the highest maternal mortality rates in the country (37 
per 100.000 and 59.5 / 100.000 - 9.5 / 100.000 life births 
respectively) [6, 7]. Many Latin American countries like 
Ecuador are characterized by having a multiethnic and 
multicultural population [8, 9]. In Ecuador, approxi-
mately 25% of the population is indigenous, 10% Afro-
descendant, 10% Caucasian, 5% of other ethnic origin, 
and 50% mestizo [10, 11] Mestizos, who have indigenous 
and Spanish heritages, have different identities and prac-
tices from those of indigenous people and, in general, 
have greater power over these groups [10]. Furthermore 
it is known from the literature that successive forms of 
discrimination against the indigenous population have 
persisted from colonial times to the present day [11]. 
Previous studies from around the world show that cul-
tural issues related to prenatal care in can lead to delayed 
diagnosis of problematic health issues. These include 
service delivery problems [12] and delayed access to pre-
natal care [13, 14]. Furthermore, low access to prenatal 
care has been linked to poverty [15, 16] and low levels 
of education [17]. There is also limited information on 
implementation of inter or cross cultural approaches to 
health care [18] with a little documentation on alterna-
tive or traditional medicines (a health care approach out-
side of conventional or conventional western medicine) 
and even less data on specific indigenous medical prac-
tices [19]. Additionally the paucity of data for indigenous 
groups shows that comparisons by ethnic groups can be 
problematic [5, 10]. Health services in Ecuador have not 
yet properly adapted an intercultural approach despite an 
improvement in the provision of services in the last few 
decades [20, 21]. The western health care system tends to 
ignore the need for alternative and indigenous care and 
prevents women from putting into practice the rituals 
and practices that are needed for help define own iden-
tity [20–22]. The World Health Organization (WHO) 
recognizes lack of access, delayed used and poor qual-
ity of care as determinants of inequalities in health [23, 
24]. Incorporating a human rights perspective into the 
analysis of reproductive and maternal care of IPW could 
be useful to avoid or reduce gender biases in health care 
and broaden the context of health to be one that is more 
holistic [25]. This human rights approach focuses on the 
fulfillment of health care, including the availability, acces-
sibility, acceptability, quality and relevance of care [24]. 
The human rights perspective interacts with the gender 
perspective, which is interested in how women individ-
ually make decisions related to their health in a limited 

range of options derived from gender relations [26]. Use 
a human right and gender informed lens could reduce the 
tension between individual practice and social structures 
[12, 16, 25]. In addition, IPW should be considered as 
an autonomous actor with the agency to make decisions 
based on her own culture and preferences [3]. Discrepan-
cies have been observed between the support that IPWs 
want and the support that the health system can provide 
[27] framed as predominantly mestizo healthcare [21]. 
The combining of a human rights and gendered approach 
has demonstrated favorable health outcomes for the IPW 
[28]. The misalignment of health systems with the cul-
tural needs of IPW are risk factors for poor prenatal and 
maternal care. This article aims to describe the health 
care challenges of IPWs as human rights holders through 
the experiences and perceptions of health professionals 
(HPs) as guarantors of rights.

Methods
Based on our studies on maternal and child health, an 
article has been published with results regarding the 
barriers faced by pregnant indigenous women in rural 
areas of Ecuador when seeking medical attention. In this 
qualitative study we used a semi-structured interview 
guide with HPs [29] in the care of IPW in the Andean 
region of Ecuador. Two researchers (V.C-A and V.A-U) 
with experience in health sciences and qualitative stud-
ies conducted the interviews. The design and analysis of 
the study was carried out by a multidisciplinary team of 
experts in public health, human-computer interaction 
and social sciences applied to health.

Participants
HPs participants were purposively selected with previous 
experience in caring for IPW. HPs who work in the prov-
inces of Chimborazo (n=11) were invited to participate, 
as it is the province with the largest indigenous popula-
tion in Ecuador [6]. HPs from the province of Pichin-
cha (n=4) were also included to complement the initial 
interviews. All HPs at the time of the study were work-
ing in hospitals in Ecuador. Participants (n=15) were all 
HPs, mestizo and no one HPs talks indigenous languages. 
They worked in public facilities (n = 11 Public Health 
System; n = 4 social security system). Participant´s age 
range between 26-39 years old, gender (female 10, male 
5) and had diverse professional backgrounds: nine spe-
cialist physicians (four gynecologists, four family doctors, 
and one imaging specialist), four general doctors, and 
two nurses. We did not interview any midwives.

