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Abstract

Large inequities in health exist between
indigenous and non-indigenous populations
worldwide. This health divide has also been
demonstrated in India, where indigenous
groups are officially classified as scheduled
tribes (STs). India has one of the largest tribal
populations in the world. Tribal communities
in general and primitive tribal groups in partic-
ular are highly disease prone and their misery
is compounded by poverty, illiteracy, ignorance
of causes of diseases, hostile environment,
poor sanitation, lack of safe drinking water,
blind beliefs, etc. As per the estimates of
National Family Health Survey-3 (NFHS-3),
the likelihood of having received care from a
doctor is lowest for ST mothers (only 32.8%
compared to India of 50.2%). While many
strategies have been attempted over the years
to discuss some of the economic, social, and
physical factors preventing tribal population to
get access to healthcare services, the ultimate
outcome has remained far less than the expec-
tations. Considering that these ST groups are
culturally and economically heterogeneous,
the methods to tackle their health problems
should not only be integrated and multi-fold,
but also specific to the individual groups as
feasibly as possible. Measures like strengthen-
ing of the existing human resources, bringing
health services within the reach of remote pop-
ulations, promotion of health awareness, facil-
itation of community participation using inno-
vative strategies, bringing about a change in
the behavior of health care providers, imple-
mentation of measures for the empowerment
of ethnic groups by carrying out administrative
reforms and finally by ensuring the sustain-
ability of all above recommended measures. 

Introduction

Large inequities in health exist between
indigenous and non-indigenous populations
worldwide.1 This health divide has also been

demonstrated in India,2 where indigenous
groups are officially classified as scheduled
tribes (STs). Scheduled tribes are groups of
historically disadvantaged people who are
descendents of the tribal communities. This
group of people did not agree to caste system.
Instead, they prefer to dwell deep inside forests
as well as mountainous areas of India, far
away from the chief part of the society. India
has one of the largest tribal populations in the
world. The Government of India defined a trib-
al region based on certain characte -
ristics,3 which include (and are not limited to)
economically backward communities living in
a primitive condition, having a distinct culture,
primitive traits, socio-economic backwardness
and usually away from the mainstream. The
tribal population  of the country, as per the
2001 census, is 84.3 million, constituting 8.2%
of the total population with 91.7% of them liv-
ing in rural areas and 8.3% in urban areas.4

Tribal communities in general and primitive
tribal groups in particular are highly disease
prone. The ST groups who were even more iso-
lated from the wider community and who
maintained a distinctive cultural identity have
been categorized as primitive tribal groups.
These have been identified as less acculturat-
ed ethnic groups among the tribal population
groups and are in need of special programs for
their sustainable development and they do not
have required access to basic health facilities.
They are most exploited, neglected, and highly
vulnerable to diseases with high degree of mal-
nutrition, morbidity and mortality.5 Their mis-
ery is compounded by poverty, illiteracy, igno-
rance of causes of diseases, hostile environ-
ment, poor sanitation, lack of safe drinking
water, and blind beliefs, etc.

Although ST are accorded special status
under the fifth/sixth schedules of the Indian
Constitution, their status on the whole, espe-
cially their health, remains unsatisfactory.
This paper explores the problems in delivering
public health services to the tribal population,
and suggests possible recommended measures
about the same.

Indian scheduled tribes
demography

The total population of STs according to the
2001 Census is 84.3 million and has increased
from 67.8 million in 1991, showing a decadal
growth rate of 24.3%. This rate of growth
remains higher than the national average of
21.3%.2 Scheduled tribes are distributed
throughout the nation except Pondicherry,
Haryana, Punjab, Chandigarh, and Delhi.
Almost 25% of the Indian tribal live in Madhya
Pradesh and Chattisgarh.6 Out of the 75 dis-
tricts with more than 50% of their population

being composed of STs, 41 districts are from
north-east states.6

The sex ratio of tribal is more favorable to
women than the general population (972/1000
men vs 927/1000). However, there is a wide
variation among the different groups and
states (1002 in Orissa to 889 in Goa).4 The
dependency ratio among tribes is 83.9% and in
the general population is 69%.4 Literacy is
increasing (47% in 2001 from 29.6% in 1991)
but still lower than the general population
(65%) and the gap between the literacy rates
of STs and the general population has contin-
ued almost at the same level of 17-18% for the
last three decades. Almost 65% women are illit-
erate against the national figure of 46%.4 Drop-
out rates of tribal students of standard (one-
ten) have gradually decreased from 85% in
1990-1991 to 76.8% in 2007-2008.7

