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Abstract
Introduction: Health indicators among Latin America’s Indigenous peoples remain lower than
national averages, making them one of the most disadvantaged socioeconomic groups. This study
characterizes the functioning of the health system in the province of Salta (Argentina) and analyzes
the priorities and potential spaces for consensus among key actors regarding perinatal health.
Methods: A multiple-choice questionnaire was administered to 609 pregnant women attending
primary healthcare centers and hospitals in the province of Salta. Descriptive statistics from its
analysis were complemented by twenty in-depth interviews with provincial government officials and
Indigenous territorial authorities.
Results: Significant disparities were found in travel time to health services between Indigenous
and non-Indigenous women. Among Indigenous women, only 20% reported having given birth
in a delivery room during their most recent pregnancy. Differences were also observed among
Indigenous groups regarding the health services provided, including support during childbirth; choice
of birthing position; and the possibility of incorporating traditional practices. Furthermore, Indigenous
communities understood health as closely linked to access to land, housing, recognition of rights, and
mutual respect, whereas government officials tended to frame health strategies primarily around the
development of integrated health service networks.
Conclusion: Beyond formal declarations, the intercultural health approach has not been effectively
implemented in the Salta health system. However, areas of convergence exist between institutional
actors and Indigenous communities, particularly regarding the strengthening of primary healthcare
strategies and the promotion of coordination mechanisms between formal health regulations and
Indigenous cultural knowledge.
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Abstract in Español at the end of the article

INTRODUCTION
The Region of the Americas is characterized by ex-

tensive cultural diversity, with an estimated 45 million
people belonging to Indigenous populations across 24
countries and more than 600 distinct groups. Despite
this diversity, Indigenous populations across the region

share a common pattern of structural disadvantage, re-
flected in lower levels of income, education, and access
to basic services such as water, sanitation, and housing,
compared to non-Indigenous populations [1,2].

These structural inequalities have direct conse-
quences for health outcomes. Indigenous populations
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experience higher levels of morbidity and mortality, with
Indigenous women facing compounded vulnerabilities
associated with gender, ethnicity, and socioeconomic
status [3,4]. Maternal and child health indicators, in par-
ticular, remain significantly worse in Indigenous com-
munities, where barriers to access, discrimination, and
cultural mismatches between health services and com-
munity practices persist [5,6].

In response, health systems in low- and middle-
income countries have expanded service coverage and in-
frastructure. However, growing evidence suggests that
improving access alone is insufficient to reduce health
inequalities. The quality of care, understood as timely,
effective, and culturally appropriate services, plays a crit-
ical role in shaping health outcomes [7,8]. Inequalities
in quality of care may arise from geographic barriers,
differences in service availability, or unequal treatment
of patients based on socioeconomic or ethnic characteris-
tics [9]. In this context, accessibility must be understood
as a multidimensional concept, encompassing not only
physical proximity but also economic, administrative,
and cultural factors.

Within this framework, intercultural health ap-
proaches have emerged as a strategy to improve the
responsiveness of health systems to Indigenous pop-
ulations. These approaches seek to integrate biomedical
services with Indigenous knowledge systems, promote
culturally appropriate care, and strengthen community
participation in health decision-making [10-13]. How-
ever, evidence from Latin America suggests that the
implementation of intercultural health policies often
remains partial, with persistent gaps between formal
policy frameworks and actual practice [14,15].

Experiences from different countries illustrate both
the potential and the challenges of these approaches.
For example, Ecuador’s “Mother- and Child-Friendly
Health Facilities” (ESAMyN), Brazil’s Indigenous Health
Care Subsystem (Subsistema de Atenção à Saúde Indí-
gena) and Mexico’s intercultural maternal health model
(Modelo de Atención Intercultural en Salud Materna)
are among several initiatives that have sought to im-
prove maternal and neonatal care by incorporating cul-
turally appropriate practices and strengthening commu-
nity engagement. Similarly, international experiences in
countries such as Australia, Canada, and New Zealand
highlight the importance of community participation
and self-management in achieving improvements in In-
digenous health outcomes. Together, these experiences
suggest that effective interventions require not only ser-
vice adaptation but also the active involvement of In-
digenous communities in the design and governance of
health systems [16-25].

