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Abstract

Purpose – This paper critically examines the state of tribal health in India by analyzing the accessibility and
availability of traditional medicine and modern healthcare.
Design/methodology/approach – This essay is the product of an extensive review of the literature and
authors’ personal experience in working with the tribal communities.
Findings – The traditional medicinal practices once very prevalent among the tribal communities are
diminishing due to various socio-economic, environmental and political factors. Modern healthcare in India’s
tribal region is characterized by a lack of availability, accessibility and affordability. As a result of the
diminishing traditional practices and inaccessiblemodern healthcare provisions, tribal communities depend on
quacks and magico-religious practices.
Originality/value – This essay advocates for urgent policy interventions to integrate traditional medicine
and modern healthcare practices to address critical tribal health issues. Preservation of traditional medicinal
knowledge-base and improving research in the field have the potential to address the health of tribal
communities and of others. The accessibility and availability of modern healthcare facilities in tribal regions
should be improved to ensure better health outcomes.
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Introduction
Tribals in India constitute 104 million populations and belong to 705 ethnic groups. Around
89% of the tribals are located in rural areas, and the remaining live in urban areas [1]. Tribals
in India show a bleak picture in terms of social development indicators, particularly health.
This is because the general healthcare delivery system does not cater to their needs. India’s
tribal population remained out of national discourse and debate regarding health, education,
poverty and other related social and human development indicators. Tribes face the
disproportionate burden of communicable and non-communicable diseases, and it is further
exacerbated by the poor healthcare infrastructure and facilities [2].

Tribals live in consonance and close connections with nature, and they follow a distinct
way of life. Their indigenous way of life makes them different from other mainstream folks.
Tribes have developed their institutions, customs and practices based on their cultural and
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religious beliefs. The medicine system is one among them, which they have developed based
on their traditional knowledge and associated beliefs [3]. Traditionalmedicinal practices have
been in use since time immemorial. Various studies suggest that tribals use around 25,000
plant-based formulations [4]. Though there has been the intrusion of Western medicine
among the tribals, traditional medicine survives in these communities [5]. This traditional
knowledge is being transferred from one generation to another through oral tradition.

However, the traditional medicinal practices prevalent in the tribal communities are
diminishing. Moreover, modern healthcare provisions are ill-equipped to reach the vast
majority of the tribals. In this context, the present paper critically examines the state of tribal
health in India by analyzing the accessibility and availability of traditional medicine and
modern healthcare. This essay is framed out of the authors’ experience in working with tribal
population and reflections from the available evidence. In the initial part of the essay, we
elucidate the state of tribal health in India. We examine the importance, tribals’ dependency
on traditional medicine and the emerging challenges. Then, we attempt to showcase the state
of accessibility, availability and affordability issues of modern healthcare in India’s tribal
regions. This paper explores the present and future of tribal health and possible synergies
and integration with the modern healthcare system.

State of tribal health in India
The tribal population shows alarming statistics on the health indicators. Life expectancy
among the tribal population at birth is 63.9 years as against 67 years of the mainstream
population [2, 5]. An alarming condition is that 65% of tribal women between the ages of 15
and 49 are anaemic [2, 6]. As per National Sample Survey Office (NSSO) 2014, 27 percent of
tribal women still deliver at home [7]. The infant mortality rate among the tribal population is
74 as against the 62 of the rest of the population [8]. Similarly, maternal mortality rate (MMR)
is 57 (National Family Health Survey-4). Immunization of children is 55.7 percent compared to
71.6 percent among other population [9].