Around 91% of the tribal population still lives
in rural area as against 72% for the nation.4

The percentage of tribal living below poverty
line is 47.3% in rural and 33.3% in urban areas,
which is higher than the corresponding
national figures of 28.3% and 25.7%, respec-
tively.8,9 The average tribal household size is
5.2 and is comparable to the national average
of 5.3.4
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Maternal and child health
parameters

There are vast differences in the health sta-
tus of mothers and children between tribal and
non-tribal populations.

Table 1 shows the indicators comparing the
maternal and child health, highlighting the
under-achievements among the tribes.9,10 In a
hospital-based, retrospective, reproductive-age
mortality study (RAMOS) of tribal women of
Bastar region, Chhattisgarh, maternal mortali-
ty percentage among tribal women was 85.7%
and was 100% in the year 2009-2010 and 2010-
2011 which is higher than the national esti-
mates.11 Compared to the National Family
Health Survey-2 (NFHS-2) survey,9 the infant
mortality, under-five mortality, and neonatal
mortality have decreased:10 the proportion of
home deliveries is at a standstill. In a retro-
spective cohort study done in Maharashtra,
percentage of still-births in tribal areas
(1.96%) was higher than non-tribal areas
(1.47%).12 The total fertility rate (Table 1) had
shown a slight increase compared to the
NFHS-2 survey. Though obstetrics care from a
trained provider during delivery is recognized
as critical for the reduction of maternal and
neonatal mortality, only 17.1% of births to ST
women was assisted by a doctor, compared
with 47.4% of births to women, who do not
belong to a scheduled caste, ST, or other back-
ward class group (others).10 As per the esti-
mates of NFHS-3, the likelihood of having
received care from a doctor is lowest for ST
mothers (only 32.8% compared to India of
50.2%). The percentage of ST women consum-
ing iron folic acid (IFA) for at least 90 days and
who took a drug for intestinal parasites during
their pregnancy was only 17.6 and 3.7, respec-
tively.10 In a study done in Yeotmal district of
Maharashtra, it was concluded that reach of
contraceptive services of copper-T (Cu-T)
needs to be improved in tribal areas.13

Among ST children who suffered from diar-
rhoea in the two weeks preceding the survey,
only 29.3% of them did not receive any treat-
ment at all. Based on information obtained
from a vaccination card or reported by the
mother (either source), only 31.3% of ST chil-
dren were found to be fully vaccinated as com-
pared to 53.8% belonging to others. Among ST
children, 49.9% received services at an angan-
wadi centre.10

Other public health problems
among tribes

Compared to national averages, STs have
higher mortality rates,14 and experience a

greater prevalence of tuberculosis,15 leprosy,16

under-nutrition,10,17 visual impairment from
avoidable causes of blindness including the
outcome of surgeries,18,19 and high anaemia
levels.20-,21,22 These groups are also exposed to
higher risks of inadequate food intake,23 poor
hygiene,24 and tobacco and alcohol consump-
tion,25,26 as well as lower access to health
care.27-30 In a community-based cross-sectional
study carried out in the tribal population of
randomly selected villages of Jabalpur district,
it was observed that though 88% of the respon-
dents felt modern medicine was the best rem-
edy for sexually transmitted infections (STI),
only a few of them actually used medical treat-
ment while suffering from an STI.31

Northeast India is known for the demo-
graphic heterogeneity of its tribal population,
and it has a very high prevalence of hepatitis C
virus infection and their associated risk fac-
tors.32 High sero-prevalence of certain bacteri-
al and viral infections has been observed
among Irula and Kolli hills tribes of Tamil
Nadu.33,34 Intestinal helminthiasis and skin
infections such as tinea and scabies are wide-
ly prevalent among tribal children.35 Sickle cell
trait prevalence varies from 0.5 to 45%, and
disease prevalence is around 10%.36

Public health infrastructure

Accessibility is one of the principles of
Health for All stated in Alma Ata Declaration
on primary health care but still, due lack of
universal access, equality in health status can-
not be assured. Moreover, because there are
other important social determinants of popula-
tion health and its distribution, even with the
increasing catchment of tertiary health care
facilities, use of primary health care is low due
to costs, attitude of health provider as well as
place of facilities, etc. Tribal development

strategies need to be more human-centred
with health at its centre. The conventional,
bureaucratic approach of looking at health
issues for tribal in a sectoral, compartmental-
ized way can have little impact on achieving
health goals.

