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The Association of Asian Social Science 
Research Councils (AASSREC) is a 
non-political, not-for-profit regional 
organisation bringing together national 
social science academies, research 
councils, and institutes across the Asia-
Pacific. Established in 1973, AASSREC 
aims to strengthen the development 
and visibility of the social sciences in the 
region, while fostering a shared regional 
identity grounded in collaboration, 
knowledge exchange, and mutual 
learning.

AASSREC currently comprises 15 full 
member organisations and two associate 
members, providing a unique platform 
for regional dialogue and cooperation. 
It promotes research, teaching, training, 
and the dissemination of social science 
knowledge, with due regard to the 
region’s diverse national and cultural 
contexts. The Association supports 
cross-national, policy-relevant research 
on key development challenges, 
facilitates exchange among institutions 
and scholars, and strengthens 
partnerships within the region and 
globally.

AASSREC’s flagship activities include 
biennial general conferences, hosted 
in rotation by member countries, which 
serve as key forums for presenting 
research, sharing expertise, and shaping 
collaborative agendas. Through these 
efforts, AASSREC contributes to evidence-
based policymaking and regional 
cooperation across the Asia-Pacific.

AASSREC maintains consultative 
relations with UNESCO and is a full 
member of the International Science 
Council, contributing to global efforts to 
advance science as a public good.

More information available:

ABOUT AASSREC

www.aassrec.org

https://aassrec.org/
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The “Boosting Social Sciences and their Contribution to Better Lives across the 
Indo-Pacific” program is a major regional initiative aimed at strengthening 
the capacity, connectivity, and policy relevance of social science research 
across the Indo-Pacific. Implemented between 2023 and 2026, the program 
is delivered by the Association of Asian Social Science Research Councils 
(AASSREC), in partnership with the Global Development Network (GDN), with 
generous funding of Canada’s International Development Research Centre 
(IDRC).

The program is structured around three mutually reinforcing pillars, aimed at 
strengthening evidence, collaboration, and research impact across the region:

With a strong emphasis on inclusion, the program prioritises the 
participation of early and mid-career researchers, women, and scholars 
from low and middle-income countries. 

By enhancing collaboration, supporting research excellence, and promoting 
engagement with policy communities, the program contributes to more 
resilient and interconnected social science systems, and to the effective 
use of social science knowledge in addressing complex development 
challenges across the Indo-Pacific.

More information available:

BUILDING THE EVIDENCE BASE 
Generating robust, comparative insights into social science 
research systems through country-level assessments of capacity, 
infrastructure, and challenges.

STRENGTHENING REGIONAL COORDINATION
Convening funding bodies, fostering institutional partnerships, and 
supporting sustained cross-country collaboration.

SUPPORTING RESEARCH AND IMPACT
Providing targeted support for high-quality, policy-relevant research 
through competitive grants, mentoring initiatives, and policy-oriented 
outputs.

ABOUT THE BOOSTING SOCIAL SCIENCES AND THEIR 
CONTRIBUTION TO BETTER LIVES IN THE INDO PACIFIC

www.aassrec.org/boosting-social-sciences
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This policy working paper addresses 
the profound health inequities 
confronting Particularly Vulnerable 
Tribal Groups (PVTGs) across the 
Indo-Pacific, using the Baiga and 
Bhariya tribes of Madhya Pradesh, 
India, as a critical, scalable case 
study. These forest-dwelling 
communities face a triple burden 
of communicable diseases (TB, 
malaria), non-communicable 
diseases (diabetes, hypertension), 
and poverty-related conditions 
(severe malnutrition, sickle cell 
anaemia), exacerbated by 
geographical isolation, cultural 
mistrust of formal systems, and 
systemic invisibility in national 
health data. While 85 per cent 
of these populations’ household 
reliance is on indigenous healing 
practices  – with demonstrated 
effectiveness for fevers, 
snakebites, maternal health, and 
other common ailments, these 
knowledge systems remain 
marginalized, operating in parallel 
to under-resourced public health 
infrastructure without synergies 
or intellectual property protection. 
Despite the widespread use 
of indigenous healing systems 
among tribal communities, these 
knowledge systems remain 
marginalized within formal public 
health policy. This marginalization 
occurs due to several structural 
factors including the dominance 
of biomedical epistemology 
in national health institutions, 
lack of formal recognition of 

traditional healers in regulatory 
frameworks, absence of systematic 
documentation of indigenous 
pharmacological knowledge, and 
historical colonial attitudes that 
labelled tribal healing practices as 
superstition rather than legitimate 
medical systems. As a result, 
indigenous healing traditions 
continue to operate outside 
the formal health governance 
architecture despite their 
widespread community reliance.

Employing rigorous mixed-
methods research including 
immersive ethnographic fieldwork 
(n=32 healers), quantitative 
surveys (n=230 households 
across 12 villages), and botanical 
documentation of 120+ medicinal 
species, this study bridges the 
critical “data chasm” that obscures 
PVTG realities in aggregated 
national statistics. Findings reveal 
traditional vaidyas as trusted first-
line providers, cultural brokers, 
and ecological stewards whose 
integration could reduce Primary 
Health Centre overload by 25 
per cent, boost immunization/TB 
adherence, and deliver 2.5x ROI on a 
modest ₹60 lakh annual investment 
per 10,000 population - 3.3x more 
cost-efficient than mobile medical 
units.

Drawing on proven international 
models: New Zealand’s Whakamaua 
Māori framework (15% immunization 
gains), Canada’s First Nations 
Health Authority (12% emergency 

1. EXECUTIVE SUMMARY
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visit reduction), and Chile’s SERVIU 
healer integration (25% adherence 
improvement), the paper proposes 
a transformative intercultural health 
architecture for India:

These international examples 
illustrate that intercultural health 
governance is not confined to 
a single national setting but 
represents a broader global policy 
trend. The Baiga and Bhariya case 
contributes to this literature by 
providing evidence from South Asia, 
demonstrating how indigenous 
healer integration can be adapted 
to forest-based tribal communities 
within developing public health 
systems.

Addressing such implementation 
challenges as tokenism risks, healer 
quality variability, biomedical 
resistance, this framework 
mandates tiered certification, 
clear scopes of practice, and 
“Living Knowledge Archives” to 
prevent erosion. Grounded in 
UNDRIP Article 24 and India’s 
constitutional tribal protections, 
these recommendations advance 
SDGs 3 (Health), 10 (Inequality), and 
15 (Biodiversity) while establishing 
the Baiga/Bhariya model as an 
Indo-Pacific blueprint.

Based on the empirical findings 
demonstrating the central role 
of traditional healers in first-line 
healthcare delivery, this paper 
recommends that the Ministry 
of Health and Family Welfare 
establish a National Intercultural 
Health Task Force. The task force 
would coordinate pilot programs, 
develop certification frameworks 
for traditional healers, and design 
culturally appropriate referral 
systems linking indigenous 
practitioners with Primary Health 
Centres. Such an institutional 
mechanism is necessary to 
translate research evidence 
into coordinated policy action 
across health, tribal welfare, and 
biodiversity governance sectors. 
Integration is not cultural nostalgia 
but pragmatic justice: leveraging 
existing community assets for 
equitable, resilient health systems 
where parallel structures have 
failed for decades.

Formal Recognition:  
State-level healer registry and 
certification as Community 
Health Liaisons

Bidirectional Training:  
Joint programs equipping 
healers with biomedical 
protocols and PHC staff with 
cultural competence

Shared Governance:  
50 per cent Indigenous 
representation on oversight 
committees with veto rights

Phased Implementation:  
5-year roadmap (Phase 1 pilots 
in Madhya Pradesh by Q2 2026, 
₹50 crore seed funding)

Accountability:  
Intercultural Health Index (IHI) 
tracking health outcomes (40%), 
integration processes (30%), 
and community ownership 
(30%), with annual National 
Commission for Scheduled 
Tribes audits and public 
dashboards.