In Argentina, health services are organized under a
decentralized system in which provinces are responsi-
ble for the provision and management of care [26]. The
province of Salta, located in the northwest of the country,
has one of the highest proportions of Indigenous popula-
tion and is characterized by diverse geographic regions

where Indigenous and non-Indigenous populations co-
exist. These conditions pose significant challenges for
the delivery of equitable health services, particularly
in maternal and perinatal care. Previous studies have
identified limitations in the functioning of health service
networks in Argentina, including weak coordination be-
tween levels of care and insufficient referral mechanisms,
which disproportionately affect Indigenous populations
facing additional geographic and cultural barriers [27].

Despite growing attention to intercultural health,
there is still limited empirical evidence on how these
policies are experienced by users and key stakeholders
at the local level. In particular, there is a need to better
understand how Indigenous women perceive access to
and quality of care, and how these perceptions relate
to the perspectives of policymakers and health system
actors.

This article contributes to addressing this gap by
analyzing the quality of healthcare as perceived by In-
digenous and non-Indigenous women, as well as by In-
digenous leaders and key public sector actors, in the
province of Salta, Argentina. Specifically, the study ad-
dresses the following research questions: (i) What are
the perceptions of Indigenous communities and their
leaders regarding the functioning and quality of health
services? (ii) How do public officials perceive maternal
and perinatal healthcare for Indigenous women? and
(iii) To what extent has an intercultural health model
been implemented, and what barriers persist in achiev-
ing effective access to care?

Finally, this article is part of a broader research
agenda focused on Indigenous health in the Americas
and Argentina, including previous work that reviews
health interventions aimed at reducing inequalities and
improving the well-being of Indigenous populations in
the region.

METHODS
We conducted a mixed-methods study combining

survey data from women users of public health services
with semi-structured interviews with key stakeholders.
This design allowed us to analyze perceived access, cov-
erage, and quality of care, while also incorporating the
perspectives of decision-makers and Indigenous author-
ities.

The quantitative component was based on design-
ing and administering a structured questionnaire to
assess perceptions of access, coverage, and quality of
care among users of the public health system of Salta
Province. The target population included pregnant
women and women of childbearing age attending public
healthcare facilities.

We selected health facilities in three departments of
the province of Salta (Tartagal, Orán, and Iruya) based
on their high proportion of Indigenous population, their
epidemiological relevance in maternal and perinatal
health, and their representation of diverse territorial
contexts (urban, peri-urban, and rural). In addition, we
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included the most important high-complexity referral
hospital in the city of Salta, as this facility receives the ma-
jority of complex cases referred from the three selected
departments, and allows for capturing the continuum
of care across levels of the health system. The sample in-
cluded 34 Primary Health Care Centers (CAPS) and 4 re-
ferral hospitals across the selected departments and the
provincial capital. Within each facility, we implemented
a systematic random approach to participant selection
in waiting rooms. Field researchers approached eligible
women at different times of the day and week to reduce
selection biases and invited them to participate in the
study. We collected a total of 609 valid questionnaires.

We established quotas to ensure the representation
of Indigenous and non-Indigenous women, according
to their relative presence in each facility. Questionnaires
were administered in person by trained interviewers,
who read the questions aloud and recorded responses.
The survey was conducted primarily in Spanish; when
necessary, participants received assistance to ensure
comprehension. Each questionnaire took approximately
15–20 minutes to complete and was administered in wait-
ing room settings prior to medical consultation.

