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Objective: To analyze the influence of indig-

enous condition on essential health care

among Mexican children, older people and

women in reproductive age.

Methods: The influence of indigenous condi-

tion on the probability of receiving medical care

due to acute respiratory infection (ARI) and

acute diarrheal disease (ADD), vaccination

coverage; and antenatal care (ANC) was ana-

lyzed using the 2012 National Health Survey

and non-experimental matching methods.

Results: Indigenous condition does not influ-

ence per-se vaccination coverage (in ,1 year),

probability of attention of ARI’s and ADD’s as

well as, timely, frequent, and quality ANC.

Being indigenous and older adult increases 9%

the probability of receiving a fulfilled vaccina-

tion schedule.

Conclusion: Unfavorable structural conditions

in which Mexican indigenous live constitutes

the persistent mechanisms of their health

vulnerability. Public policy should consider

this level of intervention, in a way that

intensive and focalized health strategies con-

tribute to improve their health condition and

life. (Ethn Dis. 2014;24[4]:423–430)
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INTRODUCTION

Mexico has recently achieved im-
portant progress in reducing mortality
for preventable causes,1 one of the most
sensitive indicators of inequity in access
to health services, particularly in three
sectors of the most vulnerable popula-
tion: children, pregnant women and
older people.2,3

Some strategies that have contribut-
ed to this reduction are: a) among
children, existence of a universal vacci-
nation program and interventions
focused on prevention, diagnosis and
timely treatment of acute diarrheal
disease (ADD) and acute respiratory
infections (ARI’s);4,5 b) in women,
several initiatives aimed to improve the
access to antenatal care (ANC); c) in
older people, intensive vaccination cam-
paigns, especially in the most economic
vulnerable sectors,6 have had a key role
against infectious diseases such as pneu-
mococcal pneumonia, seasonal influen-
za, diphtheria, and tetanus.7

Despite these achievements, there
still remain population groups where
high mortality rates endure. Such is the
case of indigenous population (IP)
(,7% of the total population in
2010).8 Similar to other Latin-Ameri-
can countries9 and around the world; in
Mexico, this group is exposed to
high social and health vulnerability
(Table 1).10,11 Municipalities consid-
ered indigenous (vs non-indigenous)11

exhibit 2.2 more times illiterate popula-
tion; 78.6% earn ,2 minimum salaries;
83.3% are below the poverty line, 75.6%
live in localities with high or very high
marginalization degree;12 22% (vs 9.8%
non-indigenous) of dwellings have an
earthen floor; 26% (vs 18.0%) do not
have running water and 45.6% (vs
18.2%) lack a drainage system (Table 1).

Additionally, the risk of maternal mor-

tality is 9 times higher in highly

marginalized and geographically isolated

indigenous municipalities than in those

with better communication infrastruc-

ture;13 child mortality rate is slightly less

than twice in indigenous municipalities

compared to those non-indigenous.14

Furthermore, three out of every four

elder indigenous individuals do not have

medical services coverage.15

Some comparative studies support

this context suggesting differences in the

access and status of health among IP

with respect to non-indigenous; never-

theless these studies attribute these

differences to the ethnic condition

without considering that this condition

determines such differences.16,17 Other

studies suggest that these differences

derive from barriers to education,

limited economic resources, and the

persistence of social deprivation, which

in turn, impact negatively on the access

to health care services.18,19

Universal health coverage in Mexico

has been a key aim on the health

agenda for reducing these inequalities,

focused in three relevant aspects for the

system: equity, financial protection and

quality of care.20 Seguro Popular21 and

the Arranque parejo en la vida pro-

grams,22 are some of the strategies that

have been implemented in the last

decade, the IP being one of the target

populations. As a result, a considerable

rise of the Seguro Popular coverage has

been observed on this population,

scaling up from 14% in 2006 to a

61.9% in 2012.23

Even though there are clearly targeted

efforts, universal health coverage for IP

remains a pending challenge. Hence, it is

necessary to discriminate the structural

conditions of life or social determinants
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of health,24 and the ethnic condition that

alludes to a cultural frame of beliefs and

practices of ancestral tradition; where the

action must place itself. The purpose of

our study was to analyze patterns of

socioeconomic, demographic and epide-

miologic conditions, and the influence

of indigenous condition on the coverage

of health care of ARI’s and ADD (aged

,5 years), vaccination coverage

(aged,1 year and older people); and

ANC.