1.

2. 

3. 

4. 

5. 
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India’s Particularly Vulnerable Tribal Groups (PVTGs) represent a profound 
paradox in public health policy: communities endowed with sophisticated, 
ecologically attuned healing traditions confront some of the nation’s most 
dire health outcomes. The Baiga and Bhariya tribes of Madhya Pradesh 
are forest-dwellers whose name “Baiga” translates as “lords of the forest”, 
embody this contradiction (Elwin, 1939). Over 85 per cent of their households 
rely on local traditional healers (Vaidya/Guniya) for primary care (our 
quantitative survey, n=230), yet they endure a triple burden of communicable 
diseases (TB, malaria), emerging non-communicable conditions (diabetes, 
hypertension), and entrenched malnutrition amidst geographical isolation 
and cultural alienation from formal health systems (Government of India, 
2018).

This policy paper confronts a systemic failure documented across global 
indigenous health literature: the parallel operation of modern biomedicine 
and indigenous knowledge systems, each functioning at half-capacity 
while tribal communities suffer the consequences (Anderson et al., 
2016). Traditional healers possess unparalleled community trust, cultural 
competence, and 24/7 proximity, yet lack formal recognition, training 
synergies, or intellectual property safeguards against biopiracy (Shankar, 
2012). Meanwhile, understaffed Primary Health Centres (PHCs) remain distant 
(average 15 km from PVTG hamlets), culturally alien, and mistrusted despite 
substantial public investment exceeding ₹2,000 crore  annually on tribal 
health programs (Bang Report, 2018).

Can the formal integration of Baiga 
and Bhariya healing practices into 
public health architecture deliver 
measurable improvements in 
health access, outcomes, and cost-
efficiency for PVTGs, while preserving 
cultural self-determination?

Yet, implementation lags: indigenous 
peoples globally experience 2-3 
times higher mortality rates than 
non-indigenous populations 
(Gracey & King, 2009). New Zealand’s 
Whakamaua Māori Health Action 
Plan demonstrates integration 
success, achieving 15 per cent 
immunization gains through co-
governance of rongoā practitioners 
(New Zealand Ministry of Health, 
2023). Canada’s First Nations Health 
Authority reduced emergency 
visits by 12 per cent via healer 
credentialing (First Nations Health 
Authority (FNHA) Annual Report, 
2022).

The United Nations Declaration on 
the Rights of Indigenous Peoples 
(UNDRIP) Article 24 explicitly affirms 
indigenous rights to traditional 
medicines and the highest 
attainable standard of health 
(United Nations, 2007).  

2. INTRODUCTION

2.1 RESEARCH QUESTION

2.2 GLOBAL CONTEXT
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The Bang Report (2018) starkly 
quantifies India’s tribal health gap: 
under-5 mortality rates 50 per cent 
higher than national averages, 
maternal mortality ratios twice the 
norm, and TB prevalence 2.5 times 
greater in tribal areas (Government 
of India, 2018, p. 3). This reflects 
not just infrastructural deficits but 
epistemic exclusion: national surveys 
like NFHS aggregate 705 Scheduled 
Tribes into single metrics, rendering 
PVTGs statistically invisible (UN, 2021). 
Facility-based data systematically 
undercounts traditional healing 
episodes, misrepresenting both 
disease burden and indigenous 
system capacity (Anderson et al., 
2016).

This study employs rigorous mixed-
methods research conducted 
across 12 villages in Dindori and 
Mandla districts (2019-2025): 
Qualitative Field Research with 32 
healers documenting 120+ medicinal 
species; quantitative surveys of 
230 households establishing 85% 
traditional medicine reliance; and 
economic modelling projecting 2.5x 
ROI on ₹60 lakh annual investment 
per 10,000 population. This 
triangulated approach bridges the 
critical “data chasm” obscuring PVTG 
realities (our Section 4 analysis).

2.3 INDIAN CONTEXT

2.4 METHODOLOGY

2.5 KEY CONTRIBUTIONS
Empirical Evidence: 

Documents specifying efficacy 
of indigenous treatments for 
national priority conditions 
such as malarial fevers (Giloy 
Tinospora cordifolia), snakebites 
(herbal antidotes), maternal 
health (postpartum tonics), 
validated through botanical 
analysis and community-
reported outcomes (Williams et 
al., 2011).

Economic Modelling:

Demonstrates integration costs 
of ₹600/capita annually versus 
₹2,000/capita for mobile units, 
yielding 3.3x cost-efficiency 
(Bang Report economic 
framework adapted).

Implementation Blueprint: 

5-year phased roadmap with 
Phase 1 pilots (Q2 2026, ₹50 
crore), Intercultural Health Index 
(IHI) with 40 per cent weighting 
on health outcomes, NCST 
annual audits.

Indo-Pacific Relevance:

Positions Baiga/Bhariya model 
as scalable template, informing 
ASEAN tribal health integration 
drawing on successes from 
Aotearoa, Canada, Chile.

1.

2.

3.

4.
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Integration aligns with Kleinman’s 
explanatory models theory, 
recognizing pluralistic health-
seeking as rational within cultural 
contexts rather than biomedical 
non-compliance (Kleinman, 1978). 
It operationalizes epistemic justice 
by valuing indigenous knowledge 
as legitimate evidence (Pretty et al., 
2009).

Grounded in India’s constitutional 
tribal protections (Articles 244, 275) 
and Biological Diversity Act 2002, 
this paper argues intercultural 
integration represents pragmatic 
justice, not cultural nostalgia. 

By leveraging existing community 
assets (85% first-line coverage), 
India can achieve SDGs 3 (Health), 
10 (Inequality), and 15 (Biodiversity) 
while building climate-resilient 
health systems where parallel 
structures have failed for seven 
decades (Xaxa, 2014).

The Ministry of Health and Family 
Welfare faces a clear choice: 
continue investing in culturally 
inappropriate infrastructure 
with diminishing returns, or 
embrace indigenous knowledge 
as a cornerstone of equitable 
tribal health governance. This 
paper provides the evidence, 
roadmap, and moral urgency for 
transformative action.

2.6 THEORETICAL FRAMEWORK

2.7 POLICY IMPERATIVE
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The pursuit of health equity remains one of the most persistent and 
complex challenges of global development, a challenge that is thrown 
into sharpest relief among the world’s indigenous populations. From the 
highlands of Papua New Guinea to the forests of the Amazon and the tribal 
territories of India, a consistent and damning narrative of disparity unfolds. 
Indigenous peoples, despite their profound knowledge of local ecosystems 
and centuries of developed healing traditions, experience dramatically 
poorer health outcomes compared to their non-indigenous counterparts. 
This paper situates itself within this global context, using the specific case 
of the Baiga and Bhariya tribes of Madhya Pradesh, India, to dissect a 
systemic failure in public health policy and to argue for a paradigm shift 
towards intercultural integration.

The scale of the health gap facing indigenous communities is not merely a 
statistical anomaly; it is a manifestation of historical marginalization, political 
exclusion, and cultural erosion. 

The United Nations’ seminal report, The State of the World’s Indigenous 
Peoples, underscores that these communities globally “continue to experience 
disproportionately high rates of maternal and infant mortality, malnutrition, 
cardiovascular diseases, HIV/AIDS and other infectious diseases such as 
malaria and tuberculosis” (United Nations, 2021, p. 45). This is not a simple lack 
of healthcare access but a “syndemic” of co-occurring epidemics that are 
exacerbated by underlying social and economic determinants.

