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Tis study evaluates the political, legal, organizational, and availability of resources for the onboarding of health professionals
trained in interculturality for sexual and reproductive health care of the indigenous population in public health services. A case
study was carried out using a qualitative methodology that implemented intercultural care strategies in reproductive health in two
Mexican states with the presence of indigenous population. In regards of the political feasibility, the interest of the actors,
positioning, and power were explored. In regards of legal feasibility, the presence of legal impediments was analyzed. In the case of
organizational feasibility, we explored the organizational structure and functions of the personnel. Finally, for evaluating the
availability of resources, we analyzed the budget available for hiring personnel with intercultural training. Political feasibility
shows that the actors recognize the importance of including personnel with intercultural training for reproductive health care in
indigenous population; despite this, in both states, there is no clear position in favor of it. In legal feasibility, no impediment for
hiring these personnel was found. In organizational feasibility, the organizational structure of health services does not include
a unit to oversee intercultural health services and practices and does not specify intercultural functions in the professional required
profles. In both states, there is no budget allocation for hiring personnel with an intercultural profle. Terefore, intercultural
actions implemented are part of the local initiative of decision-makers to respond to reproductive health problems within
indigenous population.Te overall feasibility assessment does not show clear results in favor of incorporating health professionals
trained in interculturality for sexual and reproductive health care for indigenous population. Terefore, it is still necessary to
advocate on this issue so that intercultural hiring policies can be explicitly concretized in the acquisition of public health services.

1. Introduction

Mexico has a great cultural diversity originally sustained by
its indigenous people and communities. In 2020, more than
7.3 million people were speakers of an indigenous language
[1], and 27.5 million (21.5% of the national population)
ascribed themselves as such [2]. Indigenous people in
Mexico face greater socioeconomic disadvantages: in 2018,
71.9% were in conditions of poverty and 40.0% in extreme
poverty, compared to 46.3% and 14.3% of the non-
indigenous, respectively [3]; they double the rate of maternal

and infant death; they triple the frequency of short stature in
children; their life expectancy at birth is 8 to 20 years less
than the national average [4]. Indigenous women system-
atically have lower coverage in maternal care indicators
compared to their nonindigenous peers [5] and preventive
services and treatment of the main forms of female cancer
[6]. Tey face greater barriers to access, which is why they
make less use of health services, and when they do use them,
the care they receive is of lower quality [7], and in some
cases, they are subjected to racist and mistreatment practices
[8, 9]. Tis situation poses challenges to achieving universal
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health coverage, requiring strategies to respond to the needs
of indigenous populations, be culturally relevant, and ad-
dress structural inequalities, especially forms of
discrimination [10].

To face this problem, at the beginning of the XXI cen-
tury, the Mexican Health Ministry launched the Intercul-
tural Health Policy with four processes: (1) strengthening of
the stewardship role of the Ministry of Health; (2) legal and
regulatory adjustments to improve the quality of care for
indigenous population; (3) operational adjustment of health
programs; and (4) structural adjustments in the health
system (programs, plans, norms, schedules, and organiza-
tional and management mechanisms). To monitor “inter-
cultural” actions in health centers and hospitals, indicators
related to the structure, spaces, and providers of health
services were proposed. For accreditation of health units as
intercultural, the number of bilingual health personnel (in
indigenous language) in the health facility, human resources
trained in intercultural competencies, and dissemination of
programs in local language were evaluated. Tese indicators
were also considered for sexual and reproductive health
programs and were implemented in the states of Morelos
and Chihuahua.

One of the most important concepts developed for
bridging the cultural gap is the interculturality, which means
“between cultures.” Its purpose is the respectful exchange of
knowledge and traditions, dialogue, complementarity,
constant learning, and the primacy of a subject over cultural
and social diferences [11]. In health, it is defned as the
respectful process of the horizontal relationship between
users and health personnel, which allows understanding the
way of perceiving the health-disease-care processes in each
group, through dialogue, recognition, and respect for its
cultural peculiarities [12, 13]. Under this concept, in order to
provide health care, health workers capable to understand
cultural diferences in health conception on indigenous
population are relevant. Tis strategy seems straightforward;
however, its inclusion to health services has been
challenging.

Te proposal that must be implemented in health services
should be appropriate, which means that it must respond to
an existing problem in a given population and have clear
objectives with strategies to achieve them, as well as the
necessary resources. In this sense, the evaluation of feasibility
[14] is the frst step before implementing a proposal.Tere are
several dimensions of feasibility assessment, but the most
studied are the technical, economic, legal, operational, and
schedule dimensions [15, 16]. Other studies indicate that
feasibility assessment should provide information about the
backing of political actors to support implementation, as well
as a legal framework and adequate skills and capacities in
personnel and an organizational structure for the appropriate
use of resources [17]. Regardless of the dimensions of fea-
sibility to be evaluated, it should provide information to
analyse the possibility of success or failure of the proposal if
implemented. Feasibility assessment does not necessarily
assess all dimensions at the same time; it will depend on the
information needed to be known according to the context
where the intervention will be applied. However, the more

comprehensive the assessment of the feasibility dimensions,
the more information it can provide on the likely scenario of
success or failure of the implementation and reduce un-
certainty. Tis type of evaluation is a fundamental tool that
supports decision-making regarding implementation of
a policy, program, or project [18].

Tis study evaluates the political, legal, organizational,
and the availability of resources of the incorporation of
health professionals trained in interculturality for sexual and
reproductive health care of the indigenous population in
public health services. Health personnel who provide sexual
and reproductive health services have a diverse profle:
physicians, nurses, and health technicians. Teir peculiarity
is that they are in charge of providing these services, such as
prenatal consultations, contraception, and women’s cancer
screening, among others, to the indigenous population.