Ethics approval and consent to participate
Eligible participants received a participant informa-
tion sheet and a consent form by email. All participants 
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received an explanation of the study and signed the 
informed consent. A copy of the informed consent 
(signed) was delivered in person or emailed to the 
researchers. This study was performed in accordance 
with the Declaration of Helsinki. Ethical approval for 
this study was granted by the ethics committee at Car-
diff School of Computer Science and Informatics as there 
was no local ethics committee at ESPOCH University. 
But letters of support were received from local partners: 
National Council of Rural Parish Governments of Ecua-
dor (CONAGOPARE).

Recruitment
The participants were recruited between February and 
June 2020. Initially, the indigenous leaders of the prov-
ince of Chimborazo were contacted through the CONA-
GOPARE who put the researchers in contact with HPs 
who work in areas with a high prevalence of indigenous 
population. Participants were contacted by phone first 
and they were informed about the study. Participants 
were informed that the researchers worked at local uni-
versities. A date and time for the interview was scheduled 
for HPs interested in participating. Snowball sampling 
was used until we reached saturation through the inter-
views carried out [30]. A total of 17 HPs were contacted 
of which two refused to participate due to lack of time.

Data collection
Interviews were conducted in person (n=5; in the 
CONAGOPARE meeting room in the province of 
Chimborazo) on February 2020 or by video call (n=10; 
researchers and HP were at home) on March-June 2020. 
Only one researcher and the HPs were present during the 
interviews. The interviews had an average duration of 38 
minutes.

A semi-structured interview guide was used, consider-
ing five categories (Table  1) that includes characteriza-
tion of patients, HPs work practices, cultural relation and 
communication perceptions of characteristics of IPW 
and health care infrastructure. Questions in every cat-
egory, based on a human rights and gender perspective, 
present the researchers’ interest in capturing the cultural 
similarities and differences between Mestizo HPs and 
IPW. Furthermore, we present in the results section the 
main findings between the perspectives of male health 
professionals and female health professionals when dif-
ferences were found according to these two groups.

Data management and analysis
General notes were taken: interview number, interview 
location, start and end time. The interviews were audio-
recorded, transcribed verbatim in the HPs’ language 
(Spanish) and anonymized to protect the identity of the 
participants and maintain confidentiality.

Themes and subthemes emerged from the analysis of 
the proposed categories. We used the MS Word proces-
sor to mark the themes and subthemes for coding with 
different colors. V.C-A and V.A-U met regularly during 
the data collection period to discuss emerging issues or 
controversies. The information review protocol consisted 
of each researcher independently reading and coding a 
subset of interview transcripts to obtain a set of themes. 
Researchers MT. R-C and N. V, evaluated the cases and 
discussed further with V.C-A and V.A-U, in case of differ-
ing interpretations. To reflect on the cases and recognize 
the positionality of the researchers as observers.

The data was analyzed using an inductive approach 
[31]. We used a thematic network analysis, refining the 
basic and organizational themes to reach the global ones 
(opportunities and barriers) [32]. Text segments were 
presented under key themes and organizational themes, 

Table 1 Topic guide for the interviews with health professionals about health care in indigenous pregnant women

Categories Topics

Characteristics of indigenous pregnant women • Cultural characteristics.
• Socio‑demographic characteristics

Professional and personal training to meet the challenges of healthcare at 
IPW

• Training or education to care IPW.

Communication • Similarities and differences between mestizo HPs and IPW related to 
communication themselves.
• Mother language and second language for interaction between HPs and 
IPW.

