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ABSTRACT
Indigenous communities in Latin America and elsewhere 
have complex bodies of knowledge, but Western health 
services generally approach them as vulnerable people 
in need of external solutions. Intercultural dialogue 
recognises the validity and value of Indigenous standpoints, 
and participatory research promotes reciprocal respect for 
stakeholder input in knowledge creation.
As part of their decades-long community-based work in 
Mexico’s Guerrero State, researchers at the Centro de 
Investigación de Enfermedades Tropicales responded to 
the request from Indigenous communities to help them 
address poor maternal health. We present the experience 
from this participatory research in which both parties 
contributed to finding solutions for a shared concern. The 
aim was to open an intercultural dialogue by respecting 
Indigenous skills and customs, recognising the needs of 
health service stakeholders for scientific evidence.
Three steps summarise the opening of intercultural 
dialogue. Trust building and partnership based on mutual 
respect and principles of cultural safety. This focused 
on understanding traditional midwifery and the cultural 
conflicts in healthcare for Indigenous women. A pilot 
randomised controlled trial was an opportunity to listen 
and to adjust the lexicon identifying and testing culturally 
coherent responses for maternal health led by traditional 
midwives. Codesign, evaluation and discussion happened 
during a full cluster randomised trial to identify benefits of 
supporting traditional midwifery on maternal outcomes. 
A narrative mid-term evaluation and cognitive mapping 
of traditional knowledge offered additional evidence to 
discuss with other stakeholders the benefits of intercultural 
dialogue. These steps are not mechanistic or invariable. 
Other contexts might require additional steps. In Guerrero, 
intercultural dialogue included recovering traditional 
midwifery and producing high-level epidemiological 
evidence of the value of traditional midwives, allowing 
service providers to draw on the strengths of different 
cultures.

INTRODUCTION
Indigenous communities in Latin America 
and elsewhere developed complex bodies 

of knowledge, know-how and practices over 
many generations.1 These include ways, that 
are anchored in the worldview and territorial 
context of each culture, to address health 
needs.2 3 Notwithstanding their diversity, most 
traditional medicine practitioners use local 
resources and approach health on multiple 
levels—physical, emotional, mental, spiritual 
and environmental—often all at once.4

Colonial history and the establishment of 
Western culture have increased political and 
economic marginalisation of Indigenous 
communities.5 Disrespect of Indigenous 
cultures, implicit in this marginalisation, 
promotes a sense of inferiority and ignoring 
Indigenous knowledge.6 7 Acculturation, 
territorial loss, decay of healthcare traditions, 

Summary box

►► Modern economic development has resulted in 
cultural loss, marginalisation and worst health out-
comes, including poorer maternal outcomes, for 
many Indigenous communities.

►► Many Indigenous communities in Latin America still 
have traditional knowledge and potentially effective 
healthcare practices.

►► Intercultural dialogue can improve functioning of 
Western health services for Indigenous communi-
ties, respecting cultural differences and leveraging 
local resources.

►► This three-step approach strengthened tradition-
al enabling environments for maternal health and 
contributed to positive outcomes among Indigenous 
women in Guerrero, Mexico.

►► Building intercultural relationships takes time. 
Financial restrictions and changes in the internal 
dynamics of stakeholders can threaten the process.

►► Promotion of intercultural dialogue by researchers is 
not a mechanistic recipe of predetermined steps; it 
hinges on their commitment and deep respect for 
communities.
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socioeconomic conditions and conflictive interface with 
Western health institutions have negative effects on Indig-
enous health, including high burdens of obesity, diabetes 
and poor maternal health.8–10

Western health services generally approach Indigenous 
communities as at risk, vulnerable and lacking knowledge 
to solve their needs. This approach frames health promo-
tion in Indigenous communities as new knowledge to be 
introduced by external service providers.11 12 Damage-
centred health research has been a source of distress for 
Indigenous communities,13 who feel that focusing on their 
weaknesses and negative aspects reinforces a sense of infe-
riority.11 Emerging Indigenous scholars have challenged 
hegemonic paradigms and methodologies in academic 
discourse and policies.14–18 They have promoted partic-
ular ethical considerations for research involving Indig-
enous groups.19–22 Indigenous scholarship and increasing 
international recognition of cultural diversity since the 
1990s have revalued Indigenous knowledge and argued 
for a more active role of Indigenous peoples in defining 
health actions in their communities.23 Emerging evidence 
suggests that active involvement of Indigenous partici-
pation in health promotion increases access to care and 
improves health outcomes in these communities.24

