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UN-DESA

The Department of Economic and Social Affairs of the United Nations is a vital interface between
global policies in the economic, social and environmental spheres and national action. The De-
partment works in three main inter-linked areas: (i) it compiles, generates and analyses a wide
range of economic, social and environmental data and information on which Member States of
the United Nations draw to review common problems and to take stock of policy options; (ii) it
facilitates the negotiations of Member States in many intergovernmental bodies on joint course
of action to address ongoing or emerging global challenges; and (iii) it advises interested Govern-
ments on ways and means of translating policy frameworks developed in United Nations confer-
ences and summits into programmes at the country level and, through technical assistance, helps
build national capacities.

Note

The views expressed in this publication do not necessarily reflect those of the United Nations.
The designations employed and the presentation of the material in this publication do not imply
the expression of any opinion whatsoever on the part of the Secretariat of the United Nations
concerning the legal status of any country or territory or of its authorities, or concerning the de-
limitations of its frontiers.

The designations of country groups in the text and the tables are intended solely for statistical or
analytical convenience and do not necessarily express a judgement about the stage reached by a

particular country or area in the development process.

Mention of the names of firms and commercial products does not imply the endorsement of the
United Nations.

Symbols of United Nations documents are composed of capital letters combined with figures.
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FOREWORD TO THE STATE OF THE
WORLD'S INDIGENOUS PEOPLES

By Mr. Wu Hongbo, Under-Secretary-General for Economic and Social Affairs

Over the past two decades, international efforts have been made to improve the rights of indige-
nous peoples, to bring awareness to their issues, including their engagement in developing policy
and programmes in order to improve their livelihoods. In the First Decade of the World's Indige-
nous People (1995 — 2004) the United Nations created the United Nations Permanent Forum on
Indigenous Issues as well as the Special Rapporteur on the rights of indigenous peoples. During
the Second Decade of the World's Indigenous People (2005 — 2015), there have been further initia-
tives such as the creation of Expert Mechanism on the Rights of Indigenous Peoples. The adoption
of the United Nations Declaration on the Rights of Indigenous Peoples in September 2007 was
a major step for the United Nations as the Declaration had been debated for over twenty years.

The United Nations Permanent Forum on Indigenous Issues is an advisory body to the Economic
and Social Council with a mandate to discuss indigenous issues related to economic and social
development, culture, the environment, education, health and human rights. At its twelfth ses-
sion, the Permanent Forum on Indigenous Issues reviewed health as one of its mandated areas
and stated the right to health materializes through the well-being of an individual as well as the
social, emotional, spiritual and cultural well-being of the whole community.'

The United Nations Declaration on the Rights of Indigenous Peoples states that indigenous peo-
ples have the right to be actively involved in developing and determining their health programmes;
the right to their traditional medicines, maintain their health practices, and the equal right to the
enjoyment of the highest attainable standard of physical and mental health. Unfortunately, indig-
enous peoples suffer higher rates of ill health and have dramatically shorter life expectancy than
other groups living in the same countries. This inequity results in indigenous peoples suffering
unacceptable health problems and they are more likely to experience disabilities and dying at a
younger age than their non-indigenous counterparts.

Indigenous peoples’ health status is severely affected by their living conditions, income levels,
employment rates, access to safe water, sanitation, health services and food availability. Indige-
nous peoples are facing destruction to their lands, territories and resources, which are essential
to their very survival. Other threats include climate change and environmental contamination
(heavy metals, industrial gases and effluent wastes).

Indigenous peoples also experience major structural barriers in accessing health care. These in-
clude geographical isolation and poverty which results in not having the means to pay the high
cost for transport or treatment. This is further compounded by discrimination, racism and a lack of
cultural understanding and sensitivity. Many health systems do not reflect the social and cultural
practices and beliefs of indigenous peoples.

1 E/2013/43 p.2
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At the same time, it is often difficult to obtain a global assessment of indigenous peoples’ health
status because of the lack of data. There has to be more work undertaken towards building on
existing data collection systems to include data on indigenous peoples and their communities.

This publication sets out to examine the major challenges for indigenous peoples to obtain ad-
equate access to and utilization of quality health care services. It provides an important back-
ground to many of the health issues that indigenous peoples are currently facing. Improving
indigenous peoples’ health remains a critical challenge for indigenous peoples, States and the
United Nations.

[}
<
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INTRODUCTION

At its first session, the United Nations Permanent Forum on Indigenous Issues requested the Unit-
ed Nations System produce such a report on the state of the world’s indigenous peoples.” It was
also suggested the report be a key advocacy tool for raising awareness on indigenous peoples’
issues in general and in particular to raise the profile of the Permanent Forum. In addition, the
report should be of value for deliberations within the Economic and Social Council, the General
Assembly and other bodies of the UN system.

The first publication of The State of the World’s Indigenous Peoples was published in 2009 and
its major focus was on: Poverty and Well-being; Culture; Environment; Contemporary Education;
Health; Human Rights and Emerging Issues. The report was well received and according to press
reports, the publication revealed alarming statistics on indigenous peoples’ poverty, health, edu-
cation, employment, human rights, the environment and more. This was the first United Nations
publication and provided much needed information on the status of indigenous peoples through-
out the world.

The State of the World’s Indigenous Peoples will remain a recurrent “flagship” publication pro-
duced by the United Nations. It is intended that such publications, such as this, will deal with a
broad spectrum of indigenous peoples’ issues. It is hoped that such a publication, given its func-
tion of supporting the United Nations Permanent Forum will also promote awareness of indige-
nous peoples’ issues within the United Nations system, with States, academia and the broader
public.

The current situation of indigenous peoples remains a concern within the United Nations. It has
been estimated that the world’s 370 million indigenous peoples reside in approximately 90 coun-
tries of the world.” They are among the world’s most marginalized peoples, and are often isolated
politically and socially within the countries where they reside by the geographical location of their
communities, their separate histories, cultures, languages and traditions. They are often among
the poorest peoples and the poverty gap between indigenous and non-indigenous groups is in-
creasing in many countries around the world. This influences indigenous peoples’ quality of life
and their right to health.

Indigenous peoples’ access to adequate health care remains one of the most challenging and
complex areas that require an urgent focus on the main health issues as well as examining alter-
native health care frameworks. As previously stated, health is one of the six mandated areas of
the United Nations Permanent Forum on Indigenous Issues and is one of the focuses of the World
Health Organization which recognizes the right to health as a fundamental human right in its con-
stitution. The United Nations Declaration on the Rights of Indigenous Peoples includes articles
(21, 23, 24, and 29) that refer specifically to the right to health including indigenous peoples’ right
to improving their economic and social conditions in the area of health and that particular atten-
tion to the needs of indigenous elders, women, youth, children and persons with disabilities. Fur-
ther, indigenous peoples have the right to determine their health programmes and to administer

2 Permanent Forum on Indigenous Issues, Report on the First session (12-24 May 2002) E/2002/43

5 Harry Patrinos and Gillette Hall, Indigenous Peoples, Poverty and Development, 2010, p8
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these programmes through their own institutions as well as maintaining their traditional health
practices. Also, that States take effective measures to ensure that programmes for monitoring,
maintaining and restoring the health of indigenous peoples, as developed and implemented by
the peoples affected by such materials, are duly implemented.

Indigenous peoples face a myriad of obstacles when accessing public health systems such as
the lack of health facilities in indigenous communities, cultural differences with the health care
providers such as differences in languages, illiteracy and lack of understanding of indigenous cul-
ture and traditional health care systems. There is also an absence of adequate health insurance
or lack of economic capacity to pay for services. As a result, indigenous peoples often cannot
afford health services even if it is available. Marginalization also means that indigenous peoples
are reluctant or have difficulties in participating in non-indigenous processes or systems at the
community, municipal, state and national levels.

There are also major concerns regarding the lack of data on indigenous peoples’ health and social
conditions. Not only is there a lack of disaggregated data based on ethnicity but also data related
to the location of indigenous peoples’ residence such as urban, rural or isolated areas. As a result
there is a lack of information, analysis and evaluation of programmes and services relating to in-
digenous peoples’ health situation.

One of the important areas for health care for indigenous peoples lies in intercultural frameworks
and models of care. Health care services need to be pluri-cultural in order to develop effective
models of care and best practices so that such programmes and services are culturally and lin-
guistically appropriate for indigenous peoples. Also, indigenous peoples must be able to partici-
pate in the design and implementation of comprehensive health plans, policies and programmes.

It has been estimated that over 80% of the world’s indigenous peoples live in Asia, Latin America
and Africa,. However, there is still little information known about their health status and their lev-
els of access to health services. Even in wealthy nations, most studies indicate an alarming health
disadvantage for indigenous peoples. Historically, indigenous peoples have suffered the impact
of colonization and assimilation policies as well as the imposition of foreign development models.
Indigenous peoples continue to suffer discrimination in their own countries which has a major im-
pact on their lives in particular, their health. Indigenous peoples are not only a marginalized group
with health problems, they are also highly aware of their situation, quite political and willing to
work to towards improving their health and social status. Therefore, indigenous peoples have the
right to determine their own policies, strategies and interventions in order to obtain the highest
attainable standards of health and health services, as set out in the United Nations Declaration
on the Rights of Indigenous Peoples.

The concept of indigenous peoples

There has been considerable debate devoted to the question of the definition or understanding
of ‘indigenous peoples’ however, no such definition has ever been adopted by any United Nations
body and the prevailing view today is that no formal universal definition is necessary for the rec-
ognition and protection of their rights.

One of the most cited descriptions of the concept of “indigenous” was outlined in the José R.
Martinez Cobo’s Study on the Problem of Discrimination against Indigenous Populations. After
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consideration of the issues involved, Martinez Cobo offered a working definition of “indigenous
communities, peoples and nations”. In doing so, he expressed a number of basic ideas forming
the intellectual framework for this effort, including the right of indigenous peoples themselves to
define what and who are indigenous peoples. The working definition is as follows:

Indigenous communities, peoples and nations are those which, having a historical continu-
ity with pre-invasion and pre-colonial societies that developed on their territories, consider
themselves distinct from other sectors of the societies now prevailing on those territories,
or parts of them. They form at present non-dominant sectors of society and are determined
to preserve, develop and transmit to future generations their ancestral territories, and their
ethnic identity, as the basis of their continued existence as peoples, in accordance with their
own cultural patterns, social institutions and legal system.

This historical continuity may consist of the continuation, for an extended period reaching into
the present of one or more of the following factors:

a. Occupation of ancestral lands, or at least of part of them
b. Common ancestry with the original occupants of these lands

c. Culture in general, or in specific manifestations (such as religion, living under a tribal sys-
tem, membership of an indigenous community, dress, means of livelihood, lifestyle, etc.)

d. Language (whether used as the only language, as mother-tongue, as the habitual means
of communication at home or in the family, or as the main, preferred, habitual, general or
normal language)

e. Residence in certain parts of the country, or in certain regions of the world
f. Other relevant factors.

On an individual basis, an indigenous person is one who belongs to these indigenous populations
through self-identification as indigenous (group consciousness) and is recognized and accepted
by these populations as one of its members (acceptance by the group).This preserves for these
communities the sovereign right and power to decide who belongs to them, without external in-
terference.”

During the many years of debate at the meetings of the Working Group on Indigenous Popula-
tions, observers from indigenous organizations developed a common position that rejected the
idea of a formal definition of indigenous peoples at the international level to be adopted by States.
Similarly, government delegations expressed the view that it was neither desirable nor necessary
to elaborate a universal definition of indigenous peoples. Finally, at its fifteenth session, in 1997,
the Working Group concluded that a definition of indigenous peoples at the global level was not
possible at that time, and this did not prove necessary for the adoption of the Declaration on the
Rights of Indigenous Peoples.” Instead of offering a definition, Article 33 of the United Nations
Declaration on the Rights of Indigenous Peoples underlines the importance of self-identification,
that indigenous peoples themselves define their own identity as indigenous.

4 Martinez Cobo (1986/7), paras. 379-382
° Working Group on Indigenous Populations (2006a) and (2006b), paras. 153-154.
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Article 33

1. Indigenous peoples have the right to determine their own identity or membership in accor-
dance with their customs and traditions. This does not impair the right of indigenous indi-
viduals to obtain citizenship of the States in which they live.

2. Indigenous peoples have the right to determine the structures and to select the member-
ship of their institutions in accordance with their own procedures.

ILO Convention No. 169 also enshrines the importance of self-identification. Article 1 indicates
that self-identification as indigenous or tribal shall be regarded as a fundamental criterion for
determining the groups to which the provisions of this Convention apply. Furthermore, this same
Article 1 contains a statement of coverage rather than a definition, indicating that the Convention
applies to:

a. tribal peoples in independent countries whose social, cultural and economic conditions
distinguish them from other sections of the national community and whose status is reg-
ulated wholly or partially by their own customs or traditions or by special laws or regula-
tions;

b. peoples in independent countries who are regarded as indigenous on account of their de-
scent from the populations which inhabited the country, or a geographical region to which
the country belongs, at the time of conquest or colonization or the establishment of pres-
ent state boundaries and who irrespective of their legal status, retain some or all of their
own social, economic, cultural and political institutions.

The concept of indigenous peoples emerged from the colonial experience, whereby the aboriginal
peoples of a given land were marginalized after being invaded by colonial powers, whose peoples
are now dominant over the earlier occupants. These earlier definitions of indigenousness make
sense when looking at the Americas, Russia, the Arctic and many parts of the Pacific. However,
this definition makes less sense in most parts of Asia and Africa, where the colonial powers did
not displace whole populations of peoples and replace them with settlers of European descent.
Domination and displacement of peoples have, of course, not been exclusively practised by white
settlers and colonialists; in many parts of Africa and Asia, dominant groups have suppressed mar-
ginalized groups and it is in response to this experience that the indigenous movement in these
regions has reacted.

It is sometimes argued that all Africans are indigenous to Africa and that by separating Africans
into indigenous and non-indigenous groups, separate classes of citizens are being created with
different rights. The same argument is made in many parts of Asia or, alternatively, that there can
be no indigenous peoples within a given country since there has been no large-scale Western
settler colonialism and therefore there can be no distinction between the original inhabitants and
newcomers. It is certainly true that Africans are indigenous to Africa and Asians are indigenous to
Asia, in the context of European colonization. Nevertheless, indigenous identity is not exclusively
determined by European colonization.

The Report of the Working Group of Experts on Indigenous Populations/Communities of the Afri-

can Commission on Human and Peoples’ Rights therefore emphasizes that the concept of indige-
nous must be understood in a wider context than only the colonial experience.
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The focus should be on more recent approaches focusing on self-definition as indigenous
and distinctly different from other groups within a state; on a special attachment to and
use of their traditional land whereby ancestral land and territory has a fundamental impor-
tance for their collective physical and cultural survival as peoples; on an experience of sub-
jugation, marginalization, dispossession, exclusion or discrimination because these peoples
have different cultures, ways of life or modes of production than the national hegemonic
and dominant model.®

In the sixty-year historical development of international law within the United Nations system,
it is not uncommon that various terms have not been formally defined, the most vivid examples
being the notions of “peoples” and “minorities”. Yet the United Nations has recognized the right
of peoples to self-determination and has adopted the Declaration on the Rights of Persons Be-
longing to National or Ethnic, Religious and Linguistic Minorities. The lack of formal definition of
“peoples” or “minorities” has not been crucial to the Organization’s successes or failures in those
domains nor to the promotion, protection or monitoring of the rights accorded to these groups.
Nor have other terms, such as “the family” or “terrorism” been defined, and yet the United Nations
and Member States devote considerable action and efforts to these areas.

In conclusion, in the case of the concept of “indigenous peoples”, the prevailing view today is that
no formal universal definition of the term is necessary, given that a single definition will inevitably
be either over- or under- inclusive, making sense in some societies but not in others.

About this publication

The publication includes seven chapters that examine indigenous peoples’ access to and utili-
zation of quality health care services within the seven socio-cultural regions of the Permanent
Forum: Africa; Asia; Central and South America and the Caribbean; the Arctic; Central and Eastern
Europe, Russian Federation, Central Asia and Transcaucasia; North America; and the Pacific.

Each of the authors provides an overview of health issues in their socio-cultural regions as well
the challenges that indigenous peoples’ face in trying to access and utilize health services.

The first chapter by Dr. Priscilla S. Migiro emphasizes the difficulties that indigenous peoples in Af-
rica face in being recognized firstly as indigenous peoples and secondly, accessing health services
within the region’s population of about 960 million people who already face health challenges
with a high burden of communicable and emerging non-communicable diseases. Access to health
is not uniform across the continent, with variations from one country to the next and also within
countries. National figures of morbidity and mortality often mask inequities within countries. Dr.
Priscilla S. Migiro also focuses on the barriers to the enjoyment of the right to health, the lack of
data on indigenous peoples’ health status and the loss of land in which indigenous peoples de-
pend for their livelihoods and traditional medicines.

In the second chapter, Dr. Mukta S. Lama provides an overview and analysis of the situation of
indigenous peoples in the Asian region. The Asian sub regions include a multitude of indigenous
groups who comprise 70% of the estimated 350 million indigenous peoples worldwide. Indige-

o Report of the African Commission's Working Group of Experts on Indigenous Populations/communities.
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nous peoples in Asia die younger, have higher rates of malnutrition, child mortality, and carry high
burden of “diseases of the poor” namely under-nutrition and infectious diseases. Dr Lama points
out that the health of indigenous peoples is often not considered a priority by national govern-
ments and as a result, health care needs remain unheard in health care planning with weak repre-
sentation of indigenous peoples in the government system. Dr Lama concludes that the exercise
of right to self-determination is important is enabling indigenous peoples to revive and reclaim
their cultural traditions and indigenous identity and self-esteem based on positive images that
are crucial for their overall health and well-being. Such autonomy would also involve empowering
indigenous peoples to preserve and develop their own solutions and plans to improve their health
rather than imposing solutions upon them.

The third chapter by Dr. Ketil Lenert Hansen analyses the major health issues confronting Sami
peoples in Norway, Finland, Sweden and Russia and the Inuit in Greenland. The chapter includes
an analysis of the unique challenges faced by the indigenous peoples living in the far north due
to their specific socio-environmental location with an increased risk of health problems compared
with the average national statistics. Dr. Ketil Lenert Hansen specifies the major constraints to
delivering good quality health care in the North and at the same time outlines how traditional
healing is being integrated within health services for indigenous peoples.

In the fourth chapter, Dr. Myriam Conejo Maldonado provides an overview and analysis of the
situation of indigenous peoples in the Central and South America and the Caribbean region and
illustrates the stark contrast in access to health services between the indigenous and non-in-
digenous populations. Indigenous peoples live in poverty and comprise 60% of the poor in the
region. Several countries in the region have included an intercultural approach to health in their
development plans. However, socio-cultural and linguistic barriers still exist, as well as barriers in
terms of geographical location and lack of access to health care. Dr. Myriam Conejo Maldonado
concludes that there must be a new approach to health services for indigenous peoples based on
interculturality, human rights, and collective rights.

The fifth chapter on North America emphasizes the complex arrangements that the United States
and Canada has with indigenous peoples in terms of health policies. To a large degree, jurisdic-
tional conflict between State/Provisional and Federal Governments impact on the accessibility
and comprehensiveness of health services for indigenous peoples. The challenge for indigenous
peoples in both Canada and the United States is 1) take control of their own personal health to
achieve balance in life; 2) assume authority and control over health and social services which
impact their lives, and 3) design and implement a sustainable health system which meets their
unique needs. The role of the federal and provincial governments is to work in partnership with
indigenous peoples to design and implement health systems.

In chapter six, Dr. Collin Tukuitonga provides a background of the historical, political and cultural
factors that have shaped events in Pacific countries that have influenced the health status of
indigenous peoples. Dr. Collin Tukuitonga describes the current health situation, the social deter-
minants of health, health service funding and delivery, as well as the initiatives that have been
shown to be effective in improving indigenous peoples’ access to all levels of health care. While
there are number of initiatives underway in developed countries designed to improve access to
health care services, there is limited information on the impact of these programmes. There are
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however, encouraging signs that health initiatives provided ‘by indigenous peoples for indigenous
people’ is improving access to services.

The seventh chapter by Ms Oksana Buranbaeva outlines indigenous peoples’ access to health in
the Russian Federation. Russian federal legislation protects the “numerically small indigenous
peoples” or “small-numbered indigenous peoples of Russia”, defined as those who live in terri-
tories traditionally inhabited by their ancestors; maintain a traditional way of life and economic
activity; number fewer than 50,000; and identify themselves as separate ethnic communities. Ms
Oksana Buranbaeva describes the situation and policies that the Soviet Union adopted vis-a-vis
indigenous peoples which had both negative and positive consequences on indigenous peoples’
current access to health services. Ms Oksana Buranbaeva concludes that a comprehensive strat-
egy is required in order to develop in partnerships and consultation with indigenous peoples that
draw on the experiences of other Arctic countries to enhance access to indigenous peoples health
services.

Overview of major international responses to indigenous peoples

1957 — ILO Convention 107 on Indigenous and Tribal Populations is adopted
(http://www.ilo.org/ilolex/english/convdispl.htm)

1972 — The Study of the Problem of Discrimination against Indigenous Populations is launched
(also known as the Martinez Cobo study)

1982 — The Working Group on Indigenous Populations is established by the United Nations
(http://www.ohchr.org/english/issues/indigenous/groups/groups-01.htm)

1984 — The Study of the Problem of Discrimination against Indigenous Populations is submitted
to the UN

1985 — The Voluntary Fund for Indigenous Populations is created

1989 - ILO Convention No. 169 concerning Indigenous and Tribal Peoples in Independent States
is adopted (http://www.ilo.org/ilolex/english/convdispl.htm)

1992 — The Rio Earth Summit adopts the Convention on Biological Diversity
(http://www.biodiv.org/convention/default.shtml)

1993 — The World Conference on Human Rights recommends the establishment of a Permanent
Forum on Indigenous Issues

1993 — International Year of the World’s Indigenous People
1994 — The first International Decade for Indigenous People is launched (1994-2004)
1994 — The Voluntary Fund to support small-scale projects during the Decade is created

1998 - First Roundtable on Intellectual Property and Indigenous Peoples organized by the
World Intellectual Property Organization - WIPO (http://www.wipo.int)

2000 - Establishment of the United Nations Permanent Forum on Indigenous Issues (UNPFII)
(http://www.un.org/esa/socdev/unpfii/index)

2001 — The mechanism of a Special Rapporteur on the Human Rights and Fundamental
Freedoms of Indigenous People is established by the Commission on Human Rights
(http://www.ohchr.org/english/issues/indigenous/rapporteur/)
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2002 — A Voluntary Fund for Indigenous and Local Communities is established by the
Convention on Biological Diversity (http://www.cbd.int)

2003 — A Voluntary Fund is established by the United Nations to support the Permanent Forum

2005 — The Second International Decade for Indigenous People is launched (2005-2015),
including a fund to support small-scale projects

2005 — A Voluntary Fund for Indigenous and Local Communities is created by World Intellectual
Property Rights

2007 — The UN Declaration on the Rights of Indigenous Peoples is adopted by the UN General
Assembly (http://www.un.org/esa/socdev/unpfii/en/declaration.html)

2007 — The new Expert Mechanism on the Rights of Indigenous Peoples is established by the
Human Rights Council

2014 — High Level Plenary Meeting of the United Nations General Assembly also known as the
World Conference on Indigenous Peoples

009 = INTRODUCTION ADVANCE COPY



A 4

CHAPTER ONE

ACCESS TO HEALTH SERVICES BY
INDIGENOUS PEOPLES IN THE
AFRICAN REGION

DR. PRICILLA SANTAU MIGIRO



@] STATE OF THE WORLD'S INDIGENOUS PEOPLES

CHAPTER ONE

ACCESS TO HEALTH SERVICES BY
INDIGENOUS PEOPLES IN THE
AFRICAN REGION

DR. PRICILLA SANTAU MIGIRO’

Introduction

Definition of Indigenous Peoples in the Africa region

A strict definition of indigenous peoples is neither necessary nor desirable. It is much more rele-
vant and constructive to try to outline the major characteristics, which can help us identify who
are the indigenous peoples and communities of Africa.

The approach that has been advocated by the African Commission’s Working Group of Ex-
perts on Indigenous Populations/Communities includes the following overall characteristics
of groups identifying themselves as indigenous peoples:

Their cultures and ways of life differ considerably from the dominant society;

Their cultures are under threat, in some cases to the extent of extinction;

= The survival of their particular way of life depends on access and rights to their tradi-
tional lands, territories and natural resources;

They suffer from discrimination as they are regarded as less developed and less ad-
vanced than the more dominant sectors of society;

They often live in inaccessible regions, often geographically isolated and suffer from
various forms of marginalization, both politically and socially.

They are subject to domination and exploitation within the national political and eco-
nomic structures that are commonly designed to reflect the interests and activities of
the national majority.