The tribal population suffers disproportionally in terms of the prevalence of
communicable diseases. In all, 80% of malaria cases in the country are reported from
tribal areas, accounting for 50 % mortality [2]. The prevalence of pulmonary tuberculosis
(TB) is significantly higher among the tribal population, which is 703 per 100,000 as against
256 per 100,000 of the country [10]. The highest case of tuberculosis in India is reported from
the Sahariya tribe ofMadhya Pradesh [11]. The proportion of leprosywas 18.5 percent among
the tribals, which is also disproportionally high compared to the mainstream population [1].
The prevalence of non-communicable diseases such as hypertension, diabetes, cancer and
cardiovascular ailments is also reported high in the tribal region [12, 13]. Various studies have
also reflected the grim condition of malnutrition among the tribes [14–18]. The genetic
disorder such as sickle cell anaemia glucose-6-phosphate dehydrogenase (G6PD) is also
reported among the several particularly vulnerable tribal groups (PVTGs) in India [19, 20].
Besides, there is a significant burden of diseases on the different tribal groups across the
states. Tribal groups of Chattisgarh and Madhya Pradesh, such as Oraons, Gonds, Baigas,
Kanwar, Bhumias and Manjhis, were reported with a high incidence of diseases such as
tuberculosis, leprosy, malaria, epilepsy, sickle cell disease, diabetes mellitus and cancer [21].
Similarly, the prevalence of sickle cell disorders is higher among tribal groups such as Bhil,
Pawara, Korku, Otkar, Madia and Pardhan of Maharashtra [20]. Sexually transmitted
diseases (STIs) are also prevalent among the tribes of Rajasthan [22]. Besides tuberculosis,
malaria, STDs and the prevalence of malnutrition among the Bondo, Juang, Didayi and Kutia
Kondh tribes of Orrisa are high; G6PD deficiency is also high among the Munda, Paraja,
Kharia, Bhuyan, Santhal and Oroan [13] people.

However, the data on the health conditions of tribals across states are limited and bleak.
The pattern of diseases also varies from region to region [19]. The illness pattern is shaped
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and reshaped by social and cultural practices and ecological niches that provide a different
landscape and diversity. Further, the lack of adequate data sets on the illness patterns among
the tribes poses a serious challenge before the policy-makers to address this issue.

For decades, the constant neglect and deprivation of tribes from policy perspectives has
resulted in prevalence of several diseases among the tribals. In the policy frameworks, tribal
healthcare usually comes under the ambit of rural health.Moreover, it would be inappropriate
to assume that healthcare needs and the requirements of the tribal are similar to that of the
rural populace. They have different habitats, environments and distinct social systems and
cultures, leading to different healthcare needs and requirements. Hence, it needs a different
approach to address these issues.

Traditional medicine: the tribals’ dependency and the challenges
In India, traditional medicine has been in practice for centuries. The accounts of traditional
medicine can be found in ancient Vedas and scriptures [23]. It is still a widely usedmodality of
treatment and cure of various physical ailments. It is estimated that almost 80% of the
population in Africa and Asia still uses traditional medicine or remedies rather than modern
medicine for primary healthcare [24].

WHO defines traditional medicine as the knowledge or practices used in diagnosing,
preventing or eliminating physical, mental or social disease, whichmay rely exclusively on
experience or observations handed down from generation to generation, verbally or in
writing [25]. This is similar to modern science, where hypothesis, trial, conclusion and
more hypotheses are generated. This knowledge and treatment techniques are usually
known as “alternative” or “complementary” or “ethnomedicine” [26] when used outside its
traditional culture [27]. In India, numerous indigenous communities are claimed to be the
guardians of traditional knowledge-based healthcare [28]. There are two streams of
traditional medicine practised in India: classical and folk streams. The classical streams
(Ayurveda, Siddha, Unani) of medicine are codified and well documented. On the other
hand, folk streams of medicine are uncodified and sustained through oral tradition [4, 29].

Ever since the introduction of the modern healthcare system in the mainstream,
traditional medicine is somewhat neglected and often criticized for being unscientific and
irrational. However, we have seen an attitudinal shift in recent years. Traditional medicine is
now practised side by side with modern medicine in different countries across the world [25].
Tribals have developed a robust traditional medicine system based on their knowledge
through observation and reasoning from time immemorial [27]. Not only tribes but also the
majority of the rural population uses traditional medicine for treatment in India. Millions of
traditional practitioners use this traditional healing method [29]. Recent evidence suggests
that tribal communities are equipped with traditional medicine knowledge and primarily rely
upon it [30–32].

The prevailing social norms, beliefs, cultural practices, geographical isolation and forest
dependency push the tribal population to seek traditional methods. The examination of the
literature on tribal health in India reveals the following crucial factors of traditional
medicine’s popularity.

Availability
The first thing which makes traditional methods popular among tribes is its availability.
Different plants and herbs are used for treating various ailments. It is estimated that more
than 25,000 plant-based formulations are used in traditional medicine [4, 33, 34]. These plants
are readily available in their locality [30, 35], and at least one or more people know the
medicinal values of herbs and plants in the tribal regions.
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Acceptability
Traditional medicine is well integrated into the tribe’s beliefs and practices [36, 37], making it
an accepted way of life. Indigenous way of life and their proximity with nature could sustain
traditional wisdom and knowledge. Indigenous or traditional medicine and practices have
always been accepted throughout human culture and civilization [38].