HPs Work description • Most important activities
• Work responsibilities: Institutional or national laws that the HPs perceives 
to be positive or negative for their work

Characteristics of human, physical and technological equipment for the 
care of pregnant indigenous women

• Physical and human infrastructure of hospitals and / or health centers
• Equipment, supplies, physical space.
• Use of technology: types, utility.
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and compared for meaning and identifying similarities, 
and differences [32]. The thematic analysis was checked 
several times by researchers V, C-A and V. A-U and the 
themes were derived from the available data. The the-
matic analysis was sent by email twice to a population 
subgroup for review. Comments or suggestions were 
mostly linguistic in nature, while content changes were 
added to the thematic analysis. Finally, the report was 
translated to English by the Spanish-speaking researchers 
to share with all non-Spanish speaking authors to com-
ment on the last iteration of themes.

Results
From the information collected, four themes emerged on 
the perception and experiences of HPs related to the val-
ues, practical behaviors or opinions of indigenous preg-
nant women:

Home versus hospital and health care models
The public health system in Ecuador includes home 
health care in rural areas, which are predominantly home 
to indigenous communities. HPs identified this aspect as 
positive, which makes women accept hospital care when 
necessary

"Health care at home has made it possible to provide 
health care to women who do not go to health cent-
ers by themselves. In some cases, we have identified 
maternal complications such as pre-eclampsia or 
gestational diabetes and we have convinced women 
to go to a hospital " [Woman, Medical Gynecologist-
Province of Chimborazo, 37 years].

However, home visits could have shortcomings in 
terms of care provision such as lack of access to physi-
cal resources such as imaging tests or biochemical tests. 
The coordination of the health system must provide for 
this aspect. Especially women in rural areas might decide 
only to receive visits rather than visiting the healthcare 
settings or centers

“There are women whose only care is home visits, but 
specific tests cannot be performed on them. Without 
test results like hemoglobin, care is complicated.” 
[Woman, Family doctor, Chimborazo Province, 38 
years]

Furthermore, HPs identified home birth as a dangerous 
situation for a mother and her baby, since complications 
that arise cannot be resolved promptly.

“Home births attended by midwives, there are many 
of them that work well, but there are others that 
can be complicated and the patient dies. [Woman, 
Obstetrician gynecologist, Pichincha province, 35 

years].

But, on the other hand, hospital birth could affect 
women’s identity in different ways, as there are a variety 
of gender norms on how women should and shouldn’t 
give birth. HPs recognized some preferences in the birth 
include and overcoming the birth pain of IPW. Such as 
being with her family (especially female members), ver-
tical childbirth, or drinking herbal teas. However, the 
healthcare system does not allow women to make these 
decisions. This could explain by rigid hospital protocols 
and because it is possible that there was little capacity 
within the system to adapt to the women´s preferences. 
Nor is the gender perspective considered with regard to 
pain management during labor.

“Women think (or know) that the hospital does not 
allow them to be comfortable and with company, or 
to be with their clothing or their waters (infusions) 
for childbirth” [Obstetrician gynecologist, Pichincha 
province]”.

The exercise of human rights for inclusive care deserves 
the adaptation of cultural practices. The dominant mes-
tizo culture influences health care delivery models that 
may not align with the needs of IPW generating mistrust 
in of HP and their facilities.

"Indigenous women have (their own) practices such 
as burying or saving the placenta ... there are always 
preferences to give birth at home" [Woman, General 
practitioner, Chimborazo province, 35 years]

The lack of training in indigenous customs could raise 
issues for HPs and the care they offer to IPW it can cre-
ate tension without mutual understanding. Intercultural 
adapted childbirth, promoted by the Ecuadorian Minis-
try of Public Health, tried to use elements according to 
the culture of each person, as long as this does not inter-
fere with the medical safety of a patient. But it was diffi-
cult for HPs to apply methods of care to childbirth in the 
indigenous way, such as attend a vertical birth when they 
do not know how to care for women in this position.

“I could not help in a vertical birth; I do not know 
it and I do not think I can train myself. It may be 
that some infusion (or tea) of the ones that is used 
to take is good, and others very bad, but I do not 
know either” [Woman, Nurse, Pichincha province, 
26 years]

But in general HPs weren’t sure if herbal teas are good 
or bad for women’s health.