/" Dr. Santau Migiro is a Masaai woman from Kenya. She received her undergraduate degree in medicine and postgradu-
ate qualifications in Paediatrics and Child Health from the University of Nairobi. She has worked in various capacities
in the Ministry of Health and in private health sector. Since 2004, Dr. Migiro has worked in the ministry’s headquarters
where she worked her way to the Head of the Division of Child and Adolescent Health where she has been involved in
development of policies, strategies and guidelines in child survival and development. Since June 2012, Dr. Migiro has
worked in the Department of Health Promotion involved in development of policies, strategies and guidelines of health
promotion.
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Discrimination, domination and marginalization violates indigenous peoples human rights as
peoples/communities, threatens the continuation of their cultures and ways of life and prevents
them from genuinely participating in decisions on their own future and forms of development. &

Africa’s population of about 960 million people already faces health challenges with a high bur-
den of communicable and emerging non-communicable diseases. Access to health is not uniform
across the continent, from one country to the next and also within countries. National figures of
morbidity and mortality often mask inequities within countries. The vulnerable populations include
the poor, the hard to reach, women and children, persons with disabilities and the marginalized.

Indigenous peoples often live in remote and hard to reach areas, and many are less educated, are
few in numbers and culturally different from their more populous neighbours. They face additional
challenges of access to health services. This constitutes a violation of the African Charter such as:

The right of equal access to the public services of one’s country (Article 13 (2))
The right to education (Article 17(1))
The right to medical care and attention (Article 16(2)).°

Further, they are also discriminated against by health service providers and considered to be
‘backward’. This can be seen from the view of a President of an African country who said, “How
can you have a stone-age creature continuing to exist in the time of computers? If the Bushmen
want to survive, they must change, otherwise, like the dodo they will perish.” 1©

Indigenous Africans and the Millennium Development Goals (MDG)

The Millennium Declaration, signed by 147 Heads of State and Government in September 2000,
and the Millennium Development Goals have provided an opportunity for a renewed focus on
indigenous peoples in the international development debate. The report of the Fourth Session of
the United Nations Permanent Forum on Indigenous Issues, stated that “Indigenous peoples have
the right to benefit from the Millennium Development Goals and from other goals and aspirations
contained in the Millennium Declaration to the same extent as all others”"" However, by failing to
ground the goals in an approach that upholds indigenous peoples individual and collective rights,
the MDGs fall short in addressing the health disparities that persist between indigenous peoples
and other poor, marginalized groups. By advancing the dominant paradigms of health and devel-
opment rather than an approach based on individual and collective human rights, the MDGs also
promote projects that are potentially detrimental to indigenous peoples by violating their rights
to their collective lands, territories and natural resources.

Moreover, because the cultures and world-views of indigenous peoples are not taken into account
in the formulation of the MDGs, the goals do not consider indigenous peoples’ concept of health,

Report of the African Commission’s Working Group of Experts on Indigenous Populations/Communities by the African
Commission on Human and People’s Rights and the International Working Group on Indigenous Affairs (2005).

9 African Charter on Human and Peoples Rights: OAU Doc. CAB/LEG/67/3 rev. 5, 21 |.L.M. 58 (1982), entered into force 21
October 1986).

° Suzman, J An Introduction to Regional Assessment of the San in Southern Africa.2001, Legal Assistance Centre, Wind-
hoek. Namibia.

E/2005/43 United Nations Permanent Forum on Indigenous Issues, Report of the 4th Session (2005).
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which extends beyond the physical and mental well-being of an individual to the spiritual bal-
ance and well-being of the community as a whole. To improve the health situation of indigenous
peoples, there must thus be a fundamental shift in the concept of health so that it incorporates
the cultures and world-views of indigenous peoples as central to the design and management of
state health systems.”

Reports from countries reviewing progress on MDGs have shown that data on indigenous peo-
ples is missing in national monitoring and reporting. The reviews also reveal that there is no clear
mechanism identified to include indigenous peoples in the design, implementation and monitor-
ing of policies designed to achieve the MDGs.”

An Analysis of the health situation of indigenous peoples in the Africa region.

Maybury- Lewis™ estimates that there are over 14.2 million self-identifying indigenous peoples in
the Africa region. The African Charter on Human and People’s Rights (ACHPR) ™ report lists some
of the best known indigenous peoples whom they divide into two groups, hunter-gatherers and
pastoralists. The report gives 11 examples of hunter-gatherers in 13 countries and 23 examples of
pastoralists in 22 countries. These indigenous peoples often occupy hard to reach areas with poor
infrastructure and harsh terrain. To further compound the problem is the lack of recognition of
indigenous peoples by African states. This means that disaggregated data on indigenous peo-
ples’ health status is hard to find. In fact, because indigenous peoples are essentially invisible in
the data collection of many international agencies and in most national censuses, the disparities
in their health situation as compared to other groups continues to be obscured'. For example, in
Kenya, demographic and health surveys have been undertaken every five years since 1989, exclud-
ing the hard to reach areas of north eastern Kenya because of the terrain. It is only the last two
surveys of 2003 and 2008/9 that these areas were included. The reason given for this omission
is that those districts account for less than 4% of Kenya's population.” These areas are occupied
by nomadic pastoralists, hunter gatherers, all of whom have poor health indicators which, as a
vulnerable minority, should justify their inclusion instead of exclusion.

Indigenous peoples of Central Africa

The indigenous people in central Africa have often been collectively identified as ‘Pygmy’. Due to
the fact the term ‘Pygmy’ carries negative connotations due to its association with the assump-
tion of inferior status there is now a policy in some central African countries to officially designate
such groups as indigenous peoples or populations autochtones.

2 State of the World's Indigenous Peoples, United Nations publication (2009)
5 Ibid.
14 Maybury-Lewis D. 2002. Indigenous peoples, ethnic groups and the state. Needham, Massachusetts: Allyn & Baker.

Report of the African Commission’s Working Group of Experts on Indigenous Populations/Communities by the African
Commission on Human and People’s Rights and the International Working Group on Indigenous Affairs (2005).

State of the World's Indigenous Peoples, United Nations publication (2009)

Kenya Demographic and Health Service 1989,1993,1998: National Council for Population and Development, Central
Bureau of Statistics.
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Indigenous peoples in Central Africa number between 300,000 to 500,000 peoples. They
consist of at least 15 distinct ethno-linguistic groups including the Gyeli, Kola, Baka, Aka, Bon-

go, Efe, Mbuti, western Twa, and eastern Twa. They live in ten central African countries: Angola,
Burundi, Cameroon, Central African Republic, Democratic Republic of Congo, Equatorial Guin-
ea, Gabon, Republic of Congo, Uganda and Rwanda.”

In general, access to health services is a challenge due to regional over-population, poor infra-
structure and indequate personnel. For indigenous peoples, this is even worse as they live in re-
mote areas. In his report following a vist to the Republic of Congo, Professor James Anaya, the
Special Rapporteur on the Rights of Indigenous Peoples noted there is indequate cultural adap-
tation to the delivery of health services which appears to create a barrier to the enjoyment of the
right to health by indigenous peoples that goes beyond proximity to the health facility. He noted
that while the government had taken important steps to improve indigenous health, more needs
to be done so that there is equal access to health services especially in remote areas'®. Indigenous
peoples also reported the challenges they face in accessing health services even where they are
free, such as maternal and child health. Lack of money to pay for prescription drugs and obstetric
services are significant blocks creating difficulties and barriers. Most villages do not have health
facilities, so they are forced to rely on those located in majority Bantu villages which often dis-
criminate against indigenous peoples.”°

Mr Jean Dominique Dambo, the leader of the indigenous people in Dzaka, a village near Oues-
so, the main town in the Sangha region in northern Congo said “It is difficult; we don’t have a
health centre, no school, even though we are near the capital.” He further stated “Over there,
not far from our village, the people are getting free treated mosquito nets and other goods
while we are not informed about it; | am sure they forgot about us.” He also confirmed that

recent health campaigns by the government targeting mothers and children in Ouesso ex-
cluding indigenous peoples in the area.?’ Indigenous peoples rely heavily on traditional med-
icines. This however poses another challenge. The growing inaccessibility to forests and lack
of support by the Government is seriously eroding their knowledge and skills in the area of
traditional medicine.””

A study carried out by the Ministry of Health and the United Nations Populations Fund (UNFPA)
in 2012 indicated that indigenous women are virtually excluded from reproductive health services.
According to the study, while 94% of the Congolese women access antenatal care, only 37% of the
indigenous women have access to such services.”” As a result of this study, the Working Group on

18 Jackson, D. Implementation on International Commitments on Traditional Forest Related Knowledge: Indigenous peo-
ples’ experiences in Central Africa.

19 A/HRC/18/35/Add.5
20 A/HRC/18/35/Add.5
2 http://www.irinnews.org/report/79995 /congo-we-remain-marginalised-indigenous-people-say , 2013.

22 Report of the Country Visit of the Working Group on Indigenous Populations/Communities to the Republic of Congo,
15 — 24 March, 2010.

2 http://www.irinnews.org/report/97574/in-congo-few-pygmy-women-have-access-to-reproductive-health-services
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Indigenous Populations/Communities made the following recommendations to Governments in
regards to health:

1. Provide well—-equipped health centers stocked with adequate medicines and endowed
with qualified staff within the communities where indigenous peoples live;

2. Provide training for health personnel from indigenous communities in terms of supervision
and capacity building for traditional birth attendants;

3. Develop targeted sensitization campaigns and initiate community actions to ensure that
the indigenous populations familiarize themselves with: immunization, antenatal and
postnatal controls, HIV/AIDS screening; monitoring of chronic parasitic diseases among
indigenous communities.?*

The Batwa of Uganda

The Batwa are also a vulnerable population. They have limited access to education, a high rate of
alcoholism and poor medical care. They have high child mortality rates and low life expectancy.
As with other indigenous peoples in the African region, there is also lack of data on their health
status and published research data is rare.”> Their situation is made worse by loss of land which
they depend on for medicines. Women are also at high risk of HIV because of interaction with
neighbouring communities; at risk of rape; and having to exchange sex for necessities. Access to
testing and care and treatment is a challenge as they have to pay for services and health workers
do not treat them well.”® Coordinated action is needed by all sectors to improve the health of the
Batwa peoples. In order for this to happen, the following were recommended:

Acknowledge the rights of the Batwa as indigenous peoples;

Increase Batwa participation in developing policies and programs;

Enforce equal opportunity policies.

Kenya

In Kenya, health facilities are often located in urban centers with almost no mobile health facilities
to cater for nomadic pastoralists and communities in far flung regions in the north and semi-arid
areas where infrastructure is non-existent. The cost of accessing medical and health facilities in
Kenya is also costly and often beyond the reach of many indigenous communities who may not
have the means to travel long distances to purchase certain prescribed drugs that are unavailable
in public health facilities. The fact that there are almost no health facilities in close proximity to
most indigenous peoples living in north-eastern Kenya and remote parts of the Coast province
and Rift Valley means that they have to walk long distances even during an emergency, which
results in poor health outcomes.

A report undertaken for the Ministry of Public Health indicated that, the IlChamus people, for
example, spend an average of Kshs.600 ($7) on transport expenses to take pregnant women in
labour for delivery at Marigat district hospital; while the Waata community in Madogo of Tana

o4 Report of the Country Visit of the Working Group on Indigenous Populations/Communities to the Republic of Congo,
15 — 24 March, 2010.

2% Social Determinants of Health for Uganda's Indigenous Batwa: Sherilee Harper: Backgrounder No 32, June 2012

26 State of the World's Minorities and Indigenous Peoples. 2013. Minority Rights International. p68
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River spends an average of Kenya shillings 2,000 ($24) on transport hire to take their sick to the
provincial hospital in Garissa. It has been reported that most deliveries are conducted at home
because of these challenges?’. This report only included marginalized peoples and omitted other
groups like the Maasai of southern Kenya.

Other factors identified as barriers to health services included:

= Health facilities where available, are sometimes not operational due to staff shortages;

Lack of essential drugs and supplies;

Beliefs in the effectiveness of traditional herbs which are free in the villages, while health
services require payment;

Lack of awareness of the services available especially because of low education levels;

Deliveries occur at home mainly because of the long distances to facilities including the
need to adhere to traditional practices performed at birth. For example, some communi-
ties do not like male health workers assisting women to deliver babies.

Lack of their own indigenous health staff;

Language barrier between health workers and indigenous peoples;

Resistance to family planning services by women because of perceived negative side ef-
fects and lack of support from the men. They feel the need to have many children because
of their populations are small. This is explained by an Ogiek community member;

“Why are we being asked to practice family planning so that other people from
outside the community can come and occupy our land? We do not want to be con-
tinuously referred to as minorities”.

At the Katilu health centre in Turkana south, a community member said:

“Men in our community do not allow women to deliver in the clinic because they want to per-
form traditional rituals and apply herbs. The umbilical cord of the male baby is cut using a

common spear in the community while that of the female baby is cut using a common knife
in the community. They only allow women to go to the hospital two weeks prior to the time of
delivery”.

Tanzania

The indigenous peoples of the United Republic of Tanzania include the Maasai, the Barbaig (Da-
toga), Akie, Taturu and Hadzabe. The former two groups are predominantly pastoralists whereas
the latter comprise of forest-dwelling hunter-gatherers. The groups collectively practice pasto-
ralism and hunting-gathering. The Maasai are the most populous numbering about 450,000. The
Akie number about 5,200 while the Hadzabe population number between 1,000 and 3,000. The
concept of indigenous peoples is not acknowledged in Tanzania but the government “recognizes
the vulnerability of some of the marginalized communities”®. The delivery of health services in

2/ Nyambedha, E.O, Final Report for Development of Vulnerable and Marginalized Peoples Plans (VMPPS): Ministry of
Public Health and Sanitation, Kenya, 2013.

28 Country Technical Note on Indigenous Peoples’ Issues: United Republic of Tanzania. Submitted by IWGIA, June 2012.
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the areas occupied by indigenous peoples is difficult. This is because of poor infrastructure and
also the communities are sparse and migratory. They have to depend on services provided by
non-government organizations, Faith-based organizations and other agencies.

A study on the differences in health between the Datoga/Barabaig and their neighbors indicated
how patterns of health are linked to wider issues of marginalization. The marginalization of the
Datoga/Barabaig includes the lack of access to their traditional homelands where their lands
are being acquired by the Government and private interests for non-pastoral commercial use
such as parks, private ranches and commercial wheat estates. Communal lands are being fenced
off resulting in the Datoga/Barabaig being evicted from their traditional lands. The loss of their
pasture lands has resulted in the decimation of their herds. The large-scale prairie-type farming
has also resulted in the destruction of trees and other vegetation affecting rain patterns and
soil erosion. In some areas, water is extremely scarce. The relationship between Datoga/Barabaig
and the surrounding community has been one of hostility and antagonism. Incidences of abuse
of human rights, the beating and arrest of pastoralists, and confiscation of cattle on the pretext
of trespass have been common.?® Not surprisingly, the Datoga/Barabaig are at a greater risk of
anaemia, maternal mortality and tuberculosis. Infant mortality is also high among the Datoga
(20%) while fertility is lower than in neighbouring groups, and pastoral Datoga children show
early growth faltering and little catch-up growth when compared to neighbouring groups.’® The
pastoralists are also vulnerable to HIV/AIDS due to negative cultural practices and low levels of
literacy. The negative cultural practices are FGM, early sexual debut and early marriages for girls
and the low social status of women.

Botswana

The indigenous peoples of Botswana are collecticvely called the Basarwa, Bakgalagadi or San
and are hunter-gatherers. In his report, the Special Rapporteur on the Rights of Indigenous Peo-
ples noted that the government of Botswana has made efforts to address the situation of indig-
enous peoples through the Remote Area Development Policy of 1975 which has been revised over
time in line with new developments.”!

In the revised programme, the Government “shall adopt a community-led development approach
which aims to promote participatory processes and community participation in issues affecting
their own development”. The new policy also acknowledges the need for affirmative measures for
the benefit of communities that have faced intractable disadvantages, either for logistical rea-
sons, or because of long standing historical prejudice and subjugation by the dominant groups”.
Such measures will be adopted across a variety of sectors to improve access to education, health,
employment and economic development opportunities, and to develop socio-political institu-
tions.?” The government of Botswana has expressed concern over the difficulties faced by provid-
ing a health care system that incorporates and respects both Western and traditional medicines.

° IsaG. Schiviji, Globalisation and Popular Resistance (2002) p.9 www.caledonia.org.uk/papers/GClobalisation%20
and%20Popular%20Resistance.doc

0

W

Alyson G. Young, Young child Health among Eyasi Datoa: Socio-economic Marginalization, Local Biology, and Infant
Resilience with the Mother Infant Dyad (2008), p66

"' A/HRC/15/37/Add.2
A/HRC/15/37/Add .2
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In recognition of these challenges the Special Rapporteur on the Rights of Indigenous Peoples
highlighted the need to enhance the understanding of and respect for traditional medicine, which
continues to be practiced among indigenous communities but remains largely excluded from the
government health system.

Namibia

The San, the Himba (Ovatue, Ovatjimba and Ovazemba) satisfy the criteria for indigenous peo-
ples. The loss of their lands, destitution, cultural breakdown and high poverty levels have made
the San the only ethnic group in Namibia whose health status has declined since independence.
Having lost their original source of food, they now depend entirely on government food aid. The
health problems are due mainly to poverty and marginalization. Most of the population has poor
access to health facilities. More than 80 per cent of them live more than 80 kilometers from any
sort of health facilities. These facilities are expensive and mobile outreach services are irregular
and often ill-equipped to deal with complicated problems. In some cases the staff of the mobile
units cannot speak any of the San languages, giving rise to the likely risk of miscommunication
and wrong diagnoses™.

Namibia has a high prevalence of HIV/AIDS, and the San are particularly vulnerable due to lack
of information, low standard of living and the unavailability of adequate treatment. The Special
Rapporteur on the Rights of Indigenous Peoples recommended measures to mitigate these neg-
ative effects. These included educating indigenous communities on health issues, which should
be done in all languages in the communities concerned, allocating adequate resources to indige-
nous peoples’ health services, including them in medical insurance programmes, capacity-build-
ing, collaboration and co-ordination, as well as funding organizations that are working towards
the eradication of diseases.”

South Africa

The Khoi /San peoples of South Africa are among the most poor and marginalized populations.
There is lack of access to safe water and also high levels of domestic violence. The Special Rap-
porteur on the Rights of Indigenous Peoples also noted that although HIV prevalence was high
in the country, there were no figures for indigenous peoples and therefore, HIV/AIDS should be
considered a serious threat. The Special Rapporteur also made the following recommendations:

The possibility of establishing a fully equipped clinic in Platfontein to serve the area;
= Health services should target the specifically marginalized indigenous communities;
£ Introduction of drinking water to indigenous communities should be considered a priority
in the development plans in the areas where services either do not exist or is insufficient.>
The pastoralists of North and West Africa

The nomadic pastoralists of the Sahel are geographically and socially marginalized, inhabiting
large regions unsuitable for agriculture and infrastructural development. Human survival in com-

[oN]

Country Report of Research Project by ILO and ACHPR on the Constitution of and legislative protection of rights of
indigenous peoples.

o4 Country Report of Research Project by ILO and ACHPR on the Constitution of and legislative protection of rights of
indigenous peoples.
3 E/CN.4/2006/78/Add.2
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munities in these environments would be virtually impossible without livestock that provides
for basic needs. To pastoralists, the well-being of their livestock is important as it is the source
of their livelihoods and a basis for recognition and respect.’® The close contact between human
and animals, consumption of raw milk contributes to zoonoses like anthrax, Q fever, brucellosis
and echinococcosis.?” A paper by Sheik-Mohamed and J.P. Velema®® summarized evidence on the
health status of nomadic populations and provided an assessment on the best ways for the pro-
vision of health care. The authors noted that nomadic peoples had poor access to health services;
they were prone to infectious diseases (STls, guinea worm, leishmaniasis, trachoma, tuberculosis,
brucellosis); and had higher rates of maternal and childhood mortality. On the other hand, viral
infections, intestinal parasites were not so common. In the case of helminthes, the migratory
lifestyle of the pastoralists minimizes such infections as they move from accumulated dirt and
rubbish. For viral infections, serological surveys on measles undertaken on the Tuareg peoples in
Niger showed that 64.5% of children five years of age were seronegative’®. This situation not only
makes them susceptible, but is an indication that they have not been vaccinated. Other possible
strategies for nomadic pastoralists include moving from areas where there are health epidemics
and avoiding areas which are infested by vectors like mosquitoes and ticks. Their mobility can
also bring disease to an area or cause them to acquire diseases to which they have no immunity.
Obstacles to health service delivery included:

1. Conventional health systems do not reach nomadic pastoralists;

2. Health services are usually in the hands of settled populations who do not relate well to
nomadic pastoralists;

3. Settled populations tend to look down on nomadic pastoralists as uneducated and prim-
itive;

4. There are prohibitive costs for providing health care.

The provision of health care includes:

E Mobile primary healthcare services that are capable of moving with the nomadic pasto-
ralists;

Due to the fact that community participation is important in primary health care pro-
grams, it was found that involving nomadic pastoralists was difficult because of their
mistrust of government. Therefore the provision of essential drugs and supplies were
considered more helpful;

Having nomadic pastoralist community health workers who can be trained to provide a
mix of essential services, obtain regular medical supplies, and refer complicated cases is
likely to be more affordable and sustainable in the long run.

[oN]
o))

Schelling E, Wyss K, Diguimbaye C et al. (2008) “Towards integrated and adapted health services for nomadic pasto-
ralists and their animals: a north-south partnership” in Handbook of Transdisciplinary Research. A Proposition by the
Swiss Academies of Arts and Sciences (eds G Hirsch Hadorn, H Hoffmann-Reim, S Biber-Klemm, W Grossenbacher, D
Joye, C Pohl Springer, Heidelberg, pp.277-291.

Schelling E, Diguimbaye C, Daoud S et al. (2003) “Brucellosis and Q-fever seroprevalences of nomadic pastoralists and
their livestock in Chad". Preventive Veterinary Medicine 61, pp.279-293.

A Sheik-Mohamed and J.P. Velema, "Health Care for Nomads in sub-Saharan Africa”Tropical Medicine and International
Health; Vol 4 No 10 pp 695-707; October 1999.

W
O

Measles in a West African Nomadic Community Loutan, L,; Paillard, S. Bulletin of the World Health Organization, Vol.
70, No. 6 1992.
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HIV/AIDS and indigenous peoples in the Africa region.

As of December 2012, there were 22 million people living with HIV in sub-Saharan Africa.*°. As most
indigenous peoples live in remote regions, they may be protected by their isolation from HIV/AIDS
and have lower prevalence rates than their neighbors. For example, in Botswana in 2002, it was
found that while the adult prevalence for HIV was 35.3%, it was 21.4% for the San in Ganzi. However,
with settled lifestyles more and more San are exposed to HIV. An increase of HIV/AIDS was also
noted among the indigenous peoples of Cameroon and this was attributed to the influx of labour-
ers working in the commercial logging industry. In Kenya, the HIV prevalence in north eastern Kenya
was less than 0.5% in 2007 compared to the national figure of 7.2%,*' and rose to 1% in 2008/9 while
the national prevalence decreased to 6.3%.%> The current national prevalence is at 5.6%. This area
of north-eastern Kenya was omitted during the study due to the outbreak of conflict in the region.

In Tanzania, there is awareness that indigenous peoples like the Maasai pastoralists are at in-
creased risk of HIV by nature of their lifestyle.*> At the same time data is difficult to find. The
community also has low literacy and there are the usual challenges of language barriers. Some
cultural practices like female genital cutting, early marriages, polygamy and multiple sexual part-
ners also make women in this community more vulnerable to the infection. The provision of HIV
testing, treatment and care services is made difficult by the harsh terrain, long distances to facili-
ties and low literacy levels. Most of these areas are served by faith based organizations.

The above information highlights the plight of indigenous peoples in the African region. The sit-
uation globally may not be very different; however there has been some attention at this level to
look more closely at HIV/AIDS and indigenous peoples. For example, United Nations Permanent
Forum theme for the 2009 International Day of the World’s Indigenous Peoples on 9 August 2009
was “Indigenous Peoples and HIV/AIDS”. In his message, the Secretary-General of the United Na-
tions emphasized that it was essential that “indigenous peoples have access to the information
and infrastructure necessary for detection, treatment and protection”. He noted that indigenous
peoples “tend to suffer from the low standards of health”, which is perpetuating the gap in many
countries between the recognition of their rights and the actual situation on the ground. He called
on Governments and civil society “to act with urgency and determination to close this implemen-
tation gap, in full partnership with indigenous peoples.”**

Indigenous peoples face a higher vulnerability to HIV due to a range of factors including stigma-
tization, structural racism and discrimination and individual/community disempowerment. Health
Canada in collaboration with UNAIDS and Public Health Agency Canada hosted an International
policy dialogue on HIV/AIDS and indigenous peoples. This dialogue provided a platform to discuss
the impact of HIV/AIDS on indigenous peoples and to explore a way forward in terms of research,
policy and program development.

40 http://www.afrowho.int/en/rdo/speeches/3732-message-of-the-who-regional-director-for-africa-dr-luis-g-sambo-
on-the-occasion-of-world-aids-day-2012.html

41 National AIDS and STI Control Programme, Ministry of Health, Kenya. July 2008. Kenya AIDS Indicator Survey 2007
Nairobi, Kenya.