2. Materials and Methods

A qualitative case study was carried out in two states of
Mexico (Morelos and Chihuahua) with the presence of
indigenous population and had developed initiatives for
intercultural reproductive health care in 2018, particularly
training allopathic medical professionals for the develop-
ment of intercultural competences (knowledge of cultural
diferences, promotion of dignifed, and respectful treat-
ment). Intercultural training in sexual and reproductive
health refers to a heterogeneous set of educational activities
that address topics such as vertical childbirth, respected
childbirth, and dignifed treatment, among others. In the
present study, we analyzed the fact of training on inter-
culturality in sexual and reproductive health for the care of
indigenous populations, regardless of its specifc content.

Amapping of key informants in each state was done.Te
informants were contacted by telephone to invite them to
participate in the study, and if they accepted, a date, time,
and place for the interview were agreed upon. In Morelos,
the interviews were conducted in person by AT and in
Chihuahua by a female project collaborator. Interviews
lasted an average of 40 to 50minutes.

To assess the political feasibility [19], the interest, po-
sition, and power of the actors in the proposal to incorporate
personnel trained in interculturality to care for the in-
digenous population were analyzed. Te defnitions used for
these dimensions were the following:

(i) Te interest of the actors is the expression of indi-
vidual motivation for the beneft or advantage of
oneself or the institution [20] that makes the
implementation of strategies viable. We explored
intercultural policy defnition, policy knowledge,
perceived importance, intercultural action, and
alliances

(ii) Positioning is the place occupied by an individual
with respect to others with whom he or she com-
pares [21], to place him in favor or against a situ-
ation or the position of another individual.

(iii) Power is the phenomenon that fows from an in-
dividual to other people when functions are
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delegated and responsibilities are assigned, that is,
the capacity or faculty of the individual within his or
her organization to infuence decision-making and
execute or not actions or interventions [22].

Key informants were people who work with the in-
digenous population and health personnel who work in the
feld of sexual and reproductive health (antenatal care,
childbirth and puerperium care, and family planning)
(Table 1).

For legal feasibility, it was sought to verify that there
were no legal impediments to incorporate health personnel
with intercultural training in sexual and reproductive
health services for the care of the indigenous population.
For this, a careful analysis of the legal guidelines at the
federal and state levels was carried out (Table 2). All the
documents were converted into PDF, and all those that
included the keywords as health, indigenous, language,
culture, intercultural, interculturality, human rights, tra-
ditional medicine, and discrimination were reviewed in
depth. Tree categories were analyzed: the right to health
care for indigenous people, obligations of the authorities to
care for indigenous people, and restrictions or impedi-
ments to the inclusion of health personnel with intercul-
tural training for reproductive health care for indigenous
population.

For organizational feasibility, we explore the organi-
zational structure (presence of a position in the formal
structure of the organization for intercultural action),
intercultural functions (explicit duties to carry out inter-
culturality actions in the organization and functions
handbook), and intercultural job profle (professional
profle to which the interculturality task is assigned). We
check the formal and functional organizational structures
to look for a unit inside the structure in charge of the
intercultural actions. An in-depth review was carried out
on the function manual of Ministry of Health Units related
to reproductive health care (primary health facilities,
hospitals, and jurisdictional and state health services) to
identify interculturality functions and job profles to per-
form intercultural activities. In addition, we applied in-
terviews at the people responsible for planning, human
resources, and reproductive health at jurisdictional and
state levels, to explore the existence of formal structures in
units and functions for health personnel linked to the
intercultural policy.

For availability of fnancial resources, the state and mu-
nicipal budgets were scrutinized and interviews were held
with those responsible for planning, human resources, and
health promotion, in order to explore the existence of re-
sources for hiring health personnel with intercultural training.

2.1. Instruments. To explore political feasibility, a semi-
structured interview was applied that collected information
on the social and demographic profle of the participants,
their interests, positioning, and power [23], for the in-
corporation of health personnel with intercultural training
for reproductive health care of the indigenous population.

Te interview guide (see supplemental fle 1) was piloted
in a state not included in the study and was subsequently
applied in the states identifed for research, with the prior
informed consent of the participants and approval to record.
At the end of the interview with each actor, they were given
a matrix so they could individually rate their position and of
others (those mentioned in Table 1). Te matrix also in-
cluded the rating of the perceived power of each actor for the
inclusion of health personnel with intercultural training for
sexual and reproductive health care for the indigenous
population. Before rating the diferent criteria included in
the matrix, the interviewer explained the rating process in
detail to the informants.

Specifc questions were included into the semistructured
interview guide, in order to explore organizational feasibility
and availability of fnancial resources.

2.2. Information Processing

2.2.1. Political Feasibility. Although the criteria for cate-
gorizing and processing the data were determined by the
research team specifcally for this study, the analysis pro-
cedures are similar to those reported in other studies
[24, 25].

(1) Te Interest of the Actors. To measure intercultural policy
defnition, we explore the conception of the following cat-
egories: recognition of cultural diversity, equitable re-
lationships, respect for diferences, and mutual enrichment.
We assigned +++ when actors recognize intercultural at least
3 categories, ++ when actors recognize at least 2 categories,
and + when actors mention 1 or any category.

To measure the policy knowledge, we previously iden-
tifed from national reports and interviews with operational
staf of reproductive health services the strategies imple-
mented. Vertical delivery, health education with an inter-
cultural perspective, work with traditional midwives,
respectful treatment of indigenous women, training of
personnel in interculturality, promotion of intercultural
health care, and work with agents of traditional medicine
were identifed as main intercultural activities. We explore if
the informants know about the existence of action to address
the intercultural policy.We assign +++ when actors mention
at least fve actions, ++ when actors mention four actions,
and + when actors do not mention any or one actions.