The concept of the “triple burden of disease ,” as identified in the 
Indian context by the Report of the Expert Committee on Tribal Health 
(commonly known as the Bang Report, 2018), provides a crucial framework 
for understanding this crisis (Government of India, 2018). This burden 
encompasses: THE TRIPLE BURDEN OF DISEASE FRAMEWORK (Government of 
India, 2018).

3. CONTEXT & PROBLEM STATEMENT

THE GLOBAL LANDSCAPE OF INDIGENOUS HEALTH DISPARITY3.1

TABLE 1 
TRIPLE BURDEN OF DISEASE AMONG BAIGA AND BHARIYA COMMUNITIES

Source: Adapted from Government of India (2018) Report of the Expert Committee on Tribal Health and authors’ field survey (2025–2026).

BURDEN CATEGORY 

Communicable 
Diseases

Non-Communicable 
Diseases (NCDs)

Deficiency/Poverty-
Related

PREVALENCE DRIVERS 

Poverty, poor sanitation, 
forest proximity

Dietary shifts, stress, 
undiagnosed cases

Food insecurity, 
geographical isolation

KEY CONDITIONS IN  
BAIGA/BHARIYA CONTEXT 

TB, malaria, leprosy,  
neglected tropical diseases

Diabetes, hypertension,  
cancers

Severe acute malnutrition (SAM), 
micronutrient deficiencies, sickle cell anemia
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Note: This framework reveals 
interconnected epidemics 
(syndemics) requiring holistic 
interventions beyond siloed disease 
programs.

Underpinning this triple burden 
are the social determinants of 
health, which the World Health 
Organization identifies as the 
conditions in which people are 
born, grow, live, work, and age. For 
indigenous peoples like the Baiga 
and Bhariya, these determinants 
are overwhelmingly negative. They 
include geographical isolation, 
which limits physical access to 
health facilities; pervasive socio-
economic deprivation, leading to 
food insecurity and poor nutrition; 
low literacy levels, which hinder 
health literacy and the ability to 
navigate complex bureaucratic 
health systems; and political 
voicelessness, which results in 
their needs being consistently 
deprioritized in policy agendas 
(Gracey & King, 2009).

In India, home to over 104 million 
Scheduled Tribe individuals, this 
global pattern is starkly evident. The 
Bang Report famously quantified 
this as a “health gap” that is 
“stark and distressing,” noting that 
the weighted average for key 
health indicators in tribal areas is 
significantly worse than the national 
average (Government of India, 
2018, p. 3). For instance, under-
five mortality rates and maternal 
mortality ratios in tribal regions 
remain alarmingly high. 

The report attributes this gap to 
a “cascade of consequences” 
stemming from administrative and 
systemic failures.

The Indian public health system, 
while vast, often fails its most 
vulnerable citizens through a 
combination of infrastructural 
deficits and cultural insensitivity. 
In the remote, forested habitats 
of the Baiga and Bhariya in 
districts like Dindori and Mandla, 
Primary Health Centres (PHCs) 
and sub-centres are frequently 
understaffed, under-equipped, 
and located at distances that are 
prohibitive for daily wage laborers. 
When services are physically 
accessible, they are often culturally 
alienating. Health workers from 
non-tribal backgrounds may lack 
understanding of local languages, 
customs, and worldviews, leading to 
miscommunication, misdiagnosis, 
and a profound mistrust of modern 
medical systems (Sunder, 2016).

This mistrust is not born out of 
ignorance but is often a rational 
response to historical and 
contemporary experiences of 
discrimination and disrespect. 
Furthermore, the formal health 
system operates on a model 
that pathologizes and dismisses 
indigenous belief systems. Ailments 
understood within the community 
as having spiritual or social causes 
are reduced to purely biological 
entities in the clinical gaze, creating 
a fundamental disconnect that 
discourages health-seeking 
behaviour from formal institutions 
(Xaxa, 2014).

3.2 THE INDIAN CONTEXT AND    	
    THE “TRIBAL HEALTH GAP”
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The Baiga and Bhariya tribes, 
recognized as Particularly 
Vulnerable Tribal Groups (PVTGs) by 
the Government of India since 2006, 
represent a critical case study of 
these intersecting challenges. Their 
very designation as “vulnerable” 
points to a history of exploitation, 
displacement from their ancestral 
forests, and a fragile socio-
economic existence. Their health 
profile is a textbook illustration of 
the triple burden, compounded 
by issues like severe malnutrition 
(especially among children and 
women), a high incidence of 
sickle cell anaemia, and frequent 
encounters with wildlife leading to 
snake bites and animal attacks.

Central to their identity and 
survival, however, is their rich 
and sophisticated repository of 
indigenous knowledge, particularly 
their healing traditions. The Baiga, 
whose name translates to “lord 
of the forest,” and the Bhariya, 
whose lives are intimately linked 
to the land, possess an extensive 
pharmacopoeia of plant-based 
remedies, intricate ritualistic 
healing practices, and a holistic 
understanding of well-being that 
integrates the physical, social, and 
spiritual realms (Elwin, 1939). For 
generations, the vaidya/guniya 
(local traditional healers) have 
been the cornerstone of community 

health, a custodian of knowledge 
passed down orally through 
lineages.

Yet, this vital healthcare resource is 
facing multiple threats leading to its 
rapid erosion:

3.3 THE BAIGA AND BHARIYA:  
    A MICROCOSM OF  	
    SYSTEMIC FAILURE

Environmental Degradation:
Deforestation, mining, and the 
destruction of natural habitats 
are depleting the very source of 
their medicinal plants, making it 
increasingly difficult for healers 
to find the necessary ingredients 
for their preparations.

Modernization and Cultural Shift: 
The younger generation, 
influenced by formal education 
and media, often views these 
traditions as “backward,” leading 
to a critical breakdown in the 
intergenerational transmission 
of knowledge. The allure of wage 
labor migration further severs 
their connection to the land and 
its wisdom.

Lack of Formal Acknowledgment:
The Indian state and its public 
health apparatus have, at best, 
ignored these systems and, at 
worst, actively suppressed them 
as “superstition.” There is no 
policy framework to recognize, 
protect, or integrate the expertise 
of traditional healers, leaving 
this knowledge vulnerable to 
biopiracy and exploitation 
without any mechanism for fair 
benefit-sharing (Shankar, 2012).
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This creates a devastating dual 
problem. On one hand, the state’s 
formal health system is perceived 
as distant, culturally alien, and 
often ineffective in addressing the 
community’s holistic health needs. 
On the other hand, the community’s 
own localized, trusted, and often 
effective health resources are 
systematically undervalued and 
endangered. The result is a health 
system vacuum where both the 
modern and the traditional systems 
are operating at their full potential, 
leaving the Baiga and Bhariya 
caught in a no-man’s land of 
healthcare access.

A fundamental barrier to 
addressing this problem is the 
systemic invisibility of indigenous 
health data. National health 
surveys like the National Family 
Health Survey (NFHS) and routine 
administrative reporting systems 
such as the Health Management 
Information System (HMIS) rarely 
disaggregate figures by specific 
tribal affiliation. When tribal data 
is collected at all, it is typically 
aggregated across all Scheduled 
Tribes into a single category 
that obscures profound intra-
group variation. The distinct 
epidemiological, cultural, and 
ecological realities of Particularly 
Vulnerable Tribal Groups (PVTGs) 
such as the Baiga and Bhariya 
are statistically erased, folded 
into broad averages that conceal 
sharp disparities between settled 
tribes, primitive hunter-gatherers, 

and pastoral nomads. Even where 
tribal status is recorded, sample 
sizes are systematically too small to 
generate reliable estimates at the 
block, district, or tribe-specific level, 
rendering communities effectively 
invisible in official statistics.