METHODS

Data and Study Population
A cross-sectional study was conducted

using the Mexican National Health Survey
(ENSANUT) 2012. The ENSANUT is a
probabilistic survey designed with statisti-
cal representativeness at the national level
and urban/rural strata.25 Two percent of
the respondents were excluded due to
incomplete information on sociodemo-
graphic characteristics, health conditions,
and health services utilization. The an-
alytical sample included 192,434 people.
Particularly, we analyzed data from specific
health needs and access to health services
questionnaires; this information was ran-
domly applied to five population groups:
children aged 0–9 years, women aged 12–
19 and adults aged $20.

Main Variables
Indigenous population was defined

according to the official definition in
Mexico,26 whereby a household is
considered indigenous if the head of
the family, a spouse and/or an ascendant

self-identifies and/or is a speaker of an

indigenous language. Following this

official definition from ENSANUT

measured this characteristic from the

follow question: ‘‘(YOU/NAME) speak

any indigenous language?’’ A binary

variable at household level was generat-

ed: IP51 and non-indigenous (NIP)5

zero. The percentage of IP was 9.54%.

Four health care and vaccination

coverages were analyzed (yes51, not5

0): 1) in children aged ,5 years, medical

health care due ARI and ADD; 2) in

children aged ,1 year with fulfilled

vaccination schedule, except pneumo-

coccal and rotavirus vaccines (BCG,

Hepatitis B and Pentavalent a-celular)

according to age and to the Mexican

Official Standards;27–29 3) among women

(who received ANC) aged 12–49 years

with record of timely ANC (first visit

during the first trimester of last pregnancy

live new born); frequent follow-up visits

($4 visits during pregnancy), and quality

of care during the follow up visits (7/8

established procedures carried out during

any of the visits received and recom-

mended by the respective Mexican

Official Normative Procedures;30,31 and

4) in those aged $60 years who received

a fulfilled vaccination schedule (two

doses of TD -tetanus and diphtheria-,

and one dose of pneumococcal and

influenza vaccines).28,32,33

Those individual or contextual covari-

ables previously identified as associated to

receiving medical care and/or utilization of

health services were considered:34–37 1) at

individual level - sex, age (years), education

(years), job status, civil status, and health

insurance; 2) at household level - number

of members, education (years), and job

status of the household’s head, annual

expenditure per-capita (in quantiles), re-

ceiving cash transfer from Oportunidades

(formerly Progresa); and 3) at locality level

- size (rural, urban, and metropolitan), and

marginalization degree.12

Analytical Strategy
First, sociodemographic profiles of

Mexican IP, contextual characteristics,

Table 1. Characteristics of social development at the municipal level, Mexico 2010

Type of Municipalitya

Non-
indigenous (A)

Presence of Indige-
nous Population (B)

Indigenous
(C) (C)/(A)

N 1,593 239 624
% 64.9 9.73 25.4
Population Indicators, %

Illiterate, aged $15 years 10.8 8.71 24.2 2.24
Receive ,2 minimum salaries 57.5 46.4 78.6 1.37
With food shortage 26.3 27.5 34.6 1.31
Under poverty line 66.9 58.1 83.3 1.24
Access to health services shortage 33.1 33.0 40.1 1.21

Marginalization degree

Low/very low 32.9 55.2 1.12 .03
Medium 46.0 28.0 23.2 .50
High/very high 21.2 16.7 75.6 3.57

House of residence, %

With dirt floor 9.83 9.44 22.0 2.24
No running water 18.0 17.0 26.6 1.48
No drainage 18.2 14.9 45.6 2.51
No electricity 3.49 3.44 7.59 2.17

Extreme poverty population 18.6 15.7 44.2 2.38

a Official typology of the classification of the indigenous municipalities made by the CDI in accordance to the
indigenous people existent (indigenous - $40%; with indigenous presence - ,40%, but with important indigenous

presence in absolute numbers; and non-indigenous with scattered indigenous population). National Commission
for the Development of the Indigenous People.

The purpose of our study was

to analyze patterns of

socioeconomic, demographic

and epidemiologic conditions,

and the influence of

indigenous condition on the

coverage of health care…
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and outcome variables were described.

Differences in these characteristics (be-

tween IP and NIP) were identified

through t tests or Chi-squared bivariate

statistical tests.