Affordability
Traditional medicine is widely used due to its affordability. Due to malpractices and informal
payments, tribals are choosing traditional medicine over modern one [39]. Moreover,
traditional medicine or practitioners are cheap and affordable and a viable alternative [40] in
the absence of modern or Western healthcare.

On the other hand, traditional healthcare based on traditional medicine has its distinct
challenges across regions and countries. According to Cordell and Colvard, the following are
the challenges concerning traditional medicine practice [41].

(1) Nations typically have no policies or regulations relating to all of the aspects of
traditionalmedicine as an integral part of their overall healthcare system. This results
in a minimal commitment to research and development funding.

(2) Global attention (fiscal and human resources) is insufficient to enhance traditional
medicine’s basic, applied and clinical aspects. This results in significant deficiencies
in the scientific evidence regarding the quality, safety, effectiveness and health
benefits of traditional medicine.

(3) Formal training programmes and associated standards for learning and licencing of
practitioners may not be available. Regulations regarding practitioner training are
quite different between nations.

(4) Standards for traditional medicine products and practices, including terminology and
philosophical approaches, are highly varied. This limits communication and efforts to
harmonize systems between nations.

(5) The literature and knowledge regarding traditional medicine are highly scattered or
are in library collections and databases that are not easily accessible.

(6) Scientific and clinical research on traditional medicines does not always fit the
Western model for medical research, making the publication of results difficult.
Health insurance coverage is complicated to justify if traditional medicine products
and practices are not evidence-based.

Above-cited challenges are pertinent and applicable to the Indian context. These policy- and
research-level challenges prevent the mainstreaming of traditional medicine practices in
India. The same is largely impacting the tribal population, who are mainly relying on such
practices.

Further, the plants used for medicinal formulations are also on the verge of extinction due
to over-exploitation of nature in the tribal regions in the name of development. Forest and
land degradation are prominent issues impacting medicinal plants’ availability and
traditional medicinal practices [42–44]. Laws restricting access of the tribals to the forest
also impact traditional medicine practices [45]. It is also reported that some of the important
medicinal plants in India are on the verge of extinction [46, 47]. Evidence also suggests that
the tribal population’s development-induced displacement results in losing their close affinity
with nature and, eventually, their knowledge of traditional medicine and its practice [48, 49].
Various policies initiated in the name of protection of forest and tribal’s interest negatively
impact their access to the forest [50, 51] and hence the traditional way of life. It can be
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underlined from the available evidence that various factors now impact tribal society’s
dependence on traditional methods.

The magico-religious mode of treatment and cure is still prevalent among the tribes, and
the diminishing practices of traditional medicine will further strengthen such practices [22,
52–55]. Traditional medicine, magico-religious practice and quackery differ from each other.
Traditional medicine is based on experience, and on empiricism to some extent. The magico-
religious practices, however, have nothing to do with science and evidence. Traditional
methods and magico-religious techniques are practised in a blended manner by many
practitioners. The quackery is a recent addition to this blending. The degradation of
traditional knowledge-base and practices have led the tribals to depend on magico-religious
practices and quackery [37]. Moreover, the mushrooming of quackery practices and tribals’
dependency on them will significantly negatively impact the tribals’ health outcomes.

Modern healthcare in the tribal regions of India: ailments and inaccessibility
Modern healthcare has made a significant advancement across the world in the recent past.
Scientific innovation and technological advancement resulted in new and innovative ways of
treating the illness. Progress in medical science has led to increased life expectancy and
decreased mortality. Despite such an enormous and incredible advancement, accessibility
remains an important issue formany people across nations. It is amatter of concern for global
policymakers. Therefore, to promote every individual’s well-being globally,WHO in 1998 has
made a global health policy for achieving health for all in the 21st century, emphasizing
health security, accessibility to quality healthcare and health equity. However, modern
medicine has still not reached to all individuals. The majority of the developing and
underdeveloped countries do not have access tomodern healthcare [56]. It is true in the case of
indigenous populations of India. Tribals habitat in remote and unreachable areas, making it
almost impossible for them to access healthcare services. Therefore, many of them have for a
long time relied only on traditional medicine.