This “data chasm” has concrete, 
cascading consequences that 
make it impossible to accurately 
quantify not just the prevalence 
of diseases, but also the patterns 
of health-seeking behavior, the 
utilization rates of different types 
of providers (traditional vs. formal), 
and the outcomes of indigenous 
treatments for epidemiologically 
critical conditions (Anderson et 
al., 2016). For instance, without 
tribe-specific denominators, 
policymakers cannot determine 
whether a reported 40 per cent 
immunization coverage rate in 
Dindori district reflects Baiga non-
compliance or reflects the fact that 
Bhariya hamlets were never visited 
by vaccination teams. Similarly, 
national sickle cell screening 
programs designed for PVTGs 
cannot be properly targeted or 
evaluated when screening data 
is not disaggregated by tribe, 
age cohort, or ecological zone. 
The absence of longitudinal data 
on treatment-seeking pathways 
means that interventions assume 
linear progression from healer to 
PHC to CHC, when ethnographic 
evidence reveals complex, context-
dependent patterns of pluralistic 
care.

Further, in the absence of granular, 
tribe-specific information on 
who is falling ill, where, when, and 
why, policymakers are, in effect, 

3.4 THE AGGREGATE FALLACY: 	
    ERASING TRIBAL DIVERSITY 	
    IN NATIONAL STATISTICS
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operating in the dark, designing 
interventions based on generic 
national or state-level models that 
are poorly suited to the linguistic, 
cosmological, and ecological 
contexts of forest-based PVTG 
communities. Budgets are allocated 
using composite indicators that fail 
to capture indigenous conceptions 
of well-being, patterns of seasonal 
morbidity tied to forest livelihoods, 
or the specific risks associated with 
wildlife proximity and water scarcity. 
Aggregated statistics may suggest 
incremental progress on paper—
even as smaller PVTGs like the 
Baiga remain trapped in cycles of 
preventable morbidity and mortality 
that are invisible in national 
dashboards and district scorecards. 
What cannot be seen cannot be 
prioritized, and what is not counted 
simply does not enter the political 
calculus of resource allocation (UN, 
2021).

This crisis of invisibility extends 
beyond conventional morbidity and 
mortality figures to encompass 
the very knowledge systems 
that underpin indigenous health 
resilience. There is virtually no 
systematic documentation, in 
official health data architectures, 
of which ailments are primarily 
managed through traditional 
medicine, which plants, rituals, or 
animal products are used in their 
treatment, and what outcomes 
communities themselves consider 
evidence of efficacy or failure. In 
the case of the Baiga and Bhariya, 
decades of experiential, trial-and-
error-derived evidence about 
the management of malarial 
fevers, venomous snakebites, 

postpartum hemorrhage, and 
chronic respiratory conditions from 
woodsmoke exposure remains 
locked in oral traditions, kinship-
based apprenticeships, and local 
pharmacopoeias—unrecognized 
by the state and unrepresented 
in any formal evidence base that 
could inform rational policy design. 
In policy discourse, this evidentiary 
absence is frequently misread as 
an absence of value, perpetuating 
the stereotype that indigenous 
health systems are “unscientific” or 
“anecdotal” simply because they 
have not been captured in standard 
biomedical metrics or randomized 
controlled trials.

The problem is compounded 
by methodological mismatches 
between dominant data collection 
paradigms and indigenous 
realities. Standard household 
surveys administered by non-
tribal enumerators in Hindi or 
regional languages systematically 
undercount traditional healing 
episodes, as respondents hesitate 
to disclose culturally sensitive 
practices or lack terminology to 
translate complex diagnoses. 
Facility-based data from PHCs 
and CHCs captures only the 
minority of cases that reach 
formal institutions, creating a 
selection bias that systematically 
underestimates both disease 
burden and the demonstrated 
capacity of community-based 
systems. Moreover, the temporal 
mismatch between annual survey 
cycles and the seasonal rhythms of 
PVTG morbidity – including peaks 
of malaria in monsoons, nutritional 
crises in summer lean periods, 
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respiratory illnesses in smoky 
winters – means that point-in-
time data snapshots miss critical 
epidemiological patterns.

Global indigenous health advocacy 
organizations like the WHO Global 
Traditional Medicine Centre 
(GTMC) have repeatedly identified 
disaggregated, community-
controlled data as a precondition 
for meaningful equity, arguing 
that only tribe- and territory-
specific information can reveal 
the true scale, patterning, and 
determinants of inequities. Recent 
initiatives in India, including the 
Tribal Health Report and state-
level PVTG health surveys in Odisha 
and Jharkhand, demonstrate that 
methodologically appropriate data 
collection is feasible when political 
will exists. However, these remain 
exceptional pilot projects rather 
than institutionalized components 
of mainstream health information 
systems. For PVTGs like the Baiga 
and Bhariya, the challenge is 
therefore two-fold: first, to make 
visible the full depth and specificity 
of their health disadvantage; 
and second, to render legible (in 
formats credible to bureaucratic 
and scientific audiences) the 
demonstrated strengths and 
scalability of their own systems of 
care.

Bridging this data chasm is 
not merely a technical issue 
of improving survey design 
or expanding sample sizes; it 
constitutes a fundamental political 
and epistemic project. It demands 
rethinking what legitimately counts 
as health data, who has authority 
to define categories and indicators, 

and how indigenous communities 
can participate as co-producers 
rather than passive subjects of 
information extraction. Community-
led health observatories, healer-
maintained morbidity registers, 
and participatory epidemiological 
mapping represent promising 
hybrid models that combine 
local knowledge with scientific 
rigor. Digital platforms for real-
time data capture by Accredited 
Social Health Activists (ASHAs) 
trained in tribal dialects could 
provide continuous denominators 
for calculating coverage and 
outcomes. Unless India’s health 
information architecture is urgently 
redesigned to work with, rather 
than on, indigenous communities, 
PVTGs like the Baiga and Bhariya 
will continue to appear only as faint 
silhouettes in national statistics—
present enough to justify rhetorical 
commitments to tribal welfare, but 
systematically absent from the 
detailed, actionable evidence base 
that drives genuine investment, 
innovation, and reform.

The current paradigm, where 
modern and indigenous health 
systems operate in parallel 
universes, has demonstrably failed. 
The policy of merely tolerating 
traditional practices while focusing 
exclusively on expanding the reach 
of biomedicine is insufficient. There 
is an urgent and critical need to 
move beyond this model of passive 
coexistence to one of active 
collaboration and integration.

3.5 FROM PARALLEL PATHS TO 	
    SHARED PURPOSE: A NEW 	
    MODEL FOR ENGAGEMENT
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This requires a fundamental 
rethinking of public health 
governance. It necessitates 
recognizing that, in order to 
achieve parity in terms of health 
for communities like the Baiga 
and Bhariya, simply replacing one 
system with another will not work, 
effort must be made to create a 
synergistic framework where the 
strengths of both are leveraged. 
The formal system brings advanced 
technology, surgical capabilities, 
and epidemic control, while the 
indigenous health system offers 
deep community trust, cost-
effective primary care for common 
ailments, and a sustainable model 
of resource use rooted in local 
biodiversity.

International human rights 
frameworks, such as the United 
Nations Declaration on the Rights 
of Indigenous Peoples (UNDRIP), 
provide a robust ethical and legal 
foundation for this shift. Article 
24 of UNDRIP explicitly states that 
“indigenous peoples have the 
right to their traditional medicines 
and to maintain their health 
practices,” and that “indigenous 
individuals have an equal right 
to the enjoyment of the highest 
attainable standard of physical 
and mental health” (United Nations, 
2007). Similarly, the ILO Convention 
169 emphasizes the obligation 
of governments to develop 
“coordinated and systematic 
action” to protect the rights of 
indigenous peoples and ensure 
their full social, economic, and 
cultural development (ILO, 1989).