Secondly, given the non-random

assignment of IP and due to non-

experimental design of ENSANUT,

the influence of indigenous condition

on the outcome variables was estimated

using propensity score matching, which

allows the construction of a comparison

group suitable for the treatment group

adjusting by the selection bias and

confusion for observable variables.38,39

This methodology has been widely used

on impact evaluations;40–42 its goodness

lays on the possibility of inferring

causality of any type of exposition. We

estimated the average treatment effects

on the treated (ATT) that corresponds

to the difference of percentage points of

the expected value from the IP outcome

variable and the one that would be

obtained from the same population

without this condition. In this study

IP and NIP groups were matched by the

previously mentioned covariates. The

nearest neighbor matching algorithm 1

to 1 was used.38 Additional analysis of

the matching process suggested non-

statistical differences between both groups

and the correction of the mentioned

biases.

The description of the population

was made at population level considering

the survey design effects. For the ATT

estimation the command psmatch2 of

STATA 12.1 was used.43

RESULTS

Table 2 shows the sociodemo-

graphic profile of the Mexican popula-

tion from ENSANUT 2012 data. Of

the IP, 64.8% had ,6 years of

education, compared to 44.4% in the

NIP. Of the IP, 37.9% reported having

a job compared to 43.9% of the NIP.

Regarding health insurance, 13.0% of

the indigenous were members of Social

Security; 59.1% were members of
Seguro Popular and 27.1% reported

no health insurance.

Indigenous households had, on aver-

age, more inhabitants than those non-
indigenous (5.40 vs 4.73) (Table 3). In

73.5% of the indigenous households, the
head of the household had ,6 years of
education; 69.2% of these households

are located in the first two quintiles of the
annual expenditure per household resi-

dent; 58.4% are Oportunidades benefi-
ciaries, 53.6% lived in rural localities and

71.5% in those of high or very high
marginalization degree.

Table 4 shows the principal health
outcomes analyzed. A low coverage was

identified in the IP for 3 of the 5

proposed indicators. 54.3% of the IP

with ,1 year registered a fulfilled

vaccination schedule compared to

65.9% in NIP. 53.4% of the children

in IP aged ,5 years that presented an

ARI’s in the 15 days previous to the

survey received medical care compared to

62.8% of the children in NIP. Among IP

women 64.8% received timely, frequent,

and quality ANC vs 73.1% in NIP. In

contrast, different results were found for

the health care outcomes before an ADD

and older adult’s vaccination schedule.

Over 55% of the IP children aged

,5 years that had an ADD in the 15 days

previous to the survey received medical

Table 2. Sociodemographic profile of the Mexican indigenous populationa

Non-indigenous Indigenous
Difference

Test P

n 168,329 24,105
N 102,600,000 10,818,956
% 90.5 9.54
Men, % 48.9 (48.6, 49.1) 48.9 (48.2, 49.6) .83

Age (years) %

,1 1.77 (1.68,1.86) 1.97 (1.72, 2.27) .00
1–4 7.66 (7.47, 7.86) 8.46 (7.96, 8.98)
5–9 9.84 (9.62, 10.1) 11.5 (10.9, 12.1)
10–19 19.5 (19.2, 19.8) 23.3 (22.4, 24.2)
20–29 17.2 (16.9, 17.5) 15.6 (14.7, 16.5)
30–39 14.4 (14.1, 14.7) 12.4 (11.8, 13.0)
40–49 11.8 (11.5, 12.1) 10.0 (9.45, 10.6)
50–59 8.72 (8.47, 8.99) 8.08 (7.55, 8.64)
$60 9.19 (8.84, 9.55) 8.78 (8.07, 9.54)

Schooling (years), aged $5 years, %

0 10.6 (10.3, 10.9) 21.9 (20.7, 23.2) .00
1–6 33.8 (33.3, 34.4) 42.9 (41.7, 44.2)
7–9 26.4 (26.0, 26.9) 20.8 (19.8, 21.8)
10–12 17.8 (17.4, 18.2) 10.1 (9.22, 11.0)
$13 11.4 (10.8, 12.0) 4.27 (3.66, 4.98)

Works, aged $8 years, % 43.9 (43.4, 44.3) 37.9 (36.9, 39.0) .00

Civil status, aged $12 years, %

Married/free union 53.9 (53.4, 54.4) 54.8 (53.6, 56.1) .00
Separated/divorced 5.37 (5.18, 5.57) 2.94 (2.55, 3.38)
Widow 4.37 (4.20, 4.54) 4.35 (3.97, 4.76)
Married 36.4 (36.0, 36.8) 37.9 (36.8, 39.0)