In particular cases, such as drinking infusions with 
alcohol, concerns and specific consequences were 
mentioned.
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“I respect customs. But ingesting herbal teas, such as 
cinnamon water mixed with artisanal alcoholic bev-
erages can cause very intense uterine contractions, it 
is very dangerous” (Man, Family doctor, Chimborazo 
province, 38 years].

Working with human resources who for example a cul-
tural broker (someone who understands both cultures 
and can explain the rationale for each) can be trusted by 
IPW, is a strength for the development of antenatal and 
postnatal care for culturally diverse women. HPs are 
aware of the difficulty in providing health services to IPW 
based in desired indigenous customs in the context of 
their western hospitals or western training. In this study, 
HPs knew that they are not popular among indigenous 
women and reported that pregnant women preferred the 
care of “midwives” to a hospital or health centre, espe-
cially during childbirth.

"It is very common for women to give birth with their 
midwife, it is better accepted than coming to the 
hospital". [Man, General practitioner, Chimborazo 
province, 35 years].

Challenges of the health system related 
to sociodemographic characteristics of IPW
Certain sociodemographic characteristics amongst IPWs 
were found to hamper their medical care. Firstly, illiter-
acy and low educational level have been identified by HPs 
as a great challenge when giving instructions, prescrip-
tions and health and care indications to IPW.

“I am surprised to have found, for example, an illit-
erate 29-year-old indigenous woman, which makes 
it difficult to give written instructions on medica-
tions, quantities, schedules or health care instruc-
tions” [Woman, Family doctor, Chimborazo prov-
ince, 35 years]

Secondly, the low-income level amongst IPW repre-
sents a problem for their health care. HPs reported this 
situation as a serious limitation. Furthermore, it is a fail-
ure of the Ecuadorian public health system not to always 
have, at all times, basic medicines for pregnant women.

“Sometimes we don’t have the medicines in the 
health center and we send them to buy, but they 
don’t even have money enough to eat” [Woman, 
Nurse, Pichincha province, 26 years]

Thirdly, specialized hospitals are only based in three 
large cities in the country and access to such hospitals 
has been identified as a limitation, i.e., travelling to such 
facilities for IPW is difficult due to several reasons:

"Travel can be a problem for indigenous women, 

because of the cost of transportation. Also, children, 
animals and crops cannot be abandoned." [Woman, 
Family doctor, Chimborazo province, 38 years].

Finally, another challenge described by HPs was the age 
of pregnant women. It was described that there are both 
indigenous adolescent women and indigenous women of 
advanced age to be pregnant. The care needs of an ado-
lescent pregnant woman or of a woman of advanced age 
to be pregnant could demand greater care and may have 
a greater risk.

"The health care we provide must be both for ado-
lescents or girls and for adult women who already 
have risks to their health due to pregnancy"[Woman, 
Gynecologist. Chimborazo Province, 37 years].

Gender issues and health care for IPW
In addition to women’s willingness to give birth at home, 
which is strongly resisted by HPs (as discussed above), 
there are gender stereotypes. Our findings revealed how 
the gendered livelihood system around indigenous com-
munities was about men’s control over every aspect of 
women’s lives, and as a consequence of ‘machismo’, (that 
emphasizes men’s dominance while encouraging women’s 
submission [3]), women did not want to go to the antena-
tal care alone. Regarding the “machismo” context, profes-
sionals of both sexes are aware of the machismo context 
and its influence in achieving the highest possible level 
of health for indigenous women through health care. 
Although, all professional women; that is, 10, and only 3 
men make explicit (or indicate) that the IPW do not want 
to go to the consultations, do not attend routine check-
ups, and do not make any decision without the presence 
or consent of the husband.