To measure perceived importance, we assigned +++
when the actors perceived intercultural actions as essential
for healthcare of indigenous communities, ++ when they
considered moderately important, and + when they con-
sidered indistinct.

To measure intercultural action, we assigned +++ when
they reported the execution of at least one intercultural
action uninterruptedly for more than fve years, ++ when
they reported the execution of intercultural actions but not
continuously for the last fve years, and + when they rec-
ognized their recent implementation (less than 1 year).

Regarding alliances, they were rated with +++ when they
recognize the participation of other actors diferent from the
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Ministry of Health services for more than fve years, ++
when they recognize the participation of other actors in-
termittently for more than fve years, and + when they
recognize the participation of other actors recently.

(2) Positioning. We used a matrix to qualify the self-
positioning and positioning of the actors, fve answers
were possible: in favor (F), moderately in favor (MF),
neutral (N), moderately against (MA), and against (A).
At a global level, positioning in favor (F) was qualifed if
the interviewee self-positioned in favor (F), and the other
actors also qualifed with the positioning in favor (F). It
will be moderately in favor (MF) if the actor positions
himself in favor (F), but at least one or two actors rate it
as moderately against (MA) or against (A). A neutral
position (N) is obtained if the actor positions himself in
this way or if being in favor (F) or moderately in favor
(MF), three or more actors rate him as against (A) or
moderately against (MA).

(3) Power. Power was rated by assessing the actor’s ability to
mobilize resources. A rating of 3 was assigned if the actors
consider the actor with high power, a rating of 2 for medium
power, and a rating of 1 for low power.

2.2.2. Legal Feasibility. Legal feasibility made it possible to
identify to what extent the legal guidelines constitute a fa-
cilitator or an impediment to the inclusion of health per-
sonnel with intercultural competencies in health services for
sexual and reproductive health care of the indigenous
population. Te documents were analyzed by JA and AT,
and a content analysis was performed. For the analysis,
matrices by state were used for the dimensions of the right to
health of indigenous people, obligations of the authorities,
and restrictions and impediments.

2.2.3. Organizational Feasibility. We organized a matrix to
record information about organizational structure, func-
tions, and job profles regarding intercultural activities from
documents and interviews.

2.2.4. Availability of Financial Resources. Te information
identifed in the budget reports, as well as that from the
interviews, was concentrated in analysis matrices to facilitate
their identifcation.

2.3. EthicalAspects. After the key informants were contacted
by phone and agreed to participate in the interviews, BP (as
the PI of the general project) sent an invitation by e-mail,
together with the letter of informed consent that they signed
on the day of the interview in person.

Te protocol from which this study derived was ap-
proved by the Research Ethics Committee of the National
Institute of Public Health, through resolution number CI:
1475. Te project was fnanced by the Gonzalo Rı́o Arronte
Foundation.

3. Results

In the state of Morelos, 11 key actors were interviewed from
Health Services (Health Promotion, Human Resources,
Planning, and Evaluation of Services), a Civil Society Or-
ganization that works with the indigenous population; the
State Human Rights Commission, the State Secretariat for
Social Development (SEDESOL) and legislators who lead
issues related to indigenous populations. In the state of
Chihuahua, 11 key actors were interviewed by the State
Secretariat of Health (Responsible for regulations for the
operation of health services in the state); State Civil Pen-
sions, Health Services (Responsible for the provision of
health services in the state), State Commission for Human
Rights, State Commission for Indigenous Peoples, and
a rural hospital. Each informant was interviewed only once,
and no participant was reinterviewed.

Te characteristics of the states that were included in the
study are presented in Table 3.

3.1. Political Feasibility

3.1.1. Te Interest of the Actors. As part of the policy
knowledge, the development at a national level of many
actions, which were implemented in other states, was rec-
ognized. In Morelos, state health professionals recognize the
implementation of humanized delivery with traditional
midwives, health fairs in indigenous municipalities, circles
of women who practice traditional medicine, and training
for health professionals and students. In Chihuahua, the
actions implemented were work with native community
health assistants, reproductive and vaccination, work with
midwives, sexual diversity fairs in indigenous communities,
intercultural courses, and translator program for indigenous
communities. Tey also mentioned the Indigenous Uni-
versity Program to support indigenous youth to continue
their university education.

“. . . it is that in reality here in the state of Morelos, it is said
that there is a policy of interculturality, but for me, it is only
a discourse, we do not see anything concrete and everything
remains on paper. . .. I-A5”

“. . . here [in Chihuahua] there is leadership and much
recognition for the care of the indigenous population. We
have had several projects to sensitize health personnel in
intercultural care. . . we have implemented intercultural
childbirth care and, in many programs, the educational
content is revised so that the worldviews of the indigenous
population are respected. . .. I-B7”

Five actors in Morelos defne the intercultural policy on
health as “the cultural diversity or the necessity to respect the
cultural diferences to deliver health services,” and they
recognize the cultural diversity and the necessity to respect
the cultural diferences and interaction between cultures. In
Chihuahua, most actors defne the intercultural policy as
respect for cultural diferences, cultural diversity, and the
promotion of equitable relationships.

