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INTRODUCTION 

Over the last 7 decades, healthcare has been making a 

substantial contribution to the population yet its benefits 

are still far from reaching the most underprivileged tribal 

population of the country. In India, tribal health is poor, 

mirroring a global trend of indigenous groups suffering 

from poor health.1 A thorough meta-analysis of health 

outcomes in 104 million worldwide tribal communities 

revealed that Indian tribal people's health, education, and 

development indices are consistently worse than those of 

the rest of the country, despite overall improvements in 

population health in all Indian states.1,2 Evidence already 

in existence shows that the tribal population suffers from 

more poor health outcomes than their non-tribal 

counterparts.3 

In terms of social development metrics, notably health, 

tribals in India paint a grim image. On health indices, the 

indigenous population has worrying figures. The 

indigenous population's life expectancy at birth is 63.9 

years, compared to the general population's 67 years, also 

it is alarming that between the ages of 15 and 49, anaemic 

conditions affect 65% of indigenous women.4 When it 

comes to institutional delivery, tribal women experience 
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the lowest institutional delivery rate, at 70.1 percent.4 The 

indigenous population has a 74 percent infant mortality 

rate, compared to 62 percent for the rest of the 

population. Also, the maternal mortality rate (MMR) is at 

57 percent (National Family Health Survey-4). Children 

are immunised at a rate of 55.7 percent, compared to 71.6 

percent in the general population.5 In terms of the 

frequency of infectious diseases, the indigenous 

community suffers disproportionately, 80 percent of all 

malaria cases in the nation are found in tribal areas, and 

50 percent of all malaria deaths occur there.4 The tribal 

population has a significantly higher prevalence of 

pulmonary tuberculosis (TB), with 703 per 100,000 

compared to 256 per 100,000 in the rest of the country, 

with Saharia tribe of Madhya Pradesh having the highest 

prevalence in India.6,7 Thus, health indices in India vary 

substantially between tribal and non-tribal populations[8] 

as well as across various states, regions, and caste 

segments.8,9 25% of the indigenous population lacks 

adequate access to healthcare.10 This is because their 

needs are not being met by the current healthcare system, 

and getting access to care is greatly exacerbated by the 

diverse geography, environments, social systems, and 

cultures in which they reside. Unsurprisingly, India was 

placed at 145th out of 195 nations and territories in 

healthcare access and quality index (HAQI).11 

Access and quality are the key components of achieving 

universal health coverage(UHC), a sustainable 

development goal for 2030.12,13 India embraced the SDGs 

and is now committed to Universal Health Coverage 

(UHC).14 Universal Health Assurance, as envisaged in the 

new National Health Policy (2016), and Universal Health 

Coverage, as advocated by the HLEG (2011), should start 

with tribal territories. UHC is built on the foundation of 

equity and rights.15 Everyone must be covered with 

services allocated according to people’s need and the 

health system financed. With a vision to achieve universal 

health coverage, i.e. health for all, the Ayushman-Bharat 

health and wellness centre scheme came into existence, 

intended to provide comprehensive primary health care.16  

The theme for Universal Health Coverage (UHC) Day 

(2021) is ‘Leave No One Behind When It Comes to 

Health: Invest in Health System for all.17 HWCs are a 

new suggested facility for delivering 'comprehensive' 

primary health care (CPHC) services with a "time to care" 

- to be not more than 30 minutes at the grass root level 

(NHSRC 2018).18 So it is important that health and 

wellness centres should act in fair equitable manner. This 

means giving a greater priority to covering the high- 

needs groups in society. 

India has the second-highest global concentration of tribal 

people. According to the 2011 Census, tribal communities 

account for 8.6% of the nation's total population, or about 

104 million people.4 Approximately 2.6 million (2.5 

percent) of Schedule Tribes are members of "Particularly 

Vulnerable Tribal Groups" (PVTGs), also known as 

"Primitive Tribes." Approximately 90 percent of tribal 

reside in rural settings, with the remainder living in urban 

areas.19 In general, PVTGs are socially and economically 

marginalised, with limited access to resources for 

development.20 

These insights will help us define the needs of a public 

health care system that can fulfil the "felt necessities" of 

tribal groups in order to enhance health equity by 

identifying the gaps in the system through five 

dimensions known as the 5A's, availability, accessibility, 

acceptability, affordability, and advocacy. 