We analyzed the data using descriptive statistics and
inferential methods. We assessed differences between In-
digenous and non-Indigenous women, as well as across
different Indigenous peoples, using statistical signifi-
cance tests at the 1%, 5%, and 10% levels. This approach
enabled us to identify disparities in perceived access,
coverage, and quality of care beyond those typically as-
sociated with socioeconomic or geographic factors.

To assess inequalities in geographic access to health-
care services, we constructed an equity index (EI) of
access based on survey responses. The index is defined
as the ratio of the average travel time reported by In-
digenous women to that reported by non-Indigenous
women for each type of provider. A value equal to one
indicates equality in access, values greater than one re-
flect relatively worse access for Indigenous populations,
and values below one indicates worse access for non-
Indigenous populations. This measure follows a ratio-
based approach commonly used in the analysis of health
inequalities to capture relative disparities between pop-
ulation groups, particularly in relation to geographic
accessibility and service utilization [28-30]. In this study,
the index provides a simple and context-appropriate
metric to summarize differences in access between In-
digenous and non-Indigenous populations.

The qualitative component was based on stakeholder
mapping conducted to identify key actors involved in the
design, implementation, and governance of health poli-
cies affecting Indigenous populations. This process in-
cluded identifying relevant institutional and community-
level actors to ensure coverage of all sectors involved in
the study topic. Based on this mapping, we selected par-
ticipants using purposive sampling to capture diverse
and relevant perspectives. We contacted participants
directly through institutional channels and community
networks. The final sample included twenty intervie-

wees.
Twelve interviews were conducted with current and

former public officials responsible for primary health-
care policies and programs, including the Sumar Pro-
gram (formerly Plan Nacer), Essential Public Health
Functions (FESP), and Health and Interculturality. Eight
interviews were conducted with Indigenous territorial
authorities representing the Chorote, Guaraní, Kolla,
Iogys, Tastil, Weenhayek, and Wichi peoples.

We conducted all interviews in person using a semi-
structured interview guide composed of core questions
and follow-up prompts. With prior consent, we audio-
recorded all interviews using mobile phone recording
applications.

Data analysis
We manually transcribed all interviews and con-

ducted a thematic analysis. We used ATLAS.ti software
to support the coding process, enabling the systematic
organization of data, identification of emergent themes,
and comparison across interviews. This process allowed
us to identify key themes, as well as patterns of conver-
gence and divergence across participants.

Direct quotations from interviewees were used to
illustrate key themes and provide empirical support for
the findings. Quotes were selected based on their rele-
vance and representativeness of recurring patterns iden-
tified in the analysis. Minor edits were made when neces-
sary to improve clarity and readability, without altering
the original meaning of the statements. All quotations
were anonymized to protect participants’ identities.

We triangulated quantitative and qualitative findings
to strengthen the analysis. The survey provided a sys-
tematic characterization of users’ experiences, while the
interviews offered an in-depth understanding of the pri-
orities, constraints, and perspectives of key stakeholders.
This integration enabled us to identify structural barriers
to access and assess the extent to which an intercultural
health approach has been implemented.

Ethics
This study was approved by the ethics committee of

the province of Salta through Resolution 11-16 of the
Ministry of Public Health and was endorsed in writ-
ing by the territorial authorities of indigenous institu-
tions affiliated with ENOTPO (National Encounter of
Territorial Organizations of Indigenous Peoples) and
their governing councils. We guaranteed confidentiality
and anonymity throughout the research process. Partic-
ipants were informed of the voluntary nature of their
participation and their right to withdraw at any time.

RESULTS
Access, coverage, and quality perceived by users

This section presents the results from the survey ad-
ministered to women users of public health services.
Table 1 summarizes the main characteristics of the study
population.
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Table 1. Main characteristics of the study population.