Health & Social Care in the Community 5
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,ó

da
m
io

r
te
pe
hu

an
es
,

m
ak
ur
aw

e
or

gu
ar
oj́
ıo
,a

nd
fn

al
ly

th
e
O
’o
ba

or
pi
m
a

M
ar
gi
na
liz
at
io
n
in
de
x
(2
01
5)

M
id
dl
e

Lo
w

Po
pu

la
tio

n
w
ith

he
al
th

in
su
ra
nc
e
(2
01
7)

82
.9

90
.6

M
at
er
na
lm

or
ta
lit
y
ra
tio

(2
01
7)

21
.9

43
.9

C
on

tr
ac
ep
tiv

e
co
ve
ra
ge

(2
01
8)

76
.3
9

75
.4
5

U
nm

et
de
m
an
d
in

fa
m
ily

pl
an
ni
ng

10
.9

8.
3

So
ur
ce
:n

at
io
na
l
po

pu
la
tio

n
co
un

ci
l
(C

O
N
A
PO

),
m
ai
n
re
su
lts

of
th
e
na
tio

na
l
su
rv
ey

of
de
m
og
ra
ph

ic
dy
na
m
ic
s,
20
14
,a

va
ila
bl
e
in

ht
tp
s:/
/w

w
w
.c
on

ap
o.
go
b.
m
x/
es
/C
O
N
A
PO

/P
ri
nc
ip
al
es
_r
es
ul
ta
do

s_
de
_l
a_

En
cu
es
ta
_N

ac
io
na
l_
de
_l
a_
D
in
am

ic
a_
D
em

og
ra
fc
a_
20
14
,2

8-
10
-2
02
0.

N
at
io
na
ls
ur
ve
y
of

de
m
og
ra
ph

ic
dy
na
m
ic
s,
20
14
.

Health & Social Care in the Community 7

https://www.conapo.gob.mx/es/CONAPO/Principales_resultados_de_la_Encuesta_Nacional_de_la_Dinamica_Demografica_2014
https://www.conapo.gob.mx/es/CONAPO/Principales_resultados_de_la_Encuesta_Nacional_de_la_Dinamica_Demografica_2014


“Intercultural actions for women’s reproductive health care
seek to respect the two worlds of knowledge, that of the
indigenous population and that of the urban population. I-
A6.”

“Interculturality means that neither the knowledge of the
indigenous population regarding their sexual and re-
productive health is better or worse than the knowledge of
the population in general. Tis knowledge is complemen-
tary and strengthens and enriches each other. I-B9”

Regarding the perceived importance, in Morelos State,
only three of eleven actors considered intercultural health
policies and inclusion of professionals with intercultural
training for reproductive health care to be “very important.”
While in the state of Chihuahua, almost all actors considered
it essential.

In Morelos State, most actors recognize the recent
implementation of the intercultural actions, they point out
this situation responds to the low proportion of indigenous
population. In Chihuahua, most of the actors recognized the
implementation of intercultural action more than fve years
ago. Some of them point out the continuity on their
implementation and others their noncontinuous
implementation.

In Morelos State, alliances were established with the
education sector to carry out projects with an intercultural
perspective among the State Commission of Human Rights,
the Superior Court of Justice, the Commission for the
Development of Indigenous People, local universities, state
health services, and nongovernmental organizations. In

Chihuahua State, alliances were established with the Min-
istry of Social Development, the PROSPERA Program,
hospitals of the Ministry of Health, the Women’s Institute,
the State Commission for Indigenous Peoples, the Ministry
of Public Education, municipal presidencies, universities,
the Comprehensive System for the Protection of Children
and Adolescents, the National System for the Compre-
hensive Development of the Family and the state governor,
the secretary of health, and doctors from the private sector
(Table 4).

3.1.2. Positioning and Power of the Actors. In the state of
Morelos, nine out of eleven key actors positioned themselves
in favor of including personnel with intercultural training
for sexual and reproductive health care. However, eight
actors received a diferent rating of positioning from the
other actors that positioned them as moderately in favor or
neutral. At a global level, of the eleven actors, only three were
positioned in favor, four were moderately in favor, and four
had a neutral position.Te actors who positioned themselves
moderately in favor were state´s health services who were
functionaries and legislators. Te actors that positioned
themselves as neutral were operational personnel from the
health services and a civil society organization, and those
that positioned themselves in favor were from the State
Commission of Human Rights, SEDESOL, and the com-
munity. Concerning the qualifcation of power, the actors
recognized that only two have high power (state actors of
health services and legislators), but none of them has
a position in favor (Figure 1).

Table 4: Analysis of the interest of the actors in the inclusion of professionals trained in interculturality according to power.

Actor ID Policy knowledge Policy defnition Perceived importance Interculturality
accions Alliances

Morelos
A-11 + + +++ ++ ++
A-2 + ++ +++ + ++
A-5 ++ ++ ++ +++ +++
A-8 + + ++ ++ +
A-1 + + +++ + +++
A-10 + ++ ++ + +
A-6 + ++ + + +
A-7 + + ++ + +
A-9 + +++ +++ + ++
A-3 +++ + + + +
A-4 ++ ++ ++ + +++
Chihuahua
B-1 ++ + +++ ++ +
B-3 +++ +++ +++ +++ +++
B-8 +++ +++ +++ ++ ++
B-2 ++ +++ +++ + +
B-7 ++ ++ +++ +++ ++
B-10 ++ +++ ++ ++ ++
B-11 ++ ++ +++ + +++
B-6 + ++ ++ +++ ++
B-4 ++ +++ +++ + ++
B-5 + +++ +++ +++ ++
B-9 + ++ +++ + +++
+++ Good ++ Medium +Poor.