The practical consequence for contemporary health-
care is increased awareness and valuing of cultural diver-
sity (cultural sensitivity) and the accommodation of 
strategies to provide health services in spite of cultural 
differences (cultural competence).25 26 Although well 
intended, these adjustments nonetheless maintain 
Western cultural dominance in health decisions of what 
has to be done, how to do it and whether it is done at 
all.26 27

Indigenous movements in Latin America advocate for 
intercultural dialogue to open space for non-Western 
standpoints and to transform structures of exclusion 
and marginalisation.5 28 Intercultural dialogue involves 
dynamic communication through which individuals, 
groups, or organisations with multiple cultural back-
grounds converge to work out solutions around a shared 
concern, in our case, poor maternal health outcomes.29–31 
Modern participatory research recognises that knowl-
edge creation is the result of a partnership in which 
stakeholder perspectives contribute at an equal level of 
respect.32 33

We present the experience of the Centro de Investigación 
de Enfermedades Tropicales (CIET) during participatory 
research to improve maternal health with Indigenous 
communities in Mexico’s Guerrero State. This process 
aimed to open an intercultural dialogue by respecting 
Indigenous skills and customs and recognising the needs 
of service providers for scientific evidence of the value of 
traditional midwives. We describe three steps as examples 
of an ongoing effort to open the dialogue.

THE SETTING
Guerrero is Mexico’s second poorest state and one of 
five with the largest Indigenous populations.34 Some 14% 

(456.774) of residents speak an Indigenous language, 
mainly Nahua, Na savi/Mixteco, Me’phaa/Tlapaneco, 
or Nancue ñomndaa/Amuzgo.35 Indigenous groups have 
different degrees of acculturation and most live in nuclear 
families in rural areas or small villages in the centre and 
south of the state. They subsist on migrant labour and 
small-scale agriculture, receiving less than the average 
regional wage (about US$40 per month).36 Government 
and private health services offer only Western birthing 
practices. Services are underfunded and poorly staffed.37 
Traditional Indigenous midwives (parteras tradicionales) 
are the providers of choice for most Indigenous women, 
particularly in remote villages where they are the only 
skilled practitioners available for antenatal and delivery 
care. But traditional Indigenous midwifery has become 
attenuated and does not on its own guarantee healthy 
childbirth in all cases. Official health policies in Guer-
rero have deliberately disrupted traditional birthing 
systems, preventing registration of births attended by 
traditional midwives (and thus withholding state child 
support triggered by birth registration) and providing 
cash incentives to women who use hospital-based services. 
Lack of collaboration between traditional midwives and 
Western health services now hinders timely referral to 
well resourced facilities with access to emergency and 
obstetrically indicated surgical interventions. Pregnant 
Indigenous women fall between two weakened systems, 
one weakened by poor resourcing and inefficiencies, the 
other by policies of acculturation.38

Indigenous birthing systems frame biological dimen-
sions within a specific cultural background.39 While 
Western science might focus first on access to obstetric 
services or routine diagnostic tests, Indigenous midwifery 
might begin with protective rituals of fertility or counsel-
ling the family on self-care practices. Indigenous women 
in Southern Guerrero prefer home deliveries and often 
shun Western obstetric care in fear of routine prac-
tices considered disrespectful in their culture.37 In this 
context, maternal mortality is 10 times higher in Indige-
nous communities than it is in the rest of the state.40

BUILDING TRUST AND A SAFE SPACE FOR PARTNERSHIP
Since the 1980s, cross-cultural approaches to safe birth 
have called for ‘fruitful accommodation’ of traditional 
birthing systems.41 The question is how to achieve this. 
CIET’s experience can contribute to answering this 
question. As part of its decades-long relationship with 
Nancue ñomndaa (Amuzgo) communities in the munic-
ipality of Xochistlahuaca in Guerrero, researchers at 
CIET, in the Universidad Autónoma de Guerrero, responded 
to a 2008 request from these communities to help them 
address poor maternal health. The research team philos-
ophy included respect for Indigenous cultures as the 
starting point and absolute requirement for all activities 
in research. The consequent mutual respect facilitated 
building trust and establishing a safe space for exploring 
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this complex issue, amidst the tense interface between 
the Western health system and Indigenous communities.