42 Kenya National Bureau of Statistics (KNBS) and ICF Macro. 2010. Kenya Demographic and Health Survey 2008-09.
Calverton, Maryland: KNBS and ICF Macro.

45 Hilde Basstanie and Rafael Ole Moono Ngorongoro District HIV/AIDS Programme Formulation Report (2004)
4 http://www.unaids.org/en/Resources/PressCentre/Featurestories/2009/August/20090811IntDayWorldsIndigenous/
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Report findings of the dialogue included:

= Relationship between HIV/AIDS and indigenous peoples has not received due interna-
tional attention despite them being vulnerable;

It clearly identified patterns of transmission for indigenous men and women including a
higher proportion of new HIV diagnoses among indigenous peoples;

It noted high rates of HIV transmission among indigenous women, particularly in devel-
oping countries;

It noted a younger age of HIV infection of indigenous peoples compared with the non-in-
digenous population in some countries.

As a result of the above, the participants:

Called for the identification of indigenous peoples as a priority group;

Called for countries to develop national strategies for HIV and indigenous peoples;

Advocated for AIDS service organizations to develop culturally-appropriate services for
indigenous peoples in partnership with indigenous communities’ representatives;

Noted how indigenous people are often invisible in reported statistics;

Discussed how best to leverage international policy instruments, such as the UN Declara-
tion on the Rights of indigenous peoples (UNDRIP) and ILO Convention 169;

Welcomed the creation of the International indigenous peoples Working Group on HIV/
AIDS (IIHAWG)

Traditional Medicine

Traditional medicine is the sum total of knowledge, skills and practices based on the theories,
beliefs and experiences used by indigenous peoples or different cultures to maintain health and
prevent, diagnose and improve or treat physical and mental illness.*

Africans have relied on traditional medicine for generations before the advent of western medi-
cine. The art was passed from generation to generation and sometimes from father to son. In Af-
rica the cause of disease is not perceived in the same way as western medicine. Causes of illness
and death are rooted in beliefs of witchcraft, sorcery and superhuman forces.*®

In the present day, indigenous Africans rely on traditional medicine and practitioners as they have
done for generations. Compared to western medicine practitioners, traditional medicine practi-
tioners are more readily available, less expensive and more acceptable. It is estimated that in Ma-
lawi 80% of the 12 million people make use of traditional medicine for their needs.*’ In 2000, there
were approximately 4500 traditional healers in Zimbabwe and only 1400 doctors*. Generally, in
sub Saharan Africa the ratio of traditional healers to the population is 1:500 while doctors trained

45

WHO 2002, Traditional Medicine Strategy 2002-2005

Rodlach, A. (2006). Witches, Westerners, and HIV: AIDS and Cultures of Blame in Africa. Walnut Creek: Left Coast
Press pp101-104.

47 Peltzer 1988, “The role of faith healers in primary mental health care: A South African perspective’, Curare:11.207-210).

48 UNAIDS (2000). Report of the Inter-regional Workshop on Intellectual Property Rights in the Context of Traditional

Medicine, Bangkok, Thailand.
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in western medicine it is 1:40,000.4° As indigenous peoples have always lived in harmony with
their environment and learned the important plants which can be used as medicines, they resort
to this method of healing before seeking treatment in orthodox medicine. For a long time there
has been little effort to understand traditional medicine as it was considered to be shrouded in
mystery. Some governments tried to suppress indigenous medicine which then went underground
and continued to thrive®®. Most African countries have the tolerant model of health system where
western medicine is practiced but other forms are tolerated.” The World Health Organization es-
timates that up to 80% of people in the African region use traditional medicine, and that the
widespread use is due to its affordability.”” Moreover it is popular because it is firmly embedded
in the wider belief system. Traditional medicine is also said to be more effective in the treatment
of psychic and psychosomatic conditions. This is because the healers have knowledge of the pa-
tient’s background while conserving African culture.> .

Some African countries have made efforts to integrate traditional medicine into the health sys-
tem. There are countries where traditional medicine practitioners have been registered and have
associations. In South Africa for instance, traditional healers are recognized and regulated by law.>*
However, caution is required in advocating for blanket use of traditional medicine because further
research is needed to ascertain the efficacy of certain medicinal plants and treatments used.

Effects of Sedentarization on indigenous peoples.

The world is changing rapidly and the lifestyles of indigenous peoples are also changing and
will continue to change. This means that their previously active lifestyle and dietary habits will
change. While indigenous peoples have a higher burden of infectious diseases, non-communica-
ble diseases are also emerging. Living in settled areas with higher population densities predispos-
es them to infectious diseases. Increased population density in settled areas facilitates the trans-
mission of density dependent diseases such as malaria. At the same time, pathogenic organisms
may be introduced by the number of people moving into, and establishing themselves in settled
areas. Further, the intrusion of people into previously unsettled areas may also expose them to
new disease hazards®. Barkley found that settled Turkana men reported severe complaints and
higher rates of infectious diseases than the nomads, including a significantly higher frequency of
cold with cough, eye infection, and chest infection than the nomads. They also had higher body
mass index>°.

Richter 2004: PEP for rape survivors in South Africa: Reflecting on the process to get to government policy: Interna-
tional Conference on AIDS

Green, EC: Engaging indigenous African healers in the prevention of AIDS and STDs in Anthropology in Public Health:
Bridging differences in culture and society, Edited by Robert A Hahn, Oxford University Press Inc. New York 1999.

51 WHO 2002, Traditional Medicine Strategy 2002-2005; Anfom ,E.E 1986: Traditional Medicine in Ghana; JB Danquoh
memorial lectures

WHO 2002, Traditional Medicine Strategy 2002-2005.

Steinglass M "It takes a Village Healer — Anthropologists believe Traditional Medicines can Remedy Africa’s AIDS Cri-
sis. Are they Right?” Lincua Franca April 2002, p. 32.
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Children of pastoralists also experience malnutrition when they live in settlements as their di-
ets change from dairy products to starches and sugars. Comparing settled and nomadic Ren-
dille children in Kenya, Nathan®’ found that sedentary children under six years had significantly
higher levels of malnutrition and anaemia than nomadic children. This was attributed to the
consumption of three times more milk by the nomadic children. Indigenous peoples need to be
made aware of the consequences of change in lifestyle and what they need to do to mitigate
the negative effects.

Best practices in delivering health services

This section provides examples of best practices and innovations that have been used to reach
indigenous peoples in remote regions.

Outreach Services.

Mobile outreach clinics or strategically placed health posts have been used to reach remote areas.
The challenge has been providing these services on a regular basis and the fact that they may
not be able to deal with emergencies. They are also expensive and difficult to sustain. In many
instances, staff do not speak indigenous languages, therefore creating another barrier.

Providing a culturally sensitive health service.

Indigenous peoples in the African region, apart from having poor access to quality health ser-
vices, also find the available services are not friendly. At most times the health workers look
down upon them as ‘backward and primitive’ peoples. Indigenous peoples also have the prob-
lem of language barriers and therefore only use health facilities when their conditions are ad-
vanced. As previously stated, cultural sensitivity is important if available health services are to
be utilized. Also taking into account traditional knowledge which indigenous communities have
relied on for thousands of years is extremely important. In South Africa, Ngomane et al®® found
that pregnant women in rural districts delayed visiting clinics, preferring instead to be looked
after by traditional healers in order to protect their unborn infants from harm. They also shied
away from delivery in hospitals because of the harsh treatment they received from the nurs-
es. According to Ngomane et al, indigenous women made the following comments about their
treatment in the hospital:

“The kneeling position is not allowed in hospital and nurses give you instructions and
won't listen to you.”

“If you air your views or your opinion, they laugh at you and ridicule you.”

“They make you feel small and useless. “
£ “The nurses give you instructions and will not listen to you”

The women also indicated that their rationale for going to clinics and hospitals is often motivated
by fear of complications or maternal death, and complications that could cause them to lose their
infants:

Nathan M, Fratkin E, Roth E “Sedentism and child health among Kendille pastoralists of Northern Kenya” Social Science
and Medicine Vol 43, Issue 4, August 1996. ttp://www.sciencedirect.com/science/article/pii/0277953695004289
o8 Ngomane, S., Mulaudzi, F.M., “Indigenous beliefs and practices that influence the delayed attendance of antenatal clin-
ics by women in the Bohlabelo district in Limpopo, South Africa” Midwifery (2010), doi:10.1016/}.midw.2010.11.002
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“I came to the clinic to put my name on their books, in case | have a difficult delivery.”
= “My sister was saved by the hospital as the baby was delivered by an operation.”

It is important that there is dialogue between the community and the health sector. The similari-
ties and differences between the two must be identified in order to reach consensus on issues per-
taining to improved antenatal attendance. This will create a feeling of empowerment and aware-
ness in the community, which will assist members of the community to utilize their resources and
antenatal care services optimally.

Innovation in delivery of health services

When studies of Chadian pastoralists and their livestock revealed that the vaccination status was
higher in the animals than in children®?,°° authorities decided to conduct joint campaigns bring-
ing together veterinarians and public health workers. These campaigns not only demonstrated
the feasibility of working across sectors, but were also 15% cheaper than separate campaigns.
For such efforts to succeed however there is need for community participation at all stages and
multi-stakeholder engagement.

Other innovations which are being used by countries are maternity shelters in remote areas. These
shelters are in the hospital compound and encourage pregnant women to come and stay there
towards the end of their pregnancy. For example, one such shelter is found in Garissa in the north
eastern part of Kenya. In this area, the maternal mortality rates in 2003 were estimated between
1000-1300/100,000 live births against a national figure of 410/100,000 live births.®'

Case Study: Maternal Shelters Save lives

The maternal shelter is a waiting home where women who live far and those with high-risk
pregnancies stay for monitoring and quick access to the provincial hospital which saves the
lives of both mothers and newborns. The facility was established with support of UNICEF to

address maternal and newborn health in hard to reach areas.

“Had my wife not come to the shelter to deliver at this hospital, she could have died,” said
Mr. Mohamed. “The two previous deliveries were difficult and she almost died from excessive
bleeding” He was therefore happy to make the 800 km journey to the shelter where his wife
stayed. She had a caesarean section and required transfusion which saved her life.®?

The use of maternal homes was also introduced in Eritrea in 2007 to reduce maternal mortality
in remote areas. This led to a 56% increase in facility deliveries and no maternal deaths in the 20
months since the introduction of the concept.®®

9 Zinsstag J, Schelling E, Daoud S et al. (2002) “Serum retinol of Chadian nomadic pastoralist women in relation to

their livestocks’ milk retinol and beta-carotene content” International Journal for Vitamin and Nutrition Research 72,
221-228.

60 Schelling E, Diguimbaye C, Daoud S et al. (2003) “Brucellosis and Q-fever seroprevalences of nomadic pastoralists and

their livestock in Chad”. Preventive Veterinary Medicine 61, 279-293.

61 Central Bureau of Statistics (CBS) [Kenya], Ministry of Health (MOH) [Kenya], and ORC Macro. 2004. Kenya Demo-
graphic and Health Survey 2003. Calverton, Maryland: CBS, MOH, and ORC Macro.

62 http://www.unicef.org/infobycountry/Kenya 62635.html

69 http://www.uniceforg/esaro/5479_maternal_newborn_health.html
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The Kenya Ministry of Health also has a strategy to deliver services to the household through the
Community Strategy®”. In this strategy community health workers are trained in various maternal,
newborn and child health services and deployed in the community. It is envisaged that they will
be able to provide integrated community case management of pneumonia, diarrhoea, malaria and
malnutrition starting in hard to reach under-resourced areas.

Another innovative way of delivering services is the concept of the tuberculosis (TB) Manyat-
ta. This was devised by Dr. Tonelli®®, a Catholic nun working in a remote district in north eastern
Kenya in 1976. The pastoralists living there had a high default rate for TB treatment. As a result,
she urged them to construct small dwellings next to the health facility where the patient could
receive observed treatment for four months, supported by a family member. As this concept was
very successful, TB Manyattas were set up in remote areas for nomadic pastoralists.®® In Namibia,
the treatment of TB for the San has been improved by educating family members on TB treat-
ment.®” South Africa and Rwanda have also started health insurance for their populations and it
is hoped this will trickle down to indigenous peoples.

Addressing the data gaps

Information on the health status of indigenous peoples in the Africa region is not adequate.
Health systems in many African countries have challenges in collecting, collating and analyzing
data for their populations.

This challenge becomes more evident in data for indigenous peoples because;

£ Indigenous peoples have not yet been fully recognized in many States as such, therefore
no provision has been made to collect data. For example; ‘the concept of indigenous peo-
ples is not acknowledged in Tanzania but the government “recognizes the vulnerability of
some of the marginalized communities”®®

Indigenous peoples in the Africa region are usually lumped together as marginalized
groups. This lack of recognition makes it difficult to take bold steps to put strategies in
place to collect disaggregated data according to ethnicity.

States may also be hesitant to collect ethnic specific data as a way to discourage tribal-
ism and promote national unity and cohesiveness.

Indigenous peoples often live in remote and hard to reach areas where collecting data
is considered difficult and expensive and since the population is small, it will not have a
major impact on the overall results. An example of this is Kenya where three demographic
and health surveys in 1989, 1993 and 1998, omitted northern Kenya which is inhabited by
nomadic pastoralists because the population was less than 4%. The 2003 demographic

o4 Taking the Essential Package of Health to the Community: A Strategy for the Delivery of Level One Services: MOH,
Kenya 2006.
http://annalenatrust.org/index.php?option=com_content&view=article&id=46&Itemid=53

WHO: A brief Hisory of Tuberculosis control in Kenya: 2008 sourced from: http://whglibdocwho.int/publica-
tions/2009/9789241596923_eng.pdf

State of the World's Minorities and Indigenous Peoples 2013, Events of 2012, Minorities Rights Groups International.

Country technical notes on Indigenous peoples issues, United Republic of Tanzania June 2012 and submitted by IWGIA
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survey indicated that the national under five mortality rate was 115/1000 live births, while
it was 163/1000 in north eastern Kenya®’

Challenges in data collection included language barriers between data collectors and
respondents.

As most of indigenous African communities have low literacy levels, the data is collected
by people who do not speak the language or understand the culture. Therefore, obtaining
accurate demographic data is difficult. Among the Maasai community obtaining accurate
data on maternal and infant deaths is a challenge as they may never be reported. Further,
among the Maasai it is difficult to know which woman has never had a child because the
practice is for every married woman to be called the mother of a child. Therefore, in cases
where a woman has no child, she is given one by a family member to raise as her own.

Another significant gap is the lack of adequate research on indigenous peoples’ health
issues in the African region.

During the International consultation of indigenous peoples’ health between 23-26 November
19997° the objective was amongst others to provide key elements for the development of World
Health Organization policies, strategies and recommendations for the protection of and promotion
of the right to health of indigenous peoples. The following recommendations were made to WHO;

= Promote the systematic collection and reporting of statistics disaggregated by ethnicity
by member states. This will require the development of working criteria or definitions of
ethnicity and the development of indicators that are able to measure what constitutes a
positive health outcome in indigenous peoples’ terms.

Develop, in close consultation with the informal advisory group, a comprehensive re-
search agenda which places emphasis on the broad determinants of health.

It is clear that there are significant data gaps in the health of indigenous peoples in the African
region. These can be addressed at the very outset by States recognizing indigenous peoples. This
can then set the stage for strengthening health systems in data collection, disaggregating data
according to ethnicity, and empowering the communities themselves by increasing access to ed-
ucation. Having indigenous peoples collecting data will increase accuracy of the data.

Affirmative action and training of indigenous health care workers:

Indigenous peoples often live in rural and remote areas where access to health services is reduced
or simply not available. At the same time, where there are health facilities, staff are not able to
communicate in indigenous languages, creating a further barrier. Training health workers from
indigenous communities could address this challenge. At the same time many of these communi-
ties have poor access to education which makes it harder to target students for medical training
colleges. Improving education and affirmative action for bright indigenous students to undertake
bridging courses in order to enter training institutions is a possible solution. Another strategy is
to have more rural based training schools and tuition support for indigenous students. Increas-
ing the proportion of medical students who come from rural backgrounds provides positive rural
learning experiences in medical school. Further, specific rural residency/vocational training pro-
grammes will increase the number of graduating physicians who possess interest, knowledge and

69 Central Bureau of Statistics (CBS) [Kenya], Ministry of Health (MOH) [Kenya], and ORC Macro. 2004. Kenya Demo-
graphic and Health Survey 2003. Calverton, Maryland: CBS, MOH, and ORC Macro

70 WHO/HSD/00!1
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skills for rural practice. Recruiting and retaining physicians in rural practice requires attention to
the environment, health system, financial and other factors.”" Another strategy to attract and re-
tain health care workers in rural and remote areas is to improve the working environment in these
areas. A study undertaken in Zambia indicated that nurses considered satisfactory accommoda-
tion, access to continued education and motivation to work as important non-monetary incen-
tives for working in remote areas.’”

Development of responsive health policies.

The foundation of having best practices in delivering health care to indigenous peoples is for
States to embrace multicultural health systems. The World Health Organization asserts that all
people have the right to health. During the 50th anniversary celebration of the Universal Decla-
ration on Human Rights on 8th December 1998 in Paris, the WHO Director General Dr. Gro Harlem
Brundtland said.

“It is no coincidence that the idea to establish a world health organization emerged from
the same process that identified the universal value of human rights. The WHO constitution
states the enjoyment of the highest attainable standard of health is one of the fundamental
rights of every human being without distinction of race, religion, and political beliefs, eco-
nomic or social condition.”

In most state health systems cultures and views of indigenous peoples are ignored or dismissed
as health systems are based exclusively on western medicine. This approach marginalizes indige-
nous peoples, denying them access to basic health services and devaluing their traditional health
systems. Most health systems can be defined as mono-cultural, multicultural or intercultural”.

Monocultural: This is based on the concept of society being homogenous and privilege the domi-
nant national culture over all other cultures. Though there maybe some acknowledgement of eth-
nic or linguistic or cultural diversity, it is not reflected in policies and resource allocation. Further,
data collection does not take into account any ethnic or cultural differences.

Multicultural: This system welcomes and promotes different cultures in society. This degree is still
insufficient if it fails to ensure equality among cultures.

Intercultural: This goes beyond mere recognition to seeking exchange and mutual reciprocity in a
mutual relationship as well as in solidarity among the different ways of life.

There are four fundamental pre-requisites that must be present in order for an intercultural health
system to exist. These are:

1. Fundamental respect for human rights as codified in international human rights instru-
ments and international law.

2. Recognition of indigenous peoples, because if States do not acknowledge the existence of
indigenous peoples, it is not possible to develop policies that respond to their health ca-

7T Bulletin of the World Health Organization 2010;88:395-396. doi: 10.2471/BLT.09.073072

72 http://wiredspace wits.ac.za/handle/10539/9082.

73 Chapter 5, State of the World's Indigenous Peoples, United Nations, 2009

027 = CHAPTER 1 ADVANCE COPY



2ND Vorume 1]

pacities and needs. Often indigenous peoples are included in broader categories such as
‘vulnerable groups’ or ‘the poor’, obscuring the particularities of their situation. Further-
more, this recognition entails the structural reforms necessary to exercise self-determi-
nation, which in the case of health, corresponds to supporting the development of in-
digenous health systems while also ensuring full and effective participation in the health
services offered by the state.

3. Political will, since the mere existence of policies aimed at improving the health of indige-
nous peoples is insufficient if they are not successfully implemented.

4. Conscious decision on the part of the national society to engage in an exchange and shar-
ing of knowledge, values and customs which, if practiced on a daily basis, would overcome
mono-culturalist structures.

Taking into account the above pre-requisites in view of the African situation, challenges are evi-
dent because many countries have not ratified ILO 169 Convention.”*

Conclusion

Indigenous peoples of Africa have inadequate access to health services. This is due to the lack
of recognition of indigenous peoples rights; health indicators are poor; low education levels and
access to other social services is lacking. The general lack of data is also a concern that makes it
difficult to address the problems and target solutions. Loss of their lands has made indigenous
peoples vulnerable as they cannot access the healing medicines and traditional food as they did
in the past. Improving indigenous peoples’ situation needs their active participation in the design
and implementation of health services. Legal recognition by States will help to pave the way for
documenting and tackling the current challenges in health care. Adopting targeted intervention
and conducting research will also go towards meeting the health care challenges including the
need to increase the level of accessible and responsive health services; documenting and preserv-
ing traditional medicine practices which are effective; improve education status and training of
indigenous health workers. Indigenous peoples’ resource and knowledge must not be discarded,
otherwise Africa will be poorer.
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ACCESS TO HEALTH SERVICES BY
INDIGENOUS PEOPLES IN ASIA

DR. MUKTA LAMA

Introduction

Indigenous peoples living in Asia have limited access to appropriate health care services. As a
consequence of this and other health determinants, they suffer the worst health of identifiable
groups in the Asian region. Indigenous peoples in Asia die younger, have higher rates of malnutri-
tion, child mortality, and carry high burden of “diseases of the poor” namely under-nutrition and
infectious diseases. A number of explanations account for the disparities in access to health ser-
vices experienced by the indigenous peoples. The health of indigenous peoples is often not a pri-
ority of the national governments thus, health care needs remain unheard in health care planning
with no or weak representation of the indigenous peoples in the government system. The general
health care services in most cases do not arrive in the remote regions of the country where most
indigenous peoples live and even when they do arrive, they are often not appropriate to address
the needs of indigenous peoples and often do not accommodate the belief systems and process-
es for improving health and well-being. There is an urgent need to address disparity and deficits
in indigenous health in Asia, situated as a challenge for democratic governance in the region.

The UN Special Rapporteur on the right to health noted that the right to health and right to
survive are two most basic human rights. This is aligned with the provision of International Cov-
enant on Economic, Social and Cultural Rights (ICESCR), in which Article 12 recognizes “the right
of everyone to the enjoyment of the highest attainable standard of physical and mental health.”
Further, the General Comment No. 14 of the UN Committee on Economic, Social and Cultural
Rights, elaborates that the right to health, “is the right to the enjoyment of a variety of facilities,
goods, services and conditions necessary for the realization of the highest attainable standard
of health... [The right includes both] timely and appropriate health care ... [and] the underlying
determinants of health, including access to safe and potable water, and adequate sanitation, an
adequate supply of safe food, nutrition and housing, healthy occupational and environmental
conditions, and access to health-related education and information, including on sexual and re-
productive health.” In this context, morbidity and mortality of children and poor health of indig-
enous peoples is a matter of pressing social justice inequality for which governments and other
actors must be held accountable. Despite the impressive improvements in poverty reduction and
social development in a number of Asian countries over the past decades, the persistence prob-
lems of poor indigenous health remain a major issue in the Asia region.

One of the major challenges in addressing the issue of indigenous health deficit is the invisibility,
or obscured visibility of the issue from the national discourse in many States. Little is known in
the rest of the world about their struggle for equality, their profound disparities in health status
and/or access to health services. The majority of countries in the Asian region do not have any
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structural capacity for collecting health information disaggregated for indigenous peoples from
within the larger non-indigenous populations. Some governments intentionally avoid collecting
the disaggregated data by indigenous ethnicity in their effort to portray national unity or discour-
age differentiation within their citizenry. Many Asian countries lack capacity to acknowledge the
relevancy of indigenous specific data in part due to competition for resources and lack of incen-
tives for institutions to support the creation of an evidence base for an indigenous peoples’ health
information system. The United Nations has repeatedly called for nation States to gather baseline
disaggregated information specific to indigenous peoples and in some situations this is gradually
beginning to occur. Nevertheless, in Asia, unlike other parts of the world like the Americas and
Australia, an additional complexity, coined the “Asian controversy” relates to the definition of
precisely who is indigenous. Deprived of clear client identification of membership in indigenous
population groups and/or tribes, the task of collecting data and the subsequent use in planning,
implementing and monitoring health initiatives are not simply possible.

In practice, different countries with specific historic and contextual relationships to the state and
the dominant population, indigenous peoples in Asia have been identified and referred to by dif-
ferent names such as “minority nationalities,” “schedule tribes,” “ethnic minorities,” “hill tribes,”
“cultural communities,” “adivasi,” “janajati,” and others. Some of the Asian states officially recog-
nize the term “indigenous peoples” to identify those people who have distinct cultural tradition
and history. Countries such as Philippines, Taiwan, Malaysia, Nepal and more recently Japan have
embraced the term following the United Nation’s Declaration on Rights of the Indigenous Peoples
(UNDRIP) and ILO Convention No. 169 on Indigenous and Tribal Peoples. While countries such as
China, India and Bangladesh for example resist the recognition due to contentions in the defini-
tion thus they have adopted various affirmative action and special measures for the peoples by
adopting specific labels in their specific country context.””