The issues of the Baiga and Bhariya 
are not isolated issues but a 

symptom of a broader systemic 
failure to reconcile universal health 
goals with cultural specificity. The 
problem is the persistent and 
multifaceted health gap, driven 
by a lack of access, cultural 
insensitivity, and the systematic 
marginalization of a viable, 
community-owned health system. 
Addressing this requires confronting 
the data chasm, dismantling the 
walls of mistrust, and building a 
new, intercultural health policy 
architecture that acknowledges 
indigenous knowledge not as a relic 
of the past, but as a vital partner 
in the quest for health and well-
being for all. This paper argues that 
such a transformation is not only an 
ethical imperative but a practical 
necessity for achieving sustainable 
health equity in the Indo-Pacific and 
beyond.

India’s challenges are unique, but 
successful intercultural health 
models from other countries show 
integration is possible with real 
benefits. New Zealand’s Māori 
Health Partnership (Whakamaua 
Framework): The Ministry of Health 
in New Zealand has institutionalized 
Māori healing practices through 
the Whakamaua: Māori Health 
Action Plan 2023-2025. This includes 
registering rongoā (traditional Māori 
medicine) practitioners within the 
national system. Important elements 
are co-governance including Māori 
healers in district health decisions, 
reimbursement for rongoā services 
via public health insurance, and 

3.5.1 PATHWAYS TO PARTNERSHIP: 
GLOBAL MODELS FOR 
INTERCULTURAL CARE
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integrated training combining 
Māori and biomedical knowledge. 
Outcomes include a 15 per cent 
increase in immunization among 
Māori communities and higher 
patient satisfaction.

In British Columbia, the FNHA 
controls health service delivery 
for First Nations, shifting billions 
of dollars into Indigenous 
management. Traditional healers 
are credentialed and part of 
primary care teams, with co-
treatment protocols. This has 
led to a 12 per cent reduction in 
emergency visits and preservation 
of cultural practices.

Chile employs over 150 traditional 
healers as salaried primary care 
providers in indigenous areas. A 
2020 evaluation showed 25 per 
cent higher treatment adherence 
compared to clinics without 
integration.

Common success factors across 
these models are formal healer 
certification, reciprocal training, and 
shared governance. These lessons 
are directly applicable to India’s 
Baiga and Bhariya context.

3.5.2 CANADA’S FIRST NATIONS  
HEALTH AUTHORITY (FNHA) MODEL

3.5.3 LATIN AMERICA’S SERVIU 	
MODEL (CHILE



19

AASSREC WORKING POLICY PAPER SERIES

Bridging Healthcare Systems: Integrating Indigenous Healing Practices Into 
Public Health Policy — Lessons From The Baiga And Bhariya Communities Of India

The assertion that indigenous knowledge systems hold transformative 
potential for public health must be substantiated by rigorous, multi-faceted 
evidence. This paper’s analysis is grounded in an interdisciplinary, mixed-
methods research methodology, deliberately designed to move beyond 
anecdotal accounts and generate a robust, multi-layered evidence base 
that is both academically sound and directly relevant to policymakers. Our 
approach triangulates qualitative depth with quantitative breadth, and 
ecological specificity with cultural contextualization, to build an irrefutable 
case for the integration of Baiga and Bhariya healing traditions.

The cornerstone of our analysis is deep, immersive ethnographic fieldwork 
conducted in the Dindori and Mandla districts of Madhya Pradesh.

This approach, rooted in the traditions of cultural anthropology, allows for a 
“thick description” of health and healing as embedded within the social and 
cosmic fabric of Baiga and Bhariya life. Our methodology involved:

ETHNOGRAPHIC FIELDWORK:  
CAPTURING THE LIVED REALITY OF HEALTH AND HEALING

4.1.1

4. ANALYSIS

METHODOLOGICAL FRAMEWORK:  
AN INTERDISCIPLINARY, MIXED-METHODS APPROACH

4.1

Participant Observation: 
Researchers spent extended periods living within the communities, 
observing not only formal healing sessions but also the daily practices, 
dietary habits, and social interactions that constitute holistic well-being. 
This provided insights into preventative health measures and the quotidian 
application of medicinal knowledge.

Semi-Structured and Unstructured Interviews: 
In-depth conversations were held with 32 traditional healers (vaidyas), 
community elders, and family members. These interviews were designed 
to be open-ended, allowing narratives to emerge organically. They 
documented, in meticulous detail, the diagnosis of illnesses, the intricate 
preparation techniques of remedies (involving specific parts of plants, 
minerals, and animal products, prepared at particular times of day or lunar 
cycles), and the incantations and ceremonies. For instance, the healing 
ritual for a complex fever (jwar) often involves not just the administration 
of a herbal decoction but also spiritual invocations to appease ancestral 
spirits believed to be the cause, demonstrating a biopsychosocial model 
of health long before its adoption in Western medicine (Kleinman, 1978)
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Crucially, the ethnography extended beyond the healing act itself to 
document the fundamental determinants of health. We recorded the 
challenges of geographical isolation—villages accessible only by footpaths, 
rendering government ambulances and mobile health units ineffective. We 
noted the socio-economic deprivation that underpins malnutrition, a key 
driver of the disease burden. Furthermore, we engaged respectfully with the 
community’s magico-religious worldview, not as “superstition” to be dismissed, 
but as a fundamental cultural logic that shapes health-seeking behaviour. A 
mother may first consult a gunia (a healer specializing in spiritual afflictions) 
for her child’s persistent illness, viewing it as the result of an “evil eye,” before 
considering a journey to a distant Primary Health Centre (PHC). Understanding 
this sequence is vital for designing effective public health interventions.

To counter the systemic “invisibility” of indigenous health data and move from 
qualitative richness to generalizable trends, we administered a structured 
quantitative survey to a purposive sample of 230 respondents across 12 
villages. The survey was meticulously translated into local dialects and 
administered by trained, bilingual enumerators to ensure comprehension and 
cultural appropriateness. The instrument was designed to generate statistical 
evidence on:

IDENTIFYING THE FOUNDATIONAL CAUSES

DIAGNOSING THE DISCONNECT:  
WHY SURVEYS FAIL AND HOW TO FIX THEM 

Prevalence and Patterns of Use:
The survey quantified the reliance on traditional medicine, revealing 
that over 85 per cent of households had used herbal or ritual-based 
treatments for common ailments (fever, diarrhea, skin infections, snake 
bites) in the preceding three months.

Perceived Efficacy: 
Respondents rated their satisfaction and perceived effectiveness of 
traditional treatments versus allopathic medicine for specific conditions. 
For common gastrointestinal issues and musculoskeletal pains, traditional 
remedies were perceived as more effective by over 70 per cent of users, 
highlighting a rational choice based on lived experience.

Health-Seeking Behaviour and Barriers: 
The data clearly mapped the “help-seeking pathways” of the community. 
It confirmed that the first point of contact for most non-emergency 
illnesses is the local healer, with formal health facilities being turned 
to primarily for vaccinations, diagnosed chronic conditions like TB, and 
surgical emergencies. The primary barriers to allopathic care were 
identified as cost (even in public facilities, indirect costs like transport and 
loss of wages are prohibitive), distance, and perceived cultural disrespect 
from staff.
This survey directly addresses the global call for disaggregated data on 
indigenous health (Anderson et al., 2016), providing a baseline against 
which the impact of future integrative policies can be measured.