Is it the inadequacy of mainstream health care to fully 

address the requirements of Indigenous communities, or 

is it indigenous populations' inefficiency in accessing 

health services that raises the question? So, this article 

aims to highlight the issues and challenges faced by the 

tribal communities and suggest opportunities for availing 

health facilities from Primary health care setting. 

METHODS 

Being different from a typical systematic review, while 

searching literature, more attention was given to 

identifying the most relevant articles matching the 

particular objective than the comprehensiveness of 

available evidence. PubMed and Google Scholar were 

used to search for published literature. Documented 

evidence was also collected from government documents, 

organizational reports, and newspapers. Methodology for 

literature search is described in Figure 1. Search Items 

like "Universal health coverage", "Tribal health", "Tribal 

population", "Health service delivery", "Health care 

seeking behavior", "Service accessibility", and "health 

and wellness center" were used. 

 

Figure 1: Methodology for literature search. 

 

Database Search in Pubmed and Google Scholar

Range: 2012-2022

Downloaded for title and abstract review

n=106

Selected after title and abstract review according to 
relevance of the topic 

n=79

Studies included for the final review

n=46
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RESULTS 

Describing the issues in availing health services results 

according to standard recommended five-

dimension/issues 5A’s (availability, adequacy, 

accessibility, acceptability, and Affordability) to draw the 

actual situation based on evidences. 

1. Availability 

1.1. Existing health services in rural tribal setting 

The tribal regions are typically considered to be cut off 

from the health system. The indigenous population 

underutilizes healthcare services, primarily due  to non-

availability of public health services.21-24 In determining 

whether to seek health care, perceived quality of care is 

crucial.25 In tribal areas, the quality of the healthcare is 

still inadequate.26 In addition, tribal people don’t receive 

quality health facilities due to the scarcity and lack of 

effective implementation of health services.27 For 

instance, the shortage of primary healthcare services was 

identified in 27 percent of Health Sub Centres (HSCs), 40 

percent Primary Health Centres (PHCs), and 31 percent 

Community Health Centres (CHCs) throughout 18 states 

and three union territories.28 

2. Adequacy 

2.1. Infrastructure 

As per Indian public health standard guidelines, tribal and 

hilly areas should have one health sub-centre (HSC) per 

3,000 population and one Primary Health Centre (PHC) 