"o,

Notwithstanding the diverse country specific stance in formally recognizing the category “indige-
nous peoples,” the majority of the Asian countries engage with the distinct group of populations
in their legal, administrative and political uses ranging from the purpose of affirmative action to
assimilation and discrimination. China for example, in its 2000 census enumerates 55 officially
recognized terms for minority nationalities or minzu who reside in five autonomous geograph-
ic regions. For instance, the identification of China’s minzu emphasizes the social, cultural, eco-
nomic conditions, customs, traditions, language and geographic concentrations that distinguish
indigenous peoples from other sections of national community.”® Despite not officially adopting
the term “indigenous,” identification of China’s minority nationalities largely corresponds to the
definition developed by ILO Convention No. 169 and the World Bank.”” China’s case echoes that in
other countries in Asia including for example India, Malaysia and other countries. Scholars have
debated both for and against the adoption of the term but they appear to agree that the defini-
tion in the Asian setting should be broad enough to encompass the plurality of indigenous groups
in question with respect to their historic and country specific contexts. The category “indigenous
peoples”, supplemented by the assertion of the peoples who wish to self-identify themselves by

75 Kingsbury 1998; Erni 2008

Minority Affairs Editorial Department. Working Handbook of Minority Nationalities [CHN: Minzu Gongzuo Shouce]
Kunming (CHN): Yunnan People's Publishing House; 1985.

77" Chee-Beng 2008; Li 2008
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the term has increasingly become a social reality in Asia,’® thus is the term indigenous is being
used interchangeably with the other more specific terminology contained in this chapter.

Who are indigenous peoples in Asia?

Asia includes a vast geographically diverse area of about 12 million square kilometers that is cul-
turally and ecologically divided into five sub regions. The distribution of indigenous peoples into
very different geographic sub-regions and the degree of engagement in indigenous issues by the
various nations’ actors and the differences within the concerned indigenous peoples themselves
differs substantially. For example, the knowledge about indigenous peoples in different countries
within sub-regions varies greatly. Five sub-regions are conventionally categorized as western,
southeastern, southern eastern and central Asian sub-region.

The following table shows the distribution of countries with the sub-regions:

Table 1: Sub-regions and countries in Asia

Central Asia
Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Uzbekistan
Eastern Asia

China, Taiwan, Democratic People's Republic of Korea, Japan, Mongolia,
Republic of Korea

Southern Asia

Afghanistan, Bangladesh, Bhutan, India, Iran (Islamic Republic of), Maldives, Nepal,
Pakistan, Sri Lanka

South-Eastern Asia

Brunei Darussalam, Cambodia, Indonesia, Lao People's Democratic Republic, Malaysia,
Myanmar, Philippines, Singapore, Thailand, Timor-Leste, Viet Nam

Western Asia
Armenia, Azerbaijan, Bahrain, Cyprus, Georgia, Iraq, Israel, Jordan, Kuwait, Lebanon,

Oman, Qatar, Saudi Arabia, State of Palestine, Syrian Arab Republic, Turkey,
United Arab Emirates, Yemen

Source: UN-DESA

The Asian sub regions are culturally diverse in its ecology, geography and physical features. The
regions include a multitude of indigenous groups who comprise 70% of the estimated 350 million
indigenous peoples worldwide. As mentioned earlier in the report, comprehensive data on the
demographic status of the indigenous peoples in the Asia region are incomplete or not available.
Information on indigenous peoples in central and western Asia, in particular, is so scarce it is very
difficult to draw even a rough profile of the population. The data available within sub-regions
on the population of indigenous peoples also limited for various reasons. An estimate offered
by International Working Group on Indigenous Affairs (IWGIA) in 2008 and subsequent addition
by Hall and Patrinos (2012) is often cited source so far for understanding the distribution of the

/8 Baviskar 2007; Hathaway 2010
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indigenous peoples in the sub regions of Asian continent. The following figure shows the approx-
imate distribution of the population in the four sub-regions:

Figure 1: Indigenous Population in Asia (million)
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Source: Compiled from IWGIA (2008) in Hall and Patrinos (2012)

China has largest share of indigenous population in the world estimated to be about 105 million
indigenous peoples. In Japan, according to the bar chart, there are some 230,000 indigenous
peoples. There are 84.3 million indigenous peoples in India which makes India the second larg-
est in terms of the absolute concentration of indigenous peoples. As the above chart shows the
South Asian region as a whole includes an indigenous population of 95 million peoples. The share
of indigenous population in Southeast Asia is about 30 million while western Asia has only about
15 million.

Despite the official data, assimilation to promote commonality by absorption into the dominant
communities and within the States where indigenous peoples live, the reality is indigenous soci-
eties themselves are conspicuous by their immense plurality. Within indigenous societies, there is
vast diversity in terms of language, customs, dress, tradition and social and political organization.
There is no reliable information available as to determine the exact number of cultural or linguis-
tic groups within the indigenous communities in different countries. Rough estimate shows that
South Asia alone may have more than 750 groups identified although not all are recognized as so.
For example, the Indian Constitution enlists 461 ethnic groups as ‘Scheduled Tribes’ but studies
estimate more than 635 groups exist in the country.

An important point is that for countries like India where the constitution has guaranteed certain
rights as “schedule tribes”, this translates into better information on socio-economic and health
situation than other countries which have no such policies. But even in the Indian situation the
number of groups recognized formally may differ substantially among the number of groups that
actually exists or are self-defined by the groups themselves as being indigenous. The government
of Nepal recognized 59 groups as indigenous nationalities but is in the process of revising the list
to include other self-defined indigenous groups. A similar scenario is also true for other South
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Asian counties. Although the names of each specific group are difficult to list with the current
state of the information collected and access to it, the following table gives an idea of the major
groups until relatively better data can be collected on the subcontinent:

Table 2: Names of Indigenous Groups in South Asia

Country Commonly Major Indigenous groups Approximate
referred names Population

Source: IWGIA 2008

Table 3 shows major groups in the East and South Eastern regions of Asia. In Southeast Asia the
Ethnic Minority Classification Project carried out from 1953 to 1979 in China identified 55 ethnic
minority groups but there were more than 400 names of nationalities registered officially with
the government during early post-liberation years For example, the Philippines have three major
groups (see table) but within them are various other indigenous groups. The same pattern is true
for several other countries in South eastern Asia.
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Table 3: Indigenous Peoples in East and Southeast Asia

Country Commonly Major Indigenous groups Approximate
referred names Population
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(Source IWGIA 2008)

Colonialism, especially of European origin is regarded as less applicable to the Asian context in
defining the context of indigenous peoples’ history. The past and present dispossession of the
land and resources as well as loss of political autonomy and culture of the indigenous groups in
Asia, however, is comparable to the situation in white settler colonies

Indigenous peoples in Asia are subject to political domination, cultural discrimination, economic
exploitation and dispossession in the hands of the dominant national society as equal to their
counterparts in settler colonies in the past. Discrimination based on the language, race, culture
and identity against indigenous peoples is rampant across the Asian states. Indigenous activists
in Asia often term this phenomenon of dispossession and domination a process of internal colo-
nization, to a large extent distinct to Asian situation. They carry and suffer from negative impact
and trauma induced by past and continuing discrimination. The harm such discrimination inflicts
upon the physical and mental health of the indigenous children, women and men are least re-
searched and often remain most invisible or misrecognized.

Indigenous health status

Identification of groups as indigenous peoples thus is paramount to the knowledge development
about the status of the indigenous peoples’ health. Measuring indigenous health that takes into
consideration the indigenous concept of health is an even more complex task. The current data
available on the indigenous status tend to be framed by generic biomedical measurement and
illness. While this may partially capture the status of indigenous health, understanding of indige-
nous health requires a broader approach. The description of the indigenous concept of health that
goes beyond the biomedical approach is given by the World Health Organization’s Committee on
Indigenous Health (1999)°:

Indigenous peoples’ concept of health and survival is both a collective and an individual in-
ter-generational continuum encompassing a holistic perspective incorporating four distinct
shared dimensions of life. These dimensions are the spiritual, the intellectual, physical, and
emotional. Linking these four fundamental dimensions, health and survival manifests itself
on multiple levels where the past, present, and future co-exist simultaneously.

79 Committee on Indigenous Health, The Geneva Declaration on the Health and Survival of Indigenous Peoples, WHO,
Geneva, WHO/HSD/00.1 (1999).
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The above description clearly shows the need for broader approach to collecting information to
document present health status of indigenous peoples that can contribute to the development
of appropriate strategies and programmes. Baseline data on a broad range of health indicators
are urgently needed to compare health indicators, and improve health standards by developing
health goals between different groups of indigenous and non-indigenous peoples, as well as to
study what interventions can improve indigenous health over time.

Current health information even when available does not generate a comprehensive picture for
the Asia region as a whole nor does it permit comparisons among indigenous peoples and be-
tween them and their non-indigenous mainstream counterparts. This section presents some ba-
sic indicators available from government and academic sources to highlight the health status of
indigenous peoples in Asia.

Most commonly used health indicators in the National Census and Demographic and Health Sur-
veys carried by the governments are infant mortality, mortality of children aged O-5 years, child
nutrition, incidence or prevalence of diseases and their risk factors, and life expectancy at birth.
As has been indicated earlier, the scope for comparison across the country is limited as variations
in the approach taken by the specific countries exist.

Health related Millennium Development Goals include: (1) eradicate extreme hunger and poverty;
(2) reduce child mortality; (3) improve maternal health; and (4) combat HIV/AIDS, malaria and
other diseases. Data produced for measuring the progress of the MDGs unfortunately does not
require disaggregation by ethnicity and are geared towards the aggregate national average. This
data capture problem has made the situation of indigenous peoples’ invisible and gives the im-
pression of a distorted picture where the nested and unseen data that could describe the most
vulnerable minorities of indigenous peoples is getting worse while the non-indigenous majority
may be improving. This is important because the remedy needs to be targeted to alleviate the
greatest needs especially if they are the poorest minorities with little power and influence.

In the design of population based studies this is an easy detail to fix, because in many cases data
are limited simply due to absence of an ethnicity or language variable. Even when the health data
are generated by ethnicity omission of the variable in analysis means no disaggregated profiles
specific to indigenous peoples or minorities as a whole.

The quality of data collected is clinically-orientated toward statistical markers that give no in-
dication of broader issues of physical wellness or social wellbeing. Indicators that use mortality
rates measure the worst outcomes causing death thus mask co-morbidity. More comprehensive
indicators and indices of health and wellness, presence or absence of disease or risk factors, and
long-term outcomes need to be developed with due consideration of the interaction with indige-
nous concepts of health and how to improve it.

Narrowing the indigenous to mainstream population health gap is a particular concern as some of
the countries in Asia especially China, India and Vietnam have achieved considerable progress in
health including that of indigenous peoples. Epidemiologic and biostatistics evidence on indige-
nous health based on a review of the literature clearly shows that there is a systematic gap across
the Asian states. The clear message coming out from these data is that if the indigenous health
gap is left unattended then the disparities gap will expand. Hence, in the coming decades, the
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Asian indigenous peoples will experience even poorer health due to lower education, employment
in a viscous cycle created by extreme poverty.

The case of China can be illustrative of the health situation of the indigenous peoples. An analysis
of the trends in infant/child mortality and life expectancy in indigenous populations in Yunnan
using the population census of the China from 1953 through 2000 and data obtained from Yun-
nan Provincial Health Department shows that the minority nationalities have lower rates in key
health indicators. For example, the weighted average life expectancy at birth in 2000 for minority
nationalities was 64.5 whereas the total Chinese population was 71.4. The variance between Han
population and minority nationalities within autonomous provinces where minority population
are concentrated, however, is slightly less. For example, life expectancy of the Han population in
Yunnan was 68.8 which bring the difference between majority Han and minority nationalities only
about 4.4 years.®° Although, a considerable heterogeneity between the different minority popu-
lations is to be noted, the pattern of data on the life expectancy can give an important indication
of the poor situation of the population concerned.

Figure 2: Gap in Life expectancy: Comparing Indigenous and Non-Indigenous Populations, with
States in Order of 2009 HDI Rating
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Life expectancy is one of the key indicators of Human Development Index (HDI). Available data
shows a remarkable gap in life expectancy between indigenous and non-indigenous populations
living within the same state. Comparing high income to low and middle income counties shows
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that the gap for indigenous peoples is observed in diverse nations As the following figure shows,
despite the fact that Australia had highest HDI country rating consistently, the gap in the life
expectancy between indigenous and non-indigenous is recorded 20 years for both Australia com-
parable to the low income country Nepal .8’ Nepal falls at the rank of 157th in HDI ranking.

Comparison between indigenous and non-indigenous groups in different countries depicts similar
picture on infant and child mortality rate. Analysis of the health data made above by Jianghong Li
(2008) for China, for example, shows that the weighted average mortality rate under age 1 for the
sample minority nationalities was 77.8 deaths per 1,000 live births versus 53.6 for the Han Chinese
in 2000. India shows the similar picture coming from the 2005-06 National Family Health Survey
(NFHS-3) which provides estimates of important indicators on family welfare, maternal and child
health, and nutrition according to social groups. Infant mortality rate for the Scheduled Tribe (ST)
was recorded to be 62.1 against the rate of 570 per 1,000 live birth for the total population in India.®”
The data also shows that the highest morality rates are concentrated in the region where indigenous
populations, especially in rural areas. Similar to Yunnan in China, where a higher rate of the infant
mortality exists, in India infant mortality is concentrated in regions of Madhya Pradesh, Arunachal
Pradesh where significant indigenous population live. The pattern is clear, for provinces where indig-
enous peoples are in higher concentration, this corresponds with the higher mortality rates.

Figure 3: Infant Mortality Rate: Indigenous versus mainstream by country (per 1000 births)
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Sources: Li 2008, Mohindra and Labonté 2010, Bennett and Dahal 2008, Dang 2012

Nepal and Vietnam display a similar picture. Infant mortality for indigenous nationalities accord-
ing to NDHS 2006 is 55 deaths per 1,000 live births while national average is 59.5° Vietnam
appears to be doing better in term of reducing the infant mortality rate but it also has not been
successful in reducing the disparity between its vulnerable ethnic minority and majority. Vietnam
for example, has 30.4 infant deaths per 1,000 live births for ethnic minorities while national aver-

ol Cuningham 2009; Maclntosh 2013
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age is only 23.9.5% The table above shows a comparative scenario on the infant mortality of the
four different Asian countries.

The case for child mortality and under-five mortality is also very similar in terms of the disparity
between indigenous and non-indigenous populations in the Asian countries. Given the highly
variable information availability we have information on the indicators for only few countries. In
South Asia, for example, Nepal provides a glimpse of the situation in all three aspects of child mor-
tality based on the further analysis of the national data. For India, Mohindra and Labonté (2010)
have analysed the time trend information from the National Family and Health Survey (NFHS-1),
1992-1993; NFHS-2,1998-1999; NFHS-3, 2005-2006. Bennett and Dahal (2008) did same for Ne-
pal using the data set generated from National Demographic and Health Survey 2006. We draw
from analysis of VHLSS by Dang (2012) for Vietnam on the mortality rates. The following table
shows the comparative picture of three countries in Asia disaggregated for indigenous popula-
tion compared to the total population of the country.

Table 4: Infant, Child and Under five Mortality in selected Asian Countries

India, NFHS .
Nepal NDHS, 2006 2005-2006 Vietnam, VHLSS 2006

Indigenous All Scheduled All Ethnic Ethnic
Nationality = Pop Tribe p- Minority Majority

_---_

Under five Mortality 80 68 35.8 18.4 41 28
Source: Bennett and Dahal et.al. 2008; Mohindra and Labonté 2010; and Dang 2012.

Mortality

Data on child mortality is sparse in other countries that do not disaggregate by ethnicity. In the
countries where data are collected using the geographic area as unit of analysis, proxy indicators are
the means to generate some understanding of indigenous health to see the difference between the
remote regions where indigenous peoples predominantly live compared with the other provinces with
fewer indigenous peoples. In Pakistan, for example, Balochistan in the North West Frontier Province
(NWFP) and Federally Administered Tribal Areas (FATA) are the predominantly tribal areas. They are
also the least developed provinces and have highest levels of infant mortality rate from 70 to 129 per
1000 live births. Unfortunately, the majority of infant deaths were caused by preventable causes such
as diarrhea, respiratory infection, tetanus and others. & Thus, improving living conditions and access
to health services would result in rapid improvements for child health in these regions.

Minority Rights Group International (MRG) Report 2013 shows that Baluchistan also experience
highest level of maternal mortality ratio with 758 per 100,000 live births. This is indeed a shock-
ing figure when the national maternal mortality rate has declined from 400 per 100,000 in 2004-
5to 276 in 2006-7. If Pakistan is to meet the MDG target of reducing the maternal mortality to
140 per 100,000 also for its tribal population, it will certainly require substantial restructuring of

84 Dang 2012
85 Walker 2013,
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the state policies and programme. We do not have access to official figures in maternal mortality
in Burma but research estimates reveals that the maternal mortality rate for the indigenous peo-
ples is “triple that of the country as a whole, making this statistically among the most dangerous
places in the world to be a pregnant woman”®® It is estimated that “one third of these deaths
occur due to postpartum haemorrhage - a condition that can be prevented with the provision of

basic healthcare services”?®’

Child nutrition is another major indicator used to assess the health status of the population. The
available data reveals that a number of Asian countries have shown improvement in child nutri-
tion over the last two decades. Astonishingly, despite such improvements, changes in nutritional
status of the children in indigenous communities are much slower in pace than their non-indig-
enous counterparts. A study by Ouyang and Pinstrup-Andersen (2012:1456) on health inequality
between ethnic minority and Han populations in China states that -“Health and nutrition status
in terms of height-for-age and weight-for-age actually improved for both the Han group and the
minority group, but the improvement is much smaller for the minorities, and hence the growing
health gap.” Another study conducted again in China also has made similar conclusion and sug-
gest that stunting, wasting and being underweight are distinct indicators of the nutritional status
of children and chronic growth retardation is the major type of child protein-energy malnutrition
in poor rural minority areas of Yunnan Province, China.®®

In Cambodia, more than 20% of indigenous children under five children suffer from malnutrition
and 52% are classified as underweight and stunted in growth (Health Unlimited 2002). The coun-
try has a small population of indigenous peoples, approximately 100,000 with most concentrat-
ed in two provinces in one of the world’s poorest countries with low human development index
(UNDP 2004). The prevalence of malnutrition in Indonesia is similarly high at 24.6% of children
under five years old as of 2000. Indigenous Adat populations suffer greater risk of child mortality.
Human development levels among the Philippines indigenous groups in region of Cordillera and
specifically Manabo households vary, showing that the Manabo households had a much higher
rate of under five mortality at 96 per 1000 live births which is higher than national average of 42
deaths.®?

In Bangladesh indigenous peoples are largely concentrated in Chittagong Hill Tract (CHT) where
approximately 600,000 indigenous Jumma peoples live. The CHT being one of the country’s most
deprived areas suffer particularly extreme rates of ill health. Immunization coverage in CHT is re-
corded to be considerably low with full immunization coverage by age 12 months is 51% compared
to 71% overall in Bangladesh.®

The case of India corroborates the findings in China and other Asian countries and shows that
nutritional status of the Scheduled Tribes (ST) children fall behind the national average compared
with the mainstream or dominant communities. The mortality rate of ST children are behind the
rate of improvement is slower than those of other communities living in the country. Adequate
nutrition and access to vaccination are key determinants in child growth and mortality thus both

86 Walker 2013:145

87 http://www.unpo.org/article/11087#sthash.Zc7ut7Jrdpuf
88 Li, Guo et al. 1999.

89 Macdonald 2012.

90 Minsitry of Health and Family Welfare 2011.
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are depicted in the following figures which shows time trends in the child nutrition status and
access to vaccination over the period from 1992-93 to 2005-06 in India:

Figure 4: Scheduled Tribe, Malnutrition and Vaccination, India
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Source: Statistical Profile of Schedule Tribes in India 2010, Ministry of Tribal Affairs

Immunization coverage is generally assessed using two indicators - breadth or coverage (percent-
age receiving any basic vaccination) and intensity or quality of coverage (percentage receiving all
basic vaccinations). Analysis of NFHS data in India suggests that there have been substantial
improvements between 1992 and 2005, especially among Scheduled Tribes.”’ However, a disag-
gregated analysis reveal that despite the gains made, immunization rates among STs remained

91 Das and Hall 20712
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consistently below those recorded for other groups including the Scheduled Castes and Other
Backward Classes (OBCs), for all types of vaccinations. This is attributed to the extremely poor
immunization policy and coverage for ST children on the part of the government service delivery.
The following chart shows the vaccination coverage of ethnic minorities in Vietnam:

Figure 5: Children with Full Vaccination, Vietham 2002 (per cent)
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Source: Dang 2012

Access to vaccination in other Asian countries also shows that there have been improvements in
the coverage but the available data shows that the ethnic minority remains below the national
average. The situation calls for proactive health policies of the government to reach indigenous
peoples in the regions where they live. The disparity in the vaccination access by the children
in Vietnam illustrates the situation where indigenous peoples are constantly falling behind the
dominant communities. As figure 5 shows the percent of indigenous children who have received
full immunization is 38.1 while the national average is 67.1%.

Diseases and determinants of indigenous health

Nutritional deficiency of indigenous peoples caused by the massive changes induced through
colonization and state intervention in their ways of living has resulted in higher rate and com-
plex form of disease patterns of indigenous peoples. Colonization, market expansion and state
interventions have blocked indigenous peoples’ access to their forest, river and natural resources.
The traditional ways of farming, food-gathering, hunting, or fishing places and practices has been
destroyed and they become increasingly dependent upon the outside world for foods that are un-
familiar and low in nutrient qualities. A study on determinants and disease patterns of indigenous
peoples describes the nutrition deficiencies of indigenous peoples in the following words:
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Besides hunger and general inadequacy of food and dietary energy (calories), specific de-
ficiencies of various nutrients are widespread. Examples are iron deficiency, which can be
caused by dietary inadequacy or secondary to blood loss, intestinal parasites, or malaria;
hypothyroidism, shortness of iodine affects hundreds of millions of people; poor vitamin
intake (eg, vitamins A and D, folic acid); and heavy metals, such as zinc. These deficiencies
and any underlying causes, including poverty and inadequate food, should be corrected to
reach satisfactory outcomes for those affected.””

Table 5: Major health problems of Indigenous peoples

Source: Gracey and King 2009:66

Contemporary indigenous health issues in Asia are strikingly similar in many aspects to prob-
lems of indigenous peoples worldwide. Although the gap is gradually being narrowed in health
status of indigenous and non-indigenous populations substantially over the last few decades in
the region, there is a significant burden of disease for the indigenous population as compared
to general population. The studies show that indigenous peoples in Asia “bear a triple burden of
persisting infectious diseases, increasing chronic conditions, and a growing recognition of injuries
and violence”” It further states that incomplete demographic transitions, greater risks of com-
municable diseases including HIV and AIDS, massive unplanned urbanization, and a host of social
determinants of health compound these problems. Thus poor health is caused by a number of
factors; high level of undernourishment, poor hygiene and sanitation, overcrowded living space,
lack of clean drinking water, environmental contaminations and high degree of poverty. In ana-
lyzing the disease patterns of the indigenous peoples across the globe, Gracey and King (2009)
summarizes the major health problem of the indigenous peoples as per table above:

Generalization across the indigenous peoples in Asia with regard to their health status may be
problematic as the extent of the disparities varies between the indigenous and non-indigenous
population as well as within the indigenous groups. There are also specific historic and local

92 Gracey and King 2009:66
93 Raki¢ 2008:728.
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contextual factors in different Asia countries that affect the health of the indigenous peoples in
particular location. For example, studies show that there is prevalence of Malaria in particular
parts of the Bangladesh, India and Indonesia affecting certain indigenous groups more than oth-
ers. Similarly, the problem of sexually transmitted diseases associated with girls trafficking and
migration may be of higher severity in Thailand, Burma, India, Nepal and Indonesia.”*

Conflict related injuries are also an important factor that comes into purview when describing in-
digenous health. Laos for example still suffers from landmine explosion that takes lives of more
than 100 people each year. Philippines and Burma are equally affected by conflict and related
injuries which, among the indigenous peoples are a considerable problem. Indigenous peoples
are also less prepared for the disaster related health problems such as the devastating typhoon
experienced recently in Philippines.

Health deficit for indigenous women are greater than their male counter parts. Health discrepancy
faced by the indigenous peoples of Peninsular Malaysia’s diverse indigenous peoples, collectively
known as Orang Asli,is an illustrative example for such situation. A report by the Women'’s Aid
Organisation (WAQO) which examined Malaysia’s progress on gender equality pointed out that
Orang Asli women have a lower life expectancy than men. They run a greater risk of malnutrition
and have high rates of postpartum haemorrhage and puerperal sepsis. In a number of countries
in Asia, indigenous women face the highest level of vulnerability of violence in conflict situation,
trafficking, and sexually transmitted diseases in addition to other burdens of disease.

Asia experience higher incidents of infectious diseases such as tuberculosis and rheumatic fever
which are quite uncommon among non-indigenous peoples. The indigenous populations are also
suffering increasingly from the lifestyle diseases including obesity, heart diseases, cancer, type
2 diabetes as well as physical, social, and mental disorders.”> Such disorders are often linked to
misuse of alcohol and of other drugs resulted from identity loss, disorientations in the collective
cultural life world and indigenous identities.?® Inaccessibility to proper health care services, inad-
equate clinical care and health promotion, and poor disease prevention services on the part of the
State aggravate this situation because preventable conditions are not adequately addressed by
the health care delivery systems.

