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 India spent 1.28 % of its GDP in 2017-2018 on healthcare, while the   
	 global	average	spent	is	around	10%	(National	Health	Profile	2019:		
XIV,	World	Health	Organisation	2019:	11).	With	65-70%	of	costs	borne	by	the	consumer,	out-of-pocket	
expenditure	on	healthcare	dominates	the	cost	financing	(Rao	2018).	Historically,	health	in	India	has	
primarily been understood in a biomedical sense, excluding any non-biological correlates such as access to 
secure	livelihoods,	adequate	food	and	nutrition,	housing,	safe	drinking	water,	and	sanitation,	among	others.	
However, in order to build a robust public health system, the socio-economic aspects that impact health 
needs	to	be	addressed	adequately	to	make	public	healthcare	equitable	and	accessible	to	all.	

According	to	the	2011	Census,	tribals	constitute	8.6%	of	India’s	total	population.	Notably,	40.6%	of	the	listed	
Scheduled Tribes live below the poverty line. This Issue Brief attempts to locate the position of the tribal 
community	in	India’s	public	health	paradigm.	It	specifically	highlights	the	disparity	in	access	to	healthcare	
and the disproportionate disease burden on Adivasis, given that they remain trapped in a vicious cycle of 
intergenerational health poverty1.

 An entrenched misconception dominating the health paradigm is   
 that the health requirements of tribal populations fall under the purview   
 of rural health. Although Adivasi communities indicate some    
 demographic similarities to rural communities, they vary in terms of  
	 language,	livelihood,	ecological	setting,	culture	and	social	stratification		
 — reflecting very different health needs.

The	Report	of	the	Expert	Committee	on	Tribal	Health	in	India,	jointly	produced	by	the	Ministry	of	Health	
and	Family	Welfare	and	the	Ministry	of	Tribal	Affairs,	is	the	first	report	that	has	collated	data	on	the	
comprehensive position of tribal communities in the health paradigm. As noted in the report, the National 
Health	Policy	(2017)	recognises	the	inequalities	in	health	indicators	between	states	—	especially	in	
secluded tribal areas — and puts requisite emphasis on an increased role of states and the private sector 
for raising health awareness. 

1  Poverty and health are intrinsically linked where poverty is both a cause and a consequence of poor health. It increases the 
chances of poor health especially for marginalised communities and traps them in this vicious cycle because it forces them to 
live in environments without decent shelter, clean drinking water and proper sanitation (WHO n.d).

ABSTRACT

CONTEXT

ADIVASIS IN 
PUBLIC HEALTH 

POLICIES 

Constitution. Being at the margins both in the demographic and socio-economic sense, they experience 
extreme inequalities, especially in their access to healthcare. This Issue Brief attempts to locate these tribal 
communities	in	the	public	health	paradigm.	It	also	looks	at	the	disproportionate	nature	of	health	inequalities	
between tribal and non-tribal populations by assessing the differentiated disease burden and longstanding 
socio-economic barriers to utilising health care services in tribal regions.

Tribal communities in India are some of the most vulnerable social 
groups despite having a special status guaranteed by the Indian 



2  | SOCIAL & POLITICAL RESEARCH FOUNDATION ISSUE BRIEF

However,	on	the	ground,	initiatives	like	the	Tribal	Sub-Plan	(TSP)	of	the	Ministry	of	Tribal	Affairs	do	not	
seem	to	have	achieved	desirable	results	due	to	reduced	financial	allocation	at	the	centre	and	state	levels.	
Analysing the budgets from 2012 to 2017, the funds allocated by  states to the TSP on average were 
50%	less	than	what	was	desired	(Indigenous	Women’s	Network	India	2018:1).	While	the	National	Health	
Mission	does	focus	on	building	community	healthcare	systems	through	ASHAs,	Village	Health	Sanitation	
and Nutrition committees, at the grassroots, it has been reported that the Particularly Vulnerable Tribal 
Groups	remain	systematically	sidelined	(Sama	2018	Resource	Group	for	Women	and	Health:	22).	