8 Health & Social Care in the Community



In Chihuahua, nine out of eleven actors positioned
themselves in favor of including personnel with intercultural
training for sexual and reproductive health care. However,
nine actors received a diferent rating from the other actors
that positioned them as mildly in favor and neutral. At
a global level, of the eleven actors, only two were positioned
in favor, eight were moderately in favor, and one was
neutral. Te neutral position was held by a state health
services functionary. Te actors moderately in favor were an
ofcial from the state health services, operational personnel
at the jurisdictional level and health units, as well as civil
society organizations, SEDESOL, and the community. Te
actors who positioned themselves in favor were a legislator
and the State Commission on Indigenous Rights. Regarding
the qualifcation of power, the actors recognized that only
two of them have high power (legislator and State

Commission for Indigenous Rights) and both were in favor
(see Figure 1).

Among the health personnel, one of the reasons for not
decisively supporting the incorporation of personnel with
intercultural training for reproductive health care in the in-
digenous population was because they think that these per-
sonnel can only be of indigenous origin and have doubts about
their capacity to provide care and; therefore, there would be
work overload for other health professionals; they were only in
favor of staf with intercultural skills (it means indigenous
people) assigned only to health promotion actions.

“We are not sure that doctors of indigenous origin [in-
digenous people who study medicine] or with a specialty in
traditional medicine, have the preparation and empathy to
care for the indigenous population. I-A2”

Morelos State 

Actor 
ID

Self-
Positio

ning

Positioning perceived by the other actors Global 
positioning

Power (AR
+ MR)

F - F F - - A F - A - - MF 1.5
F - - F - - A F - A - MF MF 1
F - F - - - A F - A - - MF 2.5
F - F MF - - F A A A MF A N 2.5

MF A F MF - - A F A A F - N 1
F - F MF - - A A A F A N 1.5
F MF F MF - - F A A F - MF 1.5

MF - F MF - - A F A F - N 1
F F - F F F - - F F F F 2
F - - F - - - - - - - F 1.5
F - - F - - - F - - F F 1

Chihuahua State

MF - F F N F - - - A A N 1
F - - N MA F F - - A A MF 1.5
F F - - N MA F - MF - N - MF 1
F - - F - F - - F - F F 2.5
F - F F F F - F F - - F 2.5
F F - - N MA - - - A A MF 2
F - - - N MA F - N - A A MF 1.5
F - - - N MA - - - - A A MF 1
F - F - N MA - F - F - MF 2.5
F - F - N - - - - - - MF 1.5
F - F - N MA - F - - - MF 1.5

A-1

A-1

A-2

A-2

A-3

A-3

A-4

A-4

A-5

A-5

A-6

A-6

A-7

A-7

A-8

A-8

A-9

A-9

A-10

A-10

A-11

B-1

B-1

B-2

B-2

B-3

B-3

B-4

B-4

B-5

B-5

B-6

B-6

B-7

B-7

B-8

B-8

B-9

B-9

B-10

B-10

B-11

B-11

A-11

Positioning 

F: In Favor
MF: Moderately in Favor
N: Neutral
MA: Moderately Against
A: Against

Power

High: 2.5 to 3
Medium: 1.5 to 2.4
Low: < than 1.5

Figure 1: Positioning and power of the actors.
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“[One option would be for] doctors of indigenous origin to
dedicate themselves to give talks and carrying out actions to
promote health, this work is so heavy, since the concept of
health disease has diferent explanations for the indigenous
population. I-B2”

Te evaluation of political feasibility to include health
personnel with intercultural training for sexual and re-
productive care does not show a favorable scenario in any of
the states studied, even though many actors recognize the
importance of their inclusion.

3.2. Legal Feasibility

3.2.1. Health Right. Te right to health protection is con-
templated in Article 4 of the Political Constitution of the
United Mexican States (PCUMS) and declares that “every
person has the right to health protection.” Te General
Health Law regulates this right and establishes the bases and
modalities for access to services, as well as the concurrence of
the Federation and the states in matters of general health.

Paragraph B of Article 2 of the PCUMS also establishes
that “to reduce the shortcomings and lags that afect in-
digenous people and communities” (. . .) “efective access to
health services will be ensured by expanding the coverage of
the national system, duly taking advantage of traditional
medicine” [26]. Te Federal Law to Prevent and Eliminate
Discrimination prohibits limiting access to medical care for
the indigenous population for reasons of discrimination
(article 9, sections VII and XXI). However, the Law of the
National Commission for the Development of Indigenous
Peoples does not specifcally address the right to health of
indigenous people.

Te Political Constitution of the state of Morelos rec-
ognizes the indigenous communities, their language, cul-
ture, and historical rights and delegates to the authorities the
organization of mechanisms and procedures to guarantee
efective access to health care, taking advantage of the de-
velopment of traditional medicine (Article 2 bis). Te Po-
litical Constitution of the state of Chihuahua recognizes the
right of the indigenous population to use and develop its
traditional medical system, as well as to care in public health
services (Article 155). Te State Health Law protects the
right to traditional practices for the prevention, diagnosis, or
treatment of physical or mental illnesses (Article 85); the
incorporation of traditional forms of healing (Article 240,
section III); and the design, implementation, and execution
of programs that promote knowledge, protection, devel-
opment, and use of traditional medicine (Article 14).