Indigenous Peoples’ Access to health services

Lack of access to adequate and culturally appropriate health care services is one of the primary
experiences of the indigenous peoples in Asia and key reason for indigenous health deficit. Com-
pared to their non-indigenous counter parts, indigenous peoples have limited health care infra-
structure and ability to utilize existing health services. Data coming from various countries on the
group difference with respect to access indicate that indigenous groups, especially indigenous
females are most likely to report being in bad health, have the highest incidence of temporary
health problems and are less likely to receive or seek treatment when ill. The systematic charac-
ter of the health gap is related to the lack of general state capacity to provide health services to
indigenous peoples. Restructuring of the existing preventative and curative health care services
are at the heart of the indigenous peoples right to health and well-being.
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There are several other factors that impede indigenous access to health services besides the State
capacity and willingness to provide necessary support for improving indigenous health. Unfortu-
nately, only limited disaggregated information is available on utilization of existing health care
services for indigenous peoples. One exception and a key indicator for assessing the utilization of
the health care services by the population has been the visit of pregnant women to a health fa-
cility prior, during and after delivery. The data generated from national surveys in selected Asian
countries show that a considerable disparity exist between the indigenous and non-indigenous
population on access and utilization of such maternal-child services. For example, in China 73%
of the pregnant women in non-autonomous prefectures had antenatal examination but only 51%
of the mothers from autonomous prefectures with larger population of minority nationality made
such visits.”

Other countries depict similar picture on health care service to mothers. Vietnam shows that eth-
nic minority people are 16 percent less likely to visit hospital when they are ill.”® In Bangladesh,
districts in Chittagong Hill Tracts (CHT) where majority of Bangladeshi indigenous peoples live,
antenatal care visits, assistance during delivery by medically trained personnel and post natal
care for mothers were lower than that of national figures. For example, the Khagrachhari district in
CHT has recorded rate of 30 percent antenatal, and 6.6 percent post natal care visits which is low-
er than national average of 47.6 and 16.1 percent, respectively.” Further analysis of demographic
and health information for a 2005-2006 survey in Nepal shows that 34 percent of mothers from
indigenous nationalities receive antenatal care from a skilled birth attendants as compared to
44 percent for average population. The disparity appears wider yet when comparing access of
antenatal care with hill Brahman community where 76% of mothers receive such assistance. The
Indian situation is not very different as the only one third of women belonging to Scheduled Tribes
receive pre-natal care as compared to the population average of about one half (49%) for the
mainstream. It even indicates the worst case scenario as the proportion of Scheduled Tribe wom-
en to have received such care actually declined from 35 percent in 1998 to 32 percent in 2006 (Das
and Hall 2012).

Another measure to assess the access of health institutions and facilities by the population has
also been through identifying the place of birth or delivery. Asian countries have varying records
of delivery but on the whole, the majority of indigenous mothers tend to give birth in their homes.
In India for example, only about 29% of mothers from the indigenous population had delivery in
the health facilities indirectly, this means that some 71% give birth in their own home without any
assistance from skilled birth attendance. The situation of the non-ST communities were better
than the STs with 49% of the mothers having access to health facilities for delivery. The follow-
ing chart shows the place of delivery for the mother in India for indigenous and non-indigenous
population:

97 1i2008.
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Figure 6: Place of Delivery (acces on Health Institution and Facilities), India
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Indigenous Peoples’ Access to health services utilization information

Whereas some countries in Asia are improving indigenous access to health information, in general
most countries are substantially lagging behind due to multiple reasons. Vietnam, for example
shows that knowledge about AIDS among the never married women is recorded to be at the rate
of about 95 percent. There is, however, difference in knowledge about AIDS for different ethnic
groups. Women belonging to ethnic minority groups are 12 percent less likely to ever hear about
the AIDS, and 18 percent less likely have correct perception about it and significantly less likely
to know about correct ways about how they could prevent themselves from contacting AIDS. In
India, 60.9 percent of mainstream population has heard about the HIV/AIDS, compared to only
38.6 percent of women from Scheduled Tribes who have received such information. The situations
of Bangladesh and Nepal are also similar as 46% of the population has ever heard of HIV and only
13% of women have complete information on transmission of the disease in Bangladesh. Disparity
between the indigenous and non-indigenous peoples in Nepal with regard to knowledge about
HIV/AIDS remains a cause of concern as the only 60 percent of women among the indigenous
peoples living in southern plains of Nepal known as Tarai have heard about HIV/AIDS compared
to national average of 73 percent. Indigenous women lack direct links and access to public infor-
mation and mass media, and most importantly it is not communicated in their mother tongue.
There are several reasons that indigenous peoples in Asian countries have limited access to health
care services and information. The first and often cited reason is the distance to the health facil-
ities. As most indigenous peoples in Asia live in remote parts of the country where government
has not invested in the health infrastructure thus, leaving the majority of indigenous populations
to rely on the traditional medicines and methods for health care. Nor has there been effort in the
recognizing and promoting the complementary indigenous knowledge and practices on health
care and wellbeing. As the following figure shows, even when health care infrastructure does ex-
ist, the availability of drugs and quality health advice is lacking for indigenous groups.
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Figure 7: Problems in accesing medical advice or treatment (%), India
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Reducing language barriers are critical for improving indigenous people’s access to health care,
and other services provided by the State. In the majority of the Asian countries, language of the
dominant communities is being adopted as official language. Unfortunately, indigenous popula-
tion often cannot speak language other than their own mother tongue except in the condition of
cultural assimilation. Thailand is a representative case in Asia. More than 100,000 indigenous
peoples in Thailand officially referred to as Hill Tribes had no access to the public health system.
The National Commission on Human Rights of Thailand noted that for the Hill Tribes who have not
yet received legal status, the public health service is elusive. Referring to the question of linguistic
barriers, the Committee on the Elimination of Racial Discrimination in its concluding observations
stated that “the Committee is concerned about the inadequate access to social welfare and pub-
lic services by certain ethnic groups because of language barriers and the limited availability of

such services where these groups live”'“°

A great number of indigenous peoples have attributed their inability to access health services
due to affordability. In Nepal for example, 43% of indigenous women have reported that they are
unable to receive the health care services due to lack of money. Despite the fact that poverty has
been drastically reduced in Asian countries over the past few decades including for indigenous
peoples, available data shows that indigenous peoples have a higher poverty rate in the region.
The exception is China where poverty gap between indigenous and non-indigenous population is
stable while the poverty gap is widening in most Asia countries.'”'

Finally, access to health care services by indigenous peoples is hampered by lack of represen-
tation of the indigenous peoples in the health management system. There are very few health
professional and workers trained from among the indigenous populations who can be involved in

100 \Walker 2013:161.
10T Hall and Patrinos 2012,
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management of health care. The investment in the training of indigenous persons in the health
work force is substantially behind in almost all countries. Indigenous representation and partici-
pation in decision making with regards to health policies, planning and evaluation at the national
level and their right to participate in decision-making in local health facility management are
critical to improving indigenous access to health services.

Indigenous health and Post-2015 development framework

The above analysis of the available data from different Asian countries on the health status of the
indigenous peoples shows a systematic deficit in the indigenous health and access to health ser-
vices from the government. Indigenous peoples seems to fall behind in all major health indicators
employed by the existing mainstream health policies and programmes even when the State has
made significant progress in economic growth and social development. Irrespective of the HDI
of the country and growth rate, indigenous peoples have a lower rate of life expectancy, higher
infant and child mortality, poorer maternal health outcomes and lower levels of access to health
services provided by the government including development of and access to information on in-
digenous health and health services. Persistent and ever growing inequality between indigenous
and non-indigenous peoples living in the same State is intertwined with the question of human
rights violation.

The health deficit and persistent social inequalities result from the combined effects of social de-
terminants of health and the indigenous specific factors related to colonization and history. The
WHO Commission on Social Determinants of Health'"? and the 1986 Ottawa Charter for Health
Promotion (WHO 1986) identified income, education, employment, living conditions, social sup-
port and access to health services as the key social determinants of poor health. These factors
certainly apply to the indigenous peoples as poverty and other disadvantages are dispropor-
tionately concentrated in the indigenous areas alongside a generic lack of government support.
The general socio-economic factors of indigenous health inequalities arise from historically and
culturally specific factors particular to the peoples affected. Thus Indigenous health is affected by
the colonial and inter-generational dispossession, structure of racial discrimination, loss of iden-
tity, culture, language and land as well as spiritual, emotional and mental disconnectedness.'%®

The Millennium Development Goals (MDGs) have achieved a significant progress towards reduction
of poverty, child death, infectious diseases such as malaria, tuberculosis and AlDs and increase in
school enrolment and employment over the past. While the MDGs are making a real difference in
people’s lives, the changes for the indigenous peoples, however, have not been equal to their non-in-
digenous counterparts. The MDGs have some major deficiencies with regard to indigenous peoples.
The first is that MDGs rely on national aggregate results and remains blind to the need of social
groups such as indigenous peoples with specific conditions of disadvantages. The progress in the
national average technically can be attained without any improvements in the minority indigenous
peoples’ health situation or can even be accomplished at the cost of ethnic minority by diverting pro-
grams though priority investing of resources in easily accessible (urban and semi-urban) areas where
higher populations are concentrated, thus driving statistics on improvement at the national level.

102 Nettleton, Napolitano et al. 2007

10 Cuningham 2009.
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Such a situation can only begin to be addressed by improvement on the lack of disaggregated data
for indigenous peoples. The lack of data seriously hampers the State ability to plan and monitor the
progress on MDGs with visibility of the specific ethnic groups. The second critique of the MDGs has
been its lack of reference to the principles of human rights for attaining these goals.

Another major weakness of the conventional approach, including that of MDG, has been to tar-
get general health application population health initiatives where the exclusive focus has been
on non-indigenous notions of health primarily consisting of biomedical perspectives on disease
and treatment. The mainstream health strategies have not yet taken into consideration the re-
lational and holistic concept of indigenous health that defines health and well-being in broader
terms than the absence of disease and physical health. Indigenous health embraces spiritual,
emotional and mental aspects together with physical health in their understanding of well-being
and health. The indigenous concept of health also goes beyond the individual and considers the
collectivity and harmonious relationship with other members of the community and nature as
intricate part of the well-being.

The United Nations is currently engaged in the process of devising a new global development
plan for the post-2015 when the MDG program will conclude. There is a wide range of agreement
that the new global development framework that will replace the MDG should situate inequality
and human rights central to it strategy. Such an approach is crucial not only because inequality
has negative impact on growth and creates tension between communities but also undermines
democracy. Indigenous peoples have called for post-2015 framework to be based on a foundation
of human rights. This is highly relevant as the right to life is broadly interpreted as not just protec-
tion from arbitrary killing, but as creating material conditions where food, clean water, and medi-
cine are available to all. With regard to indigenous peoples, ILO Convention No. 169 on Indigenous
and Tribal Peoples which has been key reference for indigenous peoples worldwide, recognizes
the health related rights specifically in Article 25'°4. This provision complements with the similar
health rights affirmed in UNDRIP 2007, Article 21 (1) which recognizes the rights of indigenous
peoples to the improvement of their economic and social conditions “in the areas of education...
housing, sanitation, health and social security.”

The report of the High Level Panel on the Post-2015 Development Agenda recommended five
big transformative shifts; one of them is stated as “Leave no one behind.” This recommenda-
tion recognizes the issue of inequality and discrimination as central ones and calls for further
work on the MDG achievements. It states that; “We must keep faith with the original promise
of the MDGs, and now finish the job... We should ensure that no person — regardless of ethnicity,
gender, geography, disability, race or other status — is denied universal human rights and basic

04 0 C 169, Article 25 (1) governments shall ensure that adequate health services are made available to the peoples
concerned, or shall provide them with resources to allow them to design and deliver such services under their own
responsibility and control, so that they may enjoy the highest attainable standard of physical and mental health, (2)
health services shall, to the extent possible, be community-based. These services shall be planned and administrated
in co-operation with the peoples concerned and take into account their economic, geographic, social and cultural
conditions as well as their traditional preventive care, healing practices and medicines, (3) the health care system
shall give preference to the training and employment of local community health workers, and focus on primary health
care while maintaining strong links with other levels of health care services and (4) the provision of such health ser-
vices shall be coordinated with other social, economic and cultural measures in the country.
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economic opportunities.” This indicates necessity to emphasize the task of removing both direct
and indirect discrimination faced by the affected communities for achieving equity in health. As
elsewhere, indigenous peoples in Asia face direct discrimination as manifested in range of spheres
from accessing health facilities, delivery of health services, and underlying determinants of health
such as access to safe drinking water, sanitation, adequate housing and nutrition, to health prac-
titioners giving less quality diagnosis, medication and care and neglect to those discriminated
against. Indirect discrimination that indigenous peoples experience may on the surface, appear
neutral but have the effect of discriminating. One prime example of indirect discrimination that
indigenous groups face would include providing health information and services only in dominant
language or in accordance with dominant cultural practices which result in de facto exclusion of
the indigenous peoples.

The report also calls for a “data revolution” to improve the quality of statistics and information
available to citizens. In the Asia region (as in other parts of the world) indigenous peoples have
spoken clearly on this issue stating that such data revolution should include the collecting dis-
aggregated information on key indicators for both baseline and progress tracking. A number of
Asian countries have already begun collecting the information disaggregated to create profiles
for specific to indigenous peoples on key health indicators such as life expectancy, child mortality
and others. The post-2015 framework should intensify the task and collect quantitative data on
different types of health facilities, location and their users disaggregated by ethnicity. Similarly,
disaggregated data on health practitioners, patient-health worker ratios, staff-recruitment would
be crucial in planning inclusion of the indigenous professionals into the health workforce. Finally,
quantitative and qualitative data on the burden of preventable and treatable disease, disability
and premature death and their determinants among indigenous peoples should also include in
such a data revolution envisioned in post-2015 development framework. This would be in line
with the High Level Panel's call for designing “goals that focus on reaching excluded groups by
making sure we track progress at all levels of income, and by providing social protection to help
people build resilience to life’s uncertainties.”

Conclusion

Several of common health problems that indigenous peoples share with other excluded popu-
lations may be addressed through general health initiatives. Indigenous peoples however, fur-
ther, face distinct set of complex issues that require initiatives specific to indigenous peoples.
Indigenous peoples, for example, suffer from political marginalization and loss of autonomy. In
order to reverse the effect of colonization and political marginalization the recognition of indig-
enous peoples’ right to self-determination is regarded as appropriate mechanism. Through the
exercise of right to self-determination, indigenous peoples can revive and reclaim their cultural
traditions and indigenous identity and self-esteem based on positive image that are crucial for
overall health and well-being of the people. Such autonomy would also involve empowering in-
digenous peoples to preserve and develop their own solutions and plans to improve their health
rather than imposing solutions upon them. Article 24.1 of the UNDRIP, is illustrative for such an
autonomy which states that “Indigenous peoples have the right to their traditional medicines and
maintain their health practices, including the conservation of their vital medicinal plants, animals
and minerals.”
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The dispossession that indigenous peoples suffered from both through colonial and contempo-
rary processes of dispossession has left a legacy of impoverished indigenous communities which
have resulted in a detrimental effect on indigenous peoples’ health. The process has displaced
them from their lands and alienated them from their natural resources. The land and territory for
indigenous peoples is deeply linked to their identity, culture, spirituality and overall health of the
community.

Indigenous language is also central to identity, cultural expressions, and collective living. It is
especially important as a fundamental cultural expression of indigenous knowledge on health,
medicine and spirituality and thus for well-being. Indigenous languages, however, are being lost
rapidly and with them is the loss of valuable knowledge on medicinal plants, healing and indig-
enous identity. Thus the post-2015 development agenda should consider revitalization of the
indigenous languages as an important strategy connected to disease prevention and health pro-
motion.

Finally, improving equity in health for indigenous peoples is linked to fulfilling their right to par-
ticipate in decision making. The participation of the population in all health related decisions
from community, national and international levels is an important dimension of the human right
to health. Consultation processes have began for the post-2015 development agenda and has
offered important opportunity for participation of the indigenous peoples in formulating a new
global partnership for eradicating poverty and transform economies through sustainable devel-
opment to promote improved indigenous health and wellbeing to levels comparable to non-in-
digenous groups.
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CHAPTER THREE

ACCESS TO HEALTH SERVICES BY
INDIGENOUS PEOPLES IN THE
ARCTIC REGION

KETIL LENERT HANSEN, PHD™®

Introduction

The focus in this chapter is on access and utilization of quality health care services for the indige-
nous peoples from the northern regions of Fennoscandia and the Inuit (the Kalaallit) in Greenland.

Indigenous peoples in many parts of the world are described as among the most vulnerable mi-
nority group, with the poorest health status; they receive a poorer quality of care than their ma-
jority peers. Indigenous peoples struggle to access health services in relation to their needs and
face health service disparities when compared to the majority population.'®® These disparities
are superimposed on the higher cost and logistics of communications, transportation and rapid
changing extreme weather related to delivering timely health care to people living in northern,
often remote communities.

“One of the major constraints to delivering good quality health care in the North has been the
allocation of financial and human resources. Another of particular significance is a problem

related to communication and transportation infrastructure that links regional and peripheral

facilities with central or national referral centres. In addition, the harsh climatic conditions and

the special needs of the Indigenous populations pose significant challenges”.'"’

In several circumpolar northern countries, health professional shortages and service delivery
challenges exist. Many patients live in rural areas, often remote and isolated, thus far away from
the health care service providers. Consequently people living in these locations face long jour-
neys and high costs to obtain health care.'°® Pregnant women in Greenland are an example of
the challenge of obtaining health care support in the North. They are required to leave their local
communities during pregnancy, as a consequence of new policies and guidelines for pregnancy in
Greenland.'??
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Several health and living condition indicators demonstrate that indigenous peoples living in the
far northern countries face increased risks for health problems compared to mainstream national
population statistics. Indigenous peoples in the north tend to have higher rates of chronic condi-
tions and disease including but not limited to hypertension, obesity and type 2 diabetes."”

Discrimination is associated with poorer physical and mental health and health services inequity.
It is important to understand the historic context of indigenous peoples’ rapid social and cultural
change and how current health conditions are thought to emanate from colonization affecting
the health status of indigenous peoples in the past and present." Too often those issues are not
taken into account when designing health interventions.

This chapter will focus on the health care challenges for indigenous peoples living in the Arctic
and how indigenous peoples face these challenges. The particular focus is on the Sami living in
Norway, Sweden, Finland and Russia and the Inuit in Greenland.

Indigenous and Total Populations in Norway, Sweden, Finland, Russia and Greenland

In Northern-Norway (Nordland, Troms and Finmark) the total population is 470,000 people'
(20711). In Northern-Sweden (Norrbotten, Vasterbotten) the total population is 520,000." In Fin-
land (Oulu, Lappi) the total population is 650,000 people and in the Komi Republic (Russian
Federation) the total population is 1,050,000 and in Greenland the total population is 56,000
(including 50,000 born in Greenland) (2013)." In sum, the total population estimation for the
combined four countries are 2,750,000 people.

The Sami include several subgroups stratified according to geographical location and dialect. The
size of the Sami population is approximately 70,000-100,000, but estimates vary in accordance
with criteria used such as genetic heritage', mother tongue language and the personal sense of
ethnicity."® The largest proportion of Sami is believed to reside in Norway (60,000), followed by
Sweden (36,000) and Finland (10,000), with the lowest proportion residing on the Russian Kola
Peninsula (2,000)." Accurate population estimates are difficult to assess because there are no
current standards for routinely measuring demographic numbers to indicate the scope and mag-
nitude of the Sami population, due to a lack of information on race and ethnicity in indicators
contained within public registers. Sami population estimates may be far less than true population
counts. For example, based on numbers from several register data, there are about 40-50,000
Sami in Sweden alone."®
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The Sami are the indigenous peoples living in the Nordic countries and they reside in the northern
regions of Fennoscandia® in what today comprises the northern areas of Norway, Sweden, Fin-
land and Russia’s Kola Peninsula as depicted on Map 1. They belong to the Finno-Ugric language
group. The Sami language consists of several dialects and distinct written languages.

The Kildin (Kola) Sami population was 1,991 persons in the 2002 Russian Census, 89% of whom
resided in Murmask Oblast. According to the 2002 Census, about 38 % of Sami live in towns and
cities, a higher proportion than the average 28% for indigenous peoples of northern Russia. The
number of Sami over the age of sixty years has reduced sharply as a result of high mortality rate
particularly among Sami males. A low birth rate and a high death rate among the Kola Sami may
lead to a sharp population decline in the near future.”°

Map 1: Greenland and Sapmi. Home of the Sami, stretches over four countries — Norway, Swe-
den, Finland and Russia’s Kola Peninsula. Sami flags are superimposed over the regions where
Sami live.

[llustration: Ketil Lenert Hansen.
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The Beginnings of Political Transformation for Sami Peoples

During the last three decades, Sami society has undergone an ethnic and cultural revival''. Their
political situation has also improved. In Norway, Sweden and Finland, the Sami have been rec-
ognized as the original inhabitants of northern Scandinavia.”””? However, it is only the Norwegian
Government that has ratified the ILO-Convention No. 169 in recognition of the Sami as indigenous
peoples. The National Sami Parliament has been established in each of the three countries'”.
However, these parliaments often do not have the strength, national legislative authority and so-
cial structures of an extensive bureaucracy to adequately articulate the international rights and
needs of the Sami.””*

Sami are engaged in a variety of livelihoods, including farming, fishing, trapping, sheep and rein-
deer breeding and herding. Although considered as ‘traditional’ and a cultural marker of the Sami,
reindeer herding was of relatively recent vintage, developed during the sixteenth century. In both
Norway and Sweden, but not in Finland; semi-nomadic reindeer herding is, by law, an occupation
strictly reserved for Sami. Data from 2009 found that only a minority (3,010 individuals) of the
Sami in Norway; were actively engaged in reindeer herding with slightly more men than women.'?®
Many Sami live in the large urban cities, especially: Tromsg, Umed, Rovaniemi, Stockholm and
Oslo, and are involved in all the modern professions, occupations, and trades.”®

Today the challenges facing the Sami peoples consists of conserving traditional knowledge, val-
ues and culture traits while adapting to the local communities and indeed a world that continues
to change. Many Sami peoples find themselves in a transitional state where it is important to
adapt to a changing new world without losing sight of the values of the Sami traditional world-
view."”’

In Greenland, about ninety percent of the population is Inuit and the remainder are mainly Dan-
ish.””® The seventeen small towns and sixty villages in the country are isolated from one another
and can be reached only by boat or plane. The majority of the approximately 56,000 inhabitants
live on the south and central west coast. The largest town is the capital, called Nuuk, which has
15,000 inhabitants. Around twenty percent of the population lives in villages with between 300
and 500 inhabitants.

The Inuit culture is distinct, although influenced by relations with Danish, European and other
cultures and societies around the globe. Language and diet are central markers of Greenlandic
culture. A majority of the population speaks Kalaallisut (West Greenlandic), which has led to its
status as the official “Greenlandic” language. Hunting and fishing has always been an important
aspect of the Greenland Inuit culture, and most Greenlanders still hunt at least part-time to sup-
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plement their diet. Today, local food makes up approximately 20 per cent of the diet; the spectrum
of food items is much narrower, usually consisting of meat and blubber of marine mammals (seals
in particular), birds, fish, caribou, and musk.””? Greenland’s economy since World War Two has
increasingly become dependent upon commercial fishing, which represents 90% of the region’s
export income. The economy is however dependent upon subsidies from Denmark which amounts
to approximately 50% of public spending in Greenland.”°

The Influence of Colonialism

The Sami people in Sapmi and the Inuit in Greenland have a common history with colonization.
Greenlandic social anthropologist Avidaja Egede Lynge has stated: “We have always been taught
that we were one of the best colonies in the world. No slavery, no killing... ...so why, then should we
have had a reason to de-colonize? And why should we have a reason to ask questions about 250
years of colonial presence?””' Today, Greenland has achieved greater self-determination with the
Home Rule, however, Greenlanders still feel ruled by Denmark. Despite the fact that the members
of the Home Rule Government are native Greenlanders, most leading positions are still in the
hands of the Danish population who have strong influences on decision-making processes.

In Norway, the process of assimilation, frequently referred to as “Norwegianization”, lasted from
1850 to approximately 1980. According to the Land Act of 1902, property could be transferred
only to Norwegian citizens (i.e., persons able to speak, read, and write Norwegian), and proficien-
cy in the Norwegian language continued to be a criterion for buying or leasing state land until
the 1940s. For almost a century, the Sami language was prohibited in Norwegian schools, from
1860 to 1959. Residential schools were important arenas for the assimilation of Sami children
into the dominant cultures assisted by individual experiences of stigmatization and discrimina-
tion.1*?

