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A, The wighlt Ho healiih gerviceg, medical care and
s 1 i

() The recognition of these rights

1,  The right tc an adequate standard of health and medicel care as well as the
right to secial socurify have received international recognition in several
international instruments on homan rights adopied by the Gensral Assembly of the
United Mations or by United Naticons specialized agencies.
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2. Regarding the right %o an adoguate standard o Deolaration
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The International Covenani on 3ccial, Beonosmic and {uliural Rights
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Yirticle 12
"l. The States Parties to the present Covonant vec
everysne o the enjoyment of the highest attainahle
and mental health.

"2. The steps to be btzlzon by the 5%
%o zchieve the LWl realizption of %
necesgary for;

Partics to

nt Cov “Y}al'l'u

c ey
Lzht shell include thosze

"a) The provi

sicn for
infant mortality and for the

"(b) The improvement of
hygiene:

ghviponmental and industrial

"(c) The vrevention,

'weatment and condxrol of epidemic, endemic,
occupational and other discases '

ﬂc‘r
"Jf
8

o

"(4) The creation of conditions which would assure to all medical
. - . . . . . i
service and medical atfenticn in the ovent of gicimess.m 1/

1/ In o rtlclg Ty States partics %o the Covenant recosnize the right of
gveryone to the enjoyment of '10' and favourable conddticong of work "wuich cnsure,

in particular: ... (b} safc and healthy working eonditions",
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3. As far as the righ‘ to geeial security is concerned, the Universal Declaration

Bardicle 22

"Everyone, as a menber of socicty, hag the right to sccial scouriiy
and is entitled %o realization, through national effort and international
co~oparation and in accordance with the organization and resources of
each State, of the economic, sociszl and cultural rights 1niwﬁnen sablo
for his dignity and the froe developnent of his personality

The International Coveonant on Sceial, Beonomic and Cultural Rights provides:
"irticle 9

aasont Covenant recosmize the righy
sluding szocizl insurance

L. In addition to attributing these rights oxnlicitly to "everyone", both

texts interdict "distinction" (Declaration) or "discrimination" (Covenant) of any
lkind based on criieria such as '"»race, colour, sox, language, rcoligion, political
er cther opinion, national or social origing property, hirth or other status".
These interdiciions are contained in the yespesctive ariicle 2 of hoth texts.

N The Infernaticnal Convention on the Dlimination of AL
Discrinination includes "the vight to public health, n
and social services" among the cconomic and culiurs l rig
Siates parties to the Convention hove wndortaien o “101 it and 07171nauﬁ raclul
diserimination in all its forms and to guarantee the right of sveryonc, without
distinction as to race, colour or national or ethnic urigln, 0 equality before
the law (articles 2 and 5 (¢) (iv)).

b, IL0 Conmvention ¥o. 107, concerning the Probection and Integration of
Indiﬂunﬁus and Othey Tribazl and Semi-~Tribal Populaiions in Independent Countries
(Tnalﬂenous and Tribal Populations Convention, 195 7) provides, as regerds the
right %o health: :

"irticle 20

"1, CGovernmenlts shall assune the resnonsibility for providing adequate
health services for she populations concorned.

"2, The organisation of such services shall be based on sysienatic studies
bl 8 0

age
_the social, economic and cultural conditions of the populations concerned.

»  The development of such services shall be co-ordinated with general
neagures of sceizl, econonic and cultural developnent.!

Concerning the righit to social security, it states
Yieticle 19

"Bxisting soecial secourity schepmes shall be sxiended progressively,
where practicable, o cover:

"(a) wage earncrs belonging to the populations concermed

"(t) other persons belenging o these populations.!
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7. I% may be noted in closing this aspect that the Convention on the Prevention.
and Punighzment of the Crime of Genocide declares in article II, which defines
genocide, that:.

"In the prescnt Conventicn, genocide means any of the following acts
committed with intent to destroy, in whole or in rart, a national, ethnic,
racial or religious group, =25 such;

11
LI ]

"(c) Deliberately inflicting cn the growp conditions of life calculated
to bring aboul its physical destruction in vhols or in pars;

8. The right to an adeguate standard of health, medicel care and social securi by
services is also recognized at the national level., Thus, in some countries 2/ ne
constitution stipulates thai ensuring and protecting the health and welfare of
citizens or of 2ll inhabitants are functions and chbligations of the State. These
provisions have to be rosd in conjunclion with other conaziitubtional nrovigions
prohibiting discrimination on the ground of race, coleour, langusge, religion,
nztional or other origin or o%hor status, inter alia. It is cloar then that these
services are to be made aveilable on a non~discriminatory basis.

[¢]

£

9. In all countries covered, there are imporitant siatutory and regulatory
provisions governing health and medical services and associated social services,
generally within scclal security schemus for workers.

(b) Problems of implementation

10.. Despite internaticnal and national recognition of the might to adeguatec health
and medical care on a non-discriminatory baslie, in most cowntrics indigenous peoples,
in so far as they form part of the rural population and have special health problons,
do not have equal access to facilitics and scrvices. Wiile hoth private and public
services are available in urban arces (although, it is truc, in most instances,
only to those who can afford them) those same services arc ofton not readily
available or are wnavailable at any price. in ihe rural arcas vhore most indigenocus
people live., Many arguments have boun advanced to cxplain this imbalance. For
economic as well as political rcesons, Governments tend to give prioridy to health
and other services in urban arcas, Urban forces arc nore likely to command
attention.

11. It is politically less essential and economically more costiy to provide the
same level of care in sparsely populated arcas. Similarly, private institutions

are not particularly attracted to rural arcas because of the limited retwns on their
investnent. Medical versonnel are further discoursged from practising in rural areas
because of the lack of facilities for their fanilies, the lack of opportunity to
meintain contact with prcfessional desvelopmonts and the absence of proper equirment
and appropriate support staff for professiocnal work. The unavoidable changes in
cultural environment are not infrequently invoked as an additional deberrent.

12. RBural inhebitants who heve come %o live in urban centres tond to find space
only in the shanty towms cneireling these centres and swell the numbers of
unqualified personnel in public and private employnent, if they are lucky enough
%o find any gainful employment. Tt is even more difficult for rural inhabitants
to move cxclusively so as %0 receive medical attention in the urban centres.

-2/ For example Bangladesh, Brazil, Fl Salvader, Ecuador, Guatcmala,
Honduras, India, Pakistan and Venezucla.
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15, The constitutional and siatutory mandate calling for non—é seriminatory heal th
and medical services has beon implemended through plans for the $ransfer of wurban

ic
services and personnel, without changes in orgenization and training, to areas

outsida the urban cenﬁruu‘ The rosult has hae ‘et the effectiveness of the
heal+th and medical scrvices that reach rural and indigenous populabions in the

countryside is sericusly reduced.

14, In the o Jitics, guch personnel and services are naturally geared to deal with
the needs of the urban dweller withia his socio-cultural end physical environnent.
Urban serviccs and porsonncl wre therefore not attunsd to the different situation
and needs of the rural recipient of the services concerned. These services must
therefore be tallored and personnel traincd fo adjust and adapt to the different
socio—cultural and vhysieal environnent preveiling in the rural arcas. The mere
transfer of urban scrvices and personnel b rural arcas, even if unrestricted,

is theve“urc inadeguaic.

15, It has been stated above, however, %hat nmeny health and medical personnel

are not aitraciad by wractico in the :urmj QLSS hecause of the shortage of
necessary racilities and equipment end appropriate support staff. Those whe do go
to rural areas are 1n¢9)®03M1aL01w trained and 111 31 pared and existing schemes.
are not adepied to the rural sitnation and neocds, with the result that inferior
heelth and medical services are fade available bo rural end indigenous populations.
In ovder %o adert vhess uevv1 cg, nlans and personnel o indigenous populations,
programmnes and schemnes :_iﬁahlv oriented, personnel pust be appropriately
trained and prepared a und arul pmrnu st be silt :d bo the different conditions
exdsting in the arca. Tnless “'“h,u a{c chan':--
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ez are incorporated in the systom it will
not serve ivs purposs. Whatl aprropriate and eff ctive for zome pbovlh is no%
nacessarily approvriatc and g”fcculvc far others with different necds and in a

differsnt envirvonment,

16, Mortelity and morbidi ty tes and life expechancy figures are among the nost

accurate criteria for assessi g the suitability of health end nedical services.

17. I% is an established fzot, that in all countrics the mortality rates, and
particularly the infant moric lvuy ratés, ere higher and that 1ife eanCu&ncy is
lower for rural and indigenous pepulabionsz than for urben inhabitants in general .
This indicatcs that health services and persormel for rural populations groups
are inadequate- ‘ '

18, Thus a pattev of conduct amounting %o a failure to provide adequate health and
nedical scorvices for rurel populations emerges which, if continued, could become

da facto discriminaiion. Only specially daviscd positive govemnment prograpmes

can correct this imbalance, which is further accentuated by the dearth or cubright’

absence of privabe initlative in rural arcas whick have been neglected to o greater
or lesser degree for far tso long

19, The presant chapter attempis to deal with thesc matlers in the Iight of very .
fragomentary and ineo Wylﬁuﬂ informotion which, in the case of some countries, was
almost non—sxistent. The information on gociol security mabbors did not give rise
to any cogent discussion and is oniy ﬁresentﬁd here in the fevw instances in which
an explicit refersnce was made o it in the information supnlied for the purpssoes
of the present study.

2. The failure %o provide equel acceas to hoalth
services for indigeonous povulabions

20.  Although the
regult of o delibe
indigencus popuilatio

caBons may vary and thn situation is not neccessarily the desired
ate course of action, it may be said that moszt nations in which
n

T
rates
1s iive todsy have failed to provide then with health services
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health progranmes.”
26, Similarly, according to the Covernment of Denmark, it endeavouds %o provide
the populaiion of Greenland with treatment of the same standard as that received
in Denmerlk, bub "the simple fact that Creenland is sparsely populated makes it
aifficult fully %o live up o this barget.! a2/
27. Despite the cxisience of various government health sexviccs wihich are apoen | _
to all ecitizens, the Government uf Lustral” reports that aboriginal health
remains a major problem: T
é/ Tnforsation Turnished on 21 HMay 13981.
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30. Thus, according to one source,
Rangoon and Mandalay, and most of the
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31 A sigilar maldigtribution 2 m
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concentrated in Djekarta, and most of 1
urban areag, so that effective radics ronged approximetbely

per 5,000 Djakarta o doctor per 200,000 in Bali. In some 1u
moregver, there were no doctors at all, end medical care of a1l
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exclugively in the hands of about 50,000 trediticnal duikung. 5
32. One source maintains that healzh care and other social sorvi

readily available in rural areas =f Paraguay;

"Public health, sanitation, and welfeare programs made s
during the 1960s, but in _Ofl their pr¢ﬂ0lﬂul inmpect had nct

beycnd Asuncict and a few of the larger towns., There were
leflcultloc o he met in pringing the bencefits of these pxo
geatbered rural majority of the ponuW vbion.  In addition, co
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4, Jokn V. Henderson and others, a Handbook for Burma, Washingion, L.C.,
1971, pp. 96-97.

5 Tohm W. Henderssn and others, Arse lian lmook for Infonssia, The
fmerican University, Washingicon, D.C., 1970, ©. 177.
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vere dlstrustful of those medical and dental scrvices available to then,
and participation in the national sccial insurance program was mandatory only
for the predominantly urban wage-ecarning sector of the labor force."

T

LI

"The fragmeniary statisiies available indicate that during the
1960s at least three-fourths of the dactarq, dentists, and graduatc nurses
were located in fAsuncidn. HMost of the laboratory perscnnel worked in the.
capital city, and social service personnel were assigned only in Asuncidn
ant in a few of the health centers in the larger towms. There were
pharmecists in nost of the interior, whers thrv provided the perimenent

]

staffs of the health posis and mits.” §/
33. The Inti-Blavery Scciety has roported that in Parazuay the pesgraphical
distribution of medical and hosa’ al foeoilities ig wnfevourable to the regions
inhabited by the najurauv 2f the ‘Dllb’naus populations and that "the health
for the rest of the
population .00

34, In its opinion, the health sitvetion of the Indian is more the result
inferior houging, nutrition and labour conditions than the l“ck of medical
services, IHowever, it asserts that the extromely bad health situation of the
Aché Indians living in the Colonia Nacional Guayalki is garnly due to
deliberate withholding of nmedical care.

A5, fAvadilable figures forx Cuatemala show that physicians are concentrated
primarily in fthe capital and thet fthe contral Govemment's per capita expenditures
on health services are much higher in Guatemala City than in rural areas:

e ratic of hvszolans to nopulation is one %o 5,000. This
figure, however, ig righly misleading since 82¢ of t < 1Ds practise in
Guatonela City, THIJ the ratic for rural CGuatemala is one MD per

17,000 neople, though rural Ds generally pracﬁice in the *town centers
and arc not rhadllj available to the majority of the rural population.

Tt ig zstimated by some that, '... a minimum of three million persons in
the rarel areas have no voady access o a MD,!

"The [ccnt*al] governnent's per capita expenditure in the health
sector varies from one department to the next with the por capita
expenditures for Guatemala City being at least six times higher than
for the various Highland departmenis. There are cfforis o overcome this
maldistribution and to get physicians out to the rural arcas as a
three nonth oblizatory ssrvice by last year medical students as-well as.
an attempt e esiablich a six nonth rural oblipatcry service for interns.
Though these are commendahle effcris, Tthey do not reolly hegin to meetd

the resl health needs of ke people in thn Highlends, .Iﬁ'ﬁQSﬁ.alsb e |

£/  Thomas B, Weil and others, irea Handbock for Peraguay, The
it

28
et =
imerican University, Washington, D.0., 1972, ». 65,



B/CH.4/Sub.2/1983/21/Add.5

page 10
mentioned that a number of rural sovernment centers and puesios de
salud -~ though staffed by physicians and nurses - offen do not have
nedicines necessary for treatmen® and in many towns where there are

government health posts there zre ne pharma01bu.' i/

36, 0Official estimetes show that some 96.5 per
Mexico who live in small rural towns 2r in margl

basic sanitary services such as potable water, sewoerage an@ suff‘
space, Running water, gas and other urban serviccs arg »rac ctica
the indigencus population. HNost Indians are net covered by scelal
they are cither independent or bemporary workers Thercfore, th topond
the medicael posis established by the Jecretaria %c Selubrided vy Asistencia and
Tnstituts Haecionzl Tndizenista. The Government has ptated, however, that its
medical services havs nover reached 211 of the indigonous aonuletlon and that
some 53 per cent of that population (as of 1977) hed mope inhabivanis per
doctor and higher genoral mofﬁality rates than the resgt of the pokaiation.‘ﬁf

-
v
L}
[T ve]
3 ¢
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o

37. In its report o the VIII Congreso Indigenisva Inters mericano, he
Government of Bolivia recognized that health care for the indig cnuam nopulation
was still in the inidial stage since there were insulfi {

cient funds fo provido
care in rural arveas. Though in some aprcas medical posts have been “&uqbll hed
in recent years, there are not enough doctors Hn paramedical persormel v oman
the Tural heslth centrcs., The Cevernment has attempted to remedy this
situation by requiring that each doctor spend a ye2ar in rural "ervice bcforﬂ
receiving his degree, it this and other measwres heve ned been suc fully
enforced, _/

38, This lack of qualified medical personnel oii seems to be compounded by
L

the lack of gqualified pharmacists in rural arcas. Pur*hey he circumstances
under which drugs are distrilbuted in the rural arveas of mar 3 countries
congtitute a health hazard. As an exanmple of the Hlobel iduation, it may be

useful o quote here what has been stabed about Bolivia:

a
druas are av,llable w;thovﬁ preseription, and the druggl

j] Kris Heggenhongen, ”Lc 2lth carz ab the edges of b

he world - Indian
campesinos as health werkers in the Guatemalan highlands", in sdclas deol XGT
Congresc Internacionsl de fmericanigtas, Mexico, 2-7 Beptember 1974,
vol. III, Mexico 1376,
§/ "Informe Nacional de México™ VIII Congreso Tndizenigta Invcramericans

(Mérida, Yucatén, Mexico) 17-21 Hovonber 198G, OAS doc. Io. Oks/Ser VLG,
0Il/doc.B8, 12 Movember 1930, Original: Spanish pr. 17-18.

9/ "Informe Wacicnal de Bolivia®, VIIX Longreso Indigenista
Interamericano (M da lnraian, H“YlCJ , 17=-21 Hovember 1950, 043
document Ho. OBA/Scr. v,1.8, CIT/doc.7, 12 Hovember 1930, Originel:
Spanish, p. 38.
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carried advertigencnt erns o product guarantecd
virility, In the tou sphisticoted but liitle-tested Turopoan
drugs arc available ¢ prescrived doses arc given in 1 nEnages
ceriainly meaningless to the dragegist as ‘;-fGll az o the purchaser vwho,
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"Refuse collection in the larger urban localities is generally
satisfactory, although it is in some part accomplished by private

contrachors., T wme and villages much of the refuse is simply
thrown into the s

reet, where it is devoured by dogs and pigs.
In goneral, sconomic imperatives are such that very 1ittle trash
and garbage arc generased. Em“ 7 ting, bottles, and cartons
I I
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find ready usc is ueed for fuel or fertilizer "
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e Thg;impact of depfacto,discrimina%ion on indigenous health

(a) Preliminary remarks

42,  The effects of de faclo discrimination or ipnecualities in the provision of
servaces or facilities can be more devastating in the area of health than in amy
other., The lack of adequate‘health and medical care and related social services
ig reflected in life expectancy figures, infant mortaliiy rates and other
demographic information., In general terms, life expectancy is lower and infant
mortality higher outside the urban areas. This is generally due to the fact
tha? health and sanitary condibtions are werse in the rural areas.  In most
counfrles, the unfavourable situaiion is further accentuated. among the indigenous
nopulaﬁlons, because health-and sanitary condltvonu in-the areas thay inhabit

ere even worse than elsewhere.

. 43. Governments are generally aware of the gravity of health problems in raral
areas and particularly among indigenous populations, even without the aid of
fully dependable statistics. Reliable official statistics on indigenous
populations or, in general, on rural.inhabitants were totally unavailable or
exnllcltly ‘not very reliable for wmany of the countries included in the study.
The difficulty in gathering staitistical data on scattered and sometimes rmobile
populations, as well as the. pauclty of funds generally devoted to that purpose,
explain in part the non-existence or lack of reliability of such information.
In any case, whenever information was available in %he form of mortality and
morbidity yefes and on the incidence of nutritional deficiencies in indigenous
pecoples, it was impossidle to compare the deta from country to country and éven,
within countries, from.region to region, either because of the different
approach iaken in gathering the'fata or because of the differences in the
veriods covered. In consecuence, statisfical data have been included only in
the few cases where they sedmed %o be beyond serious dispute. No attempt has
been made to draw any conclusions of a comparative scope. ¥t ia clear though,
that mortality and morbidity rates are higher and that life expectuncy is lower
for indigenous populations than for the other pepulation groups in all couniries
covered by the study, even as. compared with ofther rural (non—lndlgenous)
population groups. . :

d44. In the paragraphs below, govermmental and non-govermmeéntal sources are cited
as evidence of the effecis on the indigenous population of umequal or inadequate
provision of health and medical faeilities and related services,

(b). Information availsble

45. .According to a non-governmmental organimation, the morbidity rates of isolaied
communities in Indonesia are higher than those of society as a whole, but the
game report remarks that isolated groups living 2s nomadic farmers (with hunting
and. gathering activities supplementing their protein intake) often have a
better balanced diet, and consequently better health, than non-tribal peasants
in the same aren. 13/ o T

1%/ Information furnished on 23 September 1976 and 24 Anril 1977 by the
Anti-Slavery Society.
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46. Noting the difficulty in providing statistical data, the Government of
Costa Rica points to high wmortality rates and serious deficiencies in health
measures and nutrition among the indigenous population:

Mit is difficunlt to provide statistical data on health, dietary and
nutritional patierns, but wé aré aware that there are sérious difficulties
in these areas: -poor food, lack or misuse of latrines, nutritional
deficiency. o S

The morbidity and mortality rates of the indigenocus segments of the
population are the highest in the country, since they are a marginal group
compared with the non-indigenous inhabitants, and their coverage by the
‘national health programmes is therefore envisaged. - Fhese problewm areas
are affected by lack of communication through the imdigencus languages,
inaccessibilily of the regions they inhabit and other factors. It should
be noted that there is no specific census for the 1ndlgenous segmenﬁs of
the populetlon." :

47. According to an officigl statement, the infani mortallﬁy rate among %he
Amazon Indians of Brazil was reduced from 183 to 87 per thousand in the

period 1973-1977. The latter figure would: plaee the Amazon Indian in a
situation comparable to that of the inhabitanis of the predominately rural and
lmpoverlshed north—eastern region of Brazml.. Both regions compare unfavourably,
though, with other areas. 14/ o o

48.' On the hasxs of official data, one vwriter has found that "Indians in .
Guatemala had a life expectancy about- 1l-years shorter than did- Iadinos [non-
indigenous population] at birth (38.34 and 49.66 respectively) as well as about
9 years shorter at age five (46.84 and 56,04 rvespectively)". These differences
were attributed to the standard of living 28 well as the fragmentary nature of
the data. 15/ - Another author comments on some of the factors which contribute
to hlgher mortallty ra%es amang the- 1ndlgenous ponulatlon of Guatemala.-.

"Ag in most developlng countries morbldlty and mortglltyl are
associated with enteritis and other diarrhetic illnesses,- respiratory -
infections, pneumonia and infectious diseases of early childhood such as
measles and whooping cough, a great rumber of which. can be easily recognized
and. treated by people with far less training than a physician.

"Phe basic underlying contributory factor is 'malmutrition'. The
NWutritional Institute of Central America and Panama (INCAP) [has stated]
that more than 70 per cent of all Guatemalan children under five years old
were malnourished. The death rate of children under five is one of the
highest in all Iaﬁln Amerlca botaling approximately 50 per cent of all
deaths. :

14/ "Informe da Ac8o Indigenista Brasileira', VIII Congreso Indlgenlsta
Interamericano (Mérida, Yucatdn, México), 17-21 November 1980, OAS Doc. -
No. OEA/Ser.K/XXV.1.8. CII/Boc 5. 14 November 1980, Original: Portuguese,
vp. 25-26. -

15/ WN.L. “hetten, Guatemala, The Iand and the People, Hew Yale Univeréify
Press, 1961, p. 215.
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"Only 43 ver cent of the urban and 0.6 per cent of the rural population
has piped water and thus it is evident that lmck of puLllc sanitary facilities
as well ag malnourishment are underlying causeq 01 Lhe high rates, and the
types of morbidity and mortality.

"These statistics are much more drastic when considering just the
Highland rural sreas., The infant mortality rate, for example, is even
higher in the rural areas than the large number officially recorded since in
a great nmumber of Highland communities the birth of a child is not recorded
until it is-at least 15 deys old and should it die before that iime no
record is made either of the nlrth or of the desth. The infant moxrtality

rate is 50 per cent or more in many conmunwtles. 15

49 Hortality and death rates are higber among the indigenous than among non-
indigencus seﬂments of the population of Bolivia, pariicularly because of The
prevalence of diseases such zs whooping cough and measlies among infants. The
Government has reoognzzed that maternal and infant care and other health services
have not reached the indigenous populaiion and that traditional meédicine .
predominates in the rurai environment. 17/ - Another offieial report has stated
that the social security sysiem does not cover the rural worker, but thet such
coverage is contemplated. IMalnutrition is enchher major probleém among ‘the rural
ponulation: o - ‘

"Tn urglng the public- health authorities %o exnund their stuﬂaes in
mutrition, a Ia Paz newspaver in 1971 atiributed wmany of the country s
social and. economic problems fo quantitative and qualifative food
deficiency and estimated that two-thirds of the population suffered {rom
some Gegree of melnutrition,  The vroporftion seems excessive, but
malnuiriiion is kmown to be widespresd, parbicularly smong children.”
L 1965-68 Covernment survey found bthat 38 per cent of the rural children *

under the age of 15 suffered malnutritiorn of the firsi grade (10 to
25 per cent under normal weighi), .17 per cent suffered second grade
melnutrition {25 to 40 per cent under weight), and 4 per .cent suffered
‘malratrition of the third grade (40 per cent. or more under normal

welgh“)=” l@/

50. Peru, wnlch has a large indigenous population, has a high infant moriality
rate owing to preventable disease, melnubtrition, the lack of proper sanitation
measures and medical attention:

"The couniry is still in the stnge where preventable diseases
represent an important healih preblem. ualnutrlulon, another standard
index of poor health conditions, is widespread. i+ high aotential rate
o natural increase - the birth vate is cldse to 4 per cent - is countered
by the great number of deaths among infants and young children, Figures
on the average lifespan are not avalluole but D*esumablg Lhe life exjectancy

16/ K. Heggenhongen, op. cit., p. 305.

17/ Informe Nacional Ge Bolivia, ops cit., ». 38

13/ Weil and others, Area Hzndbook for Bolivia, on.'ci%;, p. 166,
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is comparatively low, especially in the Sierra. In general, information
is incomplete, as reporting facilities are not well developed in many areas,
in itself an indication of conditions. According to official esiimates,
medical certificates are issued for only 33 per cent of the births and

44 per cent of the deaths.

"uring $he last decade the death rate has been estimated at
betveen 11 and 12 per 1,000 inhabitants. Although deaths among those
over 50 years of age account for 25 per cent of the tetal, those among
childpren under 5 account for 52 per cent. infani deaths alone amount to
avproximately one-third. The national infant mortality rate is close
to 100 per 1,000, but variation from region to region is consideraile.
Tn Lime %he rate is epproximately 67 per 1,000, bui in some rural areas
it goes as high as 200 per 1,000. The nature of the care given to mother
and child is a key factor.

noutgide the ILime and ireguipe areas, most women continue %o have _

their babies at home, and 2 medical doctor is in attendance in only a small
minority of home births. —~ Midwives are called in the majority oi cases,
but rather frenuently women give birth completely unattended. In these
instances, programmes of perental care are seldom practices and delivexy
technicues are unsanitary. fter birth meny infants, especially in rural
areas, ars constantly sxposed to an unhealthful physical environment. The
mainbenance of personal hygiene is ofien casual. The available water
aupply may be contaminated.  After vweaning, milk is more often than not
absent Trom o diet which differs very little from that of adulis." ;2/

51. The Anti-Slavery Society hes reported alarming infant mortality rates among
various Indian groups in Paraguz)y:

"Tnfant wortality: Pai-Guarani 50 per cent before the age of 2 years;
Puerio Caszdo (zone of about 1,500 Indians in the Chaco}: Over 50 per cent;
Ayoreo of Bl Faro Moro: =21 per cent until the age of H years (not counting
habies who died shortly alter birth). These figures, from groups who are
not in extreme situstions, must be compared with the infant mortality rate
of %he non-indigenous population of Paraguay, which is 91 per thousand.” gg/

52, The same organization cites tuberculosis as one of the major health problems
among Parsguayan Indians: '

UTH: Opne of the greatest health hazards in indigenous groups, usually
explained by poor housing, lack of nourishment, and perhaps also alcoholism.
There are few exsct statistics, but ooservers agree that TB is more
widegvread among Indians than among non-Indians. Among the inidgencus
inhabitants of The Mennonite zones in the Chaco, PYD tests had posiitive
- pesulis for 50 per csnt ~ compared with only 10 per cent among the white
liermonites of the same zones.” 21/

19/ Trickson and others, Ares Handbook for Peru, the American University,
Washington D.C., ». 51. ' ' ‘

o0/ Information furnished on 3 September 1976.

21/ 1Ibid,
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53. Serious nutritional deficiencies among Paraguayan Indians are directly.
related to high infent mortality and tuberculosis. A detailed nutrition siudy
exists on the indigenous nopulation of Misidn Santa Teresita and Filadelfia of
the Western Guarani and Wivaklé ethnic groups, which can be congidered. to be an
wnusually well situated section of the Indian population. The study was written
in 1965, but the comparison belween indigenous and non~indigenous nutrition

still appears to be relevant today. :

Daily intake for ihe non-indigenous

Daily intake for fthe indigencus population in ihe same zone
population : (excluding Mennonites)
Calories: less than 1,700 1 2,350
Calcium: 176 ng., | | 516 mg.
Phosphorous: 722'mg._ : - 1;026 ne.
Proteinst © - 959.3 g. ‘ 63.4 g.
Oils and

fata: 38.9 g. ' _ Y S - 9
Vitamin A: 132 ng. 810 mg.
Vitamin C: 25 mg. 366 mg.
Thiamine: 0.72 mg. _ 1.§9tmg.
Riboflavin: 0.82 mg. | 1.28 mg.

The comparison shows remarkably better nutrition for the non-indigenous
population. T+ must be noted thet the Indians in cliestion are no . longer very
dependent on their treditional economic activities, bub are mainly labourers
working for ithe non-indigenous population. This example, the best documented
%o hand, is not the only one:  Mr. John Renshaw notes "some mutritional
deficiencies, aneemia, and possibly protein shortages" among the Ayoreo of
Maprf{a Auxiliadora in ‘the Chaco-in 1975. It must be noted that this deficiency.
is not due to traditional eszting habits of the Ayores, as these provided a .
well-bzlanced diet. — About the Indians of Puerto Casaco, Mr. Renshaw writes:
¥A11l the vopulation appears undermourished, even the young and $he eldexly
who are fed by %he mission.". As for the Pail, Proyecto Pai-Tavyterd stated
in 1975 that the high percentage of pulmonary TB among the Pai-Tavyterd is
closely linked to intense deterioration of the nutritional system ... The most
frequent éisesses of mutritional origin are malmutrition and avitaminosis. gg/

54, flthough no separate stetistics are kept on the Iapps, the Government of
Finlend has reported that their health, dietary and nuiritional patterns "differ
to some extent from those of the other population due to the Tact that they are
5ti11, more than others, living on the basis of natural eccnony. The
Government has also declared that the mortality rate of the Iapps is 'somewhat
higher than that of the other ponulation'.

22/ Ibid,
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55. In the United States, one study shows important dietary deficlencies among
Indian children and a higher infant wortality rate than among non-Indians:

"Poverty spowns squalid living conditions and a multitude of
maniféstations of 111 health. Hovhere is this more tragic in Americe
than among the Indian children from conception %o school age. Studies
in South Dakota and Arvizona specify some of the consequences of- poveriy
on the health of Indian children. Of 190 Pine Ridge children who were
born in 1964 and tested, 40,5 per cent had hemoglobin determinations below

- .10 grams, and. 15.8 per cent had determinations below 8 grams bsfore the
age of two. In Arizone, at Tuba City Hospital, of 676 Indian children
below the age of 4 discharged during the 10-month period in 1967,

44 suffered from malnutrition, 38 had iron deficiency anemia, 1% under

1 year manifesfed marasmus and 8 had incurred lweashiorkor.

0f 1,591 Indian children 5 years or older who were discharged,

44 suffered from anewmis and 2 from malnutrition. Of 4,335 India
admissions in a S-yéar study, 616 suffersd from malnutrition, 44 had
incurred kwashiorkor or marasmus, =nd 572 were small for their age. £nd
at Window Rocl, Zirizona, 20 per ceni of the Indian children hospltalized
evidenced malnubtrition and 10 ner cent of those under 4 suffered iron
deficiency anemia. Ten per cent of the Hindow Rock women tested had iron
deficiency anemia, portending the continuation of the cycle.

"The death rate for Indian children under 14 is almost two and one-
half times that for all American children undsr 14, and in every category
of medical illness studied for the White House Conference on Children
in 1970, Indiens- (grouped with flasken netives) had 2 higher death rate.
As for Indian survival generally, z larger nercentage die in their teens,
twenties, thirties and forties than is true for the rest ol the

"population, and Indian life exvectency over-all is 44 years. Bub.

although the Indian must contend with earlier death and more diseases,

he has 1ittle or no life or health insurance and in wmost cases is in

debt for medical services already rendered.! gj/
56. Although there is a siable Indien population growth rate in Canada, 2 non-
governmenial organization has declared thet Indian mortality figures are
significantly higher than those of the remainder of the populaiion:

"This population increage has taken place in spite of mortality
figures which are higher then for the rest of Canada according to figures
"wrovided by the Department of Indisn aAffeirs Stetistics Division and
“Statistics Cznadn.  Bzsed on mortelity figures for registered Indians
available from six provinces and the two territories, their mortality ratle
w2s 8,32 per 1,000 in 1973, compared to T.42 per 1,000 fox other Conedians.
Infent mortality was four times higher.among Indians, 62.12 per 1,000,
compared vith 15.3 for all infanis in Canzda. There was a higher
incidence of. violent deaths among Indians thoan among non-Indians in 1973,
these occurring 3 to & times more often awong veople in the 20-39 ag
grouv. Deaths by homicide, suicide and accidents of all kinds ccourred
on an average of aboui 2.8 cases ner 1,000, =2z compzred to .74 per 1,000
for other Canadians.” gg/

23/ Gerald 3. Negel. '"Beonomics of the Reservation”, in (urrent Histoxy,
December 1974, p. 248,

g&/ Mational Indian Brotherhood, Statistical Survey, Bconomic and Scocial
Conditions of Canadian Indians. Lopendix B, Presentation of George lanuel,
President of the Wational Indian Brotherhood to the Meclhenzie Valley Pipeline
Inguiry. Yellowknife Hational territories, 13 Apwril 1376, p.l.
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57. The Governmeﬁ* of Gb Ud ba also Te cognlzﬂd she rela,1onsh17 between poor
hezlth conditions and high mortali ty retes among Lndlanu.

WPhe situsdion remains that health conditions among native people are
generally peorer tnan among the vhite poon?auno. © Thus the infant
mortality rate in 1968 wes 21 per 1,000 live pirvtha for all Cznadians,

49 per 1,000 for Indians ené 89 per 1,000 among Bskimos.  Howaver, the
morfality réte-had deciined over.<he. Drevlnuu decade: Jor Ipdians it had
declined -from three himes %t national auw.age %o Just over iwice the
rate. There is 2lso 2 higher than averade morua*”*r rafte in the
20-25'ye ars age’ group and a-much.ligher incidence of death and 1n3¢rwes
fyom accidents associated i*p v1o3ﬂnce e?}seaela clea%lc corululoﬂs.

58. 1In Canada, despite increased and improved medical and healih services rendered
to indigenous ponulL% ons on reserves, ihe gituation in 1981 was still far from
satisfactory, since accoréing to an ofificizl publication: 25/
"In 1961, 1ifé ewpeectancy for Indians under oye year was approximately
10 yeurs less than trat of 'Le naticnal population, although for Indians

4
Lt
surviving ‘to middle age, additicnal 12 gupectancy was only slightly
pelow the nationel. By 1971, both Tndian and national populations had.
increased their life expsctanciss, albhough the zap bebwesn Vthe two e
popﬁiéﬁibnm remzined the.same Indians surviving §io 80 yeers had o greater
additional life .expectancy than ths nefional nonulatlon, JUUgLStlﬂ“ %nan.

-~ healih comditions are immreoving o ~ Indians but awre s3ill
significantly below nationn! leve;s
L

—  high irfant ewd pownit peTialily anpear G w2 the me;o reasons for
lower Indian lllu expactancy. o
Death rates for Indlcnz, %Cgﬂlte 1“Qrovemepts' var the past 10 to
20 vears, remain well above th2 navional average For all age groups
(exceﬁt those over 27, htue iz Indian rate is only slightly higher than
the- natlonal)g _ddlun deaun vﬁ%e' vange from 2 to 4 times The national
average. L o - ‘

~'The 1eadlng sauses of ‘perinatal {(foetal Jeabzs of 28 or more weeks'

gesuatlon plus infant dauth under 7 days of age) and neonaial wortalily
{8eaths undsr 23 days of age} for both Tndian and national populations are
complications at birth‘anl congenitel snomalies, a nountln Top more than
75 per cent of perinatal and neoraital deaths.-

' lamger proporition of post-nsonefal; mortality (deathw from 1 month
to'l year) in the Indian popuiation is attribute 3. to :nsomratory ailments
and infectious or varasitic diseas:z, weflecting poor housing, lack of
sewage digposal and polable waler, as well ag Loover access to medical
facilities.

(‘\ l-.....t

25/ Department of Indian and Nertbern Affairs Cenada.  Indian conditionsL

A survey., Published under ihe authority of the Minister of Indian fffairs and
Northern Development, Otbawa, 1980, pp. 15-20.
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Lowered perinatal and neonatal mortality has kept pace with national
improvements, although the Indian rate is currently approximately 60 per cent
~higher than the national.

Post-neonatal mortality noneiheless has shown great iwmprovements for
Indians, plummeting from 6 times the national rate in 1963 to approximately
twice the national rate in 1977.

fLcocidents, violence and poisonings account for over one-third of all
deaths among Indians compared with 9 per cent in Canada as a whole.

Respiratory and digestive system diseases have decreased significantly
as causes of death and, in the Indian population, are now comparable Ho the
national rates.

Indian rates of death from cancer and circulatory diseases are less than
half the national rate.

The number of Indian deaths due to suicide »er 100,000 population is
almost 3 times the national rate., Buicides account for 35 per cent of
.accidental deaths in the 15-24 age group and 21 per cent in the 25-34 age
STOUD .

The over-all rate of violent deaths for Indians is more than 3 times
the national average. These deaths may be comparable in non-Indian rural
and remote populations where there is:

~ greater use of firearms for hunting

~ substandard housing and heating systems

~ inadeguate fire-fighting eguipment

-~ poor access to medicel assistance.

Violent deaths among Indians are higher than in the national population
at all age levels., With the excepiion of those over 65, violent deaths
among Indians range from z low of 3 times the national rate in the 5~14 age
group to a high of between 4 and 5 times the national rate in the 15-44 age

groun.

. Tor Indians 1-14 years, burns, drowning and motor vehicles accowrbed
for 69 per ceni of accidenial deaths.

For Indians 15 years and older, the leading causes were mobtor vehicle
accidents (29 per cent), drowming (10 ver cent) and firearms (9 per cent).
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Indiang use hospitals aboud 2 to 2.5 times more than the national
population, but on the average stay less time (7.3 days compared to 9.1).

The high incidence of respiratory ailments, infectious and parasitic
diseases and digestive disease may reflect poor or unsanitary housing and
living conditions.

The high incidence of childbirth complications may indicate malnutrition
and lack of prenatal care. o

The high accid?nt rate may reflect %he'hazards of a rural and remcte
1ife style, which ihcludes high use of firearms for hunting, higher fire
risk and poorer access (o medical facilities.” oo

59. There is very little information on off-reserve health condiiions and services.
Among the data appearing in the same publication some refer to the implications of
1ife off-reserve and others to hospitalization rates in British Columbia as follows:

. MOFF-RESERVE : IMPLICATIONS

"A gignificant propoftion (aimost one~third) and an increasing number
(aimost 80,000) of Indians fall outside the program jurisdiction of
Inddian Affairs by virtue of living off regerves. o

'Wﬁgfation off reserveé, in particular améng young éntraﬁté'into the
labour force, will likely continue at high levels as long as employment
opportunities on reserves remain podr.

"Improvements in the employability of Indians, such as better education
and better skills in English or French in the absence of other on-reserve
improvements (e.g. employment opportunities on reserve, effective band
government, urban.acecess), will encourage further off-reserve migration.

"Since conditions for Indians off reserves in terms of .education,
employment, income and housing appear to be only modestly better than for
Indians on reserve, poor on-reserve conditions -appear o be -the major factor
in migration off reserves. . . : - .

"The contrast between Indian and non-Indian living conditions is
sharper and more apparent in urban centres.”



E/CN.4/5ub.2/1983/21/Add.5
page 22

YHOSPITALIZATION
B.C. Off-Reserve Indians.Comﬁared‘to Provincial Rate

1971
NTHDIAN RATE (PROVINCIAL RATE = 1)

(Yﬁgs) MEN WOMEN TOTAL
15-24 5.64 .45 2.82
25-44 | 519 5.96 4.30
45-59 | 4.78 2.94 1 3.86

.- 15-59 3.97 3.21 | 3.48

"Source: W.T. Stanbury, Success and Failure:
Indians in Urban Society, U.B.C. Press, ¢l975,
p. 362. .

"In Stanbury's sample, one-third indicated they had, in their own
perception, been ill in the previous 12 months. More women (42 per cent)
reported illness than men (27 per cent).

"The healthiest off-reserve Indians in B.C, were those living in
prisonst Only 12 per cent of this population indicated they had beem .
©ill-din the previous 12 months.
"Indian women off reserves visited doctors an average of 6.14 times
a year compared with 3.34 %imes for the men in the Stanbury sample, - with
higher rates for the elderly, the lower educated, and those living in
smaller centres, -

"Medical imsurance was held by 82.7 per cent of the B.C. sample of
off-reserve Indians. Those without insurance averaged 2.74 visits to
a doctor per year, while those with insurance had an average of 5,02
visits per year.! 26/

26/ Ibid., pp. 144 and 147.
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4. De jure discrimination'related to health, medical and social services

(a) Preliminary remarks

60. In. a number of countries considered in the present study, there are laws in
the area of health and social services which specifically provide for unequal
treatment of indigenous people as compared with the non-indigenous population, or
of some indigenous groups as. compared with other segments of the indigenous _
population. These laws may, of course, not be qualified as discriminatory unless
they create clearly unfavourable distincﬁions which are arbitrary, invidious or’
unjustified with regard to the groups concerned. - Special measures designed to
protect or aid disadvantaged groups, it must be borne in mind, would not be
clagsified as discriminatory ao'long'as they do not continue in effect longer
than nesessary. ' o '

61. The following subsections consider two types of laws which affect indigenocus
populations in several countries and which have been called discriminatory. They
deal with legal provisions explicitly establishing restrictions, limitations or
prohibitions for indigenous people that do not apply to non-indigenous people

and with the explicit restriction of health, medical and social services to
certain segments of the indigenous population while other segments of those
populations are ignored. B '

(b) Restrictions on the sale or the consumption of alccholic beverages

62. A'féw éountriés report that legal provisions on the sale or consumption of
intoxicating beverages and other toxic substances apply equally to all segments
cf the population, whether they are ihdigenous‘or non-indigenous.

63. UWhile in Bangladesh there is a general prohibition in this regpect since,
according to infbrmation provided by the Government, in that country, "intoxicating
beverages, use of drugs andnarcotics, ete., are prohibited by law and the
prohibitidn is appligable to all'citizens:aliké", the Government of Finland has
stated that in that country "there are no special restrictions on the possession

or consumption of intoxicating beverages and ‘other toxic substances that would

be imposed only on the Lapps". Similarly, the Government of Mexico has indicated
that there are no prohibitions or restrictions on the possession or consumption

of intoxicating beverages or drugs that do not apply to the population as a |
whole. 27/ I

64. Tn those countries where special restrictions, limitations or prohibitions
do apply, they appear to be based on special areas, 28/ special population '
groups, 29/ special persons, groups or areas, 30/ or special persons, gatherings
- or places under given circumstances. 31/

ng Tt would seem that a very similar situation prevails in Argentina,
Bolivia, Chile, Colombia, El Salvador, Guatemala, Honduras, Nicaragua, Panama,
Peru znd Venezuela.

28/ As in Australia, Costa Rica and Denmark.
297 As in Brazil.
30/ As in Malaysia.

31/ As in Mew Zealand.
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65. With regard-to those countries.in which the restrictions, limitations or
DPOhlblthnS apply in speclfied areas, the Australian Government has stated that
"Western Australian legislation restricting the supply of liquor to Aborigines on
reserves, namely section 130 of the Liquor Act 1970, was repealed by section 32
of Bet No. 76 of 1972 of Western Australia’. It noted that restrlctlons on the
consumption of liquor on reserves still existed in the m1d~19705 1n the Northern
Tcrritory and the States. of Queensland.and Scuth Australla. o

664 Durzng his of‘f‘n_cla1 visit to Australla (June 1973) the Special’ Rapporteur
was' told in Maningrida (Northern Terrltory), by members of the local Aborlginal
Council, that ‘control of alcoholic beverages was uged by the police as a pretext
to search Aboriginal rpersons' baggage whenever they returned to Maninﬂrida from a
visit to other localities, Non-Aboriginals, they said, were not ‘subjected to
this search. They communicated their desire to have this practice discontinued,
as, in thelr words, they regected the idea of being "second class ¢itizens".

67:' Iﬂ thls respect the Government states (1975):

“The practmce of nollce searchlng Aborlglnals' ba gage for liquor
was commenced at the reque st of the Hanln"rxda Aborlﬂlnal Council ‘and
could be revoked by the Council. .Some. people ‘at Maningrida, 1nc1udxng
some members of the Council, did not approve of the Council's decision.
Some other communities have considered attempting to control the '
importation of llauo; 1n tnls Way, buL bne prautlce is not w1dsspread H

68. 1In order to prevent alcoholism and the exploltatlon of Ind1an communltles
by ‘outsiders who promote the sale of alccholic beverazes, the Govérnment of
Costa Rica has prohibited the sale. of.alcohollc beverages in Indlan reservations
by Decree 5904-G as wodified by HExecutive Decree 6036~C:

"Apticle 6 r:No‘person_or institution mayhestablish; de facto
or de jure, bars, or sell-alcoholic. beverages, wlthln'indigenous'
"~ reservations.. This law cancels the existing possession or concession
- gf-1icenées for- domestic and foreign liguors and the transfev of 11quor
1icences.within the reservations."

69 " According to the Government of Denmark the sale and serv1nﬂ of alcohollc
beverares in Greenland is limited by a svstem of ratlonlng which went 1nto
effect on 1 August 1979 and was amended in October 1979. Authorizationd for the
purchase of alcoholic beverages are allocated on the basis of age or conviction
fortcertain criminal offences, rather than membership of an indigenous group.
However; on the recommendations of some municipal councils rationing is more
rigorously applied in -certain areas. 32/ ' . '

70. An example of application to specific population groups only is to be found in
Brazil which, in its special protective legislation, distinguishes between "tribal
groups" or "non-integrated Indians” and those who are considered "integrated"

into society. Article 58 (III) of Act Ho. 600l provides the following:

' WThe following constitite crimes against the Indians and native culture: .

n

“III. To foster bv any means the use and spread of aleoholic drinks’in
tribal groups or among non-integrated Indians, FPenalty: Six monthﬁ' to
two years' imprisonment.” o

32/ Information furnished on 21 May 1981.
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71. A wider range of possibilities including persons, communities or areas is
provided by the Aboriginal Peoples Ordinance of Malaysia which gives the
appropriate Minister broad regulatory powers to prohibit or restrict the sale of
alcoholic bheverages or an indigenous person, community, aréa or reserve, as
follows:

"The Minister may make regulations for carrying into effect the Durpose of
this Ordinance and in particular for the following purposes:

¥

"{m) prohibiting either absolutely or conditionally the sale or gift i
of -any intoxicating liquor as defined in any written law relating to .
excige for the time being-in force in the States of Malaya or any

part thersof to any specified aborigine or aboriginal community or:

within any aboriginal area, aboriginal reserve or aboriginal 1nhab1ted
place;" .

72. According to the Government of New Zealand, the general prohibition of the’
sale of liquor to Maoris no longer exists, but there are still certain legal -
restrictions under the Maori Welfare Act of 1962 which are intended to control
excessive drinking. These restrictions apply to individuals, certain klnds of .
gatherings or licensed premises under certain circumstances.

. "eu. the Maori Welfare Act 1962 made provision for the appointment
of Maori wardens with certain powers to control drinking by Maoris. The
Act and its amendments provide .that the HMaori wardens must be Maoris.
They are appointed by the Minister on the ncminatzon of a District Maori
Council and are responsible to that Council. Maori wardens are authorised
to enter licenscd premises (i.e. licensed to sell liquor) and to warn
the licensee or any of his servants to abstain from selling or supplying
liquor to any Maori:who, in the opinion of the warden, is in a state of
1ntaxicat10n or is violent or quarrelsome or dlsorderly, or is likely to
bucome.sp, It is an offence to disobey a warden. The warden may also
order a Maori to leave licensed premises if he appears to be intoxicated,
v1olent, guarrelsome or disorderly. If the Maori refuses to leave the '
premises he commits an offence against the Act and the warden may request
a member of the Police Force to expel him. The Act also provides that
drinking or having possession of liguor at a Maori gathering is an
offence unless a Maori Committee appointed under the Act has issued a
permit for liquor to be consumed at the gathering. But only the
‘Maori Committees are empowered to lay charges under the Act, and before
dealing with an offender a Committee must give him the opt;on of having
a penalty imposed by the Committee after a hearing and the giving of his
defence, or having the matter dealt with in the Maglstrate's Court. Ir -
a penalty is imposed by the Committee the fct provides for that penalty .
to be enforced by the Magistrate's Court in the event of non-compliance
by the offender. The Act provides that no person shall bs punished for
the same offence by both a Mapri Committee and a Magistrate's Court.
Penalties imposed by Committecs are limited to a fine not exceeding 540,
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"The general effect of this legislation is to provide a more
preventive system in relation to drunkenness or 11kcly drunkenness
. than exists under the general law (such as the provisions in the
JPOllCE Offences Act regardlng intoxication) applicable to all
.persons." 33/

T3. The Government adds that in the early 1970s, durlng a review of legislation
affecting Haorls, :

"the Government proposed to repeal these provisions in the Maori Welfara

Act and to do away with the powers of Maori wardens: andiMaori Committees,

having regard to the fact that the: 1e5151at10n could be considered

discriminatory. There was, however, an immediate reaction from Maori
organisations throughout the country. The organisations argued that

tha legal provisions shculd remain in force, on the grounds that the

excessive use of aTcoho1 was a-social problem amongst their people and

JkEhat, although the situation was improving, they felt that it was not

yat time to remove the special provisions. They pointed out also that

although the legislation applie 2d only to iMaoris, the powers accorded

by the B8ct are in the hands of Maoris. They considered that it was

. better that this problem should continue for the meantime to be handled

.. by the people themselves. The legislation remains in foree, but the
provisions referred to are to be reviewed from time to time with a view
to rep=al when they are no longer necessary.”

74.  Although this legislation apparently repreésents the wishes of the MHaori
community: for protectlvu legislation in this area, the system has been criticized
on the ground Lhat crwmlnal 11ab111tj dape ends in some. cases upon the race of

the defendant’and some obg zction has been naua to the existence of a special
tribunal and onforcement agency. .

T5. -The Government has’ repllcq to these obJectlons as fbulows.

".., Yhile it is realised that this legislation could"possibly'be
described as discriminatory, it should be noted that it was originally
passaed at th2 request of Maori leaders who falt that the Maori people
as such should have some modest form of control over their oun
communities.” At that time, most Maoris actually lived in Maori villages
and thoe legislation played quibte an important part in social control.
ose (Somel} years ago the then Minister of Maori Affairs suggested that
the time hadi come when the legislation should be repealed, especially
in view of the fact that so.many Maoris now live in urban areas. However,
there was a strong objection from the Maori people to this preposal.
They felt that the misuse of alcohol was still a problem amongst their
peopla and they wanted to continue at leasgt for the present some form
of internal control. The jurisdiction of thc Maori committees to hear
offences is being reconsidered at the present time and will be
discussed with the Maori orsanisations."

D

33/ '™e Govermment states that M"before the arrival of Buropeans in
Neu Zealand the Maoiis had no form of aleohol or drugs. However, in some
sections of the Maori community the excessive drinking of alechol later became
and, to a lazssening degree, still remains a social problem.™ It was to meet
this situation the Government states, that the Maori Yelfare fct 1962 made
nrovisions for the appointment of Maori wardens with certain powers to control
drinking by iMaoris that are described by the Goverpment in its information.
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(c)’ Restriction of sepvices to recognized or reglstered membcrs of .
1nd1penou3 rroups

T6. Another nype of de gure dlscrlmlnatlon 1s the leral or admlnlstratlve
distinction ‘which denies 2ligibility for special governmental servxces tc members
of indigenous groups who do not live on reservations or péside in isolated areas.
The question is whether such distinctions have a rational purpose which outweighs
the rlght of an 1nd1genous citizen to. llve off the reservatlon or in an urban area.

T The' chernment of Canada recovnlzes that under the present system many
Indxans are, inellvible for varlous health and soczal serv;ces. .
e '“The most serlous gap 1n ﬁﬂalth servmce relates Lo ellglblllty
“under the Medical Services Branch, which is designed to cover malnly
Eskimos and registered Indians lavmng on reserves or in isolated areas
 who cannot provide. for. themselves. /This excludes Indians with adequate
'1ncome, enfranchised Indians, Métis and Ind;ans diving off the reserve.
The Metls and nonwstatus croups suffe; from thls arranggmhnt ;n that
reagponsibility - most live like the poorcst proup of reglstered Indlans
and are left without services. Similarly the offwreserve Indians are
expected to qualify for the common social services of the community
after onc year's residence, but since many live in squatters' fringe
areas and are not absorbed into the community their needs tend to be
ignored and neglected,®

78. Eligibility for federal health services for indigenous people in

the United States depends on whetber a person is classified as a federally
recognized Indian, as explained in the following statement made at a
non~govermmental conference:

" .. federally recognized Indians are entitled to comprehensive health
benefits (medical and dental care); this program is administered by
the Indian Health Seprvice, located in the Unitad States Department of
Health, Education and Welfare (HEW). Prior to the establishment of
HEW in 1955 the Bureau of Indian Affairs administered the Indian Health
Service., Non-federally recognized Indians constitute the majority

of the United States Indian population; they include those in urban
and rural areas and those who had signed treaties with the state
governments. State governments are responsible for providing health
services for these Indians, and in many instances health benefits are
inadequate.” 34/

79. Other Indians in the United States, particularly those who live off the
reservations and in uprban areas, have been excluded from federal health services
by administrative decisions or regulations, as described in the following
excerpt from an indigenous publication:

"The shortage of funds, facilities, and personnel has caused
HEW to refuse services to certain groups of people who believe they
are.entitled to services - cspeclally the group known as Jurban
Indians'. Removed from the health facilities on the reservation, poor
as thoy may be, and unable to pay the costs of medical care-in: the - - -
cities, urban Indlans often find themselves in chronically poor health
in the city cnvironment.

34/ Horth American Conference on the Protection of Human Rights for Indians
and Inuits, Wingspread Conference convened by the Commission to Study the
Orzanization of Peace and the Johnson Foundcation, 2-4 HNovember 1973.
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"To remedy the dlscrlmlnatlon agaxnst them by IHS's master agency,
the Department of Health, Education and Velfare (HEW),’ Lh° Natlonal .
; Indian’ Youth Council has instipgated two classaactlon sults agalnst
tHe departmént in Albuquerqub, New ﬂexlco on behalf ofﬂ the 440,000 urban .
L Indlans ln the U Sa. y i ;
"’"Gne suit & ClVll sult entltlgd Lewis v. Ueinberger, seeks to
'compel the defendants to treat Indidns eligible to receive medical
services® 'in line. with. the, Snyder Act of 1921 and *to give all such
Indians equal consideprations. for serv1ces ppov;ded through. the | .
expenditure of contract health care funds.! -Other suits are de51uned
to forée’ IHS to revirite its repgulations fto remove current llmltatlons.
The cases are expected to be heard by DlStPlCu Judwe Howard C. Bratton
thls June. e -

MThe IHS nov provades services via )1 hospltals, 86 healuh centevs
{including 26 in schools) and several hundred other ‘health sLatlcns'-
.across the U.8....0nly persons ‘ro s;d;ng on’ or near reservatxons' are f
deemed elmﬂlble for treatment.® 35/ ‘ -

T R

3 "Hewly passed Indlah Health Act could sif nal better prowramm30" in
Aves na I]otes, vol Ty No. 2, 1075, P Y
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B. Special considerations in providing health services
te indigencus pepulaticns

1. reliminary remarks

80." In the provisicn of health, medical and other social services, Governments must
give special consideration to the particular sceio-cultural and physical environment
of indigencus pOpulatlcns. Like other segments of the .population of certain
councfles, 1nd1genouo pnoplés have special health care needs and problems which
reflect ‘their ba51c concepts and way of life. _The fact that. dlstlnct health
problems exist has been well stated by the Secretary for Health in the Northern
Territory Government of Australia: ... cur country is a land of contrast, on the
ona hand the affluent world of non-Aboriginals with near perfect environmental
"cenditions strlves for 1mmowta11ty wnlle beseb by new enemies such as alecchol and
drug abuse, the inter nal combustlon unglne. pace dlseascs 1ike hypertension, ’
coronary occlusmon, and mental breakdown, while on the ‘other hand the Aboriginal
world represents very much a ninetdenth century plcture where many of the early
health battles still remain tc be fought ..." 36/ The first step towards the
establishment of effective health and medical services among indigenous peoples is
the realization- that a distinet battle is being fought. Such programmes will be.
suceessful only to the extent that thay are responsive to special health problems

in the context of the physiecal environment and the 3001o-cu1tural ‘needa cof the
population concerﬁed

81. Practical considerations aside, a policy which con31stently ignhores the
special “health care needs of the indigenous population might well be defined as
discriminatory. Furthermore, practice has shown that the imposition of the health
service goncepts and methods of ancther segnent of society which show no regard fer
theose of the indigenous population provolkes resistance and misunderstanding and may
well violate international norms for the safeguarding of cultural rights.

82. Subsection B considers the relevance and need to take account of socioc-cultural
factors such as traditional medicine and other beliefs and customs vwhich have a
bearing upen health care. It also discusses available infermation on special
problems such as alcohollam and dietary deficiencies. The relaticnship of the
physical environment to zpacial health problems among indigencus pQOples is treated
in subsecticn C below.

2. The importance of the sociocwcultural factors

(a) 'Traditional practices and beliefs

83. The existence of traditional health practices and beliefs among indigenous
populaticns is an impeortant factor which must be taken into account. The imposition
of modarn practlces and wholesale rejection of traditicnal medicine has beon one.

of the most seriocus shortcemings of ﬂoverrﬂental health and medical care programmes
and reflects a bias against indigenocus culture. In order to be responsibe to
indigenous health and mmdlcal needs modepn practices, must be acceptable to those
populations. It is clear that traditlonal practlc;s which are found to be effective
must be supported and enccuraged. It is alsoc clear that in many instances modern
medical practices will enhance some aspects of traditional medical care. Modern
practices are at times found to be lagging behind traditional practices and require
renewed impetus and’ orlentatloﬂ to become more effzctive,

36/ Cited by Elizabeth Adler and others in Justice for Aboriginal Australians,
report of the World Council of Churches team visit To the Aborigines, 1981, p. 36.
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84. The importance of traditiocnal practitioners is evident in the fact that still
today 90 per cent cf the childbirths in the world are assisted by traditional medical
or paramedical practitioners. Many of the modern medicines (quinine compounds,
curare, penicillin, etc.) were derived from substances that have been applied in
curative and preventive practices for centuries upcn centuries by indigenous pezople
cr were developed on the basis of such substances.

85. Obviously practices that are found teo be harmful in themselves or in the
specific socio-cultural context, be they traditional or modern, should be abandoned
or de-emphasized. Positive and useful aspects of beth madical practices must be
emphasized and fully applied.

86. 1In their endeavours to bring the same primary and basic health and medical care
to indigencus peoples as to cther segments of the country's population, the
appropriate elements of traditional indigenous medical practices and those of modern
scientific medicine must be combined and harmon;zed in such a way as to achieve the
utmost effectiveness. ‘

87. A study prepared under the auspices of the Rorld Health Orgapizaticnlunderliﬁés
this problem and recommends a greater fccus upor: traditicnal medicine:

"There are those whe take 2 heostile attitude towards traditicnal medicine,
and those who, without reservation, accept all things handed dcwn by tradition.
Both of these attitudes are indeed wrong. The more realistic tendency which is
emerging is discriminating and discards the ¢rude and harmful practices while
retaining the rafined and useful methods for further development and
application. ThHe same applies tc the clinical appreach to modern scxentlflc
medicine, particularly in the developing countries, where not infrequently
technical bias makes it incomplete and indeed potentially harmful because it
pays little or no head to socio~cultural factors, and focuses mainly on
laboratory diagnesis.

‘"The belief that iliness arises from supernatural causes and indicates the
displeasure of the ancestral gods and evil spirits, or is the effect of black
magic is atill held by many communities in Africa, Asia and the developing
world, and, to some extent, this is true alsc of the industrialized countries.
It is therefere wrong to atbribubte magical, irraticnal and superstitious ideas
to any group of countries or level of industrial or educational develcopment.
The evidence is that the two apprcaches tc health care are ccmplementary, and
that with the swing of the pendulum greater atbtention should be paid te the
traditional practices which bring comfort to very large numbers of people
everywhere." 37/

88. By its very nature, medical ireatment is difficult tec apply. The co-operation
of the patient in the healing processes used is essential. Accordingly medern
health and medical practices must be seen to be compatible with indigenous
culture. Scme aspects of this problem have been recognized in a study focusxng upon
Mexico but which would apply, mutatis mutandis, in all countries:

37/ Dr. R.H. Bannerman, "Traditional Medicine in Modern Health Care Qerv1cés",,
paper prepared under the auspices cf the World Health Organization, February 1980
p. 1. =
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Tpcceptance of modern medical practices depends to some extent on their
ability to be incorporated inte Indian theorises of illness. Many patented and
commercial medicines and some moderr treatments by physicians have bezen

jinterpreted as being within the hot-ccldé concepticn of disease and the
maintenanca of equilibrium within the body and incorporated inte fclk medicine.
~ Other practices have been re :jected becazuse they conflict with prevailing
" beliefs. Indians whe believe that discase is caused by supesrnatural forces
or violaticns of the hot-celd principle cannct accept the medern belief that
disease is causad by germs.

"Felk medicine is prectised especially in rural areas. TIrom an Indian
and mestizo viewpoint, physicians are ignorant of many cf the diseases, such
as b°w1tchment and evil eye, which threaten the health of the individual.
tinen physicians Find nothing wrong with individuals who believe themselves to
be suffering from these maladies, some rural dwellers quastion the powers of
modern me diclne.‘ On the other haad, ifP traditional medicine fails to cur
an illpess, the "aid of & physician will often be sought. However, the greater
expense of medern health care usually limits its use to the most sericus.

"ilinesses.” §§!'

89. Closely related to the failure to censider traditional pracfices and beliefs
is the lack of attention to more general cultural differences which may create
psychologlcal barrﬂers te the acneptahes of governmental services. This type of

culture shock experienced by Australian Aborlglnes is des CFled by a Mission of the
World Council of Churches:

"ADOrwﬂlﬂes do not find existing health care relevant te bheir needs.
Before the Federal Depurtnent of Abcriginal Affairs (DAL) was established in
1968 1ittle rnco¢n1t19n was given by the State Governments to the special health
needs of Aborigines., Bub since then, large sums have been provided by DAA for
Aboriginal health care. Avare that these programmes are now in operation we

asked Aboriginal commu1=t‘es what the proolﬂns were with the klna cf health
services provxeed The ansvers ware:

- ”ADOPl“lna] people feel insecurs in clinies and hospitals wherm they are
taken care of by all white staff. They would rather not receive any treatment
than go to such places and are alsc afraid of interference in their perscnal
lives {e.g. by family planning). Some tcld stories of nurses taking avay
their children;

- "The approach tc health care for Aboriginal people has genpralWy been

a technical cne - enlarging nealth capre facilities, building bigger and more
specialized hospibals i predominantly- white cities and towns. The atmosphere
in such institutions is impersonal. Aboriginal®patients aré put in an alien
envircnment, often far awvay frem their families and comnunities. Diseases and
sickness are treated but there is little consideration of the economic,
pelitical and cultural situaticn in which the Aboriginal viectims 1ive;

Mifhat is resented by Aborisines is the de facto applicaticn of the
concept of assimilation. They are sxpaciad to get “used to the health
facilities of whibe Australians 7 39/

38/ Jehn Morris Ryan and:cthers, Area Handbook Tor Mexico, The American
Univeraity, Washington D.C., 1974, p. 145. e
39/ Adler, and cther, op. cit.; pp. 36-37.

S
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90. 1In this connection it might be relevant tc mention here that in the hospital

at Comback nesr Kuala Lumpur in Melaysia, devoted te care for Orang Asli patients,
provision is made fcr extra beds, sc that patienis may be accompanizsd by those clicse
relatives accepted by the hospital to keep them ccmpany and comfert them during their
stay in the hospital. This seems to go abt least part of the way towards offsebting
reluctance to accsept hospitalization because of separation from family and community.
The relatives stay in the hospital with the patient and can cook, and engage in other
permitted activities to keep themsslves while there, as long as they do not interfere
with the required treatment and usual hospital rcutine.

91. Other factors can hamper progress in the areas ¢f health and sanitation. In
Brazil, for example, in swall villages where privies had bzen installed, Indians
complainad of their smell, of bthe mosquitos attracted to them, or that children
could fail intc them. Public haalth authorities must consider fhese reactions in
theipr planning. In smaller villages ths traditional wayv of defecating at the edze
of the jungle may be mope practicable. Ancther example is the difficulty scmetines
encounterad in the use of a new potable water supply. Though wells were sunk in
some Brazilian villagss, thz inhabitants continued for some timz £o bring water Irom
their traditicnal source - a nearby river, which was heavily pclluted and the cause
of dysentry. 40/ o -

92, Going to the river may have important sccic-culbural funciions which could ba
maintained by thea =sstablishment of a public fountain or well in larger villageas,
which would provide an copportunity for fulfilment of the needs and functicns not
specifically concernad with the consumpticn of water. '

9%, Another related problem is the unhealthy situation to which people have grown
accustomed and to waich they must be sensitlzed before public health programmes
will be successful. A Canadian author reflects upon whether appropriate perception
of. many health problems cxists:

n,.. To what extent, for example, are the Indians trained to identify a
health problem? We must remember that these pecple live in situations of
extreme privaticn. Disecases such as impetige and lice are 8o pravalent and

.. 86 much a part of daily iifa that thay might not be R;rceived as requiring
- special abtention. Chvicusly, the provision of publicly paicd medical
Lbreatment is of iilttle valua to pecpls who aré not sufficiently sensitive
to the circumstances when they cculd request such treatment. " 41/ '

(b) Alcoholism

g4, In some ccuntries, alcohclism is recognized as a major problem ameng bthe
population at large, including e indigenous peopies. It has been pointed out,
however, that different socio-cultural facters should be taken irtc account in
respending to This problem among different population groups. In Canada, for
example, ‘

"Moat Indians drinik. As do most Canadians. Drinking is an acceptabple
social custom and a mejority of the adult pepulation drinks - about
70 per cent in both cases.

40/ International Committee of the Red Cross, Drafit Programme of Red Cross
Medical Assistance o the Indian Population of the Brazilian Amazon River
{(Geneva, May 1972), p. 4C.

&if Canadian Civil Liberties Education Trust. Indian Life and Canadian Law.
A report on “he Ontario North, 1573, p. 15.
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"pmong Indian people there appears tc be less social control te inhibit
excessive drinking with proporticnately less ostracism £rom ‘the group as a
-result of arrest, conviction and detenticn for liquor anfacnlons. While the
use of alcohol serves te provide an escape mechanism from present problems and
circumstances, there is also scme evidence that in terms of sccial acceptance
it enhances the offender in the eyes of his coclleagues.

- . "While intcxicated, the behaviour of Indian people is basically the same
.;as that found in other groups cf the population. Whatever differences. do cccur
appear to. be thes result of sociological fantors and not racial ones.

"Lone drinkers are rather rare, and individual addicted drinkers may be
lgss common among Indian people than among other groups... In some Indian groups,
drinkers. seem to hava formed a social sclldarlty in the presence of whlte
society. : :

"There is scme evidence that there may be two groups cof drinkers in the
Indian population - 'apxiety drinkers' and 'recreational drinkers’'. The first
tends to be younger, better educated. and suffering [rom the tensions of severe
problems of adjusting to white society. The second group tends to be clder,
less well educatpd legs involved in ccmtemporary 1ndustrlal society, and not
particularly affected by acculturation problems.

"In short, drinking is an accepted social custom among Indian peopla. They
are not different from whites in most respects. Those differences which are
appavenb seem to be the result c¢f sceial factors, not racial factors.

R “In thls part we will summaplfe ‘five theories about social factors which
appea; to be asscciated with alecholism and violence, and point out the
implications of these thecries for zotion programmes.

Acculhuration

"One theory holds that Indian people are exberiencing a great deal of
difficulty in adjusting to the larger sociaty. They are caught between two
life styles, one their own traditional way of’ life and the other a mecre
technelogical and urban life atyle The traditional way of” 1ifeis dovingraded:
the technological--urban iife style is out ¢f reach. . L

"It is theorized that this problen Of ad1u5ument is at the root of many
'.of the preblemz facing Indian people ~ . family dlsorganlzatlon, lack of
attainment in education, viclence, suicide and alcoholism.

"To the extent phat this theory is useful it means that a major challenge
is to ease or buffer the transiticn from. one lifestyle or culture to. ancther.
This in turn means that: (l) erdltlonal culture must ncot be downgraded
. but rather be 2 source of pride undﬂéappglflcatLon and (2) Indian people must
obtain the skills to survive and ccmpete in a technological-urban édgiety.

Abbreviation

"Another theory suggests that the lives of many Indian people are without
meaning - it is 2 frustrating and purpcseless existence for. many. They do not
have jebs:; they have little that is within reach; thEJ are estranged from the
larger scciety; they do nct like what they see in thelr cun way of life,
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"Te the extent that this theory helds, it means that the active
participation and invelvement of Indian people in every aspect of life of the
larger socisty must be encouraged. It also means that Indian communities should
be enriched and diversifisd to enhance opportunities within thair own scclaty.

Discrimination

"4 third theory is that white attitudes towards Indians are discriminatory,
and that these prejudices and biases bacomz self-fulfilling prophecies, Whites
expect Indians te drink, treat them as il they do, and encoujpage them to dc so.

"hite attitudes can also be part of a vicious cirecle. The white won't.
hire an Indian because he drinks, and that is why he drinks. He wants to werle,
but he can't get a joby he is ashamed of being on welfare, being unable te
provide.support for his family, ete. All of this makes the Indian leoathe
himselfl and eventually turn te alcechol.,

"To the extent that this thsory is true, much can be dene to alleviate the
present situsbien by changing white attitudes and practices. Whites must come
tc understand Indian pecple, think of them positively and come tc value their
contributicon teo Canadian society.

Inadeguate community structures

, "4 fourth theory is that Indian communities are more loosely controlled
than white communities, that an Indian person will not intervene in the affairs
of ancther Indian peraon, and that Indian communities are mors telerant of
deviant behavicur. Community contrel is weak and there is little enforcement
in Indian communities. D .

"To the extent that this thecry is true, the early identification and
development of Indian community leaders is crucial. Attention must also be
given to cther zapects of social contrel and law enforcement in Indian
communities.

Inadequate social services

_ "A final thecry holds that adequate social services are unavailable %o
Indians. The sccial services that do exist tend to alienate or close cut
Indiarn people, thus leaving them without basic sarvices or emergency care,
There are few social institutions to which the Indian person can turn for hel
when he needs it.

"To the extent that this thsory holds trus we must improve services to
Indian peoples. Hot only are more services needed, bui they must develop an
open and healthy relaticnship with Indian people. It is no use having more
services if Indian people do not knew zbcout them, do not want to use them, or are
afraid to do so. More attention must alsc be given to preventative services of
all lkinds, .

Conieluding comment

"in this part we have sketched the outlines of souwe of the thecries which
have been used to explain viclence and alcoholism amcngst Indian pzople. The
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problems experienced by Indian peeple have many aspects - any attempts, to deal
with them must also be multifaceted and a whole range of programmes and changes
must be instituted simultansously.™ 42/

(¢) HNutrition

95. In many instances the nutritional habits of indigenous populations before
intercultural contacts have been found to be much more balanced than thoss practised
after such contacts. Today, however, as with non~indigencus groups, socio~cultural
factors must also be considered in seeking an answer to nutritional deficiencies
among indigenocus pepulationS. Malnutrition iz not only the result of poverty.

Eating habits, religious beliefs and taboos, the use of certain drugs, as well as

the replacement of more healthy, traditional feood scurces with modern processed

foods, all have an impact. Likewise, modification of the physical environment may,
and often does, affeéct traditional focd supplies and produce nutritional deficiencies.
Scwe of these problems are illustrated in the following varagraphs.

96. It has been written that in Burms nutvltlonﬁl defects stem meore {rom dietary
practices than from a shortage -of . food:

“;.. The highly polished rice that is preferved and is a mainstay of the
daily fare lcses most of its.vitamin and mineral content in the milling
proceas, Although -most curries ccontain some wmeat, fish, or eggs, the
individual poerticn does not supply adequate quantities, and there ia a warked
deficiency in protein intake of most people. Much ef this lack has a monetary
basis, but much is caused alsc by the Buddhist aversion to taking life of any
Kind., This is reflected in the unpopularity of veef and mutton. Seafood is an
asgential ingredisnt of ngapi, bul professional fishermsn are usually
non—Euddhists and are locked dewn upcn because Lhey destroy life. TFresh fruits
and vegetables are important dietary slements, bubt they cannot make up for
other deficiencies., The few analyses of the diet that have been made indicate
that a large proportion of the pecple are undernourished, the major rnutriticnal
problems relating to deficiencies in iron, lodine, thiamine, and riboflavin." 43/

97. A nuiritional survey among the Eskimos of Canada has found pr ocessmd foods to be
an unacceptable substitute for the traditional diet:

" .. On 13 February 1972 an overdus study of nutriticn in the Horth was
begun by an eight-man team led by André Beaulieu of St. Romuald, Quebec, under
the ausplices of Nutrition Capada. The nutyition prcblem in the North is due
largely to the introduction of southern foodstuffs into the diet of native
pecples. The dangers of industrial techniques of food preservation «
techniques which systematically rob natural foocds of their organic vitamin
and mineral content .~ is pointad to by many nutritionists.

"Refined sugar and bleached flour, ‘staples of the northern diet, have
little nutritional value. The results are disastrous. Bryan Peaiscn says:
‘Many youngsters in Frobisher Bay live exclusively on a diet of potato chips
and pep ... The hospital is full eof kids with respiratory disease®.¥

42/ '¥hile People Slaep: Sudder Deaths in Kenora Arsa. (Published and copyright
Grand Ccuncil Treaty Ne., 3, Kencra, Ontario, 1973, pp. 17-19). '

43/ Henderson and others, op, cit., p. 89.
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"In 1965, pneunonia accounted for 31 per cent of the infant deaths in
the Nerthwest Territories. In 1947 uhe Inuit death rate from tuberculosis
wasg 700 per 103 Q00 population.

The danger in imporied fondstuffs is shown in a scientific study of the
energy budget of a hunting village on scuthern Baffin Island by William B. Kemp.
The study is imporiant because it shows that il native peOples can pursue an
economy based partly an wapa~earining and partly on. hunting, ‘they can maintain

fthemselves at a 1~vel conqlderably above subsistence. In the study, Kemp
examines the nut: itzcnal input ol the people in detail and makes these.
obgervations: ' '

"The uata on foud input suppert the general finding from other areas

thet show the Eskiwc dieb Lo he high in protein. At least in this’

Eskimo group, even though imporied carbohydrates were readily avallable .
and there was money encugh bto buy imports almost ad libitum, the balance

was in fFaveur of protein. o

"Cver the 1l3-month period the villagers acquired 44 per cent of thElP _
calories in the form of protein, 33 per cent in the form 6f carbohydrate

and 23 per cent ia fat. Almost 211 the protein (93 per cent) came from
zane; 96 per cent of tne ugroqnydruue was store foocd.. The figures
suggead how nubritionzl problems can arise wvhen "hunting declines. Ag

store food calerien take the place of salories from the hunt, the
change {reguently involves increaged flour covsunptlon and consequently
a grasater inbake of carbuhydirate’.” 44/

98. The Governme ng'of Costa Rica has PLPOFtEJ that nutriticnal deficiencies result
in the indigenous diet when basic vegetables are replaced by processed foods.
Ariother example given by the Gavernmznt is the subqtltuclon cf new alcoholic
beverages for the traditional Indian chicha:

"For thousands of vears one of the festive beverages par excellence
among tha aborigincs has been chicha, usually made from fermented maize. It
is nucr1t1ous, of hlgﬂ ca1011c value and rich in vitamins. Apart from its
nutriticonsl value, ites preparabicn is imbucd with traditicons of deep telluric
significance and its distillation involves a wrocess of community and spiritial
assogigcion.

“It ia harmiess, even vhen drunk ik large quantities; it causes a kind of
seasickness but not drunkepness. Now, hcusver, the traditional chicha has
been replaced by ruinous slochol, mum, whisky, guaro, ete., fesultlng in the
loss of an aneclent traditicn; of a scurce of inccme, of wplrxtual togetherness,
of many nubriticral elements, and, on the othér hand, in acquisition of the
aicohol hzbit, which most often leads tc chronic alecholism, break-up of' the
family, extreme poverty, etc. Paradoxically, the law encourages the sale of
alechol a.ﬁ forbids the preparation of chicha."

99, 'The'Government of Denmark has noted that in Greenland traditional food items
forming part of the indigenous diet are being replacad by “Substandard" European
foodstuffs. The state of nutriticn in some types of (reenlandic communibies was

44/ Robzrt Davis and Marik Zannis, The Genoeide Machine in Canada, Black Rose
Books, Montreal, 1973, p. 117. ' :
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investigated in 1974. Part of the indigenous population lives, to a great extent,
on traditional food items, i.e., fish, marine mammzls, such as seals anhd whales,
and sea birds, and therc is an increasing tendency for smaller communities to
rpely more on the traditional focd. Since such foecd is healthy and cheap compared
to imported European foodstuffs, it must be considered convenient and appropriate
in every respect to live on such food. There is, however, hardly any doubt that
scme people living at a lower social level are eating substandard European foed
with a large carbohydrate content, ‘and that this is detrimental te their health,
and: in particular to themv teeth; there 1s. re 1nd10atlon however that suoh
develcpments depend on-race. 45/

100. The Government of Colombia has pointed to the use of drugs, either as a-
stimulant or as-a religious praetmce as one of the causes of malnutwlulon AMONES
the -indigenous population:

"The indisencus  person, lacking economic resources, influenced by daily

centact with civilization. and consuming a diat of limited nutritional value,'

1 L8 a prey to diseass and ages prematurely, des pite ing2nious and sometlmes
effective therapeutic practices. 'In this process of phyulcal dlbﬁntearatlon,
an important factor -is the ccnsumpbicn of hallucinogenic and. narcotic
substances which are harmful to bedily health but at the same time maintain

t-physiocal strength without a feeling of exhaustion. The use of coca, ycpo
and other such subatances has functions associated with rellglous Dractlces,
but it alse enables the Indian to. consume little food while working for long
-and -exnpausting pericds. - The increasingly alarmlnr result of thls situatlor
is th° gen@ral uque;—nourlshment of lndlgenous groups.?F.

101. Accerdlnd to the Government of Malay51a, foou taboos affect the dlEu “of° thb
Orang Asli: : :

#(2) One factor of con31derable 1mportaﬁ0¢ zmong Orang Asli r=*:*cu.1;>s 13 that
of food taboos. These are complex and widespread.  In respect of the.
Orang Asli affected by them, the following generalization can be mada:

A, Adult men and vomen past normal - _ Hafd1y affected
chlldbeanlng abe : P S

"B. Children belcu pLherty = significantly affected
5C, -Prepnant and nursxnn mothers k - ConSiHePably affected.

- {3} It has been chaerved Lnau the lncaaunoc of taboos in Pegard to food ara
5 the ‘degree to which thess are faithfully observed has decreased over the
‘past 15 vears or sc and will nc doubt do sc further in the future. It is
intéresting to note that over the past 15 years the Orang Asli have come Lnto
©gontact with many nev types of foods which, apart from fish and meat, in
general deo not come under any tabeos. Thib in itself will probably lead to a
Further weakening of the food taboce system.Y

102, Relxg¢ouq and sccial ideas may influence dletary practlces, as one author has
noted in Sri Lanka:

"plghough vitamin and protein-rich foods are plentiful, tradition dominates
the average family's choice of diet, and malnutrition, caused by a

45/ Information furnished on 21 May 1981.



E/CN.4/Sub.2/1983/21/Add.5
page 38

deficiency of iron and protein in the diet of many segments of the pepulation,
is fairly widespreéad. Many families who could supplement their diet by fish
do not do so because fishing is commorly associated with low caste cceupations
or because their religion prohibits the consumption of fish or meat pest

10%. Where indigenous peoples depend upon- their env;ronment for a significant portlon_
of their food supply, changes provoked by industrial development, hydro-electric

cr even CExLaxn conservatxou projects may lead to nutritional defmelercles.‘ The -
Government of Canada has stated that mercury ‘poisoning of fish from industrial

wastes was causing sericus concern in Manitoba and north-western Ontario where flsh
is essential to the native dlet

104. It has been reported that indigenous communities in the Unlbea States have
alsc been affected by mercury poisoning of plants and fish.

105. Information gathered during the Special Rapporteur’s visit in 1976 to Canada
and the United States of America showed that in both countries industrial waste

is dumped into rivers and absorbed by plants, eaten by fish, and passed orn to
humans who eat them in turn. “Waste containing mercury which is dumped in waterways
is extremely dangerous. The mercury becomes more concentrated as it is passed up
the food chain to man. Indigénous communities that make their living by flshlng
are the newest v1ct1ms in Cahada and the United States.

106. Symptoms of the Minimata disease 46/ are being found among the indigenous people
of Canada and the United States in several areas of both countries. Research has
shoun that the disease could be spreading to many cther parts of the country.
Indigencus organizations demanded action by federal and lccal governments but all
that was accompllshed was the posting of .gigns warning "natives" net to fish. In
this regard, it must be noted, that they cannct simply stop fishing, as it is their
traditicnal occupation and tﬂe only means of livelihood for themselfes and their
families. Strong action by federal ard local authorities is needed to stop these
very dangerous practlces.

107. It has been written that the massive flocding required by the James Bay
Hydroelectric Project in ncrthern Quebec would upset the ecological balance of the
land, seriously impairing the livelihood of scme 8,000 Indians whc depend:on
hunting and fishing. In Parazuay the creation of new pasture land has led to the
clearing of extenaive areas of tropical forest on uwhich the Aché Indians, who are
hunters and gatherers, depend for their subsistence. Conservation measures -may
have a similar impact. According tc the Government of Canada, Indians have
proctested against interference with their traditional hunting and fishing rights
through controi;procedﬁreé3under the #igratory Birds Convention Act, maintaining
that fish and game are necessary for thezir food supply whereas the law is meant to
ensure the pledsure of sportamen. 47/ Likewise, the Indians of Manitoba have
protested the prohlbltlon of Sereca root gathering in the Riding Mountain National
Paric,

‘ 46/ In the 19503 cver 10, OOO people in Minimata, Japan, were maimed, blinded
and killed by mercury poisoniriz. " The Japanese island gave its name to this dread
disease, Minimata, which attacks the central nervous system and is passed on from
generation to zeneratlion. There is nc known cure.

47/ See alsoc resolubion T7=-17 of the First Tnuit Circumpclar Cenference,
Barrow, Alaska, 13-17 June 1977 (E/CH.4/Sub.2/476/4dd.5), annex I, p. 10,
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LR : " 3. The relevance of the phychal envircnment..

108 The conventraticn of 1nd1genous pecples'ln rural and scmetines isclated areas,
gives rise to additional factors associated with.the erv1ronment which must be
considered in planning health and medical services. Perhaps the most unique.
situation is that of groups or communities so isclated from the rest of society
that they have developed no immunity to a ‘number of diseases that are relatively
common in the world:at ‘large. '“As history has shown, the introduction of new.
diseases by mere contact, but particularly by the influx cof immigration may have a
particularly severe effect on indigenous populatlons to the p01nt of devastatln
entlre communltlﬂs. o R -

'109. The statements made by & Mission of the International Commission of the Red
Cross with regard tc indigendus populations in the Amazon basin in Brazil are
equally appllcaole to 1solatnd populatlons elsewhere.
" "The rapid dpcllne of Indlan populatlons already . contacted is due to
disease: this is by nc means surprising. Any ilsolated group would have a
Alow rpslstance to infection agents whlch are normal]y absent in its natural
'habitat. ‘ :

Bt 7 vEyen diseases that are regarded as relatively mild in Western countries
"can causé an incredibly large number of deaths. . Poor health, due tqg .
malnutrition, for example;:would alsoc favour the:fatal outcome of a-disease..
"For all the reasons menticned, we are convinced-<that it is only after having
carried ocut an initial immunization campaigrn that any kind of long-term
assistance in- other fleIds can be given with any chance of success ..."

110. All sources avallable for “the study agree that brmadly-speaklng, indigenous
peoples are particularly affected by certain t{ypes cf health. problems, such as
parasitic, respiratory and deficiency diseases. - All of-these are related, in turn,
te the physical environment - inadequate housing. and.clcthing, pcor drinking water
and sanitary conditicna, lack of land cor losg cof traditional- -food supplies, ete.
The problem of health is clos=ely linked to the general problem of the conditicns

of poverty in which indigenocus populaticns live in meost societies and their limited
access to the services made available to them. Fhls aemards a holistic approach

in the search for scolutions. e

11l. As‘p%eviously stated, thé lack 'bf sanitation programmes and Facilities in
rural apéas is a cause of many of the health problews faced by indigenous pecples.
The following excerpt shows how poor sanitation in a small community in Canada
has affected the water supply and-health of the indigerous population. It is
w1ven as an 111ustrat10n of condltlons that are common everywhere:

“Poor sanltatlor is also a contributing cause of disease in the North,
As the wage-welfare system forces native peoples into settlements, and off
‘Eheir familiar land, sanitation beccmes a problem. When the people lived
nemadic life following the game, human wastes did not concentrate in dangerous
levels at any one-spet. In today's circumstancea, sanitation becdame a
particularly knotty proolem in the Nerth.

“As extractive industries bring a temporary influx of people and as
the natural increase cf native pcpulaticns in the new settlements continues,
the probiems will increase. An obJect lesson of the gargantuan propeorticns
which could result can be seen in the anmple of settlements a llttle further
“geuth in the middle-North. : i . ‘
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"Blanc~Sableon is a town on the Quebec-Newfoundland border with a population
of 250, conz half of whom are Indian. Each year, the run-off from the spring
. thaw -and autumn rains overflows cesapools into the drinking water. In 1971, -
35.-per cent of the town's population was treated for gastro-enteritis. In .
Apvll three infants died.

SR "Whlle Blanc-3ablon has ne revenue {o build proper sewers or water
treatment facilities, the provincial government ‘*has no- authorlty' te deal -
with what is =a munlclpal matter. : o

"Slmllarly, at Ironside, Quebec the entire undersround water table has-
been contaminated. Dr. Viector Goldb‘oom Quebec Minister of the Envirconment,
-auggeated thalt the only way te get non—polluued drinking water for the several
hundred rasidents of this community may be to move them:out.

"4 1969 Quebec PDepartment of Health surﬁey classed 49 cf 164 communities
as having "bad quality' drinking water and 57 with a supply censidered
doubtful,” 48/

112. Clothing and housing form part of the physical environment which has a direct
impact on health., Many indigenous pecples suffer {rom sickness and disease associated
with inadequate clothing and housing, combined with or exacerbated by inadequate
hygziene and health practices. The following ccmments with respect to the indigencus
population in the United States of America are relevant teday and are applicable,
broadly, speahlng, £o mest of the rural indigencus populations throughout the world.

-_?... -he Aborlglnal duelllpg is almost alwayvs damp, 1nsufflclent1y
ventilated, overcrowded and devoid of the most rudimentary sanitary facilities,
. all . of. . which factors strongly favour the spread of respiratory and digestive
diseases, malaria, ete. Clothing is usually inadequate both for protecticn
- against the severity of the climate and from the point of view of personal
. hygiene. This latter -factor, combined with unhealthy heousing, encourages the
spread of skin and parasitic diseases. 49/

"It would be fair te say that as a rule the Indians' clething is
insufficient to meet the needs of physical protection and insufficient also
with regard te the demands of hygiene. The Indian has seldom more than two
garments in the year, and generally they are shabby and full of patchesf’égl

1i%3. In rural areas with insufficient medical and veterinary services, contact with
animals may be a major source of contagicus diseases. The Mission of the
International Commission of the Red Cross noted, for example, the rcole of the dog
as a carrier of disease in indigenous villages in Brazil:

”Many Indlan villages ars full cf acks, and this is no doubt an important
... factor in the spread of a number of diseases. Not only rabies, but also
dracontiasis, larva migrans, leishmaniasis, both cutaneous and visceral,
leptospirosis, paragonimiasis, salmonellosis, strongyloidiasis, texoplasmosis
and American btrypancsomiasis {Chaga's diseass) can all be transmitted through
dogs, and possaibly, also tuberculcsis in areas of high infectiocn prevalence.”

48/ Robert Davis and Marl Zannis, op. cit., p. 118.
497 International Labour Office, Indigenious Psoples, Geneva, 1953, p. 90
50/ Ibid., p. 144.
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C. Special measures taken by Govermments

1. Preliminary remarks

114. The %wo basic shoricomings in the provision of health and other services to
indigenous peoples are accessibillty and adaptability. Health services normally - -
available to o6ther sectors of the population are inaccessible to indigenous ™ '
peoples either for economic reasons or because they are too remote as explained
above. When those facilities are accessible, the personnél is often not '
equipped, either culturally, psychologically or professionally, to deal with

the special health problems related to-the socio-cultural and physical =~
environment of the indigenous population, ' '

115. Some govérnments have become more abtuned to these problems in recent years.
Special budgétary allocations are being made for programmes that are intendegd to ™
provide health and medical services for the rural and indigenous populations, -
Regional or local hospitals and health centres have been established in rural’
areas; health outposts, or dispensaries have been set up in isolated areas and
medical missions are visiting those regions on a more regular basis. Measures
have been taken to provide special training for indigenous medical and health
workers and to involve the commumnity in health.programmes. Health edupatidﬁ is
receiving renewed emphasis, as are sanitation:and immunization campaigns, =
iricluding: the vaccination of animals. Examples of special measures adopted by
some governments are given in the following paragraphs. Other measures related™
to training, alcoholism and nutrition are discussed briefly in gseparate
subsections., -

2. Available information on measures adopted

116. There are countries for which no information is available at all, while for
other countries only limited information on specific action taken or contemplated v
was provided for the purposes of the study., More substantial data were available’
only:for a few countries, and it is this information that is outlined in the
following paragraphs, ' ' e B

Accordingrtm a publication, the Govermment of Peru has taken steps fo lower
the cost and improve the distribution of pharmaceuticals in rural areas: :

"Some activity is also being carried out in the distribution of
medicines, Through a series of legal depositions, nationally produced
pharmaceuticals have been 'reduced in retail price by 20 per cent, and
foreign-produced pharmaceuticals, by from 10 to 70 per cent. Popular
pharmacies (boticas populares), where medicines can be obtained at atill
lower prices are maintained by the ministry in areas wvhere commercial
pharmacies are limited or non-existent,". 51/

51/ Brickson, and others, op. git., P. 162.
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117. The Government of Paraguay has announced that it is plamning to establish
a department of Indian health fo carry out studies and provide direct medical
services to the indigenous population. 52/

118. According to non-governmental sources, Burma had more than 600 rural health
cénires in operation by 1966. Each centre was responsible for medical services
within approximately 15 village tracts, covering a population ranging from
15,000 to 40,000, These centres werec headed by either a doctor or a public
health assigtant with quasi-medical training. As time permitted, the health
asgistant also visited the countryside. Medical missions have been set up among
the forest-dwelling tribes of the Kachin and Kayah states. In the former, there
are three dispensaries and a hospital staffed by aborigines. In-indigenous .
villages, the services of aboriginal medicine men and midwives are employed. In
Kajah state and the Chin Hills, dispensaries are Trun by religious missions,

and maternity and child welfare societies, located at the .edges of the forests,
are staffed by qualified health visitors and midwives, Xaren nurses and
midwives are found in nearly all government hospitals in Burma. ﬁj/

119, According to an official repori, the Government of Chile extends medical and
health care to the indigenous population in rural areas by means of rural health
centres provided for in the budgets of regional development programmes. These
centres have special services for mothers ard .infants, incliuding the
distribution of foodstuffs and milk, By 1978, 70 such centres had been inaugurated
in the region with the largest indigenous populatious and were functioning as a
part of the Department of Rural Health of the Ministry of Health. 54/ :

120, The Government of Colombia sends health brigades %o Indian communities to
provide medical services and vaccinations and. to work in nutrition and sanitation,
At the same time, first aid stations are set up with State funds or funds made
available by the community itself. These statlons are run by an indigenous
persori ko “has been trained for the purvose. 55/

121. The Covernment of Worway has drawm attention to the special schemes for Lapps:

"Attention is drawm o the special schemes for Lapps wishing to study
. medicine applicable in respect of those admitied to the medical faculty in
Bergen or Tromsg. In recruitment to the -School of Wursing in Hammerfest,
it ig always sought to include some Lapp speaking pupils in each group,
although this has not always proved feasible.

"0therwise it cannot be said that any special measureé”have_been put
into effect.”

52/ ‘Informe ¥acional del Paraguay", VIIT Congreso Indigenista Tnteramericano
(Mérida, Yucatdn, México), OAS doc. No. OEA/Ser K/¥XV.1.8, CII/doc. 4,
12 November 1980, Originel: Spanish, p, 27.

5%/ Henderson and others, Op. cit., pp. 94-97, and ILO, Indigenocus Peoples,
Geneva, 1953, pp. 535 and 273

5&/ n{nforme Nacional de Chile”, VIII Congresc Indigenista Interamericano
(Méride, Yucatdn, México), 17-21 November 1980, OAS doc, Wo. ORA/Ser K/XXV,1.8,
CII/doc. 11, 12 November 1980, Original: Spanish, p. 1l.

/ "Recuento Eistdrico de la Politica Indigenista en Colombia, Informe
Nacional', VIIL Congreso Indigenista Tnteremericano (Mérida, tucatén, México),
17-21 November 1980, OAS doc. To. OEA/Ser.K/¥AV.1.8, CII/doc. 10, 12 November 1980,
Original: Spanish, p. 28.
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122, It has been reported that the following measures have been taken on behalf
of the rural and indigenous population in Bangladesh:

‘ "The creation in the country of an integrated system of medical
institutions and services is one of the most important public health
problems, The rural medical complex is to become the basic unit in the
system of medical institutions. Fach such complex is to comprise a rural
health centre with a 25-50 bed hospitzl and associated union sub-centres.,

~ Health centres arve being established in every rural region {Tkhana ), and
each ane is expected to provide medical care for up o 50,000 rural
inhabitants. The sub-centres are being established in areas within the
jurisdiction of the lower local councils and are called upon to provide
services to several villages with up to 12,500 inhabitants.

"The national programme for the development of public health services
calls-for the organization in the country of 356 regional medical complexes,
which would combine 3,698 rural sub-centres., According to data for 1973,
there were 150 rural sub-centres in Bangladesh, It is proposed o establish
a further 206 centres during the first five-year plan, i.e. by July 1978.
The programme for the development of rural sub-centres is to exiend over a
pericd of 15 years.

‘"The Government of Bangladesh is seeking to place the entire system of
medical services, including the birth control programme and the campaign
against epidemic diseases, under unified administrative control., It will
be necessary to combine all three branches of the public health service at the
rural health centre level., It is also considered that, at this stage in the
development of the medical services, the main concern of public health
bodies should be thé family and the rural community, rather than individual
patients." . ' ' AU '

The Government has reported that, although it has not yet managed to work out
a single integrated social security scheme for the entire population or for any
sector of it, sectional security measures exist for the indigenmous and tribal
population. The employed population, mostly indigenous, is covered by statutory
0ld age protection, and by the Vorkmen's Compensation Act against industrial
injuries. . Legal provisions for health, sanitation and children's education exist
in some areas, Maternity benefits with post-natal and pre-natal care are also
available at the cost of the employer.

12%, In Canada, governmental health care programmes for indigenmous peoples are
characterized by their flexibility. The Government employs a system of direct
services and, grants as well as arranging for care on a fee-for-service basis with
independent practitioners and medical care insurance plans, ‘The Government of
Canada has provided the following description of its medical care services for
indigenous peoples: ' ' o

"The Medical Services Branch of the Department of National Health and
Welfare undertakes to see that health care is provided for Indians and
Eskimos., It arranges where possible fo have provincial and local services
extended to Indians and Eskimos, through the payment of grants, and it

" provides direct service where no other is available. The annual
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appropriation for 1973-74 from Parliament is approximately #35,000,000. In
1970-7) Medical Services operated 13 hospﬂtals9 24 clinies, 57 nurging
stations and 91 health centres, chiefly in the northern part of the provinces
and in the territories, It dirvectly employed 920 nurses, 30 dentists,

200 doctors and a number of public health persomnel. In addition, the majoxity
of professional medical gervices were provided by medical personnel working
on-a fee-for-service basis, i.e., although there are only 30 dental officers
employed by the Medical Services in the, field, there are approximately

700 dentists who work on a fee~for—serv1ce ba51s. The inidgenous people’ are
strongly urged and assisited financially. to enrvol under provincial medical care
insurance.plans. VWhere they cannot 1ndlv1&ua11y afford such insurance, the
Medical Services Branch pays on their behalf., In somé cases Bands have
contributed toward hiringz physicians' services from their owmn communal

funds. The Intefnational Grenfell Associztion provides needeéd health and
social services in,Northern.Labrador,

"Getting sPec1a71st services for the *emOuer'arﬁas ‘poses particular
.problems. Medical Services attempts to meetd thls by arranging with
'spe01allstc‘ aosoczatlons for visiting services and some, noiably ‘the
pediatricians and ophthalmologists, have reuponﬁed generously, Scme
provineial depariments make the services of their peripatetic specialists
available on a rouiine hasis, Efforts have also been made to interest
pniversity schools of medicine in federal work in remoter areas as a part
of medical training and experience, Federal financial assistance to
partlclpate 1n such programs "has been extended to 11 majox unlver51tles.

iy “Ebvevar a gystem of regular free u*ansporuaulon to treatment centres
by air is in operation, and along the north-e eastern coast the Bastern Arctic
Patrol carriss out reguﬂar medical mission services. Also in'the Worth a
road immunization and TB X-Ray program has brought good results.
Tuberculosis is now ranked ninth instead of firsi as canse of death amohg

northern residents.”

124. Thé:Government_of‘Capada hasg stafedfthat general social securit&‘benefits
and other related services are aveilable to indigenous peoples:

"A1l Tndians aﬂd Eskimos are eligible to receive Canadian social -
security benefits: these include Family Allowances and Old Age Secarlty
pensions which are ‘administered and financed by the federal governvent,”
and, where applicable, supplementary 01d Age Assistance, Blind Persons®
Allowanceu and Disabled Persons' Allowances which are Tinanced Jointly
by federal and p’”OV'LnClc.l goverhments and admlnlstereé by the provinces.,

"Such prov1nc:al programs as the Ontario Mothers' Allowances and
Assistance to Widows and Ummarried VWomen, and the Quebec Neeéf ﬂothers'
Lllowance are payable to Indian women as well as whites,

MRehabilitation an@ protection services include provisions for the
maintenande of Indian children who are in the care of public or private
child welfeve agencies, Where the services of a child welfare agency are not

available, Indlam Affeairs permonnel place such chiléren and arrange for
foster home ‘payments. In some provinces, meindenance is algo paid on behalf
of children committed By couris to itraining schools or correctional
institntions,
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"Adulis who need institutionsl care because of senility or chronic
illness receive such care and maintenance. 1In addition, public assistance:
under the nation-wide Canada Assistance Flan is provided. o native people
who for physical or sccial reasons cannot meet their basic minimum needs for
food, sheliter and clothing. Regrettably, the lack of employment and training
has led 1o many native communities existing almost entirely on this publlc
aﬂ51stance creating an unhealthy dependence at a subs1stence 1evel.‘

125. The Government of New Zealand has stated that it has a very comprehenszv
social security system which covers all its citizens:

_ -~ "New Zealand has long enjoyed one of the most compleie socizl secarity. |

= gystems in the world. A greai deal of material could.he supplied ahaut the
New Zealand system, but in brief it may suffice to sayithalt all sccial
gecurity benefits are available to all citizens regardless of racé, and that
-these benefits include medical benefits, and the right .to free treatment in
public hospitals and to free medicine supplied on the prescription of a
medical practitioner, ©So. far as medical benefits are concerned, the system
provides for prescribed fees, part of which are payable by the patient and
the balance by the State. By far the greaztest proportion of hospital beds
in New Zealand is in public hospitals;. these are situated in all the main
cities and in some of the more isolated rural areas. Free ambulance services
are available in almost every part of Wew Zealand; 'Yhere are medical
practitioners within reagonably easy reach of practically thé whole
population. In additicn,  the Health Depariment stations public health
nurses in the more isclated districis. These nurses provide a free service
and pay perticular attention to the needs of isolated Maori families, All
parts of the country have maternity hospitals within a reasonable-distatice.
An active and wide-spread voluntary organization suvpported by the Government -
the Plunket Society - makes a special point of assistance to young mothers
and its services are much used. throughout the country." g

126, The Govermment of Australia reports that it has been concermed for many years
with aboriginal health, Though services provided by the State department of
health are available to Abcorigines, special measures are taken hy Commonwealth

and State officials who meet annually to co-ordinate their programmes and

policies, An amnual budget is made available for aboriginal health, and the
Commonwealth provides grants to the states for special aboriginal health programmes.
According to the Goverrment, these programmes have contributed to the improvement
of rural health sexvices in areas with high aboriginal populations by allowing

for the establishment of hospitals, dental clinics, nursing homes, rural health
centres, the training of community health nurses and the provision of supplementary
food assistance for children and expectant mothers.

127. The Government further reports that, through direct grants, the Commonwealth:
Government also supports voluntary organizations engaged in aboriginal health work,
Special encouragement has been given to the Aboriginal Medical Service, an
aboriginal organization which began in an inner-city area of Sydney in 1971.
According to the Government, it now retains a full-btime medical officer, plans-to-
employ a second, and is extending intc muiritional and health educatlon

programmes in New South Wales. .
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128, In- 1975, the Govermment began to provide funds to the Aboriginal Medical
Service in'Redfern to reimburse pharmacies foxr the’ prescripiion costs of needy
patients;.a grant has also been provided for the purchase of the premises of
that organization., Similar aboriginal medical services have been set up in
Melbourne and East Gippsland (Victoria) in Perih (Western Australia), Brisbane
and Townsville (Queensland). The Commonwealth-also supports the Institute for
Aboriginal Development in Alice Springs, which'works on health education in
aboriginal communltles, and other groups deallng wlth 1am113 plannlng and
nutrition. ‘ :

129. The Government has undertaken a campaign fo improve aboriginal health,
including an offensive to eliminate leprosy, hookworm, and: tuberchlosis, and to
reduce infant-mortality. In addition, proposals aré under consideration for the
establishilent of a national advisory body on aborlglnal health, and-an. Aboriginal
Héalth Section within the Commohwealth Department- of Health., Also under
diséussion gre the means ‘of ‘strengthening the services available in rural areas
and the training of absriginal health workers., Other measures taken by the
Government ‘in¢lude-nutritional surveys, dietary supplement programmes, health
education,: imtunization programmes, the provision of basic sdnitary services,
special medsures to control leprosy and Drevent malaria, and general programmes
to nrevenﬁ and control dnimal diseases.

150. A M&ssmOn-frdm the: Wbrld .Council of Churches reports that 19 health centres
exist in Avstraliai “Aecording to the Mission, they provide an alternative
health service "approPriate to the needs of the Aborigines" for the f0110w1ng
reaons:

"they are’ de51gned and controlled by Aboriginal people themselves;

"they crea%e the atmosphere in which the Aborigines can feel at ease,-
where they meet their own people, find doctors in whom they can trust
because they know the traditional culture and personal predicaments;

"ﬁhey serve the Abor1g1na1 communities and nhelr problems rather than just
the individual patient. They help to strengthen confldence, self-respect
ard have become centres of social and cultural 51gn1flcance uO the
Abor1g1n31 commanitys

" “they work along the lines of health services which the World Health
‘Organization regards as effective in Third World countries. They spend
“less money and serve more patients than state institutions: £$10,00:%
$15:00 per patient compared with $40,00 to 550,00 per natlent in a State
run hospital." 56/

1}1. The Government of Denmark has described as follows the health and social
.Servides avallable to the 1n61genous population of Greenland-

56/ Elizabeth Adler, and others, op. cit., pp. 37-38.
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"The Heglth Service in Greenland is operated by the public authorities
exclusively,: and any arnd all services, including ... medicines, bandages and
other facilities are free of charge for z2il permanent residents., Everybody -
indigenous and non~indigenous - thus has equal p0551b111tieg of obtaining
agsistance from the Health Servxce.

"[Efforts are made] to furnish the Greenland. population with treatment
of the same standard as in Denmark; but the simple fact that Greenland iz
extremely sparsely populated makes it difficult fully to live up to this
target, : .

"In all towns in Greenland [ there is] a hospital with one or more
medical offlcers, dependlng on the number of inhabitants within the area
concerned.

"These hospitals [provide both out-patient semvices) (general
practltlon.ng) and hospltal services as such, ‘

"Tn °ettlemenﬁs the nonulatlon has. regular access 1o doctors [wbo travel]
regularly within their respective districts,

Pintaddition, in setitlements with less than ... 70 inhabitents, 2
drug-store-keeper is employed [who| can hand out medicines, following a
telephone contact with the dector - if appropriate, ‘

"In large settlements a Greenlandic health-gervice assisgtant is
employed, who is in a position to undertake independent treatment of minor’
cases, and who will consult the doctor on any more important problem,

"Patients who cannot be treated in the settbtlements are talken to the
hospital in. town, at the expense of the Health Service, iost freguenitly by
Shlp, 1n‘urgent cases a hellcopter iz used however." 51/

132, Brale has aeveloped a,ﬂystem of heal*h Outp0°+3 ("postos") to provide medical
care for indigenous. peoples in isolated jungle areas. According to.one author who
has described this programme as it operates in the Xingd Wational Park, the
assistance dincludes disease. and epidemic control, as well as measures to increase
food resources and enrich the Indians' diet. Indigenous people normally go-io the
outpost for care, but the medical team from the post.will go into the willage in
the case of an epidemic or a patient who is too ill %o be moved. If specialized
care ig needed, patients are sent to regionel hospitals or to Sao Paulo. The

post also engages in health education programmes, and .as part of its preventive
measures, controels the entry of non—xndzgenous pe0p1e 1nto the area.

133, In a recent report, the Bra2111an Government phbll hed the followzng
statistics which describe the health services provided to indigenons populations:

57/ Information furnished on 21 May 1981,
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"In addition to its arrangements with various bodies, FUNAL
furnished direct help to indigenous communities, using 17 mobile health teams,
. 11 'Indian homes', 78 infirmaries established in indigenous stations, the
Indian Hospital on Bananal Island, the Chdcara~fmbulatorio (a health statlon
at Cuiabd), 781 beds, and 259 persommel (17 doctors, 12 dentists, 13 nurses,
185 infirmary assistants and 32 other specialists). Altogether, there o
were about 371,000 medical, dental or nursing consultations

"Through - this system, epidemiological control of contagions dlseases
vas effected, in part with the co-operation of {the various 1nterested bodies
with wnich there were arrangements,

"In the campaign against malaria and chagas' disease, 27,765 houses
in the North, North-Hast and Cenitral-East regions were fumigated.

"By the end of 1978, some 109,000 doses of vaccine against tuberculosis
(hypodermlc BCG) haé been administered, as well as 223,000 doses of vacclnes
against diphtheria, tetanus, vhooping-cough, measles, yellow fever,
meningitis, and infantile paralysis, thus immunizing about 80,000 indigenous
peoplea,

"Inder an agreement with the National Food and Natrition Institute (INAN),
about 19,000 Indians:benefited from food supplements for children under
6 years of age, pregnant women and wet-nurses.,

"Through FUNRURAL, Indians were given medical care or were hospitalized
in 173 hospitals throughout Brazil, and some 1,135 Indians over 60 years of
age vere given pensions,

"CEME, the pbarmacentical plant, provided FUNAL and religious missions
with more than 2 million medicinal uniis from its production line.

"As regards basic sanitation, various communities were helped by the
digging of wells and earth lairines and by health-—education talks, resulting
in a decrease in. gasiro-iniestinal and parasitic diseases ... .

"With the aim of preserving the indigenous groups.and harﬁonizing their
contact with the advancing elements of national- expansion, between 1974 and
1978 FUNAI carried out attraction activities with the following indigenous
groups :

AMAZCONAS 3 Waimiri/ﬁtroari, Marubo, Meyuruna, Xanamari and Yanoama;

PARA 3 Parakan, Araras, Assurimi and Araweté;

MARANHAO: Guajd;

T.F. RONDONITA: ZXaripanas, Zord, Surui and Rru~Bu-Wau-Wau;

ACEE: Machineri;

7,7, RORATMA:  Yanoama;

MATO GROSSO: Messacd and Krenzkarores

GOTAS : hvd-Canoeiro,
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"In the period in guestion there was a perceptible decrease in general
and mother and child mortaility, thanks to the work carried out in
collaboration with various public and private bodies.” 58/

134. Federal health care services for Indians in the United States are administered
primarily through the Indian Health Service, which is described in the following
excerpt from an official report:

"The Indian Health Service (IHS) of the Depariment of Health, Education,
and Welfare is the primary federal health resource for approximately
760,000 Indians and Alaska Native people living on or near Pederal Indian
reservations or in traditional Indian country such as Oklahoma and Alaska.
It provides a comprehensive program of preventive, curative, rehabilitative
and environmental services. The Service alsc provides limited assistance
to approximaiely 274,000 of the 507,000 urben Indians to enable them to gain
access to those community health resources available to them in areas where
they reside.

"Indian health advisory boards have played an important role in
- developing IHS policy and allocating resources. Tribes alsc have been
actively involved in program implementation. 4s a result of new laws enacted
in the last five years, the number of tribes managing health services has
increased, The scope of tribally managed activities is broad, ranging from
the provision of outreach services in the community to the planmning,
construction, staffing and operation of health care facilities.

. "The Indian Health Care Improvement Act, which authorizes higher
resource levels for a seven-year period, beginnming in Piscal Year 1978,
seeks to increase the number of Indian health professionals for Indian
communtities. It also authorizes IES to set up programs with Indian urban
organizations to improve Indians' access to health services,

"Tndian Health Developments

"The heelth of Indian people has improved significantly. This gain
is due, in part, to the over-all expansion of health service and the
construction of better health care and sanitation facilities. Since 1955,
hospital admissions have more than doubled; outpatient visits increased
geven-fold and dental services six times, Partly as a result of the increased
use of hospitals, the infant mortality rate has been reduced by 74 per cent
and the maternal death rate by 91 per cent., During the same pericd, the
death rate for influenza and pneumonia dropped 65 per cent: certain diseases
of early infancy, 72 per cent. Tuberculosis, once the great scourge of the
Indians, in 1955 struck eight out of every 1,000; now it strikes fewer than -
one. An Indian child born today has a 1ife expectancy of 65.1 years, an
increase of 5.1 years over a child born in 1950. Progress and improvements
do net mean that the United Staies has succeeded in ralsing ihe health
status of Indians to the high level that it seeks. Further efforts will be

required.” 59/

58/ "Informe da Acdo Indigenista Brasileira, Informe Naecional", op. cit.,
p. 28-29, .

59/ Report prepared by the United States Commission on the Conference on'~
Security and Co-operation in Burope for the Buropean Review Conference in Madrid
(November 1980}, pp. 157-159.
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135. Indigenous people are covered under the general Social Security Act of the
United States and some special social services. are available to them through the
Bureau of Indian Affairs: ' s '

. "The major:participation by the States in this function was pre01p1tated

by the passage of the Social Security Act in 19350
"The categorical aid programs under Soecial Security (01a Age Assistance,

Aid to Blind, Aid to Families with vependent Children; and Aid to Permanently
and Totally Disabled) sre administered through the States for all of their
citizens including their Indian citizens both on and off Federal reservation.
Over 81,000 (17 ver cent of the reservation tobtal of 488,083) Indisns living
on - reservaflons as of June 1971 vwere receiving categorical ald 3551stance.

"Many Indian families are in need of assistance who db’not'qualiﬁy
for one of the categorical aids, Assistance provided to this group by the
BTA is called Gensral hssistance, States and localities aleo-provide
general assistance fto nesdy persons not =2ligible for the categorical aids,

"The BIA provides foster home care for Indian children on reservations
in 12 States: Alaska, Arizona, Jowa, Minnesota, Mississippi, Montana, Nevada,
New Mexico, North Carolina, Morth Dakota, South Dakota and Wyoming. In other
.states foster home care is preovided Yy state welfare departments to Indian
children needing such carve, including thos= living on Peservations, on the
same basis as forr non~Indian children. S

"It is the general position of ‘the Bureau that inscfar as possible
Indians should have the same relationghip to public welfare agencies as
non~Indians, and that public welfare agencies should have the same
responaibility for providing services and assisiance as they have for
non~Indiaps in similar circumstances." 50/

136, Mexico has increased the availability of health and medical sexvices in.
indigenous communities vy giving elenentary medical training toc health workers
recruited from their own communitiess These locally trainsd persons staffi some
567 medical poste, with the backing of doctors who are etationed in co-crdinating
centreég, l*tentlon given at the posie includes minoxr surgery, denital worky
laboratory tests, treatment fom pamnsiuis, dingnoses, proe- ané post—natal care
for mothers and ch¢1dren, amd fivst aid. 61/

137. Preventive measures are baken, Immunization campaigns against polio,
tuberculosis, diphtheria, measles, tetanus and other diseases have been undertaken
by the Secretaria de Salubridad y Asistenciz and the Instituto Mexicano del

Seguro Social, The health vorkers at the me2dical nosts played a particularly
important role 1nAeducam1ng ‘the indigenous population with regard o these-
campaigns., 62_/

60/ Theodore W. Taylor, "The States and Their Indien Citizens",
United States Department of the Interior, Bureau of Tnd:an Affairs, Uashlngton D.Cy,

1972, -p. 2.

63’ "Informe Nq01onal de Mexice®, VITLI Congreso Inﬂxgenlsta Interamericano .
Oﬁerlda, Yucatdn, México) 17-21 Tovember 198C. OAS doc. No. OBA/Ser.K/XXV.1.8,
CiI/doc. 8, 12 November 1980, Originals Sj&nlwﬂ Te 3. K

62/ Ibid., p. 32,
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138. In 1979, eight Mobile Health Units entered into action in several Mexican
states with a high concentration of indigenous peoples. Each unit has a general
gsurgeon and a denbal surgeon with their assistants and the driver. They visit
communities along established routes, providing medical assistance and
encouraging preventive measures in sanitation and education. 63/

139, Between 1979 and 1980, the Instituto Mexicano de Seguro Social and COPLAMAR
established 2,105 rural msdical units and 54 rurgl hospitals which provide free
medical services. Those communities where such units are established, however,

are requested to undertake work projects which benefit the community as a2 whole. 64/

140, In parallel action, the appropriate offices of the Co-ordinating Centres have
made significant progress in sanitation. Potable water supplies have been increased
and protected; washing places, baths, showers and toilets have been supplied;

septic tanks and drains have been built, Improvements in housing have heen
encouraged, particularly the provision of latrines and windows. A special
programme for the improvement of rural dwellings is designed to contribute to

better sanitary conditions. It will include about 250 villages within the areas of
the medical units. State agencies will provide technical advice and materials;

the interested communities will supply the laboux. 65/

141, The Instituto Indigenista Mexicano{ié~aléd active. in the area of health
and medical services. During 1977, its medical centres provided the following
servicess:

"General medical care

General medical care o | . 385 220;

Ceneral consultations inecluding those for childven 320 956

MinoTr surgery | _ 5-584

Dental care - S 75 616"'

Laboratqrfnfests_ - “ . ‘-. 4 318
ntiparasitic treatment .0 . . 44 933
T-Féfensic medicine and hospitalization B “4;4?3

&/ mu.

_6&/ Ibido’ P. 530
65/ Ibid., p. 33-34.
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"WMother and child care

:.rtTofql-cases B [w ‘“f:' 16 409
Pre;hatal examinations 9 759

.. Pogt-natal examinations 4 997

. Oni1abirtis. 1653

' WIntivmary sctivibies

Total cases = L - 248 520
Injections L ; — 197 662

Cures ‘ ‘ - 7. N 42 923
Vénoclyseséé{fiuiﬁm;t ; : f‘“;' 7 935"

142. The Instituto Nacional Indigenista participates in campaigns to vaccinate
cattle and other animals in indigenous communities and advises other governmental
bodies on measures to maintain ecclogical balance in interethnic zones.

14%., The Government reports that the Institutio Macional de la Wutricidn has
been carrying out studies for 20 years in rural and urban areas of the country
and a number of governmential offices (Secretaria de Salubridad y Assistencia,.
Desarrollo Integral de la Familia, Compania Nacional de Subsistencias Populares,
Tnstituto Mexicano del Seguro Social, Instituto Nacional Indigenista) have
undertzken programmes related to nutritional. education.

144. In Malaysia, the Department of Orang Asli Affairs has primary responsibility
for implementing medical and health services among the Orang Asli. Some of its
programmes are noted in an official source:

"(a) A 450 bed hospitel at Gombak 12 miles from Kuala Iumpur
providing medical treatment for Orang Asli. This hospital containg
13 wards, matemity, x-ray, laboratory, dispensary, out-patient, dental
and paediairic facilities, in fact all normal hospital facilities except
those for surgery cases which are referred to Kuala Tumpur General
Hospital or the University Hospital forming part of the University of
Malaya. The hospital is alsc a recognized training school for
Assistant Nurses.

66/ Ibid,
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"{p) A system of 140 deep jungle medical posts providing out-patient
treatment for deep jungle Orang Asli. . . e

"(¢) 4 comprehensive paramedical service enabiiﬁé all
Oreng Asli locations to be visited regularly by departmental medical
ataff, h

"{d) A dental service for Orang Asli which places emphasié'dnj ,
preventive dental care for Orang Asli school children. R

"{(g) A TB Eradication Campaign which carries out a continuous’
x-ray programme in all Orang Asli areas by means of mobile miniature
mess x-ray machines. These machines are sent by road, boat, and helicopter
to cover even the.most inaccessible areas, Treatment for TB patients
is carried out -at Gombak Hospital.

- (£} A Malaria Eradication Campaign carried out in conjunction
with the National Malaria Eradication Programme for all deep Jungle
Orang Asli. L . ‘ S '

"(g) A 'Flying Doctor Service' and a Medical Evacuation Service
fo cater for deep jungle Orang Asli areas inaccessible by road or
boat and only accessible by air. The Royal Malaysian Air Force
provides helicopters for seven days flying per month to take
departmental Medical Officers, Dental Officers and Hurses to visit
deep jungle locations. Seriously ill Orang Asli are 1lifted by
helicopter from deep jungle locations to Gombal: Hogpital., In 1972,
343 seriously ill patients were [ treated in this way)."

145. During his official visit to West Malaysia in June 1973 the Special
Rapporteur was able to zopreciate first hand the excellent health and

medical facilities and services established for the Crang Asli., He personally
toured the hospital at Gombak and the medical and paramedical clinics and
jaboratories at the different Orang Asli posts visited. He was assured

that these facilities and services were constantly being improved upon in

an unrelenting effort to maintain their standards at the highest level possible
in each locality. He understcod that medicines were available free of charge
at a1l posts, :
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3. The imworiance of Training progranmes

(a) Preliminary renarks

146. The difficulty of attracting adequate numbers ol qualified medical personnel
to rural areas presupposes an approach to health and medical gervices which, while
creating conditions that would make indigesnous programmes and aresas more attractive
to medical personnel, would also take maximum advantage of local humsn resources.
In some cases quicker, and, in the long run, better results may be obtained by
providing the necessary tralqlng in basic medical and health services to those
already active in that area in rural communities, such as indigencus practitioners
and midwives. A strong argument.for the incorporation of local healers is made in
the following exc&rpt 1rom a study prepared under’ the auspices of the torld Hu&lth
Organization:

"Natiocnal health p11nn1ng is dCfCCtLVL in many ccuntries and the small
number of professional groups, relﬂtlvely ineffective in the rural areas
vhere their services are most needed, are in the main unwilling to delegate
wcspon31b111ty and to allow nonmgro¢esulonal health workers to take over
parts of their profbss*onal roles. In some communities, non-professionals
are accepted unwillingly, the health services not utilized, and health
perscnnel responsible for primary health care are inadaquately trained for
the work which needs to be done. The end result is that the return for the
resources and human effort is poor and well below expectation, but it must
be remembered that the professional health worker has invariably been
trained in.a. scientifically oriented medical school, but works in communities
that are essentially rural, traditional in outlook and with very different
cultural backgrounds. - '

"Tpaditional medicine is an established part of culture, though in some
countries the systems of care and prevention may not be as well developad as
in China and other fAsian countries. Some countries have retrdined indigenous
traditional healers for work in the general health systems and have established
departments for traditional medicine in the ministries of health and the
universities. ' ' o

“hﬁny public health administrators now concede the fact that traditional
healers have a role to play in formal health services, and certain countries
now consider the concept of integration a reality that could be achieved in
the foresceable future. In China and India, traditional systems of medicine
have already been recognized, legalized and well developed as separate
systems in their own rights.” 67/

67/ Bannerman, op.cit., p.2.
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147. -Simultaneously with the training of those already involved, programmes
should be initiated to attract members of indigenous communities to careers in
medical and health services at all levels, from doctor to health assistant.
Professionals of local origin are more likely to be successful in introducing
modern methods and technology in a way compatible with the socio-cultural
environment. Recruitment and training of indigenous medical and health
profegsionals is, however, not a simple task. Participents in an international
conference have identified several preblems in this area which are applicable %o
the situation in many countries: T )

"First, young Indians have little incentive to choose a medical career becnuse
of the lack of role models. There are few Indian doctors. Second, Indians
attending college are not counsellad to take the science courses required

for admission to medical schools. As a conscequence many potential medical
doctors are not recruited. Third, Indians fear that professional training

in medicine (also in law) causes the Indian to lose his or her cultural
identity. Fourth, a related concern is that an Indian with a medical degres’
will prefer to practice in areas where earnings will be higher, rather than
return to the Indian community. Fifth, Indians are concerned that standards
of the non-Indian dominated medical professgion are not entirely applicable

in the cultural context of the Indian. Definitions of Indian health and
iliness must be developed and distinguished from those applied to persons in
non-Indian communities. For example, the application of the non-Indian
standard of mental retardation to the Indian would be inappropriate. Although
many Indians work as doctor's assista nts, orderlies, nurses and volunteers

in hospitals and health centers, participants generally agreed that
additional paramedical personnel must be trained.” §§/

{(b) Ezxamination of available informztion

148, It seems that in most countries covered by the study therc are arrangements
for training indigenous people as medical or paramedical personnel or instructing
indigenous or non-indigenocus people specifically for work among the indigenous
populations,

149. The Government of Finland has explicitly stabed, however, that no
arrangements have been made with regard to the snoc1a1 tralnlng of 1nd1genous or '
non=indigenous medlcal or health personnel to work among the Lapns. '

150. The Government of Denmark has provided the following information on the
participation of Greenlanders in local health services, which it describes as of
increasing importance:

The Greenlanders' participation in the health service in Greenland is,
also in respect of personnel, of ever increasing importance. £&1lthough to
date only a few Greenlandic doctors have been trained, the function of
midwife has for many years been fulfilled to a very large extent by
indigenous midwives; indeed almost zll midwife posts in Greenland are

68/ Nerth American Conferencc on the Protection of Hunan nghts for Indlgns
and Inults op.cit., pp. 8-9.
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now occupied by fully trained indigenous midwives. There are also special
jobs for '"fdédselshjaelpersker® (childbirth helpers, midwife assistants) (an
old 3p901flcally Greenlandic class of tca111ng) and health service assmstants
(new training in Greeniand), designed, inter alia to concentrate on healtn
service work in the small ﬂnd often relabively isolated settlements in
Greenland. In cases of a more complex characbtoer they will often co-operate -
over the telephone -~ with the district medical officer. In this connection,
it is considered 1ppropr1ane to mention that the MlnlSuPV has started a
special Greenlandic education and training course fon clinical secretaries
and assistants, and a special training and cducation course for Xeray
assistants, as a supplementary aining for health service assistants.
Moreover, a sp901al Greenlendic course for dental care assistants has been
established, with a view to auta1n¢%ﬁ a much necded promotion of denual
prophylactlc work for the uraenlandlc ponulbtﬁon 6}/

151, In Bﬁrma, Réren nurses and midwives z are found in nearly all govermment
hospitals. In Kachin State, a hospital and three dispensaries are staffed by
Aborigines. In indigenous villages the services of “bOFlanal medicine men and
midwives are employed. 70/

152. The Government of Brazil states that members of the indigenous communities
served by the medical post system are trained as auxiliaries to pqramedlcﬂl
personnel and the teachers who work in health education. qir

153. According to the Government of C03un RlCc, the tr11n¢ng of “ndluns PS
pﬂramcdlcﬂl personnel and health workers bcﬂan a few years 2g0 with o small :
number of individuals. Recently it has been carried out more systematlcally w1uh
the support and direction of the Comision HNecional Indigenistd (CONAI).

154, Bilingual teachers and healih workers have made an important- contribution to
jisolated areas of Peru. The health workers and teachers with special trainiag
teach the basic elements of personal hygiene, treatment of the most COmmOoL
tropical diseases and sa nltatlon measures such as boiling drinking water, the use
of latrines, the disposal of wastes and cleanlincss in the home. Some communities
have cstablished their own health posts. o

155. Since the establishment of the Instltuto Na01onal Indigenista, the _
Government of Mexico has carried out training programmes for local urﬂmedlcal
personnel including midwives and practitioners of tpaditional med;l,c:.me.'= Cther
training programmes for local health workers are maintained by the Secretaria de
Salubridad vy Asistencia and the Instituto Mexicano del Scguro Social. Additicnal
plans have been made for programmes which will combina traditional indigencus
medicine and Western medicine and to train medical personncl for their work anong
indigenous cultures.

69/ Information provided on 21 Fay 1981.
70/ See para. 118, above.

711 uInforme da Acao Indigenista Brasileira, Informe Nacional®, op.cit., p.13.



E/CN.4/Sub.2/198%/21/4dd.5
page 57

156. The efforts of the Government of Indonesia to utilize the services of local
midwives and folk practiticners are deseribed by an indopendent author:

"Assistance in childbirth traditionally has been given by a duizun, who
might be a specialist or, more commonly, one who combines general folk
maedicine with midwifery. In the person and practice of these dukuns,
modern medical practices probably collide with the traditional more
signifiicantly than in any other aspect of medical care. As highly
respected members of the loecal comunity and, in the absence of doctors,
they ars in a unique position to impede or to further the expansion of
national health programmes. Aceordingly, the government has attempted to
enlist their co-operation by giving them status through official
recognition and licensing and by providing considerable amounts of
training. in modern medical practice.™ ed

"With the assistance of UNICEF, another programms has heen
established to increase the competence of dukuns and to coe-ordinate their
efforts with the national health improvement campaign. Trained rural
nurse-midwives of the Public Health Service arc required to set aside one
day a week to conduct classes for all dukuns in their areas. When these
trainces have attzined certoin minimal levels of understanding =nd proficiency,
they are presented with a UNICEF midwifery kit and other essentizi equipnment.

"The beneficial effcets of tnis programme extend [ar beyond the simple
one of improving the quality of services performed by the dukun in local
communities.® 73/

157. The Government of Malaysia has taken. special measures to train Orang Asli as
health workers and medical personnel. The Department for Orang Asli Affairs
established an Assistant Hurses Training Centre for this.purpose at the
departmental hospital. fccording to the Covernment's report, some 250 Orang Asii
medical staff had been trained by 1974. Additionally, members of the Field Medical
Staff who enter the medical division of the Department are specially trazined to
woerk in rural and jungle areas. Hospital and jungle medical posts are rotated
every 3 to 4 months, and health workers as well as medical personnel participate

in training programmes in rural health.

158. The Government of Canada reports that native workers are being trained with
good results in the fields of preventive medicine and public health, Some serve
as community health workers under the Medical Services Branch and others as
liaison officers with Indian bands. In-training progranmes for native workers
are sponsored at some of the larger hospitals in the Horth, and more Indians are
being employed as welfare administrators. At the same time, an increasing number
of bands are administering public assistance programmes among their members, thus
eliminating some of the problems in communication caused by cultural factors.

72/ John H. Henderson and others op.cit., p.179.
13/ Ibid., p.180.

pL =Y
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159. Nurses who attend the New Zealand Post Graduate Nursing 3chool and plan to

work in public health are given a series of lectures on Maori soclety and attitudes

to assist them in their treatment of patients. The Govermment of New Zealand
reports that many Mooris are doctors, dentists and nurses. To cnsure a steady
supply of Maori. and Polynesian doctors, at least Tour places per year are reserved
at the Otago Medical School for Maoris and other Polynesians.

160, With regard to the training of indigenous medical personnel and health
workers the Government of the United States of fmerica has declared that:

"More than half of the employees of the Indian Health Service of the
.5, Public Health Service are of Indian descent and they include
physicians, dentists, professional nurses, engineers, and health cducators. |
Many others have been trained by the Public Health Service as practical
nurses, sanitarian aides, laboratory and dental technicians and dental
assistants, and community health aides. In addition, many tribes supply
funds for medical care and other health services for their people. Tribal
health Committees work activaly with Indian health staff in planning health
services,Y

161, It has been commented, howover that the above estimabe does not represent
2 true pilcture:

“The statement that 'more than half of the employess of the Indian Health
Service of the United States Public Health Service are of Indian- descent and
they include physicians, dentists, professional nurses, enginecrs and health
educators'! is a gross and deliberate distortion. The Federal Trade Commission
would immediately bring sanctions against a private company using such
misleading innuendo in its advertising. In fact, cimost all of the more than
half are employed at the lower grades of the pay scale, not the higher grades
as the statement implies. The 'physicians’ just barely justifies the plural,
there being in actual fact only two. There are no Indian dentists employed
in the Indien Health Service.® 74/

A. Programmes to combab alcoholism

162. Tt would scem that in most countries the general programmes to control and
combat the incidence of alcoholism apply unchanged to all segments of the
population; regardless of their different soclio-culbural backgrounds and whether
or not they.are indigenous.

163. Any mffectlvc health programme must be tailored to respond to the needs and
problems of the group for which it is designed. The fact that 3lcohollsm might
have socio=-cultural roots, =23 discussed above, 75/ would suggest that progranmes
to combat alcoholism in society at large may not t be fully relevant in the context
of groups with special cultural backgrounds, This is considered to be the case of

74/ American Indian Law Wewsletter, op.cit., p.25

15/ See para. 94, above.
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indigenous populations in culturally conflictive societies. The failure to
pecognize that a different approach is neaded explains why it has been saild that
government-styled programmes in the United Stat annot help Indizn aleohol
‘abusers cffectively, and that tribal medicine and traditicnal spiritual activity
are of greater value. Others have complained that government programues only
treat symptoms and not causcs.

164. According te information furnished by the Government of thea United States,
the Burecau of Indian Affairs, the Indian Health Servize and various tribal
zovernments have programmes to cembabt alcoholism. Ansiher source 1§/ has stated
that the United States Jovernment has seb up a special native desk within its
National Institute of Alcohol Abuse and Alcoholism. Some 7 million dellars are
expended annually and 140 nrojects serve both urban and reservavion Indians. The
one at the University of Utah trains personnal for 114 community programmes in

25 western states and involves 165 persons who alternate between classwork and
filed assignments. Three-fourths of the participants ave rural or regervaticon

" Indians who ore taking classes leading to certification. 5till another source irf
is critical of the lack of funding and general efficacy of some of these
programaes: “Although the problem of alcchol among American Indians is lagend in
western culture, Tow alcoholism programs have baen funded and the cnes -in
existence are in danger of dying unless new legislation is passed. Such programs
are of very recent origin; they have in general been sparingly funded, and though
it is true that they combat aleoholism, cvidence is so far lacking that they are
in any cases winning the battle.® : : :

165. The Government of Mexico has stated that it is carrying out a pilot resgearch
programme into rural alecholism in the area of San Felipe del Progreso, in the
State of Mexico. Sponsored by tne Institubo dNacional Indipgenista znd the Centro
liexicanc de Estudics de Farmecodependencia, the programme will involve nobt only
anthronological and medical reseaprch, but preventive, educationzl and
rehabilitative measures. :
165. Reference has been made above, regarding Bew Zealand, to the Maori Welfare
Aot 1962 and its amendments which provide for the appointment of Maori wardens
with certain powers to control drinking by Maoris. The Maori wardens must be
Maoris, are appoinbed by the Minister on the nomination of a District Maori
Council and are responsible to that Couneil. iMaori wardens are authorized to
enter licensed premises (i.e. licensed bo sell liquor) and to warn the licensee

or any of his servants to abstain from selling or supplying liquor to any Mzori
who, in the opinion of the warden, is in a state of intoxication or is violent,
gquarrclsome or disorderly, or is likely to become so. It is an of'fence to

disobey & warden. The warden may also order a ilaori to leave licensed premises

if he appears to be intoxicated, vieclent, quarrelsome or disorderly. If the Maori
refuses to leave the premiscs he commits an offence against the Act and the warden
may request a member of the Police Force to expel him. The Act also provides that
drinking or having possession of liguor at a HMaori gathering is an offence unless a
Maori Committee appointed under the Act has issued 2 permit for liquor to be
consumed at the gathering. zgl

ZQI Alecchelism under attack, Akwossasne Notes, vol.5, He. 1, 1974, n.29.
77/ Burnette and Koster,The Road to lounded Knee, Bantam Books, Hew Yorik,

1974, pp. 86-87.

78/ See para. T2 above.
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157. It has also been indicated azbove that the Hew Zealand Government haz stated
that this legislation established for MHaoris is a syste atic woy of responding to
drunkenness that is more preventive than bthe one existing under genercl law
provisions appliesble to z2ll persons (Maoris and non-~iao ris), such as the provisions
in the Polico Offences Lot regarding intoxication. 12,

5. Special measures to combabt dictary deficiencies

168. Some efforts to prevent dietary deficiencies through health sducation, food
sunplements for mothers and infants, schooul lunch programmes and anviroenmental
protection have been mentioned in previous secticns. 1In sone countries additional
measurca have been token or are.proposed and they deserve consideratlon here.

Most are related to ihe development of alternative sources or supplies. The report
of the ICRC Medical Mission to Brazil, for example, stated that in order to run a
valid nubritional programme for Indians with any reasonable hopes for resuits, it
should be combined with an sgricultural scheme. It has been cxplained that this
suggestion would entzil the entire gamut of agricultural development projecis, but
in parbticular, the introduction of naw crcops. bhybrids, or special fertilizors which
would help to correct identifiable nutritional deficiencies among any indigoenous
community.

156. In Malaysia, the Department for Orong Lisli AfTalrs provides funds for the
construction of fish ponds, provision of cattle, goats and pouliry, distribution of
improved seed for traditional crops and the intpoduction of new crops amnong the

1
L'\
Oreng 4sli. The Government of Yalaysiz has stated itz kelief that the problems of
health, education, and social and econcmic developmaent must be deall with
simaltanecusly.

170. Cn the other hand, the provision of new food sources may simply require the
medification of certain conservation laws or the opening of new areas to
exploibation by indigenous peoples. In Canada, where commercial fishing had

ended in certain lakes, a "Figh for TFood" programme was initiated. Some traditional
sources necd nothing more than revitalizabion. According to information furnished
by the Government . the Indizns of the Grassy Narrows Reservation in Caznada have
asked the Government for aid in reviving winber trapping as a food szource. The

same Indiang also requested government funds for the establishment of a grocery
co-operative which would purchase in bulk Trom whol gsalers and pass on the savings
to Indian co-op members.

171. One approach has been the introduction of specially enriched foods such as
incaparina, a high vitamin and protein meal dasveloped by the Institute of Hutrition
of Central imerics and Panama {IHCAP) in the 1550s. Incaparina can bz produced
commercially from locally available preducts anywhere in the world, modified %o
suit differing tastes, and sold at very low cost.




E/CN.4/Sub,2/1933/21/Add.5
page 61

172, Government price subsidies for certain basic foodstuffs may be another ansuer.
Acceording to one source, the National Production Council of Costa Hica has
subsidized the price of Cish in order to encourage people to take advantage of
this important source of protein. Although fish consumpiion reportedly increased
23 2 result, it was noted that traditional beliefs about easy fish spoilage
deterred wider ccnsumption. In addition o providing price subsidies, soms
countries =ell and distribube basic foodstuffs in order to prevent speculation

and to ensurs adeguate distribution in isolzted areaas.

17%. The importance of research into the nubritional deficiencies of particular
groups is often overlocked. The Government of New Zealand reports that
nutritional survoys of the Maori population are ecarried out from time te time,
and a study of the dietary deficiencies of Maori mothors is being conducted
under governmeni sponscorship at the Hational VWomen's Hospitel in Auckland,