3.2.2. Obligations of the Authorities. Te Mexican Consti-
tution establishes that the federation, states, and munici-
palities must ensure efective access to health services for
indigenous people, “taking due advantage of traditional
medicine” (Article 2, Subsection B, Section III). Te General
Health Law establishes that the objectives of the National
Health System include “promoting the well-being and de-
velopment of indigenous families and communities” (article

6, section IV Bis.) and “promoting the knowledge and de-
velopment of traditional indigenous medicine and its
practice in adequate conditions” (article 6, section VI Bis and
article 93.) and point out the maternal and child nutrition
program in indigenous people and communities is a matter
of general health (article 3). Likewise, “the Ministry of
Health will promote the participation in the national health
system (. . .) of the authorities or representatives of the
indigenous communities” (article 10). Also, the social as-
sistance to indigenous communities is considered a basic
health service (article 27, section X) for indigenous users
“will have the right to receive sufcient, clear, timely, and
truthful information, as well as the necessary guidance re-
garding their health and about the risks and alternatives of
the diagnostic, therapeutic, and surgical procedures that are
indicated or applied” (article 51, bis 1). Te information and
educational guidance on family planning should also be
carried out in the native languages in use of indigenous
communities (article 67) that the authority must support
indigenous people to fle complaints, claims, and suggestions
on the provision of health services (article 54). Te “primary
care programs that are developed in the indigenous com-
munities must adapt to their social and administrative
structure, as well as to their conception of health” (article
93). Te indigenous authorities must participate in the
generation and processing of health information for plan-
ning, programming, budgeting, and control purposes (ar-
ticle 104) in epidemiological surveillance activities (article
393) and in health security measures (article 403).

Te General Law on the Linguistic Rights of Indigenous
Peoples establishes that the State must guarantee that public
institutions, dependencies, and ofces have personnel with
knowledge of indigenous languages (article 13, section XII).
Te Ofcial Mexican Standard “NOM-007-SSA2-2016”
states that prenatal control activities must be carried out
“with cultural relevance,” especially when serving in-
digenous women (number 5.3.1.16); in second-level units in
indigenous regions, the presence of intercultural facilitators
(indigenous translators) should be promoted to support the
care of pregnant women and ensure understanding of the
procedures to be carried out as an essential element (par-
agraph 5.11.13.15) and care during pregnancy, childbirth,
puerperium, and the newborn must be provided concerning
the dignity and culture of the users, and low-risk births can
be attended by technical and traditional midwives (para-
graph 5.1.11).

Te Law for the Promotion and Development of the
Rights and Culture of the Communities and Indigenous
Peoples of the State of Morelos establishes the obligation of
the health services to guarantee the efective access of the
indigenous people and communities to them, stipulating
that the personnel have basic knowledge of the language,
culture, and customs (Article 80). Te State Health Law in
the state of Chihuahua establishes that the orientation and
procedures for indigenous populations or communities
regarding their health will be in Spanish or the language used
in the community (Article 53), as well as to receive in-
formation on their reproductive health (Article 62). Te
State Commission for Indigenous People must train and
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professionalize translators, train the staf of government
institutions on indigenous cultures, and incorporate in-
digenous professionals into their government agencies to
carry out projects and programs in indigenous communities
(Article 35, Sections VII and XIV).

3.2.3. Restrictions and Impediments. None of the elements of
the legal framework analyzed were restrictive or considered
impediments to carrying out the initiative proposed here.
Te rest of the documents reviewed did not show important
results associated with the subject of study.

In general, the legal feasibility evaluation recognizes the
legal framework and establishes the bases and modalities for
health access, and we did not fnd any regulation or legal
impediments that forbid the inclusion of health personnel
with intercultural training for sexual and reproductive care.

3.3. Organizational Feasibility

3.3.1. Organic Structure. In the review of the organizational
structure of the Health Services of Morelos, the State Health
System of Chihuahua, hospitals, and primary care units, no
directorate, department, or headquarters was found to be
responsible for implementing the intercultural strategy. Te
interviewees confrmed that they do not recognize the ex-
istence of a position at health units of the health system for
the implementation of the intercultural policy for health
care.

“Many functionaries talk about interculturality and rec-
ognize the necessity to have a person in charge of these
activities, but in practice there is no position within the
organizational structure of health units that supports this
claim. . .. So, we don’t have money to pay them. IB-8”

3.3.2. Functions regarding Intercultural Actions. In the
function’s manuals of the health services of both states, in
positions of directors, department heads, and operational
staf, no functions were specifed to implement the inter-
cultural actions. However, the interviewees responded that
the interculturality is transversal and all managers and
operational health personnel must implement it. Tey also
pointed out that the Health Promotion Directorate is
functionally recognized as responsible for implementing
intercultural actions since interventions in the community
and social determinants of health are nested in this unit.

“Ethnicity is a determinant of health, which is why those in
charge of implementing the intercultural strategy are the
State Health Promotion Department. I-A10”

3.3.3. Job Profle. In none of the states, a job profle was
found to implement intercultural actions and none of the
interviewees recognized a specifc job profle to implement
these actions. However, the interviewees considered nurses,
promoters, or other personnel who speak an indigenous
language, have the perfect profle to perform intercultural

actions, but these personnel do not have a contract that
specifes these functions.

“No, although the promoter carries out all that, in fact, she
does not even have the promoter code, even though she signs
as such. We have translators, the promoter, and the
pharmacy staf speak the local language and are the ones
who carry out activities with the indigenous population. A-
9”

In terms of organizational feasibility, we did not fnd
a position and functions within the organizational structure
that would allow for the inclusion of health personnel with
intercultural training in sexual and reproductive health care.

3.4. Availability of Financial Resources. In the state of
Morelos, a functionary stated that he had some resources for
the implementation of the intercultural policy; however, he
pointed out that the budget for hiring personnel with this
profle is not foreseen. In Chihuahua, three functionaries at
the strategic level were willing to commit part of their budget
to the intercultural policy; however, they point out that the
resources are scarce and not sufcient to hire personnel with
this profle.