Variable Total sample Indigenous women Non-Indigenous women

Sample size (n) 609 64% 36%

Average age (years) 26.3 Similar Similar

Marital status (% married/union) 59.6% No significant

differences

No significant differences

Pregnant at time of survey (%) 24% No significant

differences

No significant differences

Average number of children 1.32 Slightly higher Lower

Completed primary education (%) 54.6% 43.5% 74.1%

Geographic distribution (%)

– Tartagal 35%

– Salta capital 20%

– Iruya 20%

– Orán 18%

– Other localities 7%

Source: Own elaboration based on user surveys.

As shown, 64% of respondents identified as Indige-
nous and 36% as non-Indigenous. The sample was
geographically distributed across Tartagal (35%), Salta
capital (20%), Iruya (20%), Orán (18%), and other lo-
calities (7%). The average age of participants was 26.3
years, with no statistically significant differences be-
tween groups. Similarly, marital status, pregnancy sta-
tus, and the number of children did not differ signifi-
cantly, although Indigenous women reported a slightly
higher average number of children.

The most striking difference between groups relates
to educational attainment. While more than half of the
total sample completed primary education, this propor-
tion was substantially higher among non-Indigenous
women compared to Indigenous women, revealing an
important structural inequality.

Physical access to healthcare
Physical access to healthcare showed marked dispar-

ities between Indigenous and non-Indigenous women.

Travel time to health facilities was used as a proxy mea-
sure for geographic accessibility.

On average, women reported approximately one
hour of travel time to reach a hospital. However, In-
digenous women experienced significantly longer travel
times than non-Indigenous women (72 minutes versus 37
minutes). Access to primary health care centers (CAPS)
was comparatively closer, with an average travel time
of around 30 minutes, although disparities remained
evident (33 minutes for Indigenous women versus 14
minutes for non-Indigenous women).

In contrast, access to community-based health actors
showed the opposite pattern. Non-Indigenous women
reported longer travel times to reach community health
agents, suggesting a greater territorial presence of these
actors in Indigenous communities.

Table 2 displays the EI, which summarizes these dis-
parities. The index consistently indicated unequal ac-
cess, particularly in relation to hospital care.

Table 2. HIV Inequality in geographic access to healthcare services by ethnic group (Equity Index, EI).

Provider Total (minutes) Non-Indigenous

(minutes)

Indigenous (minutes) EI

Hospital 59.8 37.4 72.6 1.94***

Primary health care center 26.2 13.6 33.3 2.44***

Health agent’s house 78.2 84.9 75.0 0.88**

Community health worker 76.3 90.5 69.8 0.77***

Notes: EI is calculated as the ratio of average travel time for Indigenous women to that of non-Indigenous women. Values
greater than 1 indicate worse access for Indigenous populations; values below 1 indicate worse access for non-Indigenous
populations. *p < 0.05, **p < 0.01, ***p < 0.001.

These results highlight a structural disadvantage in
geographic access to formal healthcare services among
Indigenous women.

Healthcare utilization patterns
The results reveal important differences in

healthcare-seeking behaviors across Indigenous popula-
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tions. Figure 1 shows that, across all Indigenous groups,
family and friends constitute the primary source of care,
followed by public hospitals, with limited use of pri-
mary care centers. However, reliance on family-based
care varied significantly between them, reaching its
highest levels among Wichí women and lower levels
among Guaraní women (70% and 54.3%, respectively),
with Kolla women occupying an intermediate position
(57.3%).

The use of public hospitals was relatively homo-
geneous across Indigenous groups, while the use of
CAPS was more limited and uneven. In particular, Kolla
and Wichí women reported lower utilization of CAPS
(15.7% and 5.6%, respectively), whereas Guaraní women
showed a more balanced pattern of health care utiliza-
tion, with hospitals and primary healthcare centers each
accounting for approximately 20% of responses.

Consultation with community health referents re-
mained marginal across all groups, as did the use of
private providers, although the latter appeared slightly
more frequent among populations located closer to ur-
ban centers.

Perceived quality of childbirth care
The analysis childbirth care revealed significant lim-

itations in terms of quality and intercultural adequacy.
The study examined key dimensions such as the use of
delivery rooms, the possibility of accompaniment dur-
ing childbirth, the choice of birthing position, and the
incorporation of traditional practices.