Although the overt policies of assimilation may be a thing of the past in terms of Nordic society
and politics, the negative consequences have been projected into the present and, indeed, will in-
form relations in the future. It takes time to fundamentally change general frameworks in politics,
legislation and ordinances, as well as myths and attitudes, to appropriately redress and reclaim
Sami culture, language, traditions and social needs; including equitable access to health care,
education and employment and other determinants of health. Many people remain influenced by
past assimilation policies despite the official legislation and policies having been reversed. Sim-
ply put, “being different” is often the source of discrimination and harassment, and, as a minority
population, the Samis and Inuit are particularly vulnerable. Studies conducted abroad reveal dis-
crimination against indigenous peoples tends to be closely associated with health issues. Dis-
crimination has been found to be associated with negative mental and physical health outcomes,
negative health behaviours, and increased mortality.”* Centuries of colonial contact have irre-
vocably damaged the cultural traditions and practices of indigenous Sami and Inuit populations,
and have also had a lasting, negative impact on generations of Sami and Inuit youth.
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The Right to Health Care for Indigenous Peoples’

Everyone has the right to access health facilities, goods and services without discrimination.”*
This means non-discrimination both in access to health care and in enjoyment of the underlying
determinates of health. One key contextual barrier for indigenous peoples to access health care is
the continuing impact of colonization. Even though the health status of indigenous peoples has
improved in the last decades, significant health disparities continue to exist, for example increas-
ing rates of diabetes, cardiovascular diseases and cancers among the Inuit in Greenland.”>

In countries where indigenous peoples were significantly impacted by colonization, it is import-
ant to understand the cultural and biological consequences of colonization and how these have
affected the health status of indigenous peoples historically and currently.”® One possible way
to approach this issue is to investigate present differences in health care access and utilization
between the indigenous peoples and the majority populations. This may assist in the effort to
understand how ethnic, cultural and racial factors influence access and utilization. Specifically,
this could be a way to study barriers to health care such as communication, cultural sensitivity,
socio-economic status, trust in the health care system, and the level of satisfaction by the indig-
enous peoples who use the services.

Health status of Sami Peoples

Past research on Sami peoples’ health has revealed a uniquely positive situation compared to
other indigenous peoples of the circumpolar regions of Greenland and Arctic Russia™’. Life ex-
pectancy and mortality rates of the Norwegian and Swedish Sami and their non-Sami neigh-
bours were quite similar.®® Many of the health problems that indigenous peoples in the cir-
cumpolar region and elsewhere face are not as prevalent among the Sami, such as dramatic
elevated risk for diabetes, cardiovascular disease, lung cancer, and various infectious diseases.
There are generally small differences in risk for the major diseases and causes of death.”® At
the same time, the knowledge of the health conditions of the Sami is not available, particularly
regarding the condition of Russian Sami. However, the situation has improved over the last few
years. An increasing number of articles on Sami health have been published in the Scandinavian
countries, particularly in Norway and Sweden where a number of specific health problems have
been identified. For example, among the Swedish reindeer-herding men a significantly higher
risk of fatal accidents, work-related stress and suicide, have been identified.”® The increased
risk of suicide among Sami men is also found in Norway and Finland.”" The health problems of
the Sami peoples are thought to be associated with discrimination and marginalization and lack
of knowledge of the Sami identity and culture.* Several studies consider discrimination as an
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important risk factor for poor health. The Sami people in Scandinavia, as the Inuit in Greenland,
have a long history of suffering discrimination and racism. A large proportion of Norwegian Sami
peoples experience discrimination based on their background.'® There are also similar findings
among the Sami youth in the Nordic countries.** Furthermore, the results demonstrate that dis-
crimination is associated with inferior self-perceived health and psychological distress™, which
is supported by several other studies across multiple population groups in a wide range of
cultural and national contexts'#® including indigenous communities in the circumpolar north.'"
These findings suggest that perceived discrimination is an important emerging risk factor lead-
ing to negative health outcomes.

Among the most vulnerable groups in Russia are the indigenous peoples. There is no unified sys-
tem of health monitoring of indigenous peoples, although some general trends show significant
lower than average health outcomes compared the majority Russian population. According to
the 2002 Census the average life expectancy of Russian indigenous peoples was 15 years below
the Russian average."*® Among the Sami in Russia, smoking and alcohol use are very common. In
a survey of fifteen-to-eighteen-years old Sami in Lovozero in the Kola Peninsula, 59 % identified
as regular or episodic smokers. Girls tended to smoke more heavily than boys. Alcohol consump-
tion in Murmansk Oblast was among the worst in Russia. A survey found that half of Sami teens,
age of fifteen-to-eighteen years old, reported having used alcohol.'*® Studies demonstrate that
alcohol abuse in the Russian north is linked to a range of social and economic factors.”® Also the
isolation of the parents from their children, who are away at boarding schools, and the stressful,
effect of ‘modernization” are among the factors that often lead to alcohol dependency. The steady
growth of suicides and violent behaviour among the indigenous peoples in the Russian north is
another alarming trend. Suicide rates are up to four times the Russian average. Also a significant
higher level of emotional distress and psychological tension are found in indigenous children and
the prevalence of these conditions is increasing.”’

Health status in the Inuit population in Greenland

Life expectancy in Greenland at the beginning of the twenty-first century was at the level of
countries like India, Mongolia and Russia. Suicide and tobacco-related diseases are the main rea-
sons for the low life expectancy in Greenland.”™ Infant mortality was around 10/1,000 in 2000-4,
compared to 4.2/1000 in Norway (2004).
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“Greenland experienced a major health transition during the twentieth century and especially
during the latter half of the century. In 1950, mortality was high and the main causes of death
were tuberculosis and acute infectious diseases, During the 1950s, the importance of these

diseases as causes of death diminished sharply and total mortality decreased. However, as
mortality from infections, heart diseases and accidents continued to decrease, new causes of
death gained importance, particularly cancer and suicide”

The causes of mortality and morbidity in Greenland are all higher than Denmark and other Nor-
dic countries. This includes a high infant mortality rate, high death rate due to unnatural causes,
like suicides and accidents, which result in the lifetime expectancy to be lower. Greenland has an
increasing rate of diabetes, infectious disease and cardiovascular diseases and cancer, due to
smoking and other lifestyle factors. Other health challenges are child abuse, abortion, violence,
sexually transmitted diseases, substance abuse, low oral health, stressors of mental health and
the effects of contamination of the traditional diet.”*

Health care organization, expenditures and financing — comparison between Norway,
Sweden, Finland, Greenland and Russia

Norway, Sweden, Greenland and Finland generally have very similar health care systems. The Nor-
dic model is characterized by significant decentralization, down to the municipality level, with a
high degree of both political and fiscal autonomy, and largely free health care has been in place
for decades.

Norway, Sweden, Greenland and Finland are similar in their sources of health care financing
which is taxation from different levels of government, grants from the central government,
health insurance funded by employer and employee contributions, and user charges for specific
services. A private sector exists, accounting for about 15 % in Norway and Sweden and 25% in
Finland.”*

In Norway, the delivery of primary health care and public health services is the responsibility
of municipalities, whereas “specialized health services” (including general and psychiatric hospi-
tals, ambulances, substance abuse treatment and patient transportation) are provide by regional
health authorities. The Swedish system differs slightly from this model in that municipalities are
responsible for long-term care and home care only, whereas public health, hospitals, and primary
care are the responsibilities of eighteen county councils.

Northern-Finnish patients have limited access to health care services in circumpolar areas across
the Nordic countries for two reasons. First, health professionals in Norway and Sweden do not
speak Finnish, which presents a language barrier. Second, the Social Insurance Institution of Fin-
land does not cover the expenditures of travel or the costs of medicine. In addition, it seems
that in circumpolar areas, the density of Finnish service providers is greater than Swedish ones,
causing many Swedish citizens to transfer to Finnish health care providers every year.>> However,
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studies have found that long distances to medical care or Sami ethnicity have no influence on the
cancer patient survival in Northern Finland.”®

The Greenland government has a separate and independent health care system from that of Den-
mark, although much of the bureaucracy is staffed by Danish people. The Ministry of Health (De-
partementet for Sundhed/ Peqqissutsimut Naalakkersuisogarfik) has overall responsibility for all
health services, from the operation of the tertiary care Queen Ingrid Hospital in Nuuk to health
centres and rural hospitals in towns and villages. Greenland is organized into sixteen health dis-
tricts. Danish is the dominant language spoken because a large proportion of the medical staff is
recruited from Denmark.

Since the 1990s, health reforms in Russia have focused on financing and decentralization. The
regions are key players in health care provision and the impact of reform varies widely across the
country. The remoteness and small size of indigenous settlements affects access to, and the ex-
pense of medical care. All indigenous peoples of Russia are entitled to free medical care coverage,
which includes a compulsory annual check-up at state and municipal health care facilities. Yet
federal and regional health care programs do not always provide medical brigades to visit remote
areas. Medical personnel often lack modern, mobile equipment that allows them to go out and
examine indigenous peoples’ in remote settlements, such as reindeer herding camps. Nomadic
reindeer herding is the traditional livelihood of many indigenous peoples in the Russian north.
Working with indigenous peoples out in the tundra is complicated due to the practical difficulties
of carrying out examinations in the constantly moving reindeer herding camps, as well as diffi-
culties with controlling the prescribed treatment. Poorly equipped health care facilities and lack
of investment means that it is extremely difficult to retain medical staff and attract specialists to
come and work in rural hospitals.”’

A major challenge in international comparison of health care systems is that different countries
have different health care systems with different financial management practices. However, a ba-
sic measure in the international comparison of health care systems is health care expenditures. It
provides a glimpse of the health care resources available to, and used by the various health care
agencies. Conversely, there is international agreement on the inclusion criteria and classification
of types of expenditures in the form of the System of Health Accounts (SHA) developed by the
organization for Economic Cooperation and Development (OECD)."® >® The Nordic countries, all
have similar levels of per capita health expenditures, with health care accounting for 8-10% of
GDP.'®® |In Russia, health care expenditure accounts for 5% of GDP, while in the Komi Republic,
the per capita expenditures are 15% higher than the national average. In northern Norway, the per
capita expenditures are 25-30% higher than the national average, whereas in northern Sweden
and Finland the difference is less than 10%. Greenland reports a lower level of per capita health ex-
penditure than Denmark, the only instance where “north” expenditures are lower than “south”40.
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157 MRG), 2013, pp. 186-188
Further details are available from the SHA manual. Available from: http://www.oecd.org/health/healthdata.

T. Kue Young (2008) Circumpolar Health Indicators: Sources, Data and Maps. Supplements 3. International Journal of
Circumpolar Health. Pp.115-126.

2~ OECD health Data from 2 periodes; 2000-2004 and 2005-2007 and Russian data from WHO

067 = CHAPTER 3 ADVANCE COPY



2ND Vorume 1]

Hospital and primary care

Hospital services are core to any health care system. A variety of hospitals are located in the cir-
cumpolar regions, from highly specialized ones such as the university hospitals in Tromsg, Umea
and Oulu, to small ones in the remote towns of Greenland. The rate of hospital beds per 100,000
is the most commonly available indicator, which is more or less comparable across different ju-
risdiction.’® In northern Norway there were 337 hospital beds per 100,000. The same numbers for
Northern Sweden were 308, Finland 226, Greenland 185 (Nuuk), and Komi Republic 97740 The
Russian region have the highest bed availability, with around 1000 hospital beds per 100,000."%”

Use of health care in the main Sami areas of Norway

In 2011 a study investigating the current health expenditures in somatic hospital and specialist
service in the Sami municipalities found that “the overall public hospital expenditure rate in Sami
municipalities is above the national average and equivalent to corresponding municipalities in the
same geographical area. However, there was a considerable variation among the Sami municipal-
ities. The age groups 35-49 and 50-64 in all Sami municipalities have higher expenditure rates
than the national average regarding out-patient contacts and hospitalizations, while the expen-
diture rate on the elderly (280 years) is below the national average in most Sami municipalities.”®
However, this study did not indicate how the Sami patients experience the quality of care in the
patient-physician relationship.

Health care delivery for the Sami peoples

The Norwegian government was the very first State to ratify the United Nation’s International
Labour Organization Convention No. 169 on indigenous peoples’ in 1990 (Sweden and Finland
have not ratified this Convention), which further strengthened the rights of the Norwegian Sami.
Today the Sami have their own jurisdiction area where Sami and Norwegian languages are grant-
ed equal status as official languages. The Sami peoples of Norway have the legal right to all public
services in their own language, including health services.

Sweden recognized the Sami as indigenous peoples in 1977."%* As such, the Sami enjoy special pro-
tection and are granted innate rights pertaining to cultural and linguistic rights, protected under
Swedish law, as well as through international conventions and declarations. However, has thus far
refrained from ratifying ILO Convention no. 169 on the rights of indigenous peoples.’®>

Better health care service for Sami people has been raised on the political and health profes-
sional agenda for many years and from numerous sides. Health care, with differences in health
gradients between the northern most county of Norway (Finnmark), where many Sami live, and
the counties further south in Norway, government actions has been implemented since the 1960s
to strengthen the Sami peoples.'®® Since 1980, problems of under-utilization of health services
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and communication between health workers and Sami patients were brought into focus, and the
result was that the first outpatient psychiatric clinic was funded in the Sami core area of Karasjok
with Sami-speaking therapists. Several years later, an outpatient clinic with Sami clinicians pro-
vided services in internal medicine, rheumatology, and other specialties.

In 2002, the Sami Centre for Mental Health (SANKS) was established. It is a multi-profession-
al training centre for Sami mental health workers, and many of the therapists are Sami-speak-
ing. SANKS offers psychiatric treatment and assessment to patients in addition to counselling,
teaching and research.'®’ Treatment modalities include various outpatient treatments as well as
treatment at psychiatric wards for adult, youth and families. Due to long distance between Sami
municipalities, small branches have been established in some other regions, where the Sami peo-
ple reside and telecommunications is frequently used.”®

“Norway is the only country that has a specific Sami focus on public health for the Sami pop-
ulation, acknowledging the need for culturally and linguistically adapted health services. Al-
though health and social services for the Sami had been established in the 1980s, the first
national plan for health and social services for the Sami population was made in 1995 (NOU

1995: 6 Plan for helse- og sosialtjenester til den samiske befolkning i Norge). In Swedish and
Finnish health care system and public health policies are concerned, the Sami seem to be
nothing less than fully assimilated. A main reason for Norway being a leading country can be
explain by the considerable number of Sami health and social services workers compared with

the other Nordic countries who advocated for an ethnic-specific health service”'®?

However, many Sami peoples claim that the Norwegian health services do not ensure the needs of
Sami patients.”? Also, it is likely that the issue of health services is similar and even worse in the
other Nordic countries. While some studies have been conducted"’, the existence of health ser-
vices research particularly investigating health care utilization among Sami in Norway, Sweden,
Finland and Russia need more attention.”?

Patient satisfaction

Health care systems are designed to serve consumers (users, clients, patients). Part of the as-
sessment of the quality of services provided is the level of satisfaction by those who have used
the services. There are some studies of Sami patients and their providers. In a study by Turi et al
(2009)"* there is an attempt to measure the frequency in the use of health services. In the study
of Sami adolescents (15-16 years old) and their non-indigenous peers it was found that Sami
and non-Sami youth use health services with equal frequency. In another study of mental health
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care'”, Sami patients showed less satisfaction with all investigated treatment parameters than
their Norwegian peers, including contact with staff and treatment alliance. In another study by
Nystad et al. (2008)"°, Sami-speaking patients expressed that they are less satisfied with the
municipality general practitioner service than the Norwegian-speakers, and that misunderstand-
ings between physician and patient due to language barriers were more frequent.

Sami children and adolescents

In the Nordic countries today, Sami youth come of age in a society in which their personal values,
culture and language have a completely different status compared to the conditions under which
their parents were raised. Young people who are proficient in the Sami language and culture enjoy
a more liberated and less politicized definition of “Saminess” than did the preceding generation.
Many adolescent Sami express a complex identity including Norwegian, Swedish or Finnish and
Sami culture and language; some identify themselves with another ethnicity as well. Many of the
younger Sami are from families where their parents’ and grandparents’ generations were the tar-
gets of force assimilation policies. This experience has encouraged discussion between the Sami
generations, particular when individuals of similar backgrounds choose different solutions in or-
der to form their identity. A recent report published by the Nordic Ombudsmen for Children'® in-
dicated that Sami children are still bullied due to their ethnicity. However, most of them are proud
of their Sami identity. At the same time, it is often difficult for some Sami children and adolescents
to be honest about their Sami background. There is a need to place more focus on discrimination,
health and well-being of Sami children and adolescents, to understand how colonization and
Sami identity interact to influence health care access and utilization by Sami Peoples’.

Elderly Sami health and well-being

Today many elderly Sami, especially outside the defined Sami core areas, have lived their lives in
a world of tension trying to strike a balance between assimilation, revitalization, and ambiguity,
when it comes to their Sami identity and culture. Considering the history of assimilation, stig-
matization, and discrimination, it seems reasonable to assume that a Sami heritage contested
throughout a lifespan might have a significance impact on health and well-being in old age."”’
Postcolonial theory provides a framework for understanding how indigenous people’s health is
closely related to historical, social, political, and economic factors and forces. There seems to be a
wide consensus regarding the significance of cultural competence in interactions between health
care providers and indigenous patients. Theories on cultural competence ask for “culturally based
care knowledge, acts, and decisions used in sensitive and knowledgeable ways to appropriately
and meaningfully fit the cultural values, beliefs, and lifeways of clients.”””® Efforts are made to
find cultural-specific features of the Sami experience of well-being to develop appropriate and
culturally safe social and health care services."” Traditional Sami cultural aspects, such as Sami
language, traditional Sami foods, spirituality and way of life, are important aspects that are being
emphasized in the care of elderly Sami, especially those suffering from dementia.
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There has been very little attention paid to the needs of elderly Sami peoples in the health care
system and this area requires strengthening in the future, especially when it comes to cultur-
al-specific features in health care services. The development of cultural competent standards of
care for health providers is a necessary pre-condition to achieve this goal.

Use of traditional medicine

Integrating traditional healing within health services for indigenous peoples has currently taken
on a much stronger focus. Traditional healing is a part of traditional knowledge among indigenous
peoples. Knowledge traditions and worldviews constitute the context for the health care system
of a society. In recent studies in the Arctic region it was found that the therapist showed little
awareness of their client’s use of traditional helpers. While over a third of the Sami clients had
used traditional helpers in relation to their current health problems, less than half reported that
this was given any consideration during the hospital stays.'®°

Other studies found that some Sami users were giving greater importance to religion and spiri-
tuality and were less satisfied with the public psychiatric services than those Sami patients who
had not used traditional or complementary treatments. Studies suggest that different aspects
of traditional healing within the health services to the Sami community should be given greater
consideration.”®!

It is likely that the issues regarding the use of traditional medicine is similar and relevant to cir-
cumstances among the indigenous peoples in the other Nordic countries and among the Inuit in
Greenland, but this is an area that needs to be a higher priority area for health services research.

Health status and health care delivery in Greenland

Greenland is a Danish colony and in the last few decades, the Home Rule Government has been
given extensive powers to govern. The future goal is to attain full independence. The conditions
for health care in Greenland differ in a number of ways from the Sami in the Nordic countries, be-
cause of geographic and climatic conditions. The health care system is obligated to deliver equal
care to all citizens regardless of their place of residence. This requires a large number of small,
cost-effective health centres capable of providing acute care because the expenses for transport
of patients and staff are very high.'®” Due to their small size and isolation, towns and villages in
Greenland often need to be self-sufficient and are very vulnerable to external factors.”®® No pri-
vate providers of health care services exist in Greenland, but private dental care, physiotherapy,
psychotherapy and treatment for alcohol and drug abuse are available in Nuuk.

In the last 50 years, Greenland as well as other indigenous societies in the circumpolar regions has
undergone rapid social, environmental and economic changes, which have influenced all aspects
of their life, impacting on living conditions and health care. In the past, perinatal complications,
acute and chronic infectious diseases and injuries dominated as the leading causes of morbidi-

180 sorlie & Nergard, 2005
181 Sexton & Sorlie, 2008, pp. 135-146
182 Bjerregaard and Stensgaard 2008 Greenland in P. M. D. Bjerregaard & Young, 2008, pp. 34-37

[00]

3 Niclasen & Mulvad, 2010, p. 438

071 = CHAPTER 3 ADVANCE COPY



2ND Vorume 1]

ty.'®* Recently, chronic and lifestyle diseases and disabilities dominate morbidity concerns despite
the fact that the “old” diseases have not reduced to the same low levels found in the Western
countries. Furthermore, the burden of poor health related to social conditions does not appear to
be decreasing.'®”

Specific health care access study shows that eighty-three percent of the population in Greenland
had been in contact with the primary health care centre within the last year (2011). Females were
more frequent users than males. Personal contact was the most frequent type of consultation
(75.8%), followed by telephone (14.8%) and e-mail (9.8%) consultations. Musculoskeletal symp-
toms accounted for the most frequent basis for diagnoses.'®®

Self-rated health (SRH) is a relevant variable in primary health care and in general public health
assessments and monitoring. In a recent study with Inuit and Sami youth from Norway, poor SRH
was reported to be three times higher among Inuit than Sami. A cause of great concern is that Inu-
it female youth were reported with the poorest self report health. Suicidal thoughts and risk were
associated with poor SRH."®” Another study shows that aggregate acculturation'®® is a strong risk
factor for substandard SRH among the Inuit of Greenland.’®”

Mental problems are thus increased in parallel with the societal change and development. The
suicide rate in Greenland, especially among men, is among the highest in the world. The highest
incidence is found among males aged 15-24 years. The highest suicide rate is located in the cap-
ital Nuuk and in Eastern Greenland. However, the incidence of attempted suicide using medicine
was high in the Nuuk, especially among females. The highest incidence of suicide attempts using
medication was observed among females in the age group 15-19 years, who as mentioned earlier,
had the lowest self-rated health. Together this reflects considerable risk and psychosocial vulner-
ability among young people in Greenland.'”®

Today, a major threat to the Greenlandic health care system is the lack of staff on all professional
levels and their rapid turnover, especially for the small towns and remote villages.”' This reduces
health care in several ways, “especially to continuity in care, the surveillance of health and ser-
vices and preventive or health promotion efforts”64. In 2007 the first public health program, Inu-
uneritta “let us have a good life”, in Greenland, was proposed. The goal of the program is to meet
the health challenges among the Inuit in Greenland. Inuuneritta focus on diet, physical activity,
alcohol and drug abuse, smoking, violence and sexual health. It also includes programs on suicide
prevention, early interventions for the health and development of children and dental health.”®?
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In 2008, a new plan for reorganization of the health care system was proposed. Researchers
Niclasen and Mulvvad (2010) describe the important issues of the plan as follows:

“A fundamental component of the structural reorganization is tying all parts of the health
care system together through telemedicine and in the future with a joint electronic patient
file. The rapid epidemiological changes make surveillance and monitoring of health particu-
larly important, and data on core indicators of health and health care are urgently needed.
Furthermore, better steering instruments on resource allocation and quality, and securing
best clinical practice are areas where focus in the future is needed”.

In order to attract students, the nursing education has been extended to include a university
based Bachelor s degree, and to meet the needs for high quality health care in the small villages,
a specialized training program to qualify nurses to work without direct supervision by a medical
doctor is planned. Also medical doctors are offered a one-year specialization in Arctic health, for
working in the rural areas in Greenland.

Giving birth in Greenland

In 2001-3, new policies and guidelines for pregnancy and childbearing were introduced, which led
to an increase in the proportion of deliveries at the Queen Ingrid’s Hospital in Nuuk. However,
these changes were met with some public criticism.'”® The guidelines for transfer and visitation
were set into motion in 2002, and females are referred for birth either in their own community or,
in the case of at risk pregnancy, sent to the national referral hospital during the last trimester.
However, the new national health policy (2009) not only transfers females in the case of at risk
pregnancy, but also consolidates low-risk pregnancies in clusters at regional hospitals. It is es-
timated that 40-50% of the pregnant females will be transferred out of their local communities
during the last two to four weeks of pregnancy and then come back after one to two weeks after
birth.!?*

Inuit childbirth is the women’s own personal act” and the unborn child is a living part of
the community. ...in other indigenous cultures where birth is not only considered a personal
event, but is also one of the ways that the child and family are linked to the community'®°.

The new policies and guidelines for pregnancy have changed the focus on birth as a personal and
community act to birth within the private and political arena. Between 1953 and 1992 women in
Greenland gave birth in their local communities and as late as 2000, it was still uncommon for
women to leave their communities to give birth. Females often feel isolated when they have to
go to the larger cities, where hospital nurses and doctors do not speak Greenlandic. Greenlandic
perinatal policy did not include economic support for women desiring to have family with them,
when they were transferred for birth, this was up to the individual families.””® In a country with its
own unique culture and cultural norms, it is important that when changing policy that women and
their families are a part of the dialogue around change. This has not happened in Greenland, be-
cause decisions regarding birth setting have been made by policymakers, health and government
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officials, and fashioned after the Danish system, where the Inuit females and families themselves
were often not a part of the dialogue.