"IPW do not want to go to the consultations, because 
of the husbands’ machismo, since it is considered 
that when the doctor values it, it is as if they were 
violating their privacy as a woman. Women do not 
make any decisions without the consent of the hus-
band" [Man, Family doctor. Chimborazo Prov-
ince, 35 years] “ also the husband will not let to use 
contraceptive methods” [Woman, General Doctor, 
Pichincha province, 29 years]

“The most “machismo” part that exists in my opin-
ion is that every woman has the right to choose 
what she wants to do with her body, what happens, 
that women sometimes give birth to their fifth 
child, you give them family planning counseling 
and you tell her that sterilization is best, that a 
sixth - seventh pregnancy is very risky for them or 
if she is in a caesarean birth, a third or fourth is 
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too risky. Many of them do not make the decision 
for them, which should be a decision of her own, 
of the woman because you are the one carrying the 
pregnancy, but they have to corroborate the deci-
sion with their husbands and many times their 
husbands are so “machismo” that they do not want 
to they hook up. Women are afraid of their hus-
bands, I think they beat and mistreat them, your 
partner’s opinion is fine, but in the end the deci-
sion is yours” [Woman- Obstetrician Gynecologist-
Pichincha province, 35 years].

“It is a conflict to attend to indigenous women 
because of machismo, and the bad thing is that 
they do not always go to the consultation with their 
husbands, and they should, they would save us 
time” [Woman-Gynecologist-Pichincha province, 
36 years]. “The customs are fine, we all have one, 
but the problem when the decisions of the spouses 
come into play ... as health professionals we realize 
that it is a bit exasperating because women remain 
silent and tell us that they are going to come back 
and we already know that it is because first, they 
are going to ask the husband” [Woman-Gynecol-
ogist-Pichincha province, 35 years]. The beliefs 
in the communities are strong, they are macho 
and their beliefs are not sure if they help or harm 
[Man-Family doctor-Chimborazo province, 38 
years]. The beliefs in the communities are strong, 
they are machismo and their beliefs are not sure if 
they help or harm [Man-Family doctor-Chimbo-
razo province, 38 years]

If there is no approval of the family (of the woman 
or of the couple), as well as the approval of the cou-
ple and in certain cases even of the community, then 
there is no way to take any action, not even to save 
their life, we will see them almost dead or the fetus 
dead and they do not want to go to the hospital 
because the husband does not want to. [Man. Gen-
eral practitioner-Chimborazo, 35 years]

Furthermore, decisions about prenatal care for IPW 
seem to depend on what has been passed down in her 
family or family tradition. HPs reported that women 
have few prenatal visits and that the women went to the 
health centre only for childbirth or when complications 
occurred.

“Women take their grandmothers as an example, 
saying that they never went to the doctor and noth-
ing happened to them, they do not know about the 
dangers for them and their babies" [Man, Family 
doctor, Chimborazo province, ]

HPs perceived that IPW tend to be introvert sand that 
this was not the case with indigenous men. Shyness and 
shame about receiving care was linked to reluctance to 
share aspects of their life such as their relationship or the 
presence of risk factors such as vaginal secretions, ulcers, 
or bleeding. In addition, HPs reported how indigenous 
women resisted the physical examination. Some HPs 
even felt that IPW do not volunteer information when 
they attend IPW. Although HPs are not sure of the rea-
son, they speculate it could be related to shyness amongst 
IPW:

"Being an IPW we are more careful because they do 
not like to tell us the truth, they are very shy and 
ashamed" [Men-Imaging physician, Chimborazo 
province, 38 years].

All the professional men and half of the health profes-
sional women are aware that the cultural reality of IPW 
governs communication during health care, insofar as 
they do not transmit all the information “they are silent”, 
"They are ashamed " they do not tell the truth "

“Yes, the difficulties would come to be above all that 
focuses on culture, I mean indigenous women, in 
terms of their modesty it is to some extent the barrier 
that prevents us from managing them efficiently, this 
would be one of the biggest drawbacks, the modesty 
leads to them not telling us everything that happens 
to them and that complicates things”. [Man-Family 
doctor-Chimborazo province, 38 years].

“Indigenous women are very modest. They lie to us 
a lot, especially when they want to hide a pregnancy 
[Woman- Obstetrics Gynaecology-Pichincha prov-
ince, 35 years].” It seems to me that there are things 
that they do not tell us, especially to cover the hus-
band, so as not to make him look bad” [Woman-
nurse-Chimborazo, 26 years s].