Health insurance, %

Social Security 38.0 (37.0, 39.0) 13.0 (11.5, 14.7) .00
Seguro Popular 34.6 (33.7, 35.5) 59.1 (56.3, 61.9)
More than one 1.51 (1.37, 1.67) .66 (.44, .98)
Private .48 (.39, .59) .08 (.03, .19)
None 25.4 (24.8, 26.1) 27.1 (25.0, 29.4)

a Estimations were made considering the effect of the survey design. CI 95% in parenthesis.
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care compared to 51.5% of the NIP.
Finally, 52.8% of the IPS aged $60 years
had a fulfilled vaccination schedule vs
40.2% in NIP.

Table 5 shows the influence of IP
on all outcomes. In similar socioeco-
nomic and demographic conditions,
statistically significant differences were
not identified, except for vaccination
coverage in older adults, IP increase 9
percentage points the likelihood of
having a fulfilled vaccination schedule
(P,.01).

DISCUSSION

In the context of an imminent

universalization of health coverage in
Mexico,20 our study contributes robust

evidence that suggest major challenges in

the field of social protection of the IP.
Our results show the persistency of social

and economic deprivation in the Mexican
IP; however when we matched by those

conditions, the health indicators analyzed

revealed no significant differences. Con-
textual conditions and no-indigenous

condition itself are associated with the

presence of inequalities in the health

indicators analyzed. Literature docu-

ments this context and its consequences

mainly from a sociodemographic-de-

scriptive point of view.18,44 Nonetheless,

little research has been carried out to

explore the relative weight of the struc-

tural conditions vs the ethnic differences

in Latin American countries, particularly

in health issues.45,46

We focused particularly on analyzing

the influence of the indigenous condition

on four proxies of inequalities in the access

to health services:47 1) medical health care

for ARI’s and ADD in children aged

,5 years; 2) receiving a fulfilled vaccina-

tion schedule in populations aged ,1 year

or $60 years; and 3) antenatal care.31

Based in quasi-experimental propensity

score matching method,48 this study

showed that indigenous condition does

not affect the likelihood of occurrence of

this outcomes. These results support the

hypothesis that, in socioeconomic, demo-

graphic and similar health needs settings,

indigenous condition per-se is not the

cause of disadvantages observed in com-

plete vaccination coverage in children aged

,1 year (65.9 vs 54.3%), ARI’s health care

(62.8 vs 53.4%), and receiving timely,

frequent and high quality of ANC (73.1 vs

64.8%). Unfavorable living conditions of

IP explain these differences, (ie, the

environment characterized by poverty

and constrained access to public services

together delineate the determinants of the

health of this population).24

Table 3. Contextual characteristics of the Mexican indigenous populationa

Non-indigenous Indigenous
Difference

Test P

n 168,329 24,105
N 102,600,000 10,818,956
% 90.5 9.54
Residence household

Number residents, average 4.73 (4.67, 4.77) 5.40 (5.28, 5.52) 0

Schooling (years), head of
household %

0 9.69 (9.21, 10.2) 25.1 (23.1, 27.1) 0
1–6 35.2 (34.3, 36.2) 48.4 (46.1, 50.6)
7–9 26.7 (25.9, 27.5) 16.9 (15.3, 18.8)
10–12 15.9 (15.3, 16.6) 5.79 (4.80, 6.96)
$13 12.4 (11.6, 13.3) 3.82 (3.04, 4.80)

Household head work, % 75.5 (74.7, 76.3) 76.0 (73.9, 77.9) .67

Quintile of annual expenditure, %

I 17.0 (16.2, 17.9) 48.5 (45.1, 51.8) 0
II 19.9 (19.3, 20.6) 20.7 (18.9, 22.7)
III 20.5 (18.9, 21.2) 15.0 (13.4, 16.9)
IV 21.1 (20.4, 21.8) 9.79 (8.54, 11.2)
V 21.5 (20.6, 22.4) 6.02 (5.08, 11.2)