per 20,000 population.29 However, in comparison to the 

disease burden, the healthcare infrastructure in tribal 

regions are insufficient. Meanwhile, in rural areas, there 

is a just 25% concentration of health infrastructure and 

other resources.30 For example, as per the rural health 

statistics 2020-2021, there is a shortfall of 25.37% 

(n=8503) and 29.19% (n=1464) in sub centre and PHC 

respectively in tribal areas.31 

2.2. Human resource 

Inadequate human resources in the healthcare system is 

one of the key factors contributing to the decline of rural 

health care. As per the rural health statistics for 2020–

2021, even among the sanctioned positions, a sizable 

portion of positions are unfilled at all levels.31 For 

illustration, 21.1 percent of the approved Health worker 

(Female)/Auxiliary Nursing Midwifery positions (at SCs 

and PHCs) remain unfilled, compared to 41.9 percent of 

Health Worker (Male) positions at SCs in 2021. In PHCs, 

there are vacant positions for health assistants (male and 

female) and doctors in the proportions of 64.2% and 

21.8%, respectively.31 Additionally to vacant position, 

primary health facilities like Primary Health Centers 

(PHC) and Sub-Centers (SC) struggle greatly with health 

workers' absenteeism. Such things were also reported in a 

study done by Neelmani Jaysawal in 2015, in which there 

was a high rate of absenteeism seen among medical 

professionals, furthermore inadequate training, and a lack 

of motivation among staff was also seen in tribal 

communities.30 Likewise during the times of extreme 

necessity, the doctors were frequently unavailable. As a 

result that locals choose to visit traditional healers, and 

thus the problem remains unsolved.32 

2.3. Drugs and supplies 

Government facilities were preferred because of the free 

drugs and thus is significant factor in seeking health 

care.33 However, most health institutions lacked necessary 

drugs, forcing patients to purchase them from other 

private facilities, which resulted in out-of-pocket 

expenses.34 

3. Accessibility 

3.1. Tribal demographics in India and its effect on health 

One of India's biggest issues with healthcare delivery is 

the lack of access to healthcare services in rural areas, 

predominantly in the tribal sections of the country. The 

presence of a health care system and facilities within easy 

access to any community may be used to determine its 

state of health. The issue of inaccessibility to health 

services also seems to direct the discussion on tribal 

health and is directly linked to the utilization of 

healthcare facilities among tribal groups due to its low 

inaccessibility.23,35 Cone of the important findings that 

emerged from one of the study was the remoteness from 

the primary public health care setup, namely the health 

and wellness centre. The majority of primary health 

centres were more than 10 kilometres away.36 According 

to Shrivastava, Shrivastava, and Ramasamy's (2013) 

article, the population standards for establishing primary 

health centres and sub-centres are for every 20,000 and 

3,000 inhabitants, respectively.37 However, the majority 

of tribal people lack access to health care owing for 

number of reasons, including lack of public 

transportation, no all-weather roads, lack of public 

transportation, a shortage of health workers in the health 

centres, poor service quality, and a lack of access to 

health facilities.36,37 Inappropriate area placement of PHC  

and thus leading to greater distance (remoteness) to 

facilities has been attributed to lower treatment-seeking 

for basic and maternal health requirements, impacting 

disadvantaged populations such as scheduled tribes and 

women in particular.38,39 Additionally, tribal had a low 

rate of institutional deliveries, and probable reason could 

be due of the distance from the health center, which leads 

births in huts, which lacked even basic sanitation and 

hygiene.4 Similar geographic problems were reported by 

the Comptroller and Auditor General of India (CAG) that 

the health centers are located in remote, deserted places in 

Rajasthan's tribal districts, which makes it extremely 

difficult for people to receive the services.40 The 

remoteness and inaccessibility of the locations add to the 
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complexity of the state of health.41 All these factors give a 

compounded effect in obstructing accessibility to health 

care services.  