Additionally, public health policies generally neglect the negative impact of environmental and political 
factors	on	the	health	of	tribal	communities.	The	states	of	Chhattisgarh,	Jharkhand	and	Odisha	are	home	to	
25%	of	India’s	total	tribal	population.	These	states	also	account	for	70%	of	India’s	coal	reserves,	80%	of	its	
high-grade	iron	ore,	60%	of	its	bauxite	and	100%	of	its	chromite	reserves.	Decades	of	mining	has	resulted	
in the internal displacement of tribal populations to other areas — as seasonal agricultural labourers 
and	to	cities	as	daily	wage	workers	(Nadimpally,	Venkatachalam	and	Fatima	2019).	Displacement,	often	
enforced,	has	negative	consequences	for	health	outcomes	of	the	displaced.	For	instance,	under	Project	
Tiger	Relocation,	245	Baiga	families	in	Chhattisgarh	were	displaced	from	the	Achanakmar	Tiger	Reserve	
in	2009.	But	the	lack	of	proper	rehabilitation	and	the	denial	of	full	compensation	under	the	project	increased	
the	families’	vulnerability	to	ill	health	and	also	led	to	starvation	deaths	in	extreme	cases	(Sama	–	Resource	
Group	for	Women	and	Health:	13).	Pockets	of	tribal	areas	are	also	affected	by	conflicts	and	heavy	
militarisation, particularly in northeast and central India, adversely affecting access to healthcare services 
(Indigenous	Women’s	Network	INDIA	2018:	1).	

	 The	impact	of	several	health	issues	in	terms	of	mortality,	financial	costs,		
 and treatment is more severe on the tribal population indicating a   
 massive health divide between tribals and the rest of the population. The  
	 life	expectancy	at	birth	for	the	ST	population	is	63.9	years	in	contrast		
to	67	years	for	the	general	population	(PIB	2019b).	Figure	1	below	shows	how	infections	and	respiratory	
diseases are disproportionately high among the ST population as compared to non-communicable lifestyle 
diseases.

DIFFERENTIATED 
DISEASE  
BURDEN
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Communicable Diseases

As per the Census 2011, only 11% of tribal households in the country have access to tap water. Of this 
only	3%	of	households	have	tap	water	from	a	treated	source,	indicating	a	shortage	of	clean	drinking	water.	
Additionally,	only	17%	of	ST	households	have	access	to	improved	sanitary	facilities	as	compared	to	44%	
among	non-ST	households	(Indigenous	Women’s	Network,	INDIA	2018:	5).	Communicable	diseases	like	
malaria,	tuberculosis	(TB),	leprosy,	HIV-AIDs,	cholera,	diarrhoeal	diseases	etc.,	are	exacerbated	with	poor	
housing and living conditions of such communities.

Despite	major	control	and	eradication	programmes,	49%	of	the	tribal	population	accounted	for	46%	of	
the	total	malaria	cases	and	about	47%	of	the	malaria	deaths	in	the	country	(MoHFW	&	MOTA	2018:	7).	
Though India accounts for the largest TB burden in the world, the prevalence of TB is higher among tribal 
populations,	being	over	703	per	100,000	tribal	population	compared	to	256	per	100,000	among	non	tribal	
populations	(MoHFW	&	MOTA	2018:	8).	Moreover,	only	11%	of	total	tribal	TB	cases	get	treated.	On	top	of	
that, the stigma associated with TB, non-availability of free diagnostics and drugs in medical facilities, and 
mandatory	Aadhaar	for	direct	benefit	transfers	marginalises	tribal	communities	within	the	public	health	
system further. 

Non-communicable Diseases

Even	though	non-communicable	diseases	(NCDs)	seem	to	affect	STs	to	a	lesser	extent	(as	shown	in	figure	
1	earlier),	an	increase	in	such	diseases	can	be	observed	among	them	over	the	last	few	years	(MoHFW	&	
MOTA	2018:	8).	This	goes	against	the	conventional	belief	that	tribal	people	are	not	prone	to	NCDs	due	to	
their	proximity	to	nature,	their	food	habits	and	lack	of	stressful	lifestyles.	Hypertension,	sickle	cell	disease,	
cancer,	diabetes,	cardiovascular	diseases	(CVDs)	and	strokes	contribute	substantially	to	morbidity	and	

Figure 1: Comparison of reported illness in STs vs total population
Source: Tribal Health Report 2019

STs Total Population
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mortality	in	India.	The	lack	of	awareness	and	health-seeking	behaviour,	deficit	or	delayed	affordable	
transport	in	cases	of	emergency	(public	ambulance	services)	and	the	non-availability	of	medicines	in	
proximal	public	health	centres	are	some	concrete	barriers	particularly	in	the	case	of	NCDs	(MoHFW	&	
MOTA	2018:	8).

 Gender remains one of the primary determinants of existing power  
 relations that enhance the marginalisation and exclusion of Adivasis. The  
	 intersection	of	their	tribal	and	gender	identities	makes	tribal	women		 	
 doubly disadvantaged in their access to preventive and curative  
healthcare. The subsections below discuss the factors affecting poor health outcomes among tribal women 
and their generational impact.