No significant differences were observed between
groups in the use of delivery rooms. However, over-
all utilization remained low, particularly among Indige-
nous women, of whom only 20% reported using a deliv-
ery room during their last childbirth. Likewise, access
to accompaniment during childbirth was limited, with
only 27.4% of all women reporting access to this op-
tion. Fewer than one-third of women overall had the
opportunity for companionship, with even lower lev-
els among Indigenous mothers. Among these groups,
Kolla women reported the highest rate of accompani-
ment (42%), whereas Guaraní and Wichí women showed
substantially lower levels (10% and 16%, respectively).

The possibility of choosing birthing position was also
limited. Overall, only 12.5% of Indigenous women re-
ported being able to do so during childbirth. Although
some variation existed between Indigenous groups, ac-
cess remained low across all Indigenous populations.
Among Kolla women, 30.6% reported being able to
choose their birthing position, whereas this proportion
decreased to 1.5% among Guaraní women.

Finally, the incorporation of traditional practices and
the use of traditional medicine during childbirth were
generally limited. Significant differences were observed
between Indigenous groups. The proportion of women
reporting the use of these practices was highest among
Kolla women (16.67%), followed by Guaraní women
(8.51%) and Wichí women (1.67%). These differences

were statistically significant across groups.

Perceptions of key actors
This section presents the main findings from the in-

terviews conducted with key stakeholders, organized
around areas of alignment and divergence between ac-
tors.

Areas of alignment between stakeholders
Despite differences in perspectives, both institutional

actors and Indigenous representatives identified several
shared priorities regarding the functioning of the health
system.

First, there was broad agreement on the central role
of primary health care (PHC) as the main strategy for
expanding coverage, particularly in geographically dis-
persed territories. In this context, health agents and com-
munity health workers were recognized by both groups
as key actors linking Indigenous communities with the
formal health system, especially in remote areas.

Second, both groups emphasized the importance
of strengthening referral and counter-referral systems
within the healthcare network. Government officials de-
scribed the organization of the system into operational
areas that integrate hospitals, health centers, and out-
reach posts. Indigenous authorities also showed aware-
ness of these structures and stress that they often rep-
resent the only available pathway for accessing higher
levels of medical care.

Finally, stakeholders agreed on the need to improve
infrastructure and service organization to better respond
to maternal and perinatal health needs, particularly
among Indigenous groups. Institutional actors high-
lighted ongoing efforts such as the development of re-
gionalized perinatal networks and the adoption of the
Family-Centered Safe Motherhood model, which incor-
porates elements of an intercultural approach and pro-
motes the involvement of families and communities.
They also acknowledged the need to re-adapt delivery
rooms to better accommodate cultural practices and facil-
itate family involvement, noting that alternative models
allowing family presence during childbirth are currently
being evaluated.

Figure 2 presents the main areas of alignment identi-
fied in the interviews, organized around two key themes:
the PHC strategy and the referral and counter-referral
system. For each theme, quotes from government offi-
cials are presented on the left and quotes from Indige-
nous representatives on the right, reflecting the shared
recognition of these strategies as central to healthcare
delivery in the province.

Areas of divergence between stakeholders
Significant divergences emerged between institu-

tional actors and Indigenous representatives, particu-
larly regarding perceptions of quality of care and the
extent to which an intercultural health approach has
been effectively implemented.
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Figure 1. First source of care among Indigenous women, by ethnic group (Source: Own elaboration based on
user surveys).