Respect is an essential condition allowing participants 
to feel they can open up and push the limits and certain-
ties of their own system in the discussion of shared inter-
ests and goals.42 43 Building trust is ongoing and time 
consuming, and benefits from a clear framework for the 
dialogue.44 In this case, like in others,45 self-reflexivity 
guided our work under the principles of cultural safety.33 
Maori nurses developed the notion of cultural safety in 
the late 1980s in New Zealand.46 It invited researchers to 
recognise the colonial and historical context of health 
disparities and the impact their own cultural identity 
and assumptions had in perpetuating these dispari-
ties.47 Culturally safe healthcare would improve maternal 
health, while respecting or fortifying patient cultural 
identity.48 In consequence, the project deviated from 
prevailing biomedical assumptions that attempted to 
replace or ban traditional practices.

After obtaining ethics approval in both Mexico and 
Canada, Indigenous participants and CIET researchers 
designed a baseline survey in participatory workshops. 
They adjusted standard epidemiological tools to the 
language and concepts of Indigenous communities, 
to better understand the role of authentic traditional 
midwives and birth experiences of Indigenous women. 
Trained Indigenous fieldworkers conducted a baseline 
survey in 2008 among 1723 women between the ages 
of 15 and 49 who were pregnant during the previous 
three years. They identified and interviewed 63 tradi-
tional midwives, respectfully titled Nna’, most of whom 
were over 50 years of age, and whose authority rested on 
proved service to their patients. The Indigenous midwives 
described part of their role as assisting women during 
pregnancy and homebirth; one half of them had person-
ally taken their patients to the hospital when additional 
care was needed. All still conducted household visits 
as their age and health permitted. And their patients 
paid them what they could afford, which was most often 
nothing.

The survey revealed that 59% (938/1589) of preg-
nant Indigenous women received advice and care from 
traditional midwives, including those who delivered with 
Western doctors. Based on birth order analysis, Indige-
nous midwife-assisted home births had declined over 
the previous decade to around 48% (659/1378). During 
deliveries in hospital, most Indigenous mothers did not 
have translation (68%, 468/692) and few could choose 
traditional positions for delivery (36%, 249/697). Birth 
complications such as self-reported perineal trauma were 
less frequent in traditional midwife-assisted births (24%, 
120/656) than in births assisted by a doctor or nurse 
(39%, 210/543).37 Women were more likely to attend for 
antenatal care in health units if a traditional midwife had 
told them to do so, and most women and their families 
accepted midwife advice to deliver in a Western health-
care unit.

The survey results confirmed the cultural alienation 
experienced by women in government health facili-
ties. The evidence suggested that traditional midwifery 
could have a positive role in these communities. Indig-
enous participants felt encouraged to engage further in 
research, recognising researcher commitment to under-
stand their traditions instead of attempting to replace 
their customs. Increased mutual trust set up the next 
step, which focused on a collaboration to support the 
role of traditional midwives.

LISTEN AND ADJUST: THE XOCHISTLAHUACA PILOT
Zuluaga described intercultural dialogue between Indig-
enous and Western healthcare as a bridge between two 
healthcare pyramids (figure  1).49 The biggest potential 
for interaction between health systems is at the family 
and primary healthcare levels, where individual’s knowl-
edge and practices are linked mostly to personal expe-
riences (base of the pyramids). This can happen, for 
example, in the promotion of preventive practices or 
care for uncomplicated births by traditional midwives. 
Moving up through secondary to tertiary levels, knowl-
edge becomes more specialised and is held by fewer 
practitioners with higher levels of formal training using 
increasingly complex technologies. CIET researchers, 
traditional midwives and Indigenous community health 
promoters together designed and piloted an interven-
tion to support traditional midwives’ role at the base of 
the pyramid.50 Sixteen Indigenous traditional midwives 
requested facilities for simple birth centres, where they 
could train new apprentices, assist pregnant women and 
attend births. They also requested logistical support from 
a community health promoter linked with the project.