While many strategies have attempted to
address some of the economic, social, physical
factors and barriers contributing to poor mater-
nal health outcomes, women’s use of maternal
health services is often influenced by perceived
socio-cultural, economic, and health system fac-
tors operating at the community, household,
and individual level as well as within the larger
social and political environments and health
care infrastructure. These include inequitable
distribution of facilities and/or infrastructure
for primary healthcare and maternal healthcare
services, inadequate referral services and over-
burdened healthcare facilities.37,38 Although in
tribal areas the population norms for establish-
ment of primary health centers and sub-centers
is for every 20,000 and 3000 population respec-
tively, health care is not available to the majori-
ty of the tribal.39 This is due to multiple factors,
namey lack of accessibility to health facilities;40

non-availability of health staff in the health cen-
ters; poor quality of services offered (non-avail-
ability of essential drugs and equipments, lack
of proper building facilities); lack of transport
and communication facilities; traditional prac-
tices and superstitions (local beliefs, customs,
and practices); poverty and financial con-
straints (the majority of healthcare services is
theoretically free of cost, but indirect and infor-
mal payments, such as travel cost to and from
the government facility, leaving work to seek
care, and paying for prescribed medicines,
exist); logistics barriers from the healthcare
providers side; waiting time at the health center
and timings of the facilities. All these factors in
multiple ways have obstructed accessibility of
healthcare services.40-42

Review

Table 1. Maternal and child health indicators among tribes and others.9,10

Indicators ST Others
NFHS-2 NFHS-3 NFHS-3

Median age at marriage (years) 15.8 16.3 18.1 
Awareness of legal age for marriage (%) 7.5 - 22
Total fertility rate 3.06 3.12 2.68
Median age at first childbirth (years) 18.8 19.1 20.6 
Proportion of pregnancies with no antenatal checkups (%) 43.1 37.8 22.8
Home deliveries (%) 81.8 82.3 49
Infant mortality rate/1000 live births 84.2 62.1 57
Exclusive breast-feeding (median) (months) 2.9 3.1 1.9 
Completion of primary immunization (%) 26 31.3 53.8
No. vaccination (%) - 11.5 4.3
ST, scheduled tribes; NFHS-2, National Family Health Survey-2; NFHS-3, National Family Health Survey-3.
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Recommended measures

As discussed earlier, STs in India are demo-
graphically, culturally and economically hetero-
geneous, varying widely in terms of their pop-
ulation size, language, and the nature of their
interactions with the rest of society.43,44 Hence,
the methods to tackle their health problems
should not only be integrated and multi-fold,
but also specific to the individual groups as
feasibly as possible. In the following, elements
and strategies which should be considered as
an essential element of the comprehensive
approach for the wellbeing of tribal popula-
tions are discussed.

Strengthening of the existing
human resources 

One of the major problems in delivering
health care to the tribal is shortage of staff.
Doctors and paramedical workers from the
general population are reluctant to work in
backward tribal areas. Furthermore, medical
staff hailing from the tribal communities, who
has a better understanding about the needs of
their people and who may be more willing to
work in such areas is not enough. 

As for March 2010, undue delays in recruit-
ment resulted in vacancies even in available
posts at health centers. Over 34% of male
health workers, 38% of radiographers, 16% of
laboratory technicians, 31% of specialists, 20%
of pharmacists and 20.7% of the sanctioned
posts of doctors were lying vacant.45,46 Though
there is a statutory provision of 7.5% reserva-
tion for tribal in medical education, apparently
either the enforcement of this policy is not
strictly done or takers from the tribal for these
seats are not enough. It is proposed that the
proportion of distribution of all these reserved
seats should be worked out according to the
proportion of the individual clans of tribal.