While government officials generally described the
quality of healthcare services as satisfactory and improv-
ing over time, Indigenous authorities expressed predom-
inantly negative perceptions. They emphasized the per-
sistence of economic, geographic, and cultural barriers
that limit effective access to healthcare services. Cul-
tural barriers, in particular, were pointed as a central
issue. Indigenous interviewees reported that the lack of
an intercultural approach affected communication with
health professionals and undermines trust in the system.
Experiences of discrimination and mistreatment were
frequently mentioned. As one participant explained,
“women who do not speak Spanish are mistreated and treated
with contempt”. In addition, the limited recognition of tra-
ditional medicine and ancestral practices was perceived
as a form of disrespect toward Indigenous knowledge
systems.

Differences were also observed in perceptions of in-
stitutional initiatives aimed at promoting intercultural
health. While government officials highlighted the role
of bilingual facilitators and training programs for health-
care personnel, Indigenous representatives reported that
these measures had produced limited impact and that
major communication barriers persisted. Notably, most
Indigenous interviewees were unaware of the existence
of specific institutions or programs intended to address
their healthcare needs.

Another area of divergence concerned the organi-

zation of care during pregnancy and childbirth. In-
stitutional actors emphasized the importance of refer-
ring high-risk pregnancies to higher-complexity centers,
whereas Indigenous authorities expressed a preference
for receiving care within their communities, in settings
that respected their cultural practices and social support
networks.

Figure 3 presents the main areas of divergence identi-
fied in the interviews, organized around two themes: the
quality of healthcare and the intercultural health model.
For each theme, quotes from government officials are
presented on the left and quotes from Indigenous rep-
resentatives on the right, illustrating contrasting experi-
ences and assessments of the current state of healthcare
services in Indigenous communities.

Structural barriers to access and continuity of care
The interviews also identified a set of structural bar-

riers that affected access to and continuity of care.
Geographic barriers were consistently highlighted,

particularly by Indigenous representatives. Long dis-
tances between communities and healthcare facilities,
combined with poor road conditions, significantly hin-
der access, especially in the Andean and Chaco regions.
Indigenous representatives highlighted that the popula-
tions most affected are those living in the Puna and the
Calchaquí Valley, including Kollas, Atacama, Tastil, and
Diaguita, as well Indigenous populations located in the
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Figure 2. Areas of alignment in the priorities of government officials and Indigenous communities (Source:
Own elaboration based on the interviews carried out).

Salta Chaco area.
Institutional barriers were also identified. Govern-

ment officials acknowledged that the health system faces
several challenges, including the lack of standardized
protocols, weaknesses in referral and counter-referral
processes, and shortages of human resources and equip-
ment, affecting both Indigenous and non-Indigenous
populations. Nevertheless, these limitations contribute
to fragmented care and difficulties in ensuring continu-
ity of treatment.

From the perspective of Indigenous communities,
additional barriers emerge in the interaction with the
health system itself. Women often experienced difficul-
ties understanding medical information and navigating
institutional procedures, which discourages continued
use of healthcare services. In some cases, resistance to

referral for high-risk pregnancies was reported, often
associated with previous negative experiences within
the healthcare system. When referrals do occur, they
frequently involve the displacement of extended family
groups, generating tensions with hospital norms and
infrastructure limitations.

Finally, challenges related to continuity and follow-
up of care were identified. The intermittent use of ser-
vices and the movement of patients between different
facilities lead to discontinuities in care and duplication
of clinical practices.

DISCUSSION
This study examined perceived access, coverage,

and quality of healthcare among Indigenous and non-
Indigenous women in the province of Salta, Argentina,
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Figure 3. Areas of divergence in the priorities of government officials and Indigenous communities (Source:
Own elaboration based on the interviews carried out).

and explored the perspectives of key stakeholders re-
garding the functioning of the health system. The find-
ings reveal three main results. First, significant dispari-
ties persist in geographic access and quality of care, par-
ticularly affecting Indigenous women. Second, patterns
of healthcare utilization show a tendency to bypass pri-
mary care services in favor of hospitals and family-based
care. Third, important divergences and some areas of
agreement were found between institutional actors and
Indigenous communities regarding the implementation
of an intercultural health model,

These findings are consistent with broader evidence
on Indigenous health inequities in Latin America, where
structural disadvantages, including geographic isolation,
language barriers, discrimination, and limited culturally
appropriate care, continue to shape differential access
to health services [31-33]. The disparities documented
in this study suggest that, despite normative advances
such as Law No. 7,856 and the adoption of the Family-
Centered Safe Motherhood model, these structural con-
ditions remain largely unaddressed in the province of
Salta.