Malnutrition

Malnutrition	isn’t	a	hidden	epidemic	in	tribal	communities	anymore.	When	looked	at	from	a	life-cycle	
perspective,	malnutrition	is	linked	to	poor	maternal	and	child	health.	Poor	nutrition	weakens	a	woman’s	
ability to survive childbirth. In many cases, early marriage, inadequate spacing between successive births, 
and poor prenatal nutrition result in low weight babies subsequently growing into stunted adolescents. 
Alarmingly,	almost	50%	of	tribal	adolescent	girls	have	a	BMI	of	less	than	18.5	and	65%	of	tribal	mothers	
suffer	from	anaemia	(MoHFW	&	MOTA	2018:	8).	As	per	NFHS-4,	the	Infant	Mortality	Rate	(IMR)	among	
tribal	children	is	30%	higher	than	the	national	average,	exacerbated	all	the	more	among	under-five	tribal	
children	(61%	higher	than	the	national	average).	44%	of	under-five	tribal	children	are	stunted,	45%	are	
underweight	and	27%	are	wasted.	Although	there	has	been	a	reduction	of	under-five	tribal	IMR	between	
2004	and	2014,	the	rate	of	reduction	is	much	slower	than	for	other	social	groups	indicating	a	lag	in	the	
pace of policy outcomes. One can infer that regardless of the expansion of Integrated Child Development 
Services	(ICDS)	among	women	and	children	throughout	the	country	(2006-16),	a	large	proportion	of	the	
poorest	Adivasis	have	not	benefited	from	the	same.

Similarly,	the	impact	of	the	Right	to	Food	Programme	and	access	to	the	Public	Distribution	System	(PDS)	
remains	to	be	seen.	Lack	of	access	to	ration	shops	either	due	to	geographical	isolation,	cancellation	of	
ration cards due to Aadhaar-related issues2, or corruption by middlemen have contributed to starvation 
deaths	of	Adivasis	(Dogra	2018:	4).	This	is	the	case	even	in	states	like	Kerala,	that	are	generally	ranked	
higher	in	most	human	development	indicators.	In	the	case	of	Attappady,	Kerala’s	only	tribal	block,	the	
continued	high	number	of	deaths	of	infants	and	children	due	to	malnutrition	reflects	the	state	government’s	
failure	in	framing	health	policies	to	address	concerns	specific	to	the	tribal	population	(Manikandan	2014).

2  Linking of AADHAR cards with Ration Cards under the One Nation, One Ration Card scheme creates hurdles for tribal 
communities to access PDS as many of them don’t have AADHAR Cards in the first place or their names have been mis-
spelt, making the process complicated (Das 2019).

A GENDERED 
LENS TO TRIBAL 

HEALTH 
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Maternal Healthcare Status and Policy Prioritisation

UNICEF	findings	suggest	that	more	than	half	of	all	maternal	deaths	in	India	occur	in	Adivasi	and	Dalit	
communities	(Dasra	2016:11).	The	data	available	for	maternal	mortality	among	tribal	women	identify	
catalysing	determinants	like	early	marriage,	early	childbirth,	and	low	BMI,	as	well	as	socio-economic	factors	
such as language barriers, isolation, low levels of literacy, traditional health beliefs and practices, heavy 
workloads	etc.,	as	impacting	tribal	maternal	health.

Targeted national-level interventions to improve the status of maternal health have had mixed results for 
tribal	women.	The	Janani	Suraksha	Yojna	(JSY)	and	Janani-Shishu	Suraksha	Yojna	(JSSY)	were	envisaged	
to incentivise institutional birth and ensure free services at points of care, but their success was fairly limited 
because	of	inequitable	access	to	the	tribal	mother	(MoHFW	&	MOTA	2018:	5).	The	National	Programme	on	
Reproductive,	Maternal,	Newborn	and	Child	Health	plus	Adolescents	(RMNCH+A)	has	also	identified	‘hard	
to	reach’	areas	to	put	in	place	provisions	for	women	who	cannot	reach	a	healthcare	facility	during	labour.	
However,	its	operationalisation	remains	extremely	limited	(MoHFW	&	MOTA	2018:	5).