The situation is worse among other cadres
of health workers. On the one hand, as such,
the number of available paramedic education
institutions is very small compared to the
needs of the country. Only 13,000 auxiliary
nurse midwives (ANMs) are graduating every
year.47 A phenomenal increase is required in
this area, which is the purview of general poli-
cy. Within this area, a parallel sponsorship
with educational opportunities has to be devel-
oped to cater for the needs of the tribal popula-
tion. To tackle the acute shortage of medical
doctors, Indian Government has planned to
make its undergraduate Bachelor of Medicine
and Bachelor of Surgery (MBBS) course six-
and-a-half years long, instead of the present
five-and-a-half years that would make a one-

year rural posting compulsory for all MBBS stu-
dents before they can become doctors.46 Also,
with a purpose to churn out more doctors, the
union health ministry has increased postgrad-
uate seats by 85% and undergraduate seats by
35% in various medical colleges of the country
over the last three years.48 In addition, the
Medical Council of India (MCI) has also
cleared a three-and-a-half-year long medical
course (Bachelor of Science in Community
Health) which will be open to anybody after
class 12.49

Bringing health services to
remote populations

While medical camps have often been con-
ducted in the past, different stakeholders have
stressed on the need for either state-sponsored
or non-governmental organizations (NGOs),
sponsored mobile medical camps to reach
remote tribal populations. Outsourcing of
these services to NGOs and medical colleges
may prove to be an efficient option if availabil-
ity of drugs, diagnostic facilities and vehicles
remains assured and consistent. Population
can be drawn to these camps through door-to-
door canvassing by Accredited Social Health
Activists (ASHA) and ANM, as well as loud-
speaker announcements, banners and pam-
phlets. Provision of emergency transportation
to take tribal pregnant women to health facili-
ties for obstetrical care should be ensured.
While not all hamlets have access to tarred
roads, the emergency ambulance services
should reach the nearest motorable point to
pick up patients in all tribal regions. Janani
Suraksha Yojana is a safe motherhood inter-
vention being implemented with the goal of
reducing maternal and neo-natal mortality by
promoting institutional delivery among the
poor pregnant women. To encourage institu-
tional deliveries among tribal groups, strin-
gent enforcement and implementation of
Janani Suraksha Yojana should be done.50

Promotion of awareness about
health issues

Promotion of awareness about health-relat-
ed issues is the first step towards improving
health outcomes. However, while public health
programs have often conducted information,
education and communication (IEC) cam-
paigns – such as stressing the importance of
hand washing, regular antenatal check-ups,
institutional deliveries, immunization, etc. –
they have had little impact. In order to have a
significant impact on tribal masses, all the

messages should be culturally appropriate and
professionally crafted to markedly improve the
content and quality of health messages and
pre-tested for greatest impact at specific tribal
groups.

In Rajasthan, health messages were most
commonly disseminated using live perform-
ances by drummers, dancers, folk musicians,
magicians, puppeteers, etc. to appeal to tribal
populations. Similarly, in Tamil Nadu, in addi-
tion to posters, hoardings, bus boards, and per-
sonalized letters of communication for the lit-
erate members of a family, radio jingles and
video broadcasts featuring popular film stars
were found to be effective means for dissemi-
nating health messages to the state’s tribal
people. Even in developed nations culturally
appropriate technology was employed for tar-
geting the native youth of tribal populations.51

Community-based participatory research
(CBPR) which is conducted as an equal part-
nership between traditionally trained experts
and members of a community has been hailed
as an alternative approach which emphasizes
co-sharing, mutual benefit, and community
capacity building.52

Facilitating tribal community
participation

Women from the tribal localities can be
recruited as ANMs and then trained to bring
health care closer to tribal settlements. Also, as
tribal populations find it difficult to navigate
through the complexities of medical facilities,
government in collaboration with local NGOs
can arrange for counselors who are from tribal
communities themselves and then can be
placed at district hospitals to guide patients,
explain doctors’ prescriptions, help patients
take advantage of welfare schemes and coun-
sel them on preventive and promotive health
behaviors. These counselors can also pay
weekly visits to tribal hamlets to raise aware-
ness about health issues and promote healthy
behaviors. In Karnataka, citizens helpdesks
have been established to offer round-the-clock
assistance to tribal and other vulnerable
groups in selected district and taluk level hos-
pitals. These helpdesks also address com-
plaints by mediating between consumers and
service providers.53