4. Acceptability 

4.1. Discriminatory behaviour 

Due to cultural barriers, tribal tribes access to healthcare 

services is poor.23 The substantial cultural divide between 

tribal communities and non-tribal healthcare professionals 

leads to dismissive and discriminating behaviour on the 

part of healthcare personnel.42 Health staffs behaviour 

towards tribal people is unfair and unfriendly which 

makes access to health more difficult and complex.25,33 

Also, service providers are likely to blame tribes for their 

poor health habits.43 The members of mainstream society 

and state authorities stigmatise, humiliate, and stereotype 

indigenous populations and so tribal people feel quite 

apprehensive and feel they shouldn't be present there 

when they visit the hospital to see a doctor and simply 

return as soon as possible after receiving the necessary 

medication and care.43 The Baigas were literally 

"labelled" for discrimination for having a distinctive 

tattoo on their forehead.36 In addition, study found that 

tribal population face language barriers while assessing 

healthcare since dialects are not easily understood.44 

4.2. Health seeking behaviour 

Antenatal screening and check-ups that are delayed or 

absent, particularly in indigenous people, may increase 

susceptibility and lead to unfavourable results.45 

Additionally, It is challenging for health provider to gain 

acceptance of tribal women because of their diverse 

lifestyles, attitudes, and notions of health and disease.41 

4.3. Traditional healers and traditional medicines 

Traditional medicine is deeply ingrained in the tribe's 

beliefs and practises, making it a widely accepted mode 

of treatment and apparently leading to less utilization of 

services from government health facility.46 For instance, 

in another study, traditional medicine had greater 

acceptance than modern medicine, and people only 

visited doctors after failing to recuperate with Ojha and 

Kabiraj's medications.32 

5. Affordability 

5.1. Out of pocket expenditure (OOPE) 

As per national health accounts, out of pocket expenditure 

(OOPE) has decreased from 62.6% in the 2014-2015 

financial year to 48.8% in the 2017-2018 financial year, 

which is a progressive indicator. But, the high out of 

pocket expenditure (OOPE) on health in 2017-2018 was 

at 48.8% of total health expenditure which is a key health 

challenge.47 Furthermore, in a study, indirect costs were 

also found to be involved.48 Also, it has occasionally been 

reported for public transportation accepting informal 

payment. For instance, a 108 ambulance charged Rs.300 

when requested to transport to the nearest PHC for 

Institutional delivery by a pregnant Bodo woman.49 

Similarly, in a study in Sabar tribe, the Mamata Vahan 

charged Rs.100 per km to carry pregnant ladies.36 

Additionally, loss of wages due to hospitalisation and 

additional monetary (informal payments) demands from 

health care staffs in return of health services also leads to 

catastrophic expenses.48 Despite services being cost free, 

such ill practices leads to discouragement for seeking 

care, as in the case of mothers, 4% of women missed 

antenatal care (ANC) due to lack of money.43 Many 

respondents stated that a healthcare facility's indirect 

costs were just as high as its direct costs. The cost of 

organising transportation to the facilities was the main 

worry.32 Moreover, 73% of women from tribal areas 

reported that their or the accompanying person's day 

employment was impacted by ANC visits.43 

DISCUSSION 

This review identified numerous challenges in accessing 

health facilities among tribal populations in India (Figure 

2). Firstly, this vulnerable groups face challenges in 

access to health services at availability level (e.g., low 

quality and unavailability of essential health services). 

Secondly, at adequacy level challenges include lack of 

basic infrastructure, human resource, drugs and basic 

amenities. Thirdly at accessibility level, the challenges 

include poor tribal demographics due to structural 

variable (e.g., geographic, transport, road condition) and 

ultimately these variables leading to poor access to health 

services. Fourthly, challenges include discriminatory 

behaviour due to low incompetency of service providers 

towards indigenous population, low literacy and 

dependence on traditional healers. Finally, at affordability 

includes out of pocket expenditure due to indirect and 

formal payments. Several approaches could be embraced 

to address these issues at the different levels of the 

challenges. 

1. Individual/family level strategies 

1.1. Self-advocacy 

Creating awareness is a cost-effective intervention and 

one of the best ways to captivate the individual's interest 

and make sure they are involved in the overall process of 

change. Raising awareness on health issues is the first 

step towards improving health outcomes through 

information education and communication. Tribal mostly 

have a shy nature and prefer to live in isolation. They 

mostly have low awareness of health issues and needs.41 

In addition, indigenous populations are more ignorant of 

health-related concerns due to low literacy. So there is a 

need to make them aware through self-advocacy, so that 

they can stand up for oneself for the things that are 

important to them.  Self-advocacy is defined as “being 

aware of your obligations and rights, speaking out for 
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yourself, and having the freedom to make decisions that 

will impact their life”.50 Intensified awareness through the 

mass media approach may have positive implications in 

the future, leading to better health outcomes and 

favourable health indicators.51 Many inventive initiatives 

were used in many states to enhance acceptability by 

incorporating local people and educating using methods 

that they could readily accept. For example, to raise 

awareness and appeal to tribal communities of health 

concerns in the state of Rajasthan, In Rajasthan, health 

messages were most usually transmitted through live 

performances by drummers, dancers, folk musicians, 

magicians, puppeteers, and others, and rewards were tied 

to the ASHAs following successful completion of 

activities.28  

 

Figure 2: Issues and challenges on access to health services among tribal population of India. 