Poor	maternal	health	is	an	outcome	of	systemic	deprivations	like	the	absence	of	antenatal	care	(ANC)	
during	pregnancy,	lack	of	emergency	obstetric	care	at	tertiary	healthcare	facilities,	and	lack	of	skilled	care	
during	childbirth.	The	Rapid	Survey	On	Children	(RSoC)	data	shows	that	the	full	ANC	coverage	remains	
marginal	for	tribal	women—while	81.8%	ST	women	had	received	at	least	one	ANC,	only	15%	out	of	them	
managed	to	complete	the	course	(MoHFW	&	MOTA2018:	5).	A	minority	37%	were	able	to	receive	postnatal	
care	(PNC)	in	the	48	hours	post	delivery.	At	70.1%,	the	rate	of	institutional	delivery	is	the	lowest	for	Adivasi	
women	but	it	is	a	significant	improvement	from	the	18%	reported	in	NFHS-3	(2005-06).	Yet,	27%	of	Adivasi	
women	continue	to	deliver	at	home,	the	highest	rate	amongst	all	sections	of	women	(MoHFW	&	MOTA	
2018:	5).		

Pregnant	Adivasi	women	are	isolated,	restricted	by	belief	systems,	and	immensely	overworked	by	familial	
and	societal	responsibilities	which	act	as	deterrents	to	care-seeking.	For	instance,	a	study	of	the	Kutia	
Kondh	tribe	of	Odisha	revealed	that	women	put	in	an	average	of	14	working	hours	per	day	doing	household	
chores	and	agricultural	activities	–	as	compared	to	nine	hours	put	in	by	men	–	and	continue	to	do	so	even	
during	pregnancy	(Dasra	2016:	25).	Moreover,	traditional	beliefs	and	low	literacy	rates	among	women	
rationalise superstitions about deliveries, thus contributing to the high maternal mortality rate. 

Despite	the	availability	of	safe	abortion	services	through	the	Medical	Termination	of	Pregnancy	Act	(MTP	
Act)	1971,	access	to	safe	abortion	continues	to	be	highly	inadequate,	especially	in	rural	and	tribal	areas	
(Sama	–	Resource	Group	for	Women	and	Health:	146).	The	abysmal	access	to	information	and	legal	aid	
among	girls	and	health	workers,	stigmatisation	of	women's	bodily	rights,	and	the	conflation	of	various	laws	
with	the	MTP	Act	complicates	the	situation	further	for	Adivasi	women.	In	addition,	forced	sterilisation	as	part	
of	‘population	control	and	family	planning’	programmes	has	led	to	the	violation	of	women’s	reproductive	
rights	and	bodily	autonomy	in	many	cases.	Epistemological	evidence	indicates	deaths	of	Adivasi	women	
who	have	undergone	sterilisation,	as	in	the	case	of	Bilaspur,	Chhattisgarh	where	14	Adivasi	women	
died	(Indigenous	Women’s	Network,	INDIA	2018:	5).	This	is	the	outcome	of	the	lack	of	accountability	in	
the	public	health	system,	as	women	are	sometimes	forced	into	sterilisation	centres	by	health	workers	
determined to meet government targets.



The abysmal access to 
information and legal aid 
among girls and health 
workers, stigmatisation of 
women's bodily rights, and 
the conflation of various laws 
with the MTP Act complicates 
the situation further for 
Adivasi women.
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	 More	than	70%	of	the	tribal	population	is	dependent	on	the	public		 	
	 healthcare	system	(Dasra	2016:	18).	Although,	over	the	years,	various		 	
 governments have made provisions for the establishment of healthcare  
 facilities, the ground reality of quality healthcare for Adivasis is different. 
There	is	a	deficit	of	1,240	Primary	Health	Centres	(PHC),	273	Community	Health	Centres	(CHC)	and	6,503	
Sub	Centres	(SC)	in	states	with	significant	tribal	populations	(Standing	Committee	On	Social	Justice	And	
Empowerment	2018-19:	35).	This	deficit	is	most	pronounced	in	Madhya	Pradesh	(381	PHCs),	Jharkhand	
(228	PHCs)	and	Rajasthan	(225	PHCs).	Moreover,	existing	facilities	remain	primarily	dysfunctional	because	
of	the	dearth	of	doctors	and	paramedical	staff,	lack	of	affordable	cheap	transportation,	and	deficit	labour	
rooms and operation theatres, among other reasons. Poor delivery of essential medical supplies and 
ill-equipped	medical	kits	of	ASHA	workers	are	also	among	the	numerous	challenges	faced	by	these	
healthcare facilities.

Status Of Public Health Practitioners In Tribal Areas

Public	health	practitioners	play	a	crucial	role	in	mobilising	tribal	communities	and	linking	them	to	the	public	
health	system.	States	like	Gujarat,	Madhya	Pradesh,	West	Bengal	and	Odisha,	which	have	a	considerable	
Adivasi	population,	also	have	a	stagnant	shortfall	of	health	workers.	These	frontline	workers	remain	
severely	overburdened;	often,	there	is	only	one	Auxiliary	Nurse	Midwife	(ANM)	responsible	for	15-20	
scattered	villages,	compromising	on	Adivasi	communities’	access	to	healthcare	(Dasra	2016:	21).
Some	health	practitioners	do	not	want	to	work	in	tribal	areas	for	extended	periods	of	time	due	to	cultural	
disparity	and	lack	of	opportunities	for	private	practice.	According	to	the	Rural	Health	Statistics	2019,	there	is	
a	significant	shortfall	of	male	health	workers,	specialists,	and	pharmacists	in	tribal	areas	as	indicated	in	the	
graph	below	(Ministry	of	Health	and	Family	Welfare	Statistics	Division	2019:	236-253).

Figure 1: Shortfall/Surplus in health workers positioned in states* with sizeable ST populations as 
on March 31, 2019

* *Andhra Pradesh, Chhattisgarh, Gujarat, Himachal Pradesh, Rajasthan, Odisha, Maharashtra, 
Madhya Pradesh, Jharkhand, Jammu and Kashmir (erstwhile).

Source: Author’s calculations based on data from Rural Health Statistics 2018-19 (MoHFW)  

INADEQUATE 
HEALTH  

INFRASTRUCTURE
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The capacity-building requirements of existing practitioners in tribal areas are also inadequate. ASHAs only 
receive	23	days	of	training	in	a	period	of	4	months,	which	is	not	enough	to	cater	to	the	disproportionate	
disease	burden	(Dasra	2016:	21).	Moreover,	there	is	lack	of	effective	communication	as	many	ASHAs	and	
ANMs	do	not	speak	the	local	tribal	language	leading	to	delayed	diagnoses	and	flawed	treatments,	making	
Adivasi	locals	reluctant	to	access	healthcare	services	from	the	public	health	facilities.	The	significant	
knowledge	and	skill	gaps	in	the	areas	of	intra-natal	neonatal	care	and	in	maternal	care	also	add	to	
unsuccessful	implementation	of	flagship	schemes	and	programmes	like	the	JSY	and	JSSY	(Murthy	2015:5).	
Training	these	healthcare	workers	can	have	a	positive	effect	by	involving	the	community	and	empowering	
them	to	take	ownership	of	their	own	healthcare	needs,	ensuring	non-discriminatory	access	to	healthcare	
provision	at	the	village	and	district	levels,	and	promoting	health	literacy	and	health-seeking	behaviour.
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CONCLUSION
 Despite the presence of national-level interventions, there exists a  
 mirage of inclusive health policies, particularly when it comes to 
historically	marginalised	groups	like	the	scheduled	tribes.	While	tribal	communities	rely	heavily	on	the	public	
health system for their healthcare needs, it continues to be characterized by low output, low quality, and low 
outcome	delivery	due	to	inefficient	policy	prioritization.		

The	XaXa	Committee	Report	2013	indicates	that,	while	working	with	tribal	communities,	it	is	important	
that the community itself is an active participant in designing and implementing the program to ensure that 
it	is	area	and	tribe-specific	(Ministry	of	Tribal	Affairs	2014).	Thus,	programs	should	be	designed	to	build	
trust	between	tribal	communities	and	‘outsiders’.	In	addition,	tribal	populations	have	historically	had	limited	
political participation, resulting in the prolonged ignorance of their needs in public health institutions. Policy 
interventions need to recognise the fact that the availability, accessibility, and affordability of healthcare 
services are an outcome of interactions of people with their political, environmental, and socio-economic 
contexts. There also exists a need for sensitisation of community health practitioners with tribal cultures and 
provision of hyper-local solutions to integrate traditional practices of medicine within these communities with 
the broader formal health paradigm. Tribal communities must actively participate in the program planning 
process to ensure that their priorities get due place in healthcare programs meant for them.

The	rigidities	and	inadequate	understanding	of	health	concerns	on	part	of	the	policy	makers	leads	to	
ad-hocism at formulation which enlarges the lacunae later at the implementation stage. Thus, there is an 
urgent need to bring the “marginal” to the “mainstream” in policy discourse by prioritising the ignored health 
conditions of the Adivasi population.
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