“Te budget is labeled and there is little fexibility for
spending, it is necessary to consider this resource during
budget planning so that it comes labeled and staf with this
profle can be hired. I.B-12”

On the other hand, the Popular Health Insurance (its
purpose was to provide protection to the poorest population,
who had no insurance scheme, through a public and vol-
untary health insurance scheme) was recognized as a pos-
sibility for building intercultural bridges because through
the voluntary insurance payments, a payment was provided
to the traditional midwives, who are the link with the in-
digenous community (the bridge). Te intercultural bridges
are a strategy of the health services to establish better
communication with the indigenous population. Te
functionaries specifed that the proposal for fnancing per-
sonnel with this profle (with intercultural competencies)
must be made in each state. In Chihuahua, health assistants
(people from the community) receive a compensation
ranging from 400 to 1,300 pesos per month (between 20 and
64 dollars), but they do not have a formal contract. In
Morelos, community health agents do not receive any salary,
their work is totally voluntary.Tis implies that they have no
obligations in health clinics; however, some units they follow
up on the volunteers’ actions are performed but still under
no contractual obligations.

A Functionary Mentioned:

“the new personnel [referring to indigenous people from the
communities] should even earn a little more than the
mestizo personnel, considering that they are bilingual or
that they could attend to the population in consultation
and even go out into the feld.”

Health & Social Care in the Community 11



4. Discussion

Te political feasibility analysis shows that, at least in the
discourse, all actors involved showed a position in favor of
hiring personnel with intercultural training to deliver sexual
and reproductive health services. However, the position
valued by other actors is confronted with the result of self-
positioning and tends to reduce the result in favor, and
globally, open opponents are not identifed. Tis result is
expected since interculturality is a topic of contemporary
political discourse with which few people can publicly
disagree, but the real challenge is to translate that interest
into concrete actions [27]. Overall, analyzing the political
positioning, it can be recognized that the political feasibility
does not have a resounding rating in favor because the
majority of actors position themselves as moderately in
favor. Tis work does not allow us to identify the reasons
why there is no strong position in favor of a hiring policy for
personnel with intercultural training. However, this issue
will have to continue to be explored by government
functionaries.

Regarding legal feasibility, no impediment of this na-
ture was found for the hiring of personnel with intercul-
tural training. Te current regulations implicitly assume
that interculturality only refers to the merely cultural, such
as language, but none of the documents reviewed recognize
the structural determinants of inequalities such as poverty
and marginalization in which most of the indigenous
population live. Tus, the problem is attributed to the
cultural diference and not to structural inequalities. Te
statement in article 51 bis 1 of the General Health Law
stands out regarding the fact that indigenous people have
the right to receive pertinent information in their native
language. Te framework of interculturality behind the
policy is very tight, and the government needs to strength
the laws considering the concept of cultural safety [28].
Also, the law does not specify how the intercultural policy
will be implemented, who is the guarantor, and through
what instruments and assumptions. Consequently, due to
the unclear nature of the policy and its implementation,
indigenous population face multiple barriers in accessing
health care, as a result of the structures that produce in-
equality, particularly discriminatory and racist ideologies
[29]; aspects that any policy committed to equity, such as
interculturality in health, should consider identifying ac-
tions that allow these conditions to be transformed [30].

Tere being no legal impediments to the incorporation
of professionals with intercultural training for reproductive
health care, we assume that the obstacles are represented by
the people themselves who see “intercultural” as a synonym
of traditional medicine or indigenous people, in a culturalist
logic, as evidenced by the testimonies and ofcial documents
that were reviewed in this study. From this perspective,
interculturality can be thought of mainly as the adoption of
“folk” elements in health services, rather than the compe-
tencies and skills of dignifed and respectful treatment that
all health personnel should develop for an adequate ap-
proach to the community population, especially actions that
prevent or confront the assessment and practices of

discrimination, racism, and mistreatment towards the in-
digenous populations in sexual and reproductive health
services. Indeed, this is the approach to interculturality
assumed by the authors, one that not only recognizes cul-
tural diferences but also takes into consideration structural
inequalities and structures that reproduce them, specifcally
discriminatory ideologies such as racism.

Weak organizational support has been observed [31]
that formalizes the implementation of intercultural policy
and, with it, the hiring of personnel with intercultural
training. Tis is expressed in the absence of a specifc job
profle, organizational structures, and responsibilities of
functionaries, managers, and operational staf to imple-
ment intercultural strategies for health care of indigenous
populations [32]. Te lack of availability and budget
provision for hiring of health personnel with intercultural
training for reproductive health care of indigenous pop-
ulation has also been evidenced, despite recognizing the
presence of the indigenous population in their territory
and their disadvantages in access to health services. Tis
issue of budget availability is a very sensitive indicator
since the budget and its items are managed within each
state. Decentralization of health care supports the capacity
of states to move towards building an organizational
structure and occupational profles in favor of intercultural
care, as well as to allocate budgets. Tis requires that health
policies have a strong bias in favor of equity and dignifed
services [33].