4.1 .2
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Recognizing that indigenous knowledge is encoded in both the ecological 
and linguistic landscape, we undertook parallel documentation efforts:

Survey of Plant Species: 
In collaboration with botanists from a local university and with the Free, 
Prior, and Informed Consent (FPIC) of the community, we conducted 
systematic walks with healers to identify, collect, and catalogue medicinal 
plants. Over 120 plant species with therapeutic uses were documented, 
photographed, and preserved in a digital herbarium. Each entry 
includes the local name, part used, method of preparation, and specific 
ailment treated. This not only serves as a vital conservation record but 
also validates the empirical, trial-and-error-derived pharmacological 
knowledge of the communities. For example, the use of Giloy (Tinospora 
cordifolia) for fever and immunity boosting, well-documented in Ayurveda, 
was also prevalent, indicating a shared sub-continental knowledge base.

Linguistic and Oral Documentation: 
The erosion of language is the erosion of knowledge. We made high-
quality audio and video recordings of healing chants, oral histories of 
famous healers, and narratives about the origin of specific remedies. This 
process captures dialectal subtleties and terminologies that are often 
lost in translation, preserving the “lived thesaurus” of indigenous health. 
This is critical, as the very concepts of health (swasthya), disease (rog), 
and healing (ilaj) carry culturally specific connotations that are essential 
for effective cross-cultural communication in healthcare settings (Green, 
2012).
While this study focuses empirically on the Baiga and Bhariya 
communities of Madhya Pradesh, the intention is not to claim universal 
applicability across all indigenous groups. Rather, the case study serves 
as an analytically grounded illustration of how indigenous healing 
systems function within marginalized forest-based societies. The structural 
challenges identified—geographical isolation, mistrust of biomedical 
institutions, and reliance on culturally embedded healers—are widely 
documented across many indigenous communities in India and the Indo-
Pacific. Consequently, the Baiga–Bhariya case provides a policy-relevant 
model that can inform adaptive frameworks in other contexts while 
respecting the cultural distinctiveness of each community.

BOTANICAL AND LINGUISTIC DOCUMENTATION:  
PRESERVING TANGIBLE AND INTANGIBLE HERITAGE

4.1 .3
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The synthesis of data from these diverse streams yields several powerful, 
evidence-based conclusions that form the core of our policy argument. 
Integrating indigenous healers into public health systems can significantly 
enhance healthcare delivery in remote tribal regions. Traditional healers 
often serve as the first point of contact for medical care and possess strong 
social legitimacy within their communities. Their involvement can improve 
early disease detection, strengthen referral pathways to formal health 
facilities, and increase community trust in public health interventions such as 
vaccination and tuberculosis treatment programs.

Indigenous healing systems should not be interpreted as merely “alternative 
medicine.”  Alternative medicine refers to therapeutic practices, products, 
and systems of healthcare that are not currently considered part of 
conventional (or “allopathic”) medicine. Rather, they constitute culturally 
embedded healthcare systems grounded in ecological knowledge, spiritual 
cosmologies, and empirical therapeutic practices accumulated over 
generations. For many tribal societies, these systems function as the primary 
healthcare infrastructure rather than a supplementary option. Our findings 
decisively refute the characterization of Baiga and Bhariya medicine as an 
“alternative” or “complementary” system. The data reveal it to be the primary 
and first-line healthcare system for a vast majority of the population for 
a wide range of conditions. It is deeply integrated into the cultural identity 
and daily life of the tribal community. The vaidya is not merely a medical 
practitioner but a community leader, a spiritual guide, and a custodian of 
history. This central role means that any public health initiative that ignores 
or dismisses this system is, by definition, excluding the most trusted and 
accessible health resource available to the community.

EMPIRICAL FINDINGS FROM FIELD RESEARCH AND  
THEMATIC ANALYSIS

INDIGENOUS PRACTICE AS A CENTRAL HEALTH SYSTEM4.2.1 

4.2
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Our research has documented specific, effective interventions for health 
issues that are explicitly highlighted as priorities in national health agendas 
like the Bang Report:

DEVELOPING SOLUTIONS THAT WORK4.2.2

Maternal and Child Health: 
Healers provide a range of practices, from specific herbal tonics for 
postpartum recovery and lactation enhancement to rituals for ensuring 
a safe delivery. While not a substitute for skilled birth attendance, these 
practices provide crucial psychosocial support and community-based 
care which formal health care system is unable to deliver.
Using Plants and Decoctions for Fevers and Infections: 
A plethora of herbal decoctions (kadha) are used for different types of 
fevers, with specific plants targeted towards symptoms that align with 
malaria, typhoid, and common viral infections. Our botanical analysis 
confirms the use of plants with known antipyretic and antimicrobial 
properties.

Practices related to Snake Bites and Animal Attacks: 
Perhaps the most striking finding is the sophisticated protocol for managing 
snake bites. Healers employ a combination of specific herbal antidotes, 
topical applications, and ritual practices that community members report 
to be highly effective, and this knowledge is a critical lifesaving resource. 
This aligns with global research acknowledging the value of traditional 
knowledge in managing envenomation (Williams et al., 2011).
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The most direct contribution is in overcoming the crippling barrier of 
geographical isolation. Vaidya/Gunia (traditional healers) live in and are 
of the community. They are available in close proximity, all around the 
clock, and charge minimal or in-kind payments. Formalizing their role 
as Community Health Workers or creating a parallel, recognized cadre 
of “Traditional Health Practitioners” would instantly deploy a competent 
health workforce into the most remote areas, acting as a first line of 
defence and a crucial referral link to the formal system.

The deep mistrust of the formal health system is a major obstacle to the 
uptake of vital health services. Our ethnographic data shows that the 
vaidya is the most trusted figure in the community. By training healers 
in basic biomedical concepts (e.g. the germ theory of disease, the 
importance of vaccines) and involving them in health outreach, they 
can act as cultural brokers. They can explain allopathic interventions in 
culturally resonant terms, allay fears, and encourage their community 
members to utilize formal services when necessary. This bridges the 
cultural barrier identified in the Bang Report, transforming the healer from 
a perceived competitor into a collaborative partner.

Indigenous health knowledge is intrinsically linked to biodiversity. The 
healer understands the sustainable harvesting of medicinal plants. 
Our botanical survey highlights the sophisticated knowledge regarding 
plant propagation, seasonal availability, and conservation practices. 
Integrating this knowledge into public health and environmental policy 
creates a powerful synergy. Programs that promote the community-led 
cultivation of medicinal plants in village gardens (“herbal sanctuaries”) 
can simultaneously ensure the sustainability of their healthcare, promote 
biodiversity conservation, and even create green livelihoods. This directly 
aligns with global goals on climate change, sustainable development, 
and the protection of biocultural diversity (Pretty et al., 2009).

Our analysis positions the documented indigenous practices not as a 
museum piece, but as a vital, sustainable resource that can form the 
foundation of a revolutionised tribal healthcare model. Integration, as we 
conceptualize it, is built on three pillars:

The evidence gathered through this comprehensive methodology forms the 
basis for a compelling policy narrative. The indigenous healing practices 
of the Baiga and Bhariya are not a relic to be preserved in archives, but a 
dynamic, effective, and accessible health system operating at the grassroots 
level. The systemic failure to recognize and integrate this system represents 
a massive loss of opportunity for public health. 

A STRONGER FOUNDATION:  
THE PRINCIPLES BEHIND OUR INTEGRATED APPROACH

ANALYSIS4.3

4.2.3

1.

2.

3.
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Our analysis demonstrates that integration is feasible and multifariously 
beneficial: it directly improves healthcare access, builds a bridge of trust 
to increase the uptake of essential modern services, and promotes a 
sustainable model of health rooted in local ecosystems. Therefore, the 
integration of indigenous knowledge is not a peripheral “add-on” to 
mainstream health policy; it is a cornerstone for achieving equitable, 
effective, and resilient health governance for tribal populations in India and 
across the Indo-Pacific.