Beneficiary of Oportunidades, % 22.0 (21.1, 22.8) 58.4 (55.5, 61.1) 0

Residence locality, %

Rural 19.5 (18.6, 20.3) 53.6 (48.2, 58.8) 0
Urban 18.6 (17.9, 19.3) 23.0 (18.6, 28.0)
Metropolitan 61.9 (61.0, 62.9) 23.5 (19.5, 28.0)

Marginalization degree, %

Very low/low 71.7 (70.0, 73.3) 21.0 (18.0, 24.4) 0
Medium 11.4 (9.92,13.0) 7.47 (5.04, 10.9)
High/very high 17.0 (15.6, 18.4) 71.5 (67.0, 75.6)

Geographic/economic region, %

North-West 13.4 (13.0, 13.9) 4.77 (3.41, 6.63) 0
North-East 10.3 (9.9, 10.8) 1.05 (.72, 1.53)
Central North 12.0 (11.6, 12.4) 4.49 (3.18, 6.31)
East 14.6 (13.9, 15.4) 22.7 (17.5, 28.8)
West 13.0 (12.5, 13.5) 3.10 (1.73, 5.49)
Central-South 23.8 (23.1, 24.6) 13.4 (10.1, 17.6)
South-West 8.09 (7.49, 8.73) 35.9 (31.1, 41.0)
South-East 4.71 (4.49, 4.94) 14.6 (12.5, 16.9)

a Estimations were made considering the effect of the survey design. CI 95% in parenthesis.

These results support the

hypothesis that, in

socioeconomic, demographic

and similar health needs

settings, indigenous condition

per-se is not the cause of

disadvantages observed…
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Prior studies suggest the validity of

this hypothesis,46 nevertheless the good-

ness of this propensity score matching

method (against other traditional re-

gression methods) related to bias reduc-

tion due to specification problems; the

consequent reduction of multidimen-

sionality of the phenomenon of study,49

and the identification of similar popu-

lation groups in the characteristics

widely related to the indigenous popu-

lation, allows a more accurate the

contrast of this hypothesis. Additionally,

the result supposes that the relation

between the ethnic condition and

inequalities in accessing health services

is a wrongly focused issue. If the

indigenous condition were responsible

for the vulnerability of this group, its

causes should be looked for in what

defines and differentiates indigenous

population. There is an agreement on

two main characteristics in defining a

person as indigenous, the consciousness

of identity50 and the linguistic criterion,

meaning that an individual speaks an

indigenous language.51

The results of our study point to a

different direction, namely, that identi-

ty, culture and language do not make a

person vulnerable or explain the in-

equality on access to health care services.

Its causes are seen in other conditions

such as living in rural areas, with no

access to basic services and inadequate

support of social programs. These

Table 4. Health care and vaccination coverage of the Mexican indigenous populationa

Population Group

Aged ,1 Year Aged ,5 Years Aged $60 Years
Women Aged
14-49 Years

N 1,291,416 10,799,474 10,459,498 7,913,328
n 1,588 13,479 8,706 5,571
Indicator Complete vaccination

schedule coverageb
Medical care of

ARI’s in the last
15 dayscd

Medical care of diar-
rheal disease in
the last 15 daysd

% Complete vaccination
schedule coverage

% Timely, frequent
and qualitye

antenatal care
% Cases 100 44.8 (43.4, 46.1) 11.0 (10.3, 11.8) 100 100

Non indigenous 88.4 (86.1, 90.4) 42.3 (43.8, 46.8) 10.9 (10.1, 11.8) 91.3 (90.4, 92.1) 91.1 (89.6, 92.3)
Indigenous 11.6 (6.64, 13.9) 40.5 (37.2, 44.0) 12.2 (10.2, 14.6) 8.72 (7.88, 9.64) 8.95 (7.70, 10.4)

% Coverage/attention 64.5 (61.0, 67.9) 61.9 (60.0, 63.7) 51.9 (48.3, 55.5) 41.3 (39.6, 43.0) 72.4 (70.5, 74.3)

Non indigenous 65.9 (62.0, 69.5) 62.8 (60.8, 64.7) 51.5 (47.6, 55.4) 40.2 (38.4, 42.0) 73.1 (71.1, 75.1)
Indigenous 54.3 (45.4, 62.9) 53.4 (48.2, 58.4) 55.3 (48.2, 62.1) 52.8 (49.2, 56.3) 64.8 (59.6, 69.6)

a Estimations were made considering the effect of the survey design. CI 95% in parenthesis.
b Do not consider rotavirus or pneumococcal vaccine.
c Acute respiratory infection.
d This event occurred during the 2 previous weeks to the survey.
e Timely antenatal attendance – first visit during the first trimester of pregnancy, frequent – at least four visits during the entire pregnancy and quality – 7/8 procedures

recommended by the Mexican Official Standard.30

Table 5. Influence of indigenous condition on children, mother and older people health care and vaccination coverage