Finally, there is a clear need to have personnel with
intercultural training for the care of the indigenous pop-
ulation [34, 35] since the evidence shows the health workers
trained in interculturality improve knowledge, attitudes, and
confdence [36] and establish better communication and
a more efective health care [37, 38]. However, special at-
tention should be paid to the operating personnel of the
health centers since they are the ones who expressed the
greatest disagreement with the possibility of hiring health
personnel with intercultural skills. Although the focus of the
study was on allopathic professionals with intercultural
competencies, they rejected this possibility and this re-
luctance could be linked to prejudices from their notion of
interculturality, which is mainly associated with traditional
medicine, and this assumes that staf with intercultural skills
can only be indigenous people. Tis shows the need to work
more around this notion, which should be clearly defned
and overcome the narrow conception that relates it exclu-
sively to the culture without considering other aspects such
as structural inequalities [30]. Another aspect that stands out
from the testimonies is the idea that indigenous people
trained in allopathic medicine probably do not have the
sufcient skills to provide quality medical care and that their
work should be restricted to health promotion activities.
Tese ideas can veiledly express the discriminatory assess-
ments of indigenous people trained in the feld of medicine.
At the same time, it highlights the absence of questioning by
the functionaries and providers interviewed, which points
the structural analysis of health inequalities that afect in-
digenous populations, especially forms of discrimination,
mistreatment, and racism [4, 5].
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4.1. Limitations. We developed this study only in two states
with diferent marginalization indexes, middle and low;
Morelos is a small state, with better access conditions;
Chihuahua is a big state with more complicated access
conditions. Despite this fact, these characteristics are specifc
to the context and not to the study design.Te results cannot
represent the same feasibility for incorporation of health
professionals with training in interculturality for sexual and
reproductive health care of the indigenous population for
others contexts, even with similar marginalization index,
because perceptions and interests could be specifc and
diferent.

On the other hand, the fact that the intercultural health
policy in Mexico has diferent strategies, such as vertical
attention to childbirth, the incorporation of traditional
doctors or translators in indigenous languages makes its
evaluation more complex. We decided to evaluate only the
availability of personnel trained in interculturality in the
framework of sexual and reproductive health services di-
rected to indigenous populations but not delving into the
specifc characteristics of the training content.

5. Conclusion

Te evaluation of global feasibility does not show results
clearly in favor of the incorporation of health professionals
with training in interculturality for the care of the sexual and
reproductive health of the indigenous population. At the
political level, the actors showed a moderately favorable
position, and no guidelines were found that prohibit the
inclusion of personnel with intercultural training for sexual
and reproductive health care. At the organizational level, the
health institutions do not contemplate a unit or pro-
fessionals to implement the intercultural policy and there is
no budget for hiring health personnel with intercultural
training for reproductive health care for the indigenous
population. Te outlook is not encouraging, especially in
a country such as Mexico with great cultural diversity and
a large presence of indigenous population; therefore, it is still
necessary to generate evidence to infuence this issue, so
those intercultural policies can be explicitly concretized in
the supply of public health services.

Te study results of feasibility are unique for a specifc
context since the social actors have particular knowledge,
beliefs, and political afliation that determine their behav-
iours to support or not the implementation of policies and
programs. We emphasize that feasibility studies prior to the
implementation program or policy in Latin America are
scarce despite their importance in providing information to
decision-makers in order to support a pertinent proposal
implementation. In general, this study has a similar meth-
odology to other feasibility studies, but the criterion is
specifc to this topic and can inspire the development of
similar studies in other programs and contexts.

Data Availability

Te data used to support the fndings of this study are
available from the corresponding author on request.

Additional Points

What is known about this topic? (i) Indigenous populations
face barriers to accessing health services, language being the
main one. (ii) Health care personnel trained in inter-
culturality is an afrmative action that improves the quality
of care. (iii) Empirical evidence is scarce regarding the
feasibility of incorporating these professionals in health
services. What this paper adds? (i) Te ofcial notion of
interculturality is limited and is reduced to a culturalist view.
(ii) Te incorporation of health professionals with inter-
cultural training in sexual and reproductive health care
services does not have a clear priority among decision-
makers. (iii) Te organizational elements of the health care
services and fnancial aspects are the main limitations for the
incorporation of interculturality-trained personnel.
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and delivery service use: indigenous women’s preference and
the health sector response in the Chiapas highlands of
Mexico,” International Journal for Equity in Health, vol. 14,
no. 1, p. 156, 2015.

14 Health & Social Care in the Community

https://EconPapers.repec.org/RePEc:erv:contri:y:2009:i:2009-03:4
https://EconPapers.repec.org/RePEc:erv:contri:y:2009:i:2009-03:4
https://apps.who.int/iris/bitstream/handle/10665/207061/9290611863_mod2_eng.pdf?sequence=5&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/207061/9290611863_mod2_eng.pdf?sequence=5&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/207061/9290611863_mod2_eng.pdf?sequence=5&isAllowed=y
https://cnxus.org/wp-content/uploads/2022/04/Stakeholders_analysis_guidelines.pdf
https://cnxus.org/wp-content/uploads/2022/04/Stakeholders_analysis_guidelines.pdf
https://cnxus.org/wp-content/uploads/2022/04/Stakeholders_analysis_guidelines.pdf
https://www.diputados.gob.mx/LeyesBiblio/pdf/CPEUM.pdf
https://www.diputados.gob.mx/LeyesBiblio/pdf/CPEUM.pdf


[36] C. Rissel, L. Liddle, C. Ryder, A. Wilson, B. Richards, and
M. Bower, “Improving cultural competence of healthcare
workers in First Nations communities: a narrative review of
implemented educational interventions in 2015-20,” Aus-
tralian Journal of Primary Health, vol. 29, no. 2, pp. 101–116,
2022.

[37] D. Tuohy, “Efective intercultural communication in nursing,”
Nursing Standard, vol. 34, no. 2, pp. 45–50, 2019.

[38] S. Alizadeh and M. Chavan, “Cultural competence di-
mensions and outcomes: a systematic review of the literature,”
Health and Social Care in the Community, vol. 24, no. 6,
pp. e117–e130, 2016.

Health & Social Care in the Community 15