HPs reported challenges in overcoming IPWs fears, 
particularly when reinforced by family and peers. This 
put HPs in a vulnerable position in terms of accountabil-
ity for their safety.

“I had a pregnant teenager. I went to her house to 
see her and I asked her if we could go to the Health 
Center to take her blood pressure because I did not 
have the blood pressure monitor there. She didn’t 
want to go and when she finally agreed her aunt told 
her, why are you going to go (to the health center) 
if they don’t give you any medicine? The teenager 
refused again. In that case, if the woman died, that 
would be our fault” [Woman, Obstetrician gynecolo-
gist, Pichincha province, 35 years]
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Structural challenges and opportunities for health care
First, both the most basic health centers (care level 1 in 
Ecuador) and hospitals with specialized levels of care 
(care level 3 in Ecuador) have what is necessary for pre-
natal care. However, the HPs in this study noted the dif-
ferences between the provisions of public and private 
hospitals, especially the lack of space or privacy in the 
former.

"The Ministry of Public Health establishes that 
each health center has a basic kit to care for preg-
nant women in emergencies ... but each kit that we 
use must be reported" "It is not the same to care for 
a patient in a room with 20 beds than in a private 
room” [Woman, Family doctor Pichincha province, 
35 years]

Secondly, according to the experiences of the HPs 
interviewed in this study, COVID-19 has represented 
an important development in the use of social networks, 
also with the indigenous community. During COVID 
outbreak, HPs gave their phone number to patients and 
communicated via WhatsApp. This was helpful for com-
munication and prenatal care instructions could be given 
through this way.

"In the emergency due to COVID-19, WhatsApp 
helped a lot" [Woman, Obstetrician gynecologist, 
Pichincha province, 35 years]”

On the use of technology, it not only serves HPs but 
also mothers.

"A simple and friendly application that provides 
accessory and alternatives to women who can-
not read, for example, and that allows them to 
identify alarm signals in case of complications, 
risk of abortion, maternal death and medical 
procedures"[Woman, Obstetrician gynecologist, 
Pichincha province, 35 years]

But communication between HPs and IPW is chal-
lenging. On the one hand, IPW from the Andean area of 
Ecuador speak Quechua (language commonly spoken in 
the Chimborazo province) and Spanish. While HPs speak 
only Spanish and there are no interpreters if the IPW 
speak only Quechua. On the other hand, HPs perceive 
that IPW do not usually ask questions. Even the HPs 
mention that the IPW misunderstood the message. The 
reason for not asking was not clear. Although in other 
questions it is mentioned that IPW is shy. We found that 
no one among HPs questions their lack in intercultural 
language or inability to communicate with their patients.

We found that no one among HPs questions their lack 
in intercultural language or inability to communicate 
with their patients.

"With indigenous women we seek to make commu-
nication clearer and simpler, we look for words or 
colloquial sayings without losing meaning, ... indige-
nous women ... if they did not understand something, 
they simply do not ask again" [Man, General Practi-
tioner, Chimborazo province, 35 years].

But they are not trained to develop their professional 
skills in other cultures.

“I do not know any indigenous doctor who works in 
the area, most of us are mestizo, it is difficult to ask 
for help to understand the language or culture of 
patients” [Man, General Practitioner, Chimborazo 
province, 35 years].

Another structural challenges was that HPs were also 
distressed by the prospect of being prosecuted by the 
Ecuadorian justice system if a pregnant woman dies in 
circumstances that are not directly related to their pro-
fessional practice [33]. This is a policy designed to pre-
vent maternal mortality but seems like an undue burden 
on the provider. This was mentioned by the HPs in the 
interviews and reported as one of their major frustrations 
at work:

"Nowadays: if a woman does not take her medica-
tion or does not attend her check-ups, and dies, it is 
our fault, and we can be imprisoned for that. That 
always worries all health professionals" [Woman, 
Obstetrician gynecologist, Pichincha province, 35 
years]

HPs in this study had identified that IPW may have 
beliefs around contraceptives related to side effects (can-
cer or other diseases). It also highlights that IPWs are dis-
empowered in their decisions about their own body and 
health care.