A notable pattern identified in this study is the ten-

dency of Indigenous women to bypass primary care
services and seek care directly at hospitals or through
family and community networks. This behavior has
been widely documented in contexts where primary
care is perceived as low quality, culturally unrespon-
sive, or simply inaccessible [34]. In segmented health
systems such as that of Salta province, where public,
social security, and private networks coexist with lim-
ited coordination, this bypass pattern contributes to the
saturation of higher-complexity facilities and breaks the
continuity of maternal and perinatal care [35].

The qualitative findings highlight a critical tension
between biomedical and intercultural models of care.
While government officials described improvements in
service organization and maternal health indicators,
Indigenous communities consistently reported experi-
ences of discrimination, cultural insensitivity, and the
limited recognition of traditional practices. This diver-
gence is consistent with evidence from other Latin Amer-
ican contexts showing that intercultural health policies
frequently remain symbolic in their implementation, par-
ticularly when Indigenous communities are excluded
from their design and governance [15,36].
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In particular, the concept of “spaces for consensus
on priorities,” illustrated in Figure 4, provides a useful
interpretive framework for organizing the findings. As
shown in the diagram, both institutional actors and In-
digenous representatives converge on the importance of
strengthening integrated health service networks and
the primary health care strategy. However, they diverge
significantly in their understanding of what quality
healthcare means, the role of traditional medicine, and
the degree of intercultural adaptation required within
the system. This distinction between formal alignment
and substantive divergence reflects a broader pattern in
the literature: intercultural frameworks are frequently
adopted at the normative level without corresponding
changes in institutional culture, resource allocation, or
governance structures [37,38].

Figure 4. Spaces for consensus on the priorities of
government officials and indigenous communities
(Source: Own elaboration based on the interviews
carried out).

On the question of primary health care, both groups
recognized the central role of health agents and com-
munity outreach in reaching geographically dispersed
populations. However, Indigenous representatives em-
phasized that these figures are currently fulfilling a trans-
lation function rather than acting as genuine cultural me-
diators with full understanding of communities’ world-
views and needs. The effective functioning of bilingual
facilitators thus requires not only linguistic competence
but also institutional recognition and an expanded scope
of action.

The incorporation of traditional medicine and the
flexibilization of biomedical practices remain key ar-
eas of tension in this study, as in comparable contexts
across the region. Intercultural health initiatives that
have shown the greatest success share a common feature:
they were built on genuine community self-management
and the equal recognition of Indigenous knowledge sys-
tems [39]. In the case of Salta, the evidence from user
surveys suggests that the coexistence between traditional
and biomedical medicine is already occurring -although
with limitations- in certain departments, particularly in

Orán, Iruya, and Tartagal. This points to a practical op-
portunity: these localities could serve as experiences
-identifying challenges and improvements- for the de-
velopment of more structured intercultural care models
that formally incorporate ancestral practices and com-
munity governance, rather than relying on informal co-
existence.

Several policy implications emerge from these find-
ings. First, sthe role of bilingual facilitators should be ex-
panded and redefined: rather than functioning as trans-
lators, they should be trained and institutionally recog-
nized as cultural mediators capable of bridging the gap
between biomedical logic and indigenous health concep-
tions. Second, improving the availability and continuity
of care in maternal and perinatal health requires simulta-
neously addressing supply-side constraints—human re-
sources, infrastructure, referral protocols—and demand-
side barriers, including institutional distrust and cultural
distance. Lastly, and most critically, achieving meaning-
ful progress in intercultural health requires the active
and binding participation of Indigenous communities
in the design, implementation, and evaluation of health
policies.