Changing the behavior of
health care providers

To help tribal people at medical facilities, the
obligation is to change their insensitive and
discriminatory behavior towards poor and dis-
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advantaged groups. This change in behavior is
desired not only from paramedic and lower staff
but also from the doctors. This can be achieved
by organizing campaign to instill patient-
friendly behavior among health care providers.
Simultaneously, there should be a mechanism
to get feedback from tribal people based on
which corrective measures should be taken.

Empowerment of the tribal
population

Nutrition and education are basic acces-
sories needed for the progress of any commu-
nity. A closely knit Public Distribution System
(PDS) as witnessed in Anthyodaya Anna
scheme has to be developed nationwide, cover-
ing every interior pocket of the tribal areas,
with a well-supported supply network. Under
this scheme, the poorest of the poor were sup-
ported by providing them with 35 kg of rice and
wheat at Rs.2 per kg.54

In the same vein, schooling and education
have to be developed fully utilizing the help of
anthropologists and non-governmental organi-
zations to inculcate the habit of universal edu-
cation at the primary, middle, and higher sec-
ondary levels. Initiatives to distribute educa-
tional and related items free of cost along with
supplementary nutrition have also been found
successful in states like Tamil Nadu. To recog-
nize the achievements of the tribal population,
the Ministry of Tribal Affairs instituted the
National Tribal Awards from the year 2008 for
the Best Janjatiya achiever. Such awards and
monetary benefits should be extended in
future for the best performing grass-root level
health workers which will serve as a source of
continuous motivation. Provision of health
insurance should be extended to the STs for
prompt use of healthcare services by them
without undue debt.55

Tribal Cooperative Marketing and
Development Federation of India Ltd.
(TRIFED) is a welcome sign as it provides mar-
keting help and remunerative prices to STs for
collection of minor forest production and sur-
plus agricultural production to protect them
from exploitative private traders and middle-
men.56

Administrative reforms
approach

The utilization of any social services, includ-
ing health services, has never been equitably
distributed throughout society. People with
access to the facilities are generally found to
make greater use of them than people who

have neither knowledge nor access to the facil-
ities. Though health is a state subject, the
Centre has been given the authority of giving
directions to the State governments [Article
339(2) of the fifth schedule in the interest of
the tribal population], which should be used to
direct the state governments to ensure provi-
sion of separate tribal sub-plans based on the
percentage of tribal as recommended by the
Ministry of Tribal Affairs.  In a cohort of births
examined in Gujarat, it was concluded that for
sustaining the momentum of reduced neonatal
mortality there is a need of long-term policy
intervention to promote better living standards
and better reproductive health.57 Racial and
Ethnic Approaches to Community Health
(REACH) is an initiative promoted by the
Centers for Disease Control and Prevention’s
(CDC), which strives to eliminate racial and
ethnic disparities in health. It is a community-
based, participatory approach to identify,
develop and disseminate effective strategies
for addressing health disparities across a wide
range of health priority areas such as cardio-
vascular disease, diabetes, breast and cervical
cancer, infant mortality, asthma, immuniza-
tion, and obesity.58 Similar strategies/programs
customized to the local tribal population can be
devised to eliminate caste-based disparities in
health. While most innovations have included
the provision of free medical services to poor
tribal populations, a few pilots have sought to
ease the financial burden of inpatient care on
these groups as well. In Tamil Nadu, bed grant
scheme was implemented under financial
assistance of World Bank, in partnership with
NGOs for the provision of free inpatient care to
tribal populations. All costs pertaining to minor
ailments and surgeries are reimbursed by the
project.

Ensuring sustainability 

In authors’ opinion, though many of the
above suggested methods are not entirely new
ones and have been tried with success in vast
sections of non-tribal areas, the administrative
skills and organizational capabilities need to
be tuned up according to the tribal needs.
Politically-sustained and administrative com-
mitment is what we currently need to have a
long-term and comprehensive impact on the
health status of tribal populations. 
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