One of the perturbing factors regarding modern healthcare in the tribal region is a
shortage of modern healthcare human resources and infrastructure. There is a deficit of 1,240
primary health centres (PHCs), 273 community health centres (CHCs) and 6,503 sub-centres
(SCs) in the tribal region of the country. Madhya Pradesh, Jharkhand and Rajasthan top the
list in having the highest deficit, that is, 381 (PHCs), 228 (PHCs) and 225 (PHCs), respectively,
in the region [57]. There is also a significant shortfall of doctors and nursing staff in PHCs in
the tribal areas.

Additionally, there is a wide disparity in healthcare delivery in rural and urban India. A
large population of 65% lives in rural areas, with less or no access to quality healthcare
compared with the urban populace in India. Resultantly, this population ultimately resorts to
traditional or alternative medicine. Secondly, most rural people (including tribals) live below
the poverty line and cannot afford or bear medical expenditure. Moreover, out-of-pocket
expenditure on healthcare is high in India. Consequently, there is increased impoverishment,
and it adds more people to below the poverty line. It is estimated that 8% of the country’s
population is pushed to poverty due to increased out-of-pocket health expenditure [58].

There may be myriad challenges to the modern medical system delivery in the tribal
regions that need a systematic and planned solution at every level of operation and
governance. We will now focus on three significant challenges to public healthcare in India’s
tribal regions. First is the issue of accessibility. Accessibility is one of the primary principles
of Alma-Ata’s declaration on primary healthcare [59]. Access to healthcare encompasses
different dimensions such as service availability, utilization of services, relevance and
effectiveness and equity [60]. All these dimensions of accessibility in the tribal regions are
appalling, leading to a poor health outcome – 25% of the tribal population does not have
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proper access to healthcare [57]. Additionally, physical distance is another issue in availing
the services. As per the Comptroller and Auditor General India (CAG) report, the health
centres are built in inaccessible and uninhabited locations in the tribal areas of Rajasthan,
which pose severe challenges in accessing the services [61].

Geographically distant and scattered habitat with steep terrain often makes it very
difficult to access and avail transport facilities for health centres. Additionally, poor public/
private transport, ambulance services, language barriers and lack of access to money add
more obstacles to accessibility [62]. Besides, the quality of healthcare also matters. Lack of
proper infrastructure, lack of necessary medicines and no proper medical equipment are
hurdles in accessing healthcare services.

Secondly, the human resource crunch in the public health institutions is distressing in the
tribal belts across states. Though India has developed a robust healthcare system across the
country’s various regions to cater to its citizens’ health needs, health outcome is far behind
the set goals [63]. Human resources for health is varied across regions in India. Rural Health
Statistics (2018–19) reported an enormous shortfall of healthcare personnel in the PHCs, SCs
and CHCs located in the tribal areas of different states/UTs [57]. Further, the Ministry of
Tribal Affairs reports that 82.3% of specialists positions in CHCs, 32.6% of technicians and
27.9% of nurse posts in CHCs and PHCs were vacant in 2017 [58]. This aggravates the health
outcome in the regions, resulting in poor health indicators, andwidespread disease often goes
untreated. Understaffed health personnel or the absence of it impedes the community’s health
and makes them more vulnerable to infections.

Third is the financial constraint. As predominantly tribal population lives below the
poverty line and faces abject poverty. As per the National Family Health Survey 2015-16
(NFHS-4) data, 45.9%of the tribal populationwere in the lowestwealth bracket [4]. It is harder
for this indigent populace to access healthcare. Financial constraint is one of the substantial
barriers to healthcare utilization. Moreover, a poor household cannot bear the expenses of
medicine. Although the government provides free medicine and health checkup in many
states, certain medications have to be purchased from private clinics.

Moreover, the lack of technicians in the government healthcare centres forces tribals to
avail the private clinics or laboratories for clinical test or diagnosis, which are heavy on their
pockets; the absence or less regulatory provisions of these private clinics result in them
charging high fees. Consequently, it puts a burden on the family’s income, for which they
have to take a loan from the local money lenders by mortgaging their properties, which has
long-term repercussions. Many low-income families depend on informal practitioners or
quack for healthcare due to poor public healthcare delivery [64].

The way forward
India’s healthcare presents a varied spectrum of contrasting factors and landscape. On the
one hand, it is well-equipped with advanced facilities and is available to the privileged urban
population. On the other side, it shows a bleak picturewith inadequate and ill-equipped health
infrastructure, mostly in rural (including tribal) areas. This gap or inequality in urban–rural
healthcare is likely to increase if proper policy-level changes are not implemented. The case of
the tribal population is very critical in this regard. The diminished traditional medicinal
practices impact tribals due to various socio-economic, environmental and policy factors.
Modern healthcare is ill-equipped to address the healthcare needs of the tribals. Amid the
emerging health complexities, tribal society remains one of the most vulnerable segments of
the population.