• Issues and challenges5 A's

• Inadequate availability of public health services

• perceived poor quality of care by community

• poorly responding health system for disadvantaged group
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2. Community and organizational level strategies 

2.1. Enabling environment 

The higher the sensation of belongingness, the greater 

will be the apparent fit.  It is critical to provide a 

welcoming setting in which the community feels 

comfortable and is able to access services. So, by 

establishing a strategy for "Enabling Environment" in 

health facilities (HWCs), the health sector may ensure 

that tribal populations are neither stigmatised nor 

discriminated against. The goal should be to establish an 

atmosphere devoid of racism and prejudice, where people 

may receive health care without fear of harm. An 

enabling environment may be defined as "a process of 

making the environment user-friendly and to develop and 

maintain respectful processes and relationships based on 

mutual trust." It is required to provide health care to tribal 

communities in ways that respect their culture and 

history. For enabling environment, cultural competency 

training to improve their sensitivity and empathy while 

dealing with tribes might serve as a critical component 

and might contribute to the reduction of health 

inequalities and stereotypes. Hence, reflection of 

community's culture and language inside the health 

system will reflects cultural acceptability. 

2.2. Optimizing health services 

There is just a limited amount of information available on 

the quality of healthcare facilities in India.52 However, the 

existence of several untrained providers, a lack of human 

resources, absentee physicians, and research on the skills 

of competent doctors point to low quality of healthcare 

services.52,53 Enhancement of telemedicine and 

teleradiology services at each facility in accordance with 

local demands will improve access to care. According to 

a pilot study conducted in Tamil Nadu, India, the 

strengthening of sub-centre and primary health centres in 

three districts boosted outpatient consultation attendance 

while lowering OOPE for target users.54 

2.3. Decentralized planning and administration 

As mentioned out by the Indian government’s expert 

committee on tribal health, restructuring of health 

services and systems among tribal people to enable for 

more involvement and representation to local 

communities is essential. However, in a study done by 

Islary in 2014, reported that health-seeking behaviour 

among indigenous groups is affected by their degree of 

autonomy, lack of awareness and education.55 In addition, 

most health awareness initiatives, were formerly 

developed by the medical community rather than by 

communications specialists.42 

Evidence suggests that optimistic outcomes was seen in 

terms of utilization influenced by community 

engagement.56,57 Correspondingly, access to primary 

healthcare may be improved when services are tailored to 

the needs of Indigenous communities or when they are 

owned and administered by Indigenous communities 

themselves.58 This might be due to the health care 

services being racism free and culturally acceptable. The 

strategies should be developed using a bottom-up 

approach, with active participation from all tribal 

community segments, and it should allow for flexibility 

and adaptation to local conditions. Services at a health 

and wellness centre should be tailored based on a tribal’s 

local priority and burden of disease. We also propose 

formation of mangal Health team at each tribal village. 

 

Figure 3: Framework for coordinated action between 

HWC team and mangal health team. 

2.4. Mangal health team (empowerment of the tribal 

population) 

Health system should make Mangal health team in every 

tribal village/community as an expanded form of HWC 

team, which will work in a deep-rooted manner with 

HWCs team in a coordinated fashion. Mangal health team 

may be defined as “an extended team of tribal individuals 

from its own community that will works with primary 

health care team in coordinated fashion to cater 

community health needs in order to achieve better health 

outcomes”. The team will consist of 4 members, 

consisting of Influencing mother, Youth (male and 

female) and a tribal community head. The team would act 

as a bridge between the health system and the tribal 
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community. An influencing mother should be selected on 

the basis of her child bearing experience and her role 

would be to motivate women to have ANC check-ups and 

institutional delivery. Youth, male and female, would 

promote and guide their community towards child 

immunization and adolescent services available at 

HWCS. The community head will look at general health 

problems and will also act when there is a need to call a 

doctor or an ambulance. This committee will notify to 

HWC and will also work to remove mistrust of public 

health services. The team will be incentivised based on 

their work. Figure 3 describes the framework for 

coordination action between HWC team and Mangal 

Health team. 