While our evidence demonstrates clear benefits, responsible policy advocacy 
requires acknowledging implementation complexities. Realistic assessment 
prevents over-optimism and builds credibility with skeptical administrators.

Our mixed-methods data confirms these risks are manageable: 92 per cent 
of surveyed healers expressed willingness to collaborate if treated as equals, 
while PHC staff in pilot areas showed 68 per cent openness post-training.

CHALLENGES AND MITIGATION STRATEGIES FOR 
INTERCULTURAL INTEGRATION

Formal recognition risks transforming healers into low-paid extensions 
of the biomedical system without genuine authority. Communities fear 
their knowledge becoming “state property” without reciprocity.

Mitigation: Mandate 50 per cent Indigenous representation in all 
oversight committees. Implement veto rights for healers on protocols 
contradicting cultural protocols.

Not all vaidyas possess equal skill. Rare adverse events (e.g. herb-drug 
interactions) could undermine public confidence. 

Mitigation: Tiered certification (Level 1: basic referral; Level 2: herbal 
treatment; Level 3: complex cases) with mandatory refresher training. 
Establish community-based adverse event reporting linked to PHCs.

Doctors may view healers as unqualified competitors, while healers 
resist “Westernization” of their practices. 

Mitigation: “No-blame” joint learning platforms. Define clear scopes 
of practice: healers handle 80 per cent primary/common ailments; 
biomedicine manages emergencies/chronic diseases.

Incentives and training programs require sustained funding amidst 
competing health priorities. 

Mitigation: Phase implementation using existing ASHA/NRHM budgets 
initially, transitioning to dedicated “Intercultural Health Fund” (1% of 
tribal health allocation).

Formal systems risk accelerating loss of oral traditions through codification. 

Mitigation: Parallel “Living Knowledge Archives” maintained by youth 
apprentices under elder supervision, separate from TKDL.

1.

2.

3.

4.

5.

4.4
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The evidence is clear: the path to health equity for indigenous communities 
requires a fundamental restructuring of the relationship between formal 
public health systems and Indigenous Knowledge Systems (IKS). This is not a 
call for the replacement of biomedicine, but for the creation of a synergistic, 
intercultural model that leverages the strengths of both. It is important to 
recognize that Indigenous Knowledge Systems are inherently diverse and 
context-specific. The practices of the Baiga and Bhariya cannot be assumed 
to represent the health traditions of all Particularly Vulnerable Tribal Groups 
in India. Therefore, the integration model proposed in this paper should 
be understood as an adaptive policy framework rather than a uniform 
template. Replication in other tribal regions would require community-
specific ethnographic assessment, consultation with local healers, and 
respect for distinct cultural traditions before implementation.

Based on our rigorous analysis of the Baiga and Bhariya context—a case 
study with direct applicability across the Indo-Pacific—we propose the 
following actionable, multi-level policy recommendations for governments, 
health departments, and international bodies.

The most immediate and 
impactful step is to formally 
recognize traditional healers as 
legitimate and valuable healthcare 
providers. This moves beyond tacit 
acceptance to active integration, 
creating a structured pathway for 
collaboration.

State Tribal Welfare and Health 
Departments should establish a 
transparent process for registering 
traditional healers. This would not 
be a punitive licensing system 
but a voluntary certification that 
validates their role. The process, 
co-designed with community elders 
and healers’ associations, would 
involve documenting their lineage, 
areas of specialization (e.g., bone-
setting, herbalism, spiritual healing), 
and knowledge base. Registered 
healers would receive an official ID 
card, granting them recognition and 
facilitating their interaction with the 
formal health system.

5. POLICY RECOMMENDATIONS

5.1 ESTABLISH FORMAL 
RECOGNITION AND  
INTEGRATION 
FRAMEWORKS  
FOR TRADITIONAL HEALERS

ACTION 5.1.1 
CREATE A STATE-LEVEL REGISTRY 
AND CERTIFICATION PROCESS
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First line of care: 
Providing primary care for 
common ailments within their 
proven scope of practice.

Referral Agents: 
Identifying cases that require 
allopathic intervention (e.g., 
suspected TB, complicated 
pregnancies, severe dehydration) 
and facilitating referral to nearby 
Primary Health Centres (PHCs). 
This leverages their unparalleled 
trust to improve uptake of critical 
services.

Health Promotion: 
Collaborating with Accredited 
Social Health Activists (ASHAs) and 
Anganwadi workers to disseminate 
messages on sanitation, nutrition, 
and disease prevention in 
culturally resonant ways.

Registered healers should be 
formally integrated into the public 
health architecture as “Community 
Health Liaisons” or “Traditional Health 
Practitioners.” Their roles would 
include:

Integration represents pragmatic 
fiscal stewardship, leveraging 
existing community assets to 
achieve health gains at significantly 
lower cost than conventional 
infrastructure expansion. For a 
population of 10,000, the annual 
costs break down as follows: healer 
registration and certification requires 
approximately ₹12 lakh, comprising 
a one-time setup cost of ₹2 lakh 
plus ₹10 lakh for ongoing annual 
processes; comprehensive training 
programs for healers and health 
workers total ₹18 lakh, calculated 
at ₹5,000 per healer across 300 
participants plus faculty stipends; 
and performance-linked incentives 
for registered healers amount to 
₹30 lakh, based on a modest ₹1,000 
monthly honorarium for 250 active 
practitioners. The total annual 
investment thus amounts to ₹60 lakh 
per 10,000 population, or just ₹600 
per capita—a fraction of standard 
primary healthcare delivery costs.

These upfront investments generate 
substantial returns over a three-
year horizon. A projected 25 per 
cent reduction in non-emergency 
visits to overburdened Primary 
Health Centres would save ₹45 
lakh annually through decreased 
operational strain on facilities and 
staff. Simultaneously, improved 
adherence to immunization 
schedules and TB treatment 
protocols—facilitated by healers 
as trusted cultural brokers—would 
avert approximately 150 child 
deaths and 200 TB cases yearly, 
generating economic savings of 
₹90 lakh through avoided treatment 

To ensure sustainability, a modest 
honorarium or performance-
linked incentive could be provided, 
similar to the ASHA model. This 
acknowledges their contribution to 
public health goals and provides 
a dignified livelihood, encouraging 
knowledge transmission to the next 
generation.

ACTION 5.1.2 
INTEGRATE HEALERS AS COMMUNITY 
HEALTH LIAISONS

ECONOMIC RATIONALE

ACTION 5.1.3 
DEVELOP A SUSTAINABLE MODEL
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Integration is a two-way street that 
requires a shift in the mindset and 
skills of all actors. A comprehensive 
training strategy is essential to break 
down decades of mistrust and build 
a common language of care.

costs, productivity losses, and 
premature mortality. The net return 
on investment reaches 2.5 times the 
initial outlay, making intercultural 
integration not merely cost-effective 
but a high-yield public health 
strategy.

This fiscal logic becomes even more 
compelling when benchmarked 
against alternatives. Mobile medical 
units, frequently deployed in tribal 
areas, cost approximately ₹2 crore 
annually to serve an equivalent 
population, delivering only 3.3 times 
less cost efficiency than the healer 
integration model while creating 
no permanent local capacity. By 
contrast, formalizing existing vaidyas 
builds enduring infrastructure that 
operates 24/7 without dependence 
on external logistics or fuel supplies. 
These projections, adapted 
from Bang Report economic 
modeling and validated through 
our quantitative survey data, 
demonstrate that intercultural health 
integration transforms a policy 
challenge into an opportunity for 
multiplicative returns—achieving 
Sustainable Development Goal 
targets while strengthening fiscal 
resilience in resource-constrained 
tribal health systems.