"We propose to do the ligation and they say: “they 
told me that if I have the ligation, I will get a bad 
temper and my abdomen will hurt " [Man, General 
Doctor, Pichincha province, 35 years]

Moreover, HPs reported that IPW refused to take con-
traceptives and other medications including nutritional 
supplements.

"Many women think that the doctors are going to 
harm them, or that the nutritional supplements 
are going to cause the baby to grow too much and 
that this represents problems in the birth …it is frus-
trating to know that the supplements or medicines 
are discarded to the pigs” [Woman, Family doctor, 
Chimborazo Province, 36 years].

“During the home visits we have found intact pack-
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aging of the nutritional supplements. Vitamin or 
mineral capsules that women have not taken” [Man, 
Family doctor, Chimborazo Province, 35 years]

Discussion
Quality reproductive health, within the framework of 
human rights and gender equality for IPW, still requires 
work in the Andean regions of Ecuador where most of 
its inhabitants belong to indigenous communities. The 
results of this study show the needs of the IPW regarding 
their health care from the perspective of HPs. We identi-
fied four content profiles that highlight the tension expe-
rienced between a predominantly mestizo conventional 
care model, which displaces alternative and indigenous 
health care. We found disagreements in the Ecuadorian 
health care service leading to indigenous cultural values 
being ignored. We found discrepancies in the care models 
of the formal system versus traditional care that can be 
given at home. Common characteristics among the indig-
enous population such as illiteracy, low income and the 
age of pregnancy are important challenges for the health 
system. In addition, the gender approach highlights the 
enormous challenges that IPW face in accessing qual-
ity health care, these challenges are: machismo, gender 
stereotypes and communication problems. Finally, we 
presented list structural challenges of the health system 
and possible digital alternatives for its improvement. Our 
study may also be useful in other indigenous populations 
of Ecuador, such as those that inhabit the Amazon and 
in other countries with diverse ethnic populations and 
in intercultural care to improve their inclusion in health 
systems.

There is a cosmovision among indigenous peoples that 
characterizes their beliefs, values and desires and this is 
accentuated during pregnancy [34]. HPs expressed con-
cerns about certain practices associated with customs 
of IPW: infusions with alcohol, for example, could cause 
strong uterine contractions and increase the risk of pre-
term birth [35] so they should be monitored.

Other practices such as the preference to give birth at 
home show a disarticulation between what HPs and IPW 
want. Giving birth at home for the HPs interviewed in 
this study is not an option, the fear of complications is 
consistent with the world statistics of maternal mortal-
ity [7, 36, 37] and adverse perinatal outcomes [38] which 
in the vast majority of cases could be easily avoided in a 
hospital [39, 40]. However there is evidence that in some 
countries like the USA, deliveries can be safe as long as 
the midwife is qualified or certified [41]. Considering that 
Ecuador is a territory with diverse indigenous peoples, 
whose existence is recognised in the Constitution, in the 
exercise of human rights that favour indigenous people 

and gender equality. Public health and HPs services could 
strive to move towards more inclusive care models that 
may include a kind of cultural intermediary, for example, 
a woman present from their culture who is able to trans-
late and mentor women to improve confidence, reduce 
tension with the supplier and incorporate the different 
meanings and worldviews of indigenous peoples [42].

In addition, the uncomfortable nature of public hospi-
tals and the restriction of cultural customs make giving 
birth at home a priority for IPW. Giving birth in a hos-
pital, when it is preferred (and possible) to home-birth 
negates respect for the woman’s decisions, and could 
increase her distrust and disagreement with the con-
ventional health system. It was found in this study that 
women tend to differentiate between the value and the 
benefit of their health situation that leads them to seek 
help in the hospital but only in cases of emergency or 
complications, which is consistent with the practices of 
women in South Africa [43] and in the Ecuadorian Ama-
zon [44].

Other studies have already documented that the lack of 
cultural considerations may be related to wellbeing issues 
amongst indigenous people [18, 45] and that culturally 
accepted medical practices provide better results [46]. 
Therefore, if the identity of an IPW and her beliefs and 
values are not respected within the health system, the 
already limited range of decisions that they have is fur-
ther restricted.