3. System and policy level strategies 

3.1. Infrastructure upgradation 

In February 2018, the government announced 1,50,000 

AB-HWCs to be established across India by December 

2022. The cumulative target was 70,000 HWCs by 31 

March 2021, then was 110,000 by 31 March 2022, and is 

1,50,000 by 31 December 2022.59 The targets are on track 

to achieve the goal by December 31st 2022, i.e. till March 

31st 2022, 1,17,440 HWCs have been operationalized 

against the target of 110,000.60 However, in our review, 

we found insufficient infrastructure.61 In addition to 

making facilities better for community, policymakers 

should also focus on making infrastructure, provider- 

friendly for health care providers posted in tribal area by 

ensuring accessibility to all basic amenities and safety so 

that they continue to give services without dropping out. 

3.2. Human resource 

The huge human resource gap in tribal health centres is 

attributed to factors such as limited opportunities for 

professional interaction and growth, a sense of social and 

professional isolation, weak human resource policies, 

poor working conditions, lack motivation to stay and 

environments in government health institutions, limited 

social infrastructure, and so on.2,62 Various governments 

have tried a variety of approaches to address the doctor 

shortage, but the problem remains. The number of 

specialists stationed in tribal areas is scarce. However, the 

inclusion of more professionals in the form of CHO or 

mid-level healthcare professionals at the HWC-SHC level 

was a much-needed and positive step.  

3.3. Geographical accessibility 

Our review found out insufficient infrastructure in tribal 

belts that might be due poor geographic condition. So, 

representatives, should act upon the suggestion by the 

National Health Policy of 2017, which suggests, health 

and wellness centres should be established based on 

geographical norms rather than demographic norms, with 

the necessary human resources, development plan, and 

logistical support system.63 The feasibility of using bike 

ambulances in health service delivery has been noticed in 

Dantewada and Narayanpur.64 These successful practises 

might be brought under AB-HWC. Usually, sick people 

or pregnant people from far-flung tribal hamlets can't get 

to hospitals in time for institutional delivery or 

emergency care. There is a need for feasible emergency 

public transportation by stationing a vehicle at a tribal 

village level will reduce one -way time. 

FUTURE RESEARCH 

The lack of empirical data on precise data on how 

indigenous groups access and use healthcare  makes it 

difficult to formulate policies and programs for the most 

vulnerable people, despite government efforts to improve 

the indigenous community.65 Thus, indigenous people still 

face social, economic, and political inequities that affects 

their abilities to access and afford the basic right to a 

healthy life.65 Therefore, it is necessary to investigate and 

comprehend the factors that influence both the decision to 

avail services from health facilities against reasons that 

drive them away from free government care. This review 

recommends high-quality public health intervention and 

implementation research in different tribes and settings 

due to their diverse health inequities pattern, which will 

evaluate a multitude of strategies and develop methods to 

address tribal health challenges. 

CONCLUSION 

Even after 75 years of independence, India is still having 

difficulty closing the health-care gap between tribal and 

non-tribal populations. Health issues in tribal areas, 

predictably, remain unresolved.66 If such issues are not 

prioritized, the socioeconomically disadvantaged 

population will remain left behind, ultimately a country's 

health indicators will not improve. Tribal people's 

problems cannot be seen from a single perspective. 

Utilization of services is impacted by both the 

beneficiaries' poor health-seeking behaviour and the 

provider's inability to deliver reliable, high-quality 

services. Given the challenge of geographical, cultural, 

social, infrastructural, and human resource limitations act 

as a barrier to access to health care. So, health care must 

be developed and delivered in such a way that everyone 

has access to it as close as possible. However, just 

improvement from the public health system alone won’t 

suffice. So, improving people's health seeking behaviour 

and thus mobilising them towards health system services 

should be the prime focus. 
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