Complete Vaccination
Schedule Coverage

(,1 Year)a

Children ,5 Years Complete Vaccination
Schedule Coverage

Aged $60 Years

Women Aged
15-49 Years

ARI’sbc Diarrhoeal Diseasec
Timely, Frequent and

Quality Antenatal Cared

ATT – Indigenous .65 .57 .51 .56 .67
ATT – Non indigenous .58 .55 .47 .47 .69
ATT – Difference .07 (.06) .02 (.03) .04 (.06) .09 (.02)e 2.01 (.03)

Observations

Sample (A) 1,588 6,127 1,455 8,706 5,571
Matched (B) 278 1,170 310 1,718 998
[(B)/(A)]3100 17.5 19.1 21.3 19.7 17.9

ATT, treated. Standard errors in parenthesis.
a Do not consider rotavirus or pneumococcal vaccine.
b Acute Respiratory Infection.
c This event occurred during the 2 previous weeks to the survey.
d Timely antenatal attention – first visit during the first trimester of pregnancy, frequent – at least four visits during the entire pregnancy and quality – 7/8 recommended

procedures by the Mexican official standard.30

e P,.01.
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conditions are independent to indige-

nous condition. It is necessary to restart

the conceptual discussion about the

ethnical condition,52 to reflect its sig-

nificance when it is used as a compar-

ison variable in epidemiologic studies

and other kind of studies.

This is not the case of vaccination

coverage in older people, where the

difference of 12.6% favorable to IP,

observed, prior to the matching is

reduced to 9% considering similar

socioeconomic conditions. A plausible

explanation of this outcome might be

that it is a direct consequence of the

recent extension and focalization of the

Mexican health system to expand vacci-

nation coverage to this age group and

the population located in the less

favored sectors in Mexico.53 It is

important to note that the evaluated

vaccination schedule considered the

current vaccine schedule in order to

ensure that the evaluation included

immunizations without problems due

to new vaccines adoption.

These results suggest that health

coverage among Mexican population is

a pending issue for its health system. It

is necessary to reinforce health protec-

tion structures that increase demand for

health services considering the multi-

cultural context that characterizes the

country.54,55 Universal coverage in

health should mean access and timely

use of effective and high quality services

when necessary, for the entire popula-

tion,56,57 and other actions promoting

equity and effective achievement of the

right to health,57 where intercultural

perspectives play an important role.

The results of this study have some

limitations that should be noted: First,

although the ENSANUT is a high-

quality, population-based survey, it may

have sampled a non-representative

group of indigenous population, which

would limit the generalizability of our

results to the larger population. We

used a self-reported measure of outcome

variables, IP exposure, and covariables.

Second, this analysis is subject to the

limitations of all observational studies,

such as potential omitted variables bias;

so, the conclusions reached here do not

have the same causal inference strength

as those obtained from a true experi-

mental design.

Third, it is important to note the

definition used for IP. In Mexico the

identification of the indigenous popu-

lations has not been uniform over the

years. Official statistics had traditionally

defined the indigenous population us-

ing criteria based on language, which

many have argued largely underestimat-

ed this increasingly urban population

for example. Only, since the 2000

population census, a question based on

self-identification was included. Addi-

tionally, The National Commission for

the Development of Indigenous People

has marked out the limitations of using

both criteria (at individual level), while

the identity had a dynamic character,

linguistic criteria leaves out people who

have not developed speaking competen-

cies (children aged ,5 years, a main

analytical group in this study), and

make no distinction between speaking,

understanding or being fluent in the

language.58 Following this official def-

inition of IP at household level, in our

study a household (and its members) is

considered indigenous if the head of the

family, a spouse and/or an ascendant

speaks an indigenous language.

In conclusion, our study contributes

to the literature by the identification

and analysis of inequalities in access to

health care among IP pointed out by

different authors.59 We believe that a

clear identification of the cultural and

structural constrains of health services

should allow the development or

strengthening of focalized actions to

improve these inequalities.
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