The goal was to generate evidence that showed the 
potential of traditional concepts and practices, helping 
participants to go beyond the terminology and concerns 
of their Western counterparts while identifying oppor-
tunities and barriers for collaboration. The pilot was an 
opportunity to listen reflexively and to adjust lexicon 
around culturally safe maternal healthcare. Lexicon 
adjustment goes beyond a simple translation of words.51 
It requires listener reflexivity and experience to inter-
nalise the contents.42 In this case, first understanding the 
concepts of traditional midwifery and positive birth expe-
riences, and then incorporating and testing the meaning 
of culturally coherent responses for maternal health. 
Represented as a dashed shadow in figure  1, these are 
opportunities for mutual learning and transformation in 
which both systems might expand their boundaries.

Data from a CIET survey after the intervention showed 
similar levels of pregnancy complications between women 
in exposed communities (24/94) and controls (65/252; 
OR 0.99, 95% CI 0.52 to 1.71), but substantially reduced 
birth complications (9/91 exposed and 57/248 controls; 
OR 0.37, 95% CI 0.11 to 0.73). The research team hypoth-
esised that increased profile of traditional midwives led 
to reduced unattended deliveries and that improved 
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logistical support in the intervention area improved 
referrals for high-risk women. This pilot study built 
local capacity to apply methods founded on a substan-
tial history of pragmatic trials in the study of traditional 
midwifery.50 52

CODESIGN, EVALUATE AND DISCUSS: THE FOUR-MUNICIPALITY 
TRIAL
With the pilot data suggesting acceptability and safety of 
an intervention that strengthens traditional midwives, 
the team designed a cluster randomised controlled trial 
in which traditional midwives would extend further their 
authoritative role.50 The goal of codesign was to allow 
each party to bring what they are best at, be it design 
a randomised control trial or manage spiritual content 
or counselling men. The cultural authorities of partici-
pating Indigenous communities and the ethics commit-
tees at CIET and McGill University approved this step.

In four predominantly Indigenous municipalities with 
access to usual healthcare, the trial compared maternal 
health outcomes of intervention (Xochistlahuaca and 
Acatepec) and control (San Luis Acatlán and Atlixtac) 
communities. In the intervention communities, tradi-
tional midwives received support to recover and foster 
their traditional role. Intervention midwives received a 
small stipend, a bursary to train an apprentice and the 
support of an intercultural broker to facilitate interaction 
with Western health personnel. Additionally, two work-
shops for health personnel in intervention municipalities 
sought to improve their understanding of and attitudes 
towards traditional midwives.

Michie described intercultural brokerage as change 
agents placed between two cultures and with the ability 
to resolve the differences that keep them apart.53 The 

training of 17 intercultural brokers drew on similar 
experience in Colombia.54 In Guerrero, brokers were 
community-nominated young people who learnt about 
primary healthcare, recovery and protection of Indige-
nous culture, and conservation of their territory. After 
the course, intercultural brokers went back to their 
communities to collaborate with traditional midwives, 
increasing their presence in the communities and 
bridging the language and cultural gap with Western 
health services.

A mid-term evaluation used a narrative approach to 
illustrate positive changes described by participants. 
Traditional midwives reported hope in cultural continuity 
through their apprentices and renewed recognition of tradi-
tional midwifery among communities.55 After the interven-
tion finished in 2017, we used fuzzy cognitive mapping 
to portray traditional midwife knowledge on maternal 
health. The maps identified several birth risks including 
a web of Indigenous concepts of disease—‘frío’ (cold or 
coldness of the womb), ‘espanto’ (fright), and ‘coraje’ 
(anger)—abandonment of traditional practices of self-
care, women’s mental health and gender violence. 
Participants described culturally coherent responses to 
these risks including rituals, medicinal plants, massages, 
midwives counselling of husbands and other care prac-
tices connected with their culture.56

The final statistical analysis of the randomised 
controlled trial, to be reported in a separate publica-
tion, will incorporate traditional midwifery knowledge 
as described in the fuzzy cognitive maps as prior knowl-
edge in the statistical models, in an extension of Bayesian 
procedures.57 This allows a space for Indigenous voices 
even in the very technical matter of effect estimation and 
significance testing.