The National Health Mission must 
develop and mandate “Cultural 
Safety and Competency” modules 
for all doctors, nurses, and 
paramedical staff working in tribal 
areas. Training should move beyond 
simplistic “sensitization” to equip 
workers with:

IMPLEMENT MANDATORY 	
INTERCULTURAL TRAINING 	
AND CAPACITY BUILDING

ACTION 5.2.1  
CULTURAL SAFETY TRAINING FOR 
FORMAL HEALTH WORKERS

A basic understanding of local 
cosmologies and health beliefs.

Skills for respectful cross-cultural 
communication, including the 
use of interpreters.

Knowledge of common 
traditional practices to identify 
potential interactions (e.g., herbs 
that may affect blood glucose) 
and engage in informed, non-
judgmental dialogue with 
patients.

Parallel training should be offered 
to registered traditional healers to 
build “Biomedical Literacy.” This is 
not to discredit their knowledge but 
to augment it. Modules could cover:

ACTION 5.2.2 
BIOMEDICAL LITERACY FOR 
TRADITIONAL HEALERS

Basic germ theory, sanitation, 
and the importance of 
immunization.

Recognition of “red flag” 
symptoms for diseases like TB, 
leprosy, and COVID-19.

Safe practices to prevent 
infection during procedures.

5.2
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District health administrations 
should initiate periodic “Grand 
Rounds” or knowledge-sharing 
workshops where healers and 
doctors present complex cases 
from their respective perspectives. 
This fosters mutual professional 
respect, demystifies each system, 
and can lead to innovative co-
treatment protocols, especially for 
chronic conditions.

Expand the scope of India’s TKDL 
to systematically document, with 
stringent access controls, the 
ethno-medical knowledge of 
PVTGs like the Baiga and Bhariya. 
Documentation must be based 
on the principle of Free, Prior, and 
Informed Consent (FPIC), clearly 
outlining the purpose and potential 
benefits.

State governments should create 
clear legal pathways under the 
framework of the Biodiversity Act, 
2002, to facilitate benefit-sharing. 
Any public or private entity seeking 
to research or commercialize a 
remedy must negotiate a legally 
binding ABS agreement with the 
community, represented by a 
democratically formed Biodiversity 
Management Committee (BMC). 
Benefits could include upfront 
payments, royalties, or community 
development funds.

Provide legal and technical support 
to communities to develop their 
own “Community Protocols”—
documents that outline their 
customs, laws, and procedures for 
engaging with external researchers 
and companies. This empowers 
them to be equal partners in any 
negotiation from the outset.

ACTION 5.2.3 
FOSTER CO-TREATMENT AND 
JOINT LEARNING SESSIONS

ACTION 5.3.1  
OPERATIONALIZE THE TRADITIONAL 
KNOWLEDGE DIGITAL LIBRARY (TKDL) 
FOR TRIBAL HEALTH

ACTION 5.3.2  
ENACT STRONGER ACCESS 
AND BENEFIT-SHARING (ABS) 
MECHANISMS

ACTION 5.3.3  
SUPPORT COMMUNITY-LED ETHICAL 
BIO-CULTURAL PROTOCOLSThe historical exploitation of 

indigenous knowledge demands 
a proactive, ethical, and legal 
response. Policies must ensure that 
communities maintain control over 
their intellectual heritage and benefit 
fairly from its use.

Sustainable integration requires 
shared decision-making power. 
Moving health governance closer to 
the community ensures that policies 
are relevant, responsive, and owned 
by the people they serve.

DEVELOP ROBUST  
PROTOCOLS FOR 
INTELLECTUAL PROPERTY  
AND KNOWLEDGE 
SOVEREIGNTY

PILOT AND SCALE 	
INTERCULTURAL HEALTH  
GOVERNANCE MODELS

5.3

5.4
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Revitalize the existing VHSC structure 
by mandating the inclusion of 
registered traditional healers 
and respected elders. These 
“Intercultural VHSCs” would be the 
primary forum for:

The Forest Department, in partnership 
with communities, should designate 
specific forest patches as “Medicinal 
Plant Conservation Areas,” managed 
jointly by healers and forest guards. 
Simultaneously, support should be 
provided for establishing village-
level “herbal sanctuaries” or home 
gardens for cultivating fast-depleting 
medicinal plants. This ensures a 
sustainable supply for healers, 
conserves biodiversity, and enhances 
food and health security.

Formalize the role of traditional 
healers as “Biodiversity Conservers” 
or “Climate Resilience Stewards.” Their 
profound knowledge of phenology 
(seasonal changes) and ecosystem 
health makes them invaluable 
sentinels for monitoring the impacts 
of climate change on local flora and 
fauna. This knowledge can inform 
both local adaptation strategies and 
national climate policy.

At the district level, a task force 
comprising senior health officials, 
representatives from healers’ 
networks, and leaders from tribal 
development departments should 
be established. This body would 
oversee the implementation 
of integrative policies, allocate 
resources for intercultural initiatives, 
and evaluate their impact on key 
health indicators.

ACTION 5.4.1 
ESTABLISH VILLAGE HEALTH 
SANCTUARIES AND COMMITTEES 
(VHSCS)

ACTION 5.5.1 
PROMOTE “MEDICINAL PLANT 
CONSERVATION AREAS” AND 
HERBAL GARDENS

ACTION 5.5.2 
RECOGNIZE HEALERS AS BIODIVERSITY 
AND CLIMATE STEWARDS

ACTION 5.4.2 
CREATE DISTRICT-LEVEL 
INTERCULTURAL HEALTH TASK 
FORCES

Co-designing the local annual 
health plan.

Monitoring the performance of 
both allopathic and traditional 
health services.

Resolving disputes and fostering 
dialogue between different 
health practitioners.

The health of the people and the 
health of the environment are 
inextricably linked. Policy must reflect 
this biocultural reality, creating win-
win scenarios for health, conservation, 
and climate resilience.

5.5 INTEGRATE INDIGENOUS 	
     HEALTH KNOWLEDGE WITH 	
     BIODIVERSITY AND CLIMATE 	
     POLICY
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Explicitly link these initiatives to international commitments, such as the UN 
Sustainable Development Goals (SDGs), the Paris Agreement, and the Post-
2020 Global Biodiversity Framework. Positioning tribal communities and their 
knowledge systems as central to achieving these goals can unlock new 
streams of international climate and conservation finance, which can be 
directed to support these integrative health-conservation models.

This 5-year roadmap aligns with NHM cycles, enabling adaptive scaling based 
on Phase 1 evidence.

ACTION 5.5.3 
ALIGN WITH GLOBAL FRAMEWORKS

TABLE 2 
IMPLEMENTATION ROADMAP: PHASED APPROACH

Source: Author(s)

PHASE 

Phase 1 
Foundation

Phase 2 
Scale-Up

Phase 3 
Sustainability

RESPONSIBLE 
AGENCY 

State Health and 
Tribal Welfare

District Task Forces.  
Budget

National Health 
Mission

BUDGET 
ALLOCATION

₹5 crore

₹15 crore

₹25 crore  
per year

TIMELINE 

Month  
1 - 12

Months  
13 - 36

Months  
37 - 60

KEY MILESTONES 

Setup healer registry, pilot training 
in five blocks, establish community 

consent protocols

Certify 80 per cent healers, establish 
50 intercultural Village Health 

Committees, complete Traditional 
Knowledge Digital Library entries

Full state coverage, evaluate 
outcomes, enact supportive 

legislation

MONITORING AND EVALUATION FRAMEWORK

Successful integration demands robust accountability mechanisms to 
ensure that health outcomes improve in measurable, equitable, and 
sustainable ways. To this end, we propose the development and adoption of 
an “Intercultural Health Index” (IHI) that systematically tracks progress across 
three interrelated domains: health outcomes, integration processes, and 
community ownership. This multifaceted index strategically weights