Gender based violence among Inuit in Greenland

In the international literature, Gender Based Violence (GBV) is applied to a broad range of relat-
ed life events. The World Health Organization (WHO) defines violence as a health problem. “The
intentional use of physical force or power, threatened or actual, against oneself, another person,
or against a group or community that either result in or has a high likelihood of resulting in injury,
death, psychological harm, mal development, or deprivation.”®’ Violence as a public health prob-
lem has traditionally focused on violence that occurs in public space and assessed as a cause of
injuries. The more recent definition stated above, broadens the potential harmful effect to include
not only physical injuries. The United Nations” definition is often applied when addressing the
specific form of violence which women are subjected to: “Any act of gender-based violence that
result in, or is likely to result in, physical, sexual or psychological harm or suffering to women,
including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in
public or private life.”%®

Few studies have been written by indigenous peoples in the Arctic region. One study has com-
pared reported violence in Greenland and Denmark, where a health survey addressed the same
questions to both women and men. The overall prevalence of reported violence was higher in
Greenland than Denmark and the gender foci of violence differed. In Greenland, women reported
the same high level of severe violence as men, whereas in Denmark the men reported violence,
rather than women. However, the types of violence reported by women in Greenland differed from
the types reported by men, as they were more often sexually abused and abused as children. To
date, no studies have been undertaken that have addressed gender based violence among Sami
peoples. However, a recent study began in Norway on Gender Based Violence, Ethnicity and Men-
tal Health. There is also a sub-project in the Population-based Study on Health and Living Con-
ditions in Areas with Mixed Sami and Norwegian Settlements, titled the SAMINOR Questionnaire
Study.'? It is known that the elderly in northern Norway (where most Sami reside) are more likely
to be exposed to family violence than seniors in general, living in south-Norway.?%°

Linguistic barriers in health care setting

Effective communication between a patient and the provider is paramount in a health care
setting. Therefore, language barriers present a formidable obstacle to accessing ade-
quate health care. Language differences have been shown to be a serious barrier among vari-
ous cultural and ethnic groups.”?' A study carried out in 1980 concluded that linguistic and cultur-
al barriers prevented Sami patients from going to the doctor, leading to an inferior health service
for Sami people.’®? In Norway (as well in Sweden and Finland) all municipalities and counties with
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Sami peoples are responsible for solving language barriers associated with services, so that the
basic user rights can be met. Research indicates that Sami patients experience linguistic and
cultural barriers in the meeting with the health services.”®® For many Sami, it is important to be
able to use their mother tongue in conversations with their doctor, nurse, social worker and other
health care personnel. Language barriers can lead to inadequate health care and treatment for
Sami patient. Sami patients often do not receive health services in own language, because only a
few health workers can speak Sami. Further, interpreter services are poorly developed in the rural
Sami areas. Many Samis are also reluctant to admit that they do not understand the majority lan-
guage or are in need of interpretation. Some Sami therefore fail to seek health care services, even
when they have significant care needs.’°* Surveys have indicated that there is severely limited use
of interpreters in health and child welfare services.

Today, children under school age and elderly Sami are completely monolingual in the Sami lan-
guage. At the same time, bilingual Sami have difficulty communicating in Norwegian, especially
when they are seeking health care.

In the report titled “Discrimination of the Sami — the rights of the Sami from a discrimination
perspective” (2008), by the Ombudsman against Ethnic Discrimination (DO) in Sweden, reported
that many Sami are met with discrimination and prejudice when they seek medical care for their
Sami speaking children:

“In their contact with the DO, parents of Sami-speaking children describe that when they
seek medical care, they feel insulted by medical staff. Several parents have experienced sit-
uations where doctors, nurses and speech therapists have commented on the fact that the
child and his/her parent speak Sami with each other. Examples of such comments include
“Speak Swedish. We live in Sweden.” “Can the child only speak Sami?” and “When is this child
going to learn Swedish?” The perceived insinuation is that the child is not fully functional
because he or she speaks his/her mother’s tongue better than Swedish.”?%>

Cultural barriers in health care setting

Indigenous peoples’ often hold different priorities and perception of health than their main-
stream majority peers. This can stem from traditional cultural or religious beliefs about health
and well-being, different customary practices around health care, or living in distinct locations
with unique health challenges. In order to achieve better equity in health outcomes, these differ-
ent viewpoints must be taken into consideration in policy development and service delivery.”%°

“In the discourse about health services for Sami patients in Norway the last few years, at-
tention is given to cases where the health services is accused of not taking care of the needs
of Sami patients. The system do not allow for neither language nor cross-cultural communi-
cation or the patients view of health.”?%’
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The lack of language and cultural understanding can lead to symptoms of disease being misinter-
preted and treatment not provided all of which can have serious consequences. There are indica-
tions that there is an under-reporting of disease in the Sami community, particularly in relation to
somatich- and mental health, medical care at birth and chronic diseases”®®.

Dental health care and dental treatment

Dental health is an important aspect of general health and well-being for both children and
adults. In Norway, reports from the National Bureau of Statistics have consistently reported a
lower oral health status in the three northernmost counties, the worst being the northernmost
county (Finnmark), especially in some of the communities with a large proportion of indigenous
Sami population.”®? By offering free dental examinations, the scientists at the Arctic University of
Norway will be able find out why people in the Sami municipalities (in Finnmark) have lower oral
health than the national average.?'©

In Greenland, dental carries burden is high in children compared to the other Nordic countries,
and the strengthening of oral health promotion and disease prevention is urgently needed.”" In a
study by Koposova et al (2013), dental prevalence was higher among the Russian than the Nor-
wegian children.?"”

Environmental Factors affecting health for indigenous people

There have been concerns about pollutants in marine foods and reindeer meat however, recent
research does not give any reason to believe that the consumption of marine foods and reindeer
meat presents a high health risk for the Sami and Inuit peoples.””® Radioactive contamination
resulting from the Chernobyl accident in Russia has affected south-Sami peoples in central Nor-
way and Sweden. Radioactive exposure was largely food borne in reindeer, because radioactive
pollutions from Chernobyl were carried by wind and spring rain patterns in high concentrations to
central Sweden and Norway. Most detrimental was the contamination of lichen, the main winter
staple of Scandinavia’s reindeer. Many reindeer had to be destroyed, because of high level of ra-
dioactive pollutions.”’ The Chernobyl accident has had a major impact on the psychosocial health
of the South Sami reindeer herds in Norway and Sweden. The Samis are still concerned about the
impact from the nuclear accident that may affect their health and future prospects for reindeer
husbandry.”’

The Sami and Inuit peoples in the Arctic are primarily exposed to pollutants through traditional
food and water, but also through the air. Pollutants are particularly a problem for indigenous
peoples’—who mainly live on traditional diets. Although the largest emissions of pollutants do
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not happen in the Nordic countries and in Greenland, the air currents which transport airborne
contaminants to the Arctic are particularly worrisome. Therefore, this is an issue for the Sami and
Inuit peoples. Long-range pollution seems to have shown a downward trend in recent years, but
local pollution from industries could be a problem for indigenous health and the environment.?'®
Recently, in northern Sweden there has been a mining dispute where hundreds of Sami and other
activist have protested against iron mining plans in the Sami traditional reindeer herding lands
in Kallak. According to Swedish law, the Sami peoples cannot claim ownership of the land where
they have lived for nearly 9,000 years, but have the right to use it for herding. The mining dispute
has led to renewed calls for the government to adopt changes that recognize Sami ownership
rights over the land. “Legally, Sweden has a long way to go to take full responsibility for the Sami
people,” said Christina Allard, an associate professor at Lulea University. Sweden, unlike Norway
and many other countries has yet to sign legally binding international conventions that protect
the rights of indigenous peoples.?” In the future, local pollution from new industries in the Arctic
area will have a major impact on the living conditions and psychosocial health of the indigenous
peoples’ living in the circumpolar areas.

Conclusion

The delivery of high quality health care to indigenous peoples in the circumpolar areas poses
significant challenges. These include the need to develop culturally sensitive health services for
the indigenous Sami and the Inuit peoples taking into account language barriers, cross-cultural
misunderstandings and racial discrimination. The goal is for health and social services to be of the
same quality that is provided for the rest of the population. Entering into the health care system
(access to care) and receiving appropriate health care and for the services to be effective (quality
of care) are key factors in ensuring good health outcomes. Often the health and social services
practitioners are perceived as representatives of majority cultural values and norms that have,
throughout history oppressed indigenous peoples, resulting in a deeply felt mistrust of health
care institutions. Current health policies and practices favour western standardized health care
systems, where the voices of indigenous peoples are often absent. Circumpolar health care sys-
tems must take into account the influence of indigenous peoples’ view of health and wellbeing
and to develop specific interventions to increase access and utilization among indigenous peo-
ples. This requires health providers to critically reflect on whether policies and practices promote
or compromise indigenous health and wellbeing. Indigenous peoples should not be a passive con-
sumer of health care, but rather an active partner in the development of high quality of care, that
ensure good health outcomes for indigenous peoples’ in the circumpolar areas.
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Introduction

Central, South America and the Caribbean region have vibrant and politically active indigenous
populations that comprises between 45 and 50 million peoples who belong to almost 600 indig-
enous groups.”’”® The highest numbers of indigenous peoples are found in Mexico, Peru, Guate-
mala, Bolivia and Ecuador. According to World Bank figures, 12.76% of the entire population and
approximately 40% of the rural population is indigenous.”’” Indigenous peoples represent a dis-
proportionate number of the poorest, in a region that has the world’s greatest income disparity.
Indigenous peoples live in a range of diverse settings, from tropical forest villages to mountain
towns and in the largest cities. Many have strong attachments to their traditional territories which
are located in the rural areas however, more and more indigenous peoples are either migrating or
being displaced to regions or countries that are long distances from their communities. The num-
ber of indigenous peoples living in urban areas has also increased where there is dependency on
urban clusters for their livelihood.??°

Over the past two centuries, colonialism has influenced indigenous communities resulting in highly
mixed populations in the Caribbean, linked to the importation of slaves from Africa to the almost
destruction of indigenous groups such as the Taino in Cuba, Puerto Rico, the Dominican Republic
and Jamaica. While some indigenous groups were able to remain in isolation, others were forced
into cities and towns or settled in less hospitable lands or pushed off their lands altogether. In many
cases, indigenous peoples were forced (voluntary or involuntary) to be incorporated into the main-
stream population where they might or might not self-identify as indigenous peoples. While they
could live and work in the same way as their non-indigenous neighbours, many were forced into the
worst socio-economic roles. For example, many indigenous peoples of mixed-descent in Mexico left
their homes, crossing state and national borders to take up marginalized labour roles, especially in
the United States as agricultural labourers, construction workers and domestic workers.?”’

218 http://www.iwgia.org/regions/latin-america/indigenous-peoples-in-latin-america
219 It should be noted there is a lack of specific information on indigenous peoples’ health the Caribbean region
220 hitp://www.iwgia.org/regions/latin-america/indigenous-peoples-in-latin-america

221 Raul Montenegro and Carolyn Stephens “Indigenous health in Latin America and the Caribbean”
www.thelancet.com, Vol 367, June 3, 2006
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Despite State subjugation policies aimed at their destruction, indigenous peoples are still man-
aging to uphold and rebuild their identity, language and culture, as well as their traditional social,
legal and political systems, or a large part thereof. Central, South America and the Caribbean’s
history and very essence are rooted in the cultural and social foundations of indigenous peoples.
Throughout history, indigenous peoples have developed different forms of resistance and cur-
rently, having gained strength, indigenous movements are reclaiming their land rights, respect for
their cultural values, languages, customs and institutions and the right to decide their develop-
ment priorities. Indigenous movements in Central, South America and the Caribbean have grown
markedly in recent decades and have increased their organizational capacity as political actors,
demanding increasingly higher levels of participation.??

International legal framework for intercultural health

There are a number of the legally-binding instruments on the right to health that have relevance
to indigenous peoples. These include the Universal Declaration of Human Rights;”?* International
Covenant on Economic, Social and Cultural Rights;?* Convention on the Rights of the Child;??
Convention on the Elimination of all Forms of Discrimination against Women;??°® and the Millenni-
um Summit Declaration.??’

Other instruments include:

The International Convention on the Elimination of All Forms of Racial Discrimination (CERD,
1965) is a legal mechanism that obliges all Member States of the United Nations to eliminate ra-
cial discrimination, as well as to act against racism. U.N. Committee on the Elimination of Racial
Discrimination CERD) has emphasized that:

[IIn many regions of the world indigenous peoples have been, and are still being, discrim-
inated against and deprived of their human rights and fundamental freedoms and in par-
ticular that they have lost their land and resources to colonists, commercial companies and
State enterprises. Consequently, the preservation of their culture and their historical identi-
ty has been and still is jeopardized.??®

The International Labor Organization Convention No. 169 (ILO, 1989) on indigenous and tribal
peoples, which has been ratified in Latin America by Mexico, Guatemala, Honduras, Nicaragua,
Costa Rica, Colombia, Ecuador, Peru, Bolivia, Paraguay, Chile, Brazil, Uruguay and Argentina, de-
fines inter alia the rights of indigenous peoples to ownership and possession of land, recognition

222 http://www.ilo.org/indigenous/Activitiesbyregion/LatinAmerica/lang--en/index.htm

223 The Universal Declaration of Human Rights http://www.un.org/en/documents/udhr/

224 |nternational Covenant on Economic, Social and Cultural Rights
http://www.ohchr.org/EN/Professionalinterest/Pages/CESCR.aspx

225 Convention on the Rights of the Child http://www.ohchr.org/en/professionalinterest/pages/crc.aspx

226 Convention on the Elimination of all Forms of Discrimination against Women
http://www.ohchr.org/Documents/Professionalinterest/cedaw.pdf

227" Millennium Summit Declaration http://www.un.org/millennium/declaration/ares552e.htm
228 UN. Committee on the Elimination of Racial Discrimination (CERD), General Recommendation XXIII: Indigenous
Peoples, UN. Doc. CERD/C/51/misc 13/Rev 4, at 3 (1997) [hereinafter CERD General Recommendation on Indigenous

Peoples]
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of their values and practices, making decisions about their own priorities, customary law, social
security and health, equality regarding contracts and conditions of employment, and education
at all levels.

In Article 5, of ILO Convention 169 states that in applying the provisions of this Convention:

a. the social, cultural, religious and spiritual values and practices of these peoples shall be
recognized and protected, and due account shall be taken of the nature of the problems
which face them both as groups and as individuals;

b. the integrity of the values, practices and institutions of these peoples shall be respected;

c. policies aimed at mitigating the difficulties experienced by these peoples in facing new
conditions of life and work shall be adopted, with the participation and co-operation of
the peoples affected.

Article 25 of ILO Convention 169 states:

1. Governments shall ensure that adequate health services are made available to the peo-
ples concerned, or shall provide them with resources to allow them to design and deliver
such services under their own responsibility and control, so that they may enjoy the high-
est attainable standard of physical and mental health.

2. Health services shall, to the extent possible, be community-based. These services shall be
planned and administered in co-operation with the peoples concerned and take into ac-
count their economic, geographic, social and cultural conditions as well as their traditional
preventive care, healing practices and medicines.

3. The health care system shall give preference to the training and employment of local com-
munity health workers, and focus on primary health care while maintaining strong links
with other levels of health care services.

4. The provision of such health services shall be coordinated with other social, economic and
cultural measures in the country.

The Declaration and Program of Action of Vienna (1993) recognizes the significance of both the
participation and the contribution of indigenous populations in social and economic develop-
ment, and calls upon states to guarantee the fulfilment of the rights and fundamental freedoms
of indigenous populations, as well as to recognize and respect cultural diversity and their systems
for social organization.

The Declaration and Program of Action of Durban (2001) reaffirms the need to fulfil human rights
and fundamental freedoms of indigenous peoples and the need to combat racism, racial discrim-
ination, xenophobia, and related intolerance that affects them.

The United Nations Declaration on the Rights of Indigenous Peoples (2007) commits, as does ILO
Convention 169, all subscribing States to respect the cultural expressions of indigenous groups in
all fields, including health. The UN Declaration states in Article 24:

1. Indigenous peoples have the right to their traditional medicines and to maintain their
health practices, including the conservation of their vital medicinal plants, animals and
minerals. Indigenous individuals also have the right to access, without any discrimination,
to all social and health services.
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2. Indigenous individuals have an equal right to the enjoyment of the highest attainable
standard of physical and mental health. States shall take the necessary steps with a view
to achieving progressively the full realization of this right.

The Inter-American instruments ensuring the right to health and other human rights of indige-
nous peoples include:

£ American Declaration on the Rights and Duties of Man

American Convention on Human Rights

Additional Protocol to the American Convention on Human Rights

Inter-American Convention on Prevention of Violence Against Women (“Belem Do Para”)

Inter-American Convention to Prevent Torture

Inter-American Convention on the Elimination of All Forms of Discrimination Against Per-
sons with Disabilities

These are inter alia some international mechanisms that have the mandate to address the health
rights of indigenous peoples in the Central, South America and the Caribbean region such as:

£ The United Nations Permanent Forum on Indigenous Issues was created in 2000, and has
made recommendations urging all Member States to include the intercultural perspective
within their health policies, programs and services, with special reference to reproductive
health, as well as to reassess the role played by healers and midwives as agents for the
exchange between ancestral medicine and western medicine.

Resolutions CD37.R5 (1993), CD40.R6 (1997), and CD.47.R13 (2006) of the Pan American
Health Organization (PAHO) establishes guidelines to address health with an integrat-
ed and intercultural approach, and the incorporation of indigenous wisdom, knowledge
about medicines and therapies for health care, in relation to the geopolitical and social
context of indigenous peoples, the promotion of health and the renewed primary health
care strategy (PHC-R).

Resolutions of the Meetings of Health Ministers of the Andean Sub-region (REMSA) ad-
dress different questions. REMSA XVII/296 (1993) made health care a priority for the in-
digenous populations in the sub-region, and REMSA XXVII/417 (2006) and REMSA XX-
VIIl/438 (2007) allowed the creation of the Andean Commission for Intercultural Health,
as well as the elaboration of the Andean Intercultural Health Plan as a response to those
initiatives oriented to provide health services with an intercultural approach for the coun-
tries in the Andean Sub-region.

The legal norms and international mechanisms mentioned above relate to the need to respect the
health rights of indigenous peoples; establish laws, policies and programs to diminish or combat
inequality in the area of access to health care; and guaranteeing health with the provision of cul-
turally appropriate health services. Further, there must be interaction between traditional/ances-
tral medicine and conventional medicine in order for them to complement each other. Indigenous
peoples must be able to participate in the development and planning of health services on equal
terms in order to improve their own health situation.
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Health Issues in the Central, South America and the Caribbean

Many indigenous peoples in Central, South America and the Caribbean still live in isolated en-
vironments where conditions are harsh. People living within natural ecosystems are exposed to
many health hazards produced mostly by the exacting environment. In the past, health risks were
linked to basic access to foods, water, and shelter and, in many contexts, risks from predators.??’
Health and well-being prior to colonization was closely related to sophisticated knowledge and
use of the local ecosystems. The early period of colonialism brought new diseases that were es-
pecially lethal for communities in the coastal areas.””® Current day problems still have a major
impact on indigenous peoples’ lives in the region. The security of indigenous peoples’ lands, ter-
ritories and resources has become a competition between the governments of the region in the
areas of agricultural, mining and energy generation initiatives particularly in Argentina, Bolivia,
Brazil, Chile, Guatemala, Honduras, Mexico, Panama and Peru. This has had negative impacts on
indigenous peoples, particularly for indigenous peoples living in remote areas and forest zones,
including those living in voluntary isolation in the Amazon rain forest.

Indigenous peoples and their communities in most Central and some South American States con-
tinue to face limited economic opportunities, poor access to social services, high levels of public
insecurity and the strong influence of organized criminal enterprises. All of these challenges are ex-
aggerated by the generally weak state presence in remote geographical zones, as well as by fragile
institutions, uneven justice administration, politicized judicial systems, and continuing high levels of
corruption and impunity particularly in Central and South America.”®' This situation has resulted in
major inequalities between indigenous peoples and their non-indigenous counterparts. Indigenous
peoples experience the worst social conditions and thus health profiles include the highest rates of
morbidity and mortality and the least access to health services compared to the rest of the pop-
ulation. According to unpublished data, in 2003 the average rate for infant mortality in Colombia
was 19 per 1000 infants, but for the Wayuu indigenous group the infant mortality rate was 111 per
10007*. In terms of morbidity rates in Bolivia, the Guarani, with a population of 153,483 have a prev-
alence of tuberculosis five to eight times that of the national average.”>® Indigenous peoples are
more likely to suffer from substance abuse, depression and other mental disorders that are obsta-
cles to the enjoyment of the right to the highest attainable standard of physical and mental health.
HIV/AIDS and other sexually transmitted diseases are also spreading in indigenous communities. At
the same time, indigenous communities are faced with economic exploitation of indigenous women
and lack of information about physical and mental health.”*

The right to life for indigenous peoples in the region is frequently at risk due to higher mortality and
morbidity rates compared to the general population. The health and personal integrity of indige-

229 Raul Montenegro and Carolyn Stephens “Indigenous health in Latin America and the Caribbean”
www.thelancet.com, Vol 367, June 3, 2006

230 Raul Montenegro and Carolyn Stephens “Indigenous health in Latin America and the Caribbean”

www.thelancet.com, Vol 367, June 3, 2006

Minorities Rights Group International State of the World's Minorities and Indigenous Peoples 2012, p90
252 Raul Montenegro and Carolyn Stephens “Indigenous health in Latin America and the Caribbean”
www.thelancet.com, Vol 367, June 3, 2006

235 Raul Montenegro and Carolyn Stephens “Indigenous health in Latin America and the Caribbean”

www.thelancet.com, Vol 367, June 3, 2006
2% Pan American Health Organization (PAHO) "Human Rights and Health: Indigenous Peoples” 2008, p2
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nous peoples is at risk throughout their lives — from infancy where there are high mortality rates,
and throughout life where there is a great prevalence of disease and death at early age. Among the
Maya in Guatemala, life expectancy for indigenous peoples is 17 years shorter than for the non-in-
digenous population.”*® In Bolivia, 9% of Guarani peoples have access to safe drinking water which
impacts on the enjoyment of the right to health. Lack of infrastructure and medical services also
impact on indigenous peoples’ right to health, particularly in physically isolated communities.?*®

The other major concerns include the general lack of disaggregated data by ethnicity and gender
in most of the countries in the regions. This makes it difficult to obtain a precise picture of the
overall health situation of indigenous peoples. On the other hand, there is data available on the
current health of indigenous peoples but it is scattered, depending on individual groups of sci-
entists and their studies, but it is not available on government databases. Some countries such
as Brazil have made efforts to gather data, and even have a specific indigenous office within the
government that is tasked with obtaining information on groups in isolation.”’

Indigenous peoples make up to 40% of the rural population in the region, where there is often
little or no access to conventional health services. As a result, at least 80% of indigenous peoples
depend mainly on traditional therapists for medical assistance”.?*® The infant mortality rate is 54
per 1,000 live births?*® expressed as profound and disturbing disparity; “infant mortality rates
among indigenous children are 60% higher than among non-indigenous children.”?4°

The indigenous population in Mexico is estimated to be 12.6% of the wider population and 80.6%
of the indigenous population are considered to be extremely poor. Maternal mortality rates in the
states of Guerrero, Chiapas and Oaxaca are 103.2, 82.7 and 80.6 per 100,000, respectively. In
the rural areas of these three states the probability of death due to preventable diseases is 181%
higher than the probability in the urban centers of the same states.”* In the case of Guatemala
indigenous peoples are 42.8% of the total population and 86.6%°* of this indigenous population

Pan American Health Organization (PAHO) “Human Rights and Health: Indigenous Peoples” 2008, p2

"State Policy: From Custody to the Policy of Rights — a Solved Issue?” in: Indigenous Peoples in Voluntary isolation
and initial contact, Antenor Vaz, IWGIA, Copenhagen, 2013, p. 12.

Raul Montenegro and Carolyn Stephens “Indigenous health in Latin America and the Caribbean” www.thelancet.com,
Vol 367, June 3, 2006

Cevallos, Rodrigo, “Prestacion de servicios de salud en zonas con pueblos indigenas,” http://www2 . paho.org/hg/dm-
documents/2009/servicios%20salud%20zonas%20indigenas.pdf Pag. 19

"Mortalidad infantil y en la nifez de pueblos indigenas y afrodescendientes de América Latina: inequidades estruc-
turales, patrones diversos y evidencia de derechos no cumplidos,” CEPAL y CELADE, Naciones Unidas, Santiago de
Chile 2010http://www.eclac.cl/Celade/publica/bol62/BD6206.html

240 Mortalidad infantil y en la ninez de pueblos indigenas y afrodescendientes de América Latina: inequidades estruc-

turales, patrones diversos y evidencia de derechos no cumplidos,” CELADE-CEPAL http://www.eclac.cl/publicaciones/
xml/1/41581/LCW.3480ct_2010.pdf

241 http://www.ipsnoticias.net/2011/10/mexico-muerte-materna-destino-fatal-de-campesinas-e-indigenas/

242 | 3 salud de la poblacion indigena en México, José Luis Torres, Renata Villoro, Teresita Ramirez, Beatriz Zurita, Patricia

Hernandez, Rafael Lozano, Francisco Franco, Revista Calidoscopio de la Salud.

245 v o5 pueblos indigenas y la pobreza en América Latina: un analisis empirico’, Estudios socio demograficos en pueblos
indigenas, Serie E, No. 40 (LC/DEM/G.146), Santiago de Chile, Division de Poblacion, Centro Latinoamericano y Cari-
befio de Demografia (CELADE)
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live in poverty. The maternal mortality rate has reached 211 per 100,0007**. The infant mortality
rate has reached 51.1 per 1,000 live births.