Figure 1  Scheme to represent the interaction between Indigenous and Western health systems.
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LIMITATIONS AND CHALLENGES
Intercultural dialogue is context-specific and possible only 
with researcher attitudes of openness, engagement and 
commitment to local impact. Here, we recount three 
steps describing our progress: (1) trust building; (2) 
listener reflexivity and lexicon adjustment; and (3) code-
sign, evaluation and discussion. But these steps are not 
mechanistic or invariable, and other contexts might need 
additional steps.

The case we describe required long term commitment 
and took place over more than a full decade. Financial 
restrictions or changes in the internal dynamics of stake-
holders can change relationships over this time. In our 
case, the researcher’s strong institutional commitment 
to equity and partnership with Indigenous communities 
facilitated continuity.

Sustainability of change is hard to guarantee. Although 
intercultural dialogue opens the door to transformation, 
structural change of inequity and marginalisation rooted 
in historical causes might require time. Initial commit-
ment with cultural safety attempts to have stronger auton-
omous communities able to foster these transformations.

The overall project attempts to increase respectful 
interaction between local health personnel and tradi-
tional midwives. We involved health personnel in an 
incremental way. Intercultural brokerage supported 
individual contacts, and workshops provided sensitisa-
tion training and a forum for discussion. In its role as 
a leading graduate health training institution in Guer-
rero, CIET also trains future health providers, managers 
and planners in the state. The randomised controlled 
trial will hopefully produce local evidence to show the 
health and social value of traditional midwives. It is too 
early to say something definitive about system change, 
but we can identify components recognised as contrib-
utors to this.58 The project has increased understanding 
of the issues around maternal health using systems anal-
ysis (fuzzy cognitive maps) to incorporate community 
perspectives; it has developed a team of Indigenous and 
non-indigenous people able to foster action, and it has 
achieved ‘small wins’ that can accumulate and embolden 
stakeholders to pursue bigger changes.

Our proposal of intercultural dialogue is not an Indig-
enous methodology. It reflects the experiences of a 
small group of researchers. It does align, however, with 
previous work of Indigenous elders and researchers who 
developed tools and procedures that fit with traditional 
concepts and values,18 59 and who have highlighted the 
need of ‘two eyed seeing.’24 60 The commitment, approval 
and full participation of traditional midwives made the 
researchers feel confident that they considered this work 
appropriate.

The concept of cultural safety sometimes assumes one-
way acculturation— overriding of Indigenous cultures by 
the dominant culture—and places the potential for disre-
spect on one side of the cultural divide.61 We recognise it 
is possible to fall short of intercultural dialogue on both 
sides; therefore, there is a need for ongoing reflection. 

Shallow consultations, in which traditional contents are 
not made comprehensible in Western understanding, 
may be used as a way to justify external interventions.28

CONCLUSION
The experience of the CIET team shows that intercul-
tural dialogue is feasible and contributes to improving 
maternal health outcomes. When the project began, 
Indigenous views and knowledge were generally 
ignored in Western health services. Support of tradi-
tional midwifery and intercultural brokerage initiated 
the interactions between traditional midwives and 
Western health services. The scientific evidence of posi-
tive impact of traditional midwives on maternal health 
focus on primary care and improved referral. Stronger 
traditional midwives are now in a better position to take 
their own steps towards further interactions with service 
providers. High-quality healthcare requires skilled and 
well-supplied facilities but also respectful practices that 
understand cultural strengths.

Intercultural dialogue moves away from almost a 
century of retraining traditional midwives to use them 
as accessory resources for Western healthcare in under-
served areas. Our approach recognises that Indigenous 
midwives and their traditional knowledge can be agents 
of change. Although this approach will need to be tested 
in different contexts, intercultural dialogue offers an 
opportunity to improve health outcomes by combining 
the strengths of different cultures.
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