Conclusions
This study highlights persistent inequalities in ac-

cess to and quality of healthcare affecting Indigenous
women in the province of Salta. Despite policy advances
and the formal adoption of an intercultural health frame-
work, significant geographic, cultural, and institutional
barriers continue to limit effective access to care.

The findings reveal three key challenges. First, In-
digenous women face longer travel times and structural
barriers that hinder timely access to services. Second,
patterns of healthcare utilization show a tendency to by-
pass primary care in favor of hospitals and family-based
care, reflecting limitations in the accessibility and per-
ceived quality of primary healthcare services. Third, im-
portant divergences persist between institutional actors
and Indigenous communities regarding the meaning of
quality of care and the implementation of an intercul-
tural health approach.

At the same time, the study identifies areas of po-
tential consensus. Strengthening primary healthcare,
improving referral and counter-referral systems, and
expanding the role of community-based actors emerge
as shared priorities. However, achieving meaningful
progress requires moving beyond formal policy frame-
works toward their effective implementation.

In particular, advancing an intercultural health
model demands the active participation of Indigenous
communities in decision-making processes, the recog-
nition of traditional knowledge systems, and the devel-
opment of culturally appropriate care practices. This
includes strengthening training spaces for health per-
sonnel, promoting dialogue between biomedical and
Indigenous perspectives, and adapting service delivery
to local contexts.
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Overall, reducing inequalities in access to healthcare
in Salta requires addressing both structural constraints
and institutional practices, while fostering a more inclu-
sive and culturally responsive health system.
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ABSTRACT IN SPANISH

Desigualdades en la atención de salud e interculturalidad en el norte de Argentina: un análisis
de métodos mixtos

Introducción: Los indicadores de salud de los pueblos Indígenas de América Latina continúan siendo
inferiores a los promedios nacionales, lo que los convierte en uno de los grupos socioeconómicos
más desfavorecidos. Este estudio caracteriza el funcionamiento del sistema de salud en la provincia
de Salta (Argentina) y analiza las prioridades y los posibles espacios de consenso entre actores clave
en torno a la salud perinatal.

Métodos: Se administró un cuestionario de opción múltiple a 609 mujeres embarazadas que asistían
a centros de atención primaria y hospitales de la provincia de Salta. Los análisis descriptivos fueron
complementados con veinte entrevistas en profundidad realizadas a funcionarios del gobierno
provincial y autoridades territoriales indígenas.

Resultados: Se encontraron diferencias significativas en el tiempo de traslado hacia los servi-
cios de salud entre mujeres Indígenas y no Indígenas. Entre las mujeres Indígenas, solo el 20%
reportó haber dado a luz en una sala de parto durante su embarazo más reciente. También se
observaron diferencias entre los distintos pueblos Indígenas respecto a los servicios de salud
ofrecidos, incluyendo el acompañamiento durante el parto, la posibilidad de elegir la posición
de parto y la incorporación de prácticas tradicionales. Además, las comunidades Indígenas
entendían la salud como estrechamente vinculada al acceso a la tierra, la vivienda, el reconocimiento
de derechos y el respeto mutuo, mientras que los funcionarios gubernamentales tendían a en-
focar las estrategias de salud principalmente en el desarrollo de redes integradas de servicios de salud.

Conclusión: Más allá de las declaraciones formales, el enfoque de salud intercultural no ha sido
implementado de manera efectiva en el sistema de salud de Salta. Sin embargo, existen espacios
de convergencia entre los actores institucionales y las comunidades Indígenas, particularmente en
relación con el fortalecimiento de la atención primaria de salud y la promoción de mecanismos de
coordinación entre las normativas formales del sistema de salud y los conocimientos culturales de los
pueblos Indígenas.

Palabras clave: Indígena, embarazo, perinatal, intercultural, discriminación, Salta, Argentina.
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