One of these limitations is machismo and gender ste-
reotypes (view or preconception about attributes or 
characteristics, or the roles that are or ought to be pos-
sessed by, or performed by, women and men) [47], which 
could lead to little cooperation between women and the 
HPs and refusal of family planning options such as birth 
controls by the couple. In some cases, the delay in pro-
viding health care were linked the HPs being a man and 
the IPW’s partner not allowing her to attend the consul-
tation. In other cases, when the woman’s health decisions 
depended on the husband e.g., family planning methods, 
delays or refusal by the husband was reported. Machismo 
and gender stereotypes have been documented as 
strongly ingrained characteristics of Ecuadorian indig-
enous culture [21, 48]. And it has also been observed that 
women are more accepting of contraceptive methods 
than men [49] so empowering women can be the key to 
avoid unwanted pregnancies [21].

But in addition, the delay in the search for medical 
attention in indigenous populations has been explained 
based on the lack of confidence that seeking care from a 
health professional will change health outcomes [11, 50, 
51]. Therefore, it is urgent to implement a more inclusive 
health system that guarantees empowerment in the deci-
sions and well-being of the pregnant woman [25, 39]
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Other limitations are related to sociodemographic 
problems: low income and problems to travel to the 
hospital (due to distance and cost) both to give birth 
and to receive care and buy medicines. The challenges 
identified in our research are not limited to Ecuador 
and they could extend to other countries [8] for exam-
ple, rising cases of maternal death and discriminatory 
behavior in the health service towards ethnic minori-
ties [11] are noted globally. The incidence of poverty 
in Ecuador in 2019 amongst ethnic group was 20.3% 
for mestizos, 43.5% for montubios and 51.5% for indig-
enous people [52]. In addition, low income has been 
considered an indicator for inequality in maternal 
and child health care in populations such as Canada 
[53] and Nigeria [54]. Low income also contributes to 
transportation issues and purchase of medicines [55] 
and other problems like unsafe infant sleep practices 
[56].

Finally, low level of education could relation with 
communication barriers, indigenous people have 
(20.4%), compared to mestizos (5.1%) in Ecuador [7] 
with greater inequalities in women versus men (7.7% 
and 5.8% respectively). The low education level also 
contributes to misunderstanding HPs instructions and 
or prescriptions. Although Quechua is another native 
language of the Andean indigenous population in 
Ecuador and the intercultural education system advo-
cates the education in the native language, the mestizo 
knowledge of Quechua is scarce [21].

Conclusions
Beyond macrostructural factors such as democracy 
[57] or governance [58], the challenges associated with 
the quality of IPW health care in Ecuador are linked to 
beliefs, values, and customs of its indigenous commu-
nities, largely unknown by the conventional health sys-
tem, which is run by mestizo HPs.

Health care decisions and needs that are culturally 
best suited to IPW are a human right of this population 
group. However, gender inequality could be a challenge 
in the formulation of public policies that take care of 
IPW. Finally, structural and socio-demographic chal-
lenges such as low education and low income must be 
considered in comprehensive protection plans for vul-
nerable groups such as IPW.

HPs need an IPW culture-respectful approach to 
exercising reproductive health rights and gender equal-
ity. Understanding what works and how to improve 
IPW health care is imperative if countries like Ecuador 
want to advance health equality, from the systems level 
to the individual level of health care, beyond their poli-
cies and initiatives on paper [46].

Strengths and limitations
The main strengths include the focus on a little-explored 
topic. Ethnic minorities around the world require special 
considerations to improve their inclusion in health sys-
tems and thus improve their quality of life [59].

On the other hand, it is important to note that this 
paper builds on our previous engagement with indig-
enous pregnant women [21], and here we only reported 
information from the HPs’ perspectives and in two par-
ticular provinces of Ecuador. Further research needs to 
consider pregnant women and their indigenous families 
and healthcare professional in other provinces in Ecua-
dor. In addition, ethnic groups from Andean region 
may present different characteristics, so it is suggested 
to carry out similar studies with other ethnic groups.
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