Healthcare to the most deprived section of the society has its own challenges and
demands. There is widespread inequality in terms of the accessibility, availability and
affordability of modern healthcare tomost rural and tribal populations. Accessibility remains
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the issue in remote or far-flung areas, with almost no or poor road connectivity andminuscule
transport facilities. The non-availability of good healthcare services in the regions results in
increased morbidity and mortality. Furthermore, it also leads to specific unscientific
modalities of treatment such as quacks and sorcery.

Regarding traditional medicine, there is less or no clinical evidence on the effectiveness of
its usage. Moreover, traditional medicine has been neglected in the field of health and
medicine. The world has recently witnessed a resurgence in traditional medicine based on
plant formulations and herbs due to modern medicine’s side effects [4]. World Health
Organization (WHO) developed Traditional Medicine Strategy 2014–2023 and emphasized
integrating traditional and complementarymedicine in the national health system to promote
universal healthcare and ensure the quality, safety and effectiveness of such medicine.

Considering all these fallacies and challenges, the Government of India (GOI) should spend
an adequate percent of per capita expenditure on tribal health, mainly focusing on primary
healthcare. The human resource crunch in the public healthcare institutions, mainly in PHCs
and CHCs, should be resolved by training an exceptional cadre of doctors for tribal areas.
Besides this, mobile healthcare, a camp-based approach at regular intervals and special
training for paramedical staff could be initiated to minimize accessibility and availability
issues. India relatively has a long statistical tradition concerning tribal peoples and other
marginalized groups. Many countries lack such traditions. However, data, particularly
concerning health aspects of the tribals, are inadequate in the Indian context. Hence, the data
inadequacy related to tribal health, illness, availability and accessibility should be addressed.
The government must ensure measures to improve the data system at different levels,
including the documentation of traditional methods.

It is imperative to integrate traditional medicine into India’s primary healthcare to meet
universal access to equitable, affordable and quality healthcare to people, including the
marginalized section, as envisaged in the National Health Mission. Additionally,
multidisciplinary research and clinical trials must be encouraged to further the scope and
application of traditional knowledge into modern healthcare. A robust system of
documentation is also pertinent to retain the traditional knowledge-base. Though the GOI
is leaving no stone unturned in the development and protection of the rights of its tribal
people, tribals are lagging in various development indicators, especially in health. The
government should work to implement the guidelines and framework provided by the United
Nations Declaration on the Rights of Indigenous Peoples (UNDRIP), promote, preserve and
protect the rights of tribal people, especially the right to fair access to healthcare and the right
to use and practise traditional medicine. Besides, the government should impart cultural
competency training for medical and paramedical professionals to enhance their skills and
connectedness with the indigenous population. Cultural competence training is of paramount
significance in improving the health outcome, and it helps healthcare providers to understand
the social and cultural meaning of health and illness. Subsequently, it helps in reducing health
disparities and misconceptions regarding ethnic minority such as indigenous peoples.

Conclusion
Despite significant growth and expansion, India’s healthcare services do not cater to the
needs of the week and marginalized communities of the country. Existing healthcare
inequalities in terms of accessibility, availability and affordability among the vast rural and
urban population become a policy-level challenge for the state and central governments to
tackle. Inadequate health infrastructure and human resource further aggravate the situation.
Healthcare is not only in an abysmal state, but it is also catastrophic to the families living on
society’smargins [65]. The broad spectrum of healthcare inequalities in terms of accessibility,
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affordability and availability across India’s regions poses amyriad of challenges in achieving
health for all in the 21st century.

Treatment modalities based on traditional knowledge of herbs and plants in the tribal
region is on the verge of extinction. The irony is that folk medicine is not adequately
documented [4]. One reason for the cessation of this knowledge is the uncontrolled
exploitation of nature and the environment in the name of development. There is a growing
need for traditional medicine across countries in the world. WHO has developed a strategy –
the WHO Traditional Medicine Strategy 2014–2023 – which will help countries develop the
solutions that will improve healthcare by formulating a policy to integrate traditional
medicine into modern medicine [66]. Therefore, India should develop a tribal health policy
with a strong emphasis on promoting and integrating traditional medicine into modern
healthcare to resolve the human resource crunch and strengthen the long tradition of
indigenous medicine knowledge that will reach everyone.
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