In Chile the indigenous population is estimated to be 10.3%°* of the total population, and 16%
of the indigenous population lives in poverty. The infant mortality rate in general is 11 per 1,000
live births, while the rate for the indigenous peoples is 12.8 per 1,000 live births?*®. In Bolivia the
indigenous population is 52%”*’ of the total population. Poverty among indigenous peoples has
reached 64.3%*®. The maternal mortality rate in Potosi, the province with the largest indigenous
population, is 496 per 100,000%°.

In Peru the indigenous population is 40.25% of the total population and 79% of the indigenous
population is poor. The Peruvian Institute for Statistics has no consolidated number for the infant
mortality rate for indigenous children, but has indicated that in indigenous communities the in-
fant mortality rate goes from 99 to 153 per 1,000 live births. In Puno, one of the provinces with a
high indigenous population, the maternal mortality rate reaches 36 per 100,0007°°.

In Ecuador, according to the 2011 census, the indigenous population is 71 % of the total popula-
tion, and 49.9%”>' of the indigenous population is poor. The infant mortality rate among indige-
nous children is 67.6 per 1,000 live births, while the rate for the population in general is 29.97°? per
1,000 live births. The maternal mortality rate is 210 per 100,0007°%

The above figures provide a visible overview of the health gaps that still exist between the indig-
enous peoples and the rest of the population. Indigenous peoples’ health disparities are linked to
social, cultural, economic and political factors. There are national and international norms that
go towards enhancing and supporting indigenous peoples, particularly, in the area of health, as
well as national efforts to improve the situation of indigenous persons. However, these actions
are clearly not enough for achieving health equity for indigenous peoples. There is a need for
recognizing a human rights based approach which calls for the inclusion of interculturality and
recognition of collective rights.

244 http://www.s21.com.gt/nacionales/2012/02/13/mortalidad-materna-se-triplica-indigenas
245 1| 5 identificacién de poblaciones indigenas en los censos de América Latina,” in: América Latina: aspectos concep-
tuales de los censos del 2000, CEPAL/ CELADE, Santiago de Chile, p.361

246 http://celade.cepalorg/redatam/PRYESP/SISPPI

247 1 5 identificacion de poblaciones indigenas en los censos de América Latina,” in: América Latina: aspectos concep-

tuales de los censos del 2000, CEPAL/ CELADE, Santiago de Chile, p.361

> 1Los pueblos indigenas y la pobreza en América Latina: un analisis empirico’, Estudios socio demograficos en pueblos
indigenas, Serie E, No. 40 (LC/DEM/G146), Santiago de Chile, Division de Poblacién, Centro Latinoamericano y Cari-
beno de Demografia (CELADE)

249 hittp://www.un.org/spanish/News/story.asp?news|D=2649#.Ukj8Ytjlwis

250 ugITUACION DE LAS MUJERES EN LOS PUEBLOS INDIGENAS DE AMERICA LATINA. OBSTACULOS Y RETOS,” Judith
Bocos Ruiz

251 hitp://websie.eclac.cl/sisgen/Consultalntegrada.asp?idAplicacion=14
252 http://celade.cepal.org/redatam/PRYESP/SISPPI/
255 http://www.opsecu.org/jspui/bitstream/123456789/130/1/130.pdf
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A gap persists between advances in intercultural health and concrete possibilities of contributing
to improving health conditions for indigenous peoples, in spite of the fact that there exists an
important basis of information on the fundamental concepts and data on beliefs, expressions and
cultural practices of indigenous peoples in various countries.

Interculturality and health

It must be recognized that advancements in establishing norms for compliance with health rights
of indigenous peoples are the result of the hard struggles by indigenous peoples themselves.
They have promoted actions to the States demanding recognition of their rights, the elaboration
of public policy and plans to revert situations of inequality in which they live, their social and
economic marginalization, and their exclusion through racial discrimination, as well as addressing
their deplorable health situation in comparison to other social and cultural groups.

The elaboration of policies, plans and projects and other initiatives for indigenous peoples have
taken place in the Central, South America and the Caribbean region since the beginning of the
1990s. Several countries in the region have included an intercultural approach for health in their
development plans. At the same time, socio-cultural and linguistic barriers continue to exist, as
well as barriers in terms of geographic access to health services and the lack of recognition of
indigenous peoples’ own knowledge and practices regarding the holistic connection between
health, disease and healing. These barriers generate resistance and lack of trust among indige-
nous peoples in terms of using conventional medicine health services.

Such barriers may be overcome through the incorporation of an intercultural approach in the pro-
vision of health services, in order to guarantee intercultural management models and health care;
culturally relevant health services and medical staff with intercultural competencies. There is also
a need to articulate traditional/ancestral medicine with conventional medicine through intercul-
tural related health mechanisms. In this sense, it is important to reorient health services, include
intercultural education and training for health professionals and to have health information sys-
tems that improve the provision of health services based on an intercultural approach.

Reorientation of health services

The reorientation of health services towards an intercultural approach implies respect for and
compliance with the individual and collective rights of indigenous peoples, the recognition of
diverse knowledge and wisdom regarding the process of health-disease-treatment-healing, in-
teraction of knowledge and practices between conventional medicine and the knowledge that
indigenous peoples possess, as well as their complementary role, and the achievement of equity
in health for both indigenous individuals and collectives.

One must have in mind that intercultural health, if it is to be presented as a reference for transver-
sal interest with application to any society, cannot be imposed within the state “only” by decree. If
it is not valued and given the consensus of all sectors involved, unfortunate situations may arise
that would result in serious difficulties for health care and hide the reasons for the lack of equity
for indigenous peoples. Interculturality promotes a horizontal dialogue between cultures, a re-
spectful relation with no hierarchies. This means the inhibition of one’s criteria and criticisms, and
one’s prejudices, as well as concentrating on cultural practices that are often quite different from
the rest of society. It is a matter of limiting ethnocentrism, which is the trend for interpreting other
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cultures based on the principles of one’s own culture. Therefore, key words regarding the concept
of interculturality are: respect for diversity, interaction, dialogue and horizontality?>*.

Interculturality must be considered as an initiative for changing the health conditions, as long as
change serves to improve epidemiology indicators, that is, to get people to live longer and better.
If, on the other hand, change is understood as only having the objective of giving new value to
traditional medicine, it will be difficult for health services to improve, and therefore to produce
improvements in the health of the population®.

In this sense, countries in Latin America with indigenous peoples have incorporated the intercul-
tural approach in their laws, policies, management and health care models, and technical norms,
in order to contribute to health equity according to the socio-cultural contexts of indigenous
peoples. The big challenge is to make those instruments function.

In Guatemala, the Inclusive Health Model (MIS, Modelo Incluyente de Salud) has been implement-
ed since 2003 by the Consorcio Médicos del Mundo Navarra-CORDAID in coordination with the
Ministry of Public Health and Social Assistance (MSPAS, Ministerio de Salud Publica y Asistencia
Social) and with the financial support of the European Commission and the Government of Na-
varra. It is a model for individual, family and community care at the primary level, based on three
pillars: the right to health, interculturality, and gender perspective.””® The intercultural approach
of MIS recognizes the existence of health concepts and practices that originate from cultural di-
versity and promotes interactive processes (it includes referral and cross-referral) between differ-
ent knowledge and practices of care and treatment.””’

In Mexico, the National Program for Action “Salud y Nutricién para los pueblos indigenas”>®
(Health and Nutrition for indigenous peoples) has the responsibility for promoting the strategy
for good quality health services with cultural sensitivity, and has been able to implement “Uni-
dades de Salud Competentes””® (competent health units), which make health services culturally
adequate (cultural infrastructure and equipment), incorporating medical staff with intercultural
capacities, intercultural care of births and intercultural services including indigenous traditional
medicine. The implementation of the National Health Program 2007-2012 has made it possible to
promote integrated intercultural policies, increase the knowledge and use of traditional/ancestral
medicines according to requirements of the population, as well as the application of mixed mod-
els for care that combine traditional/ancestral medicine with conventional medicine.

In Bolivia, successful experiences have been identified. These have been supported by the Ministry
of Health and Sports (Ministerio de Salud y Deportes) and carried out by agencies for interna-

Cited in "Diagnostico y Fortalecimiento de la Inclusion de Interculturalidad en la Formacion del personal de Salud”

(informe de avance), Martha Escobar, MSP Ecuador 2013.

2 Salud Intercultural: Critica y problematizacion a partir del contexto boliviano, Susana Ramirez Hita, La Paz, ISEAT, 2011,
pp31-38

256 Del Dicho al Hecho: Los avances un primer nivel de atencion en salud incluyente, Medicus Mundi Navarra — Guatema-

la, Sacatepéquez, Guatemala, 2008, p.7: http://www.saludintegralincluyente.com/ftp/saludintegralincluyente/DOC-

UMENTOS/PDF/antecedentes/guatemala/DEL%20DICHO%20AL%20HECHO.pdf

257 Ibid. p. 47,
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tional cooperation together with public health institutions.”®® One case is from the Department
of Potosi,”®" and its main components are the articulation of diverse health systems. Integrating
diversity in hospitals includes having adequate spaces for both conventional medicine and tra-
ditional medicine, training human resources about interculturality incorporating graduate stud-
ies on intercultural health, and making the premises culturally adequate with construction and
equipment that facilitates an intercultural approach, combined with community participation in
health units and adequate housing for family.

In Peru, the Ministry of Health (“MINSA"), following the guidelines for sector policies for the period
2002-2012, incorporates the intercultural approach in management by respecting cultural diver-
sity, strengthening traditional medicine, and complementing it with conventional medicine.’®” An
example of this is caring for births in culturally adequate health units that provide maternal and
neonatal care in the Department of Ayacucho. The most important results have been an increase
in the number of people from indigenous peoples seeking birth care and a decrease of maternal
deaths, mainly of indigenous women. This model counts on community participation, as well as
the participation of regional governments, the support of civil society organizations, NGOs and
agencies for international cooperation.?®?

In Chile, the Ministry of Health incorporates the intercultural approach by organizing and provid-
ing health services that are culturally appropriate (protocols, construction, equipment, pertinent
health staff, and information system), strengthening the health system of indigenous peoples,
and complementing conventional medicine with traditional medicine. An example of the way tra-
ditional medicine is strengthened is the program for intercultural health for the Mapuche (Hos-
pital Makewe, Health Center Boroa Filulawen and Intercultural Hospital Nueva Imperial), which
involves the indigenous world view (cosmovision) and knowledge of ancestral medicine in the
processes for self care and promotion of individual, family and community health.?®*

In Ecuador, the Modelo de Atencidn Integral de Salud Familiar, Comunitario e Intercultural (MAIS-
FCl, Integral Care Model for Family, Community and Intercultural Health) recognizes the manage-
ment and care of intercultural health by implementing mechanisms to allow health promotion
from the various world views (cosmovisiones) and knowledge approaches, culturally appropri-
ate health services, staff with intercultural competencies for improving socio-cultural access, en-
hancing the wisdom of different peoples, and coordination between conventional health systems
and the traditional and ancestral wisdom.?®>

260 Vice-Ministry of tradicional medicine and Interculturality: http://www.sns.gob.bo/index. php?ID=ViceMedicinaTradicional

201 Program designed and implemented by the Italian Development Cooperation and the Department of Posoti: “Pro-
grama de Apoyo al Desarrollo del Sistema Socio-Sanitario del Departamento de Potosi”:

http://www.utlamericas.org/2013/?page_id=645&lang=es.

UNFPA, Atencion en Salud con Pertinencia Intercultural, Modulo Técnico - Tedrico, Lima, 2011, p. 17:
http://www.unfpa.org.pe/publicaciones/publicacionesperu/SSL-Atencion-en-Salud-Modulo-Tecnico.pdf

263 |big. P75.

CCTCEM, Salud intercultural y la patrimonializacion de la Salud Mapuche en Chile, 22, Junio de 2013:
http://www.enelvolcan.com/jun2013/261-salud-intercultural-y-la-patrimonializacion-de-la-salud-mapuche-en-chile.

Manueal del Modelo de Atencidn Integral del Sistema Nacional de Salud Familiar, Comunitario e Intercultural (MAIS-
FCI), p. 40.
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In this sense, it is possible to highlight important experiences the Pan American Health Organiza-
tion (PAHO) has recognized. One of them is “Improving the life conditions and the defence of the
identity of the Andean population of Cotacachi-Ecuador”?®®, which has the objective of reducing
maternal mortality among indigenous women by strengthening the competencies of health staff
in the area of intercultural and ancestral health assistance. With this purpose, a system of referral
and cross-referral was established and a certificate was issued to midwives in order to link them
to the maternal health services. This initiative has increased the number of institutional births
by 45%, and it has helped to bring down to zero the number of maternal deaths in the last four
years. It has been carried on by Ecuador’'s Red Cross in cooperation with the Ministry of Public
Health, the municipal government in Cotacachi and indigenous community organizations, and it
has counted on the support of the Agencia Catalana de Cooperacién al Desarrollo (Espana) and
the United Nations Population Fund (UNFPA).

For most of the countries (Bolivia, Peru, Ecuador and Guatemala) the main effort is directed to-
wards allowing culturally adequate births for women. This includes providing spaces in hospitals
and health centres; allowing relatives and a midwife to assist women; returning the placenta to
the women; providing traditional herbal teas and foods pre and post delivery, and using infusions.
While this has been an important achievement as a women's rights concern, there has been no
formal evaluation process of this service. Currently there is no evidence on whether the program
improves the quality of service for indigenous women.

In this sense, the recommendations regarding management and care of health services are:

E to promote the implementation of the legal and programmatic norms at the level of or-
ganizational structure of the Ministries of Health and of the communities;

to promote the complementary actions with equity between conventional medicine
(bio-medicine), traditional medicine (ancestral and popular medicine), and culturally per-
tinent alternative medicine;

to strengthening the experiences regarding health services with intercultural pertinence
and to seek their replication as validated and sustainable practices;

to reinforce the formation of management, technical and sociopolitical capacities of hu-
man resources with an intercultural approach; and

£ to promote from the territory the articulation and strengthening of ancestral medicine.

In addition, in relation to the management of the knowledge, it is necessary to promote plans for
institutional and community education and communication with an intercultural approach and
identity; to carry out research on the world view (cosmovision) and ancestral knowledge and prac-
tices in the process addressing health, disease, care issues; and to systematize, publish and share
experiences of intercultural health already validated, sustainable and replicable.

266 PAHO/WHO honors efforts to improve gender equity in health in Latin America, 7 June 2013:
http://www.paho.org/hqg./index.php?option=com_content&view=article&id=8769%3Apahowho-honors-efforts-to-im-
prove-gender-equity-in-health-in-latin-america&catid=740%3Anews-press-releases&ltemid=1926&lang=en
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Human Resource Training in Health

The Pan American Health Organization (PAHO)?®’ promotes “the integral training of human re-
sources in health to respond to the epidemiologic profile and socio-cultural context of the com-
munity by formal and non-formal education, applying the “learning by doing” paradigm through
the exchange of experiences, and taking advantage of theoretical and technical capacities for the
intercultural approach in health.”

To promote health care with equity that is responsive to the needs of various ethnic groups, in-
cluding prevention services, the training of human resources in health aims to improve the tech-
nical and human skills of the institution’s staff. This training is envisaged to have positive effects
including improved respect for patients, acknowledgement of their treatment experiences and
recognition of the world views (cosmovision).

Among advances in this area a study within the framework of the Andean Plan for Intercultural Health
of ORAS-CONHU shows advances in the “Intercultural approach in university training of human re-
sources for health in the Andean region,” which allows one to observe how, since the last decade,
countries have had a significant increase in applying the inclusion of the intercultural approach in
the training of health professionals. This document contributes to: a) the analysis of curricula about
interculturality in health of the current education opportunities offered by educational institutions
[universities] in the sub-region at the undergraduate and graduate levels; b) the update of the exist-
ing inventory on offerings in education and training in interculturality in health; and c) the elaboration
of a proposal of academic contents regarding interculturality in health that should be incorporated in
the education curricula for health professionals at the undergraduate and graduate levels.

In 2005, the important contribution made by the Indigenous Fund started the Program of Educa-
tion and Training through the Universidad Indigena Intercultural (Intercultural Indigenous Univer-
sity). This program has promoted education with an intercultural perspective for indigenous and
non-indigenous professionals in positions of leadership to take charge of the tasks of articulation,
participation and decision-making affecting politics, economics and social organization of their re-
spective societies. This program has a Master’s Degree in Intercultural Health within the Universidad
de la Region Auténoma de la Costa Caribe Nicaraguense, with the following academic objectives:
“to contribute to the improvement of life conditions and the health status of indigenous peoples
and afro-descendant and ethnic communities, as well as to the generation of new paradigms based
on an intercultural vision of health within the framework of compliance of the Millennium Devel-
opment Goals and the objectives of the Second International Decade of the World's Indigenous
Peoples” and “to promote space for dialogue and negotiations on current topics related to health in
Latin American countries, such as: structural reforms, problems of social exclusion, inequity, insti-
tutional racism and geographical marginalization; as well as other integral problems a multi-ethnic
and multicultural society faces.””®® In this scenario health and education face joint challenges in
terms of contributing to the development of public policies for a multicultural country; undoubtedly
universities are called upon to contribute in these transformation processes.

267 Organizacion Panamericana de la Salud-Organizacion Mundial de la Salud (OPS-OMS) (1998). “Incorporacion del En-
foque Intercultural de la Salud en la Formacion y Desarrollo de Recursos Humanos” OPS-OMS, Washington (EUA))

268 Antecedentes, situacion actual y perspectivas de la salud intercultural en América Latina, Victor Manuel del Cid Luce-
ro, URACCAN, Noviembre 2008, p. 8:

http://www.fondoindigena.org/apc-aa-files/74656d706c6174653132333435363738/F| m30asi_1.pdf
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Inclusion of the ethnic variable in health registers

A clear process is required for the production of systematic, relevant and pertinent information
for the design and monitoring of public health policies that ensure compliance with the individual
and collective rights of indigenous peoples and other ethnic groups. Such a process is necessary
for knowing the epidemiologic profiles of the various indigenous peoples in a constant and rigor-
ous way, with the following objectives: a) to identify health inequalities and inequities between
countries, between peoples, and among countries and peoples; b) to collect, process, analyze and
spread all the pertinent information for the development of peoples, as well as to elaborate a
legal and normative framework, as well as public policies on health information, for making indig-
enous peoples visible in the statistical systems of health.?®°

Currently, most of the systems of information regarding health in the Latin American countries
do not produce disaggregated data based on ethnic groups, peoples or communities. Because of
that, it is not possible to formulate differentiated epidemiologic diagnosis or to determine their
morbidity and mortality profiles.

Within a framework of rights, the invisibility of indigenous peoples and afro-descendants in the
information systems of health, and consequently, the lack of information about their health con-
ditions, is by itself an expression of ethnic discrimination, which must be overcome in light of the
recommendations provided by international bodies and the current demands from such groups.?’®

It is necessary to overcome the sort of planning that has the purpose of reaching homogeneous
perceptions, which is sustained on the notion that there are no differences among the epidemiologic
profiles of the various peoples. That planning considers that no specific policies focused on those
various peoples will be required. Thus, as long as no epidemiological evidence is produced and health
inequalities and inequities are not consistently and rigorously identified for countries, ethnic groups
and regions in Latin America, concrete health policies and plans for these groups will be restricted to
initiatives of a cultural character, limiting the transversal nature of the approach and mainly, imped-
ing the elaboration of health objectives that are both demandable and apt for evaluation.”’!

As indicated by international bodies, the challenge of overcoming health inequities implies fo-
cusing actions specifically targeted to those peoples and communities whose rights have been
violated most, to concentrate on the groups with the highest risks of preventable morbidity and
premature mortality. Thus four specific steps are critical. First, to assess the damage; second, to
identify their social determinants, both structural and immediate; third, to design interventions

69 . . . . . . B . o
269 “Elementos para la incorporacion del enfoque étnico en los sistemas de informacion en salud (SIS). Guia basica,” Ana

Maria Oyarce, Malva-marina Pedrero, Octubre 2012

2’0" Permanent Forum on Indigenous Issues, Follow-up to the recommendations of the Permanent Forum: (a) Economic

and Social Development Report of the international technical expert meeting on “Keeping track — indicators, mech-
anisms and data for assessing the implementation of indigenous peoples’ rights”, E/C.19/2011/11; Permanent Forum
on Indigenous Issues, Implementation of recommendations on the six mandated areas of the Forum and on the
Millennium Development Goals Indicators of well-being, poverty and sustainability relevant to indigenous peoples,
E/C19/2008/9; Permanent Forum Recommendations: 2nd Sesién, recommendation 68; 5th Session, recommenda-
tions 92, 101,102, 110, 165, ; 6th Session, recommendation 57, 60, 61, 101, 119, 124, 127; 7th Session, recommendations 63,
78, 111; 11th Session, recommendation 21; 12th Session, recommendation 110

271 "Elementos para la incorporacion del enfoque étnico en los sistemas de informacion en salud (SIS). Guia basica,” Ana

Maria Oyarce, Malva-marina Pedrero, Octubre 2012
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that are focused, efficient and pertinent; and fourth, to monitor advances in terms of equity and
fulfillment of rights.”’”

A balance of the process of inclusion of the ethnic approach in the sources of data (see Table 1)
allows us to verify that the main advancement has been the incorporation of variables for ethnic
identification in the sources of social and demographic data, mainly in the population census.
Such incorporation has fallen behind, on the other hand, in surveys and vital statistics, for which
achievements are rather heterogeneous.

Table 1: Latin America: Overview of the process of incorporation of variables for the
ethnic identification in continuous data registration regarding health

Ethnic

Identification

(need to Registers/Registries Variables
footnote

short forms)

Policy/

Country e

272 "Mortalidad infantil y en la nifez de pueblos indigenas y afrodescendientes de América Latina: inequidades estructurales,

patrones diversos y evidencia de derechos no cumplidos,” CEPAL y CELADE, Naciones Unidas, Santiago de Chile 2010
http://www.eclac.cl/Celade/publica/bol62/BD6206.html
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Source: produced by Ana Maria Oyarce, 2012.

In the case of surveys, variables for ethnic identification have been incorporated in demographic
and health surveys, as well as in home surveys in 11 countries. On the other hand, regarding vital
statistics, there are only recent experiences of incorporating variables of this type in registries of
birth and death in 8 countries in Latin America.”’

Various advances are also observed in continuous health registers and registries. Based on their
coverage, recent experiences of national scope are identified (such as in Bolivia, Brazil, Colombia,
Chile, Ecuador, Guatemala and Paraguay), as well as other experiences focused on specific terri-
tories of concentrations of indigenous peoples (such as Argentina, El Salvador, Honduras, Mexico,
Nicaragua, Peru and Bolivia).

Recommendations regarding the systems for registration are: 1) to incorporate health registers
as well as registers of ethnically pertinent benefits; 2) to indicate an ethnic variable in health and
epidemiologic data; 3) to include quantitative and qualitative indicators; 4) to ensure high qual-
ity information by enhancing the processes for collection and consolidation of data ; and 5) to
guarantee that the information is used for analysis, as well as to have a decision-making process
based on that information.

275 “Elementos para la incorporacion del enfoque étnico en los sistemas de informacion en salud (SIS). Guia basica,” Ana

Maria Oyarce, Malva-marina Pedrero, Octubre 2012

097 = CHAPTER 4 ADVANCE COPY



2ND Vorume [

Conclusion

International and national frameworks exist for the protection of the rights of indigenous peoples,
which authorize signatory States to ensure the application of the right to health by policy actions
that promote health with an intercultural approach, providing health services with intercultural
management and care, and fostering citizen participation of indigenous peoples in the analysis
and decision-making on health.

However, despite the existence of international and national legal norms for the protection of
indigenous peoples, health inequalities persist, which are characterized by: a) the prevalence of
preventable diseases and illnesses easily solvable when addressed in a timely way; b) barriers to
both geographic and socio-cultural access to high quality and culturally-relevant health services;
c) scant recognition of the wisdom and practices of the traditional medicines of indigenous peo-
ples in the process health, disease, care and healing.

Health experiences for indigenous peoples have focused on culturally adequate birth care (Boliv-
ia, Peru, Ecuador, Guatemala and Mexico), and only in limited cases on the strengthening of tradi-
tional/ancestral medicine as a part of the health services (Mexico, Chile). Regarding the strength-
ening of ancestral/traditional medicine, it is necessary to discuss the pertinence of being a part
of health services (Mexico and Chile) and/or if they should rather be preserved and strengthened
within the indigenous peoples’ territories.

The epidemiological profiles do not incorporate the socio-cultural profile, which includes eth-
no-cultural diseases or diseases with a cultural affiliation, as part of the analysis of the health
situation of indigenous peoples for policy decision making and action regarding health.

Plans for training health human resources with an intercultural approach are still in a preliminary
stage in Latin America, which has impacts with regard to a) development of an intercultural re-
lation, dialogue and negotiations between health providers and those seeking their services; b)
the intercultural management and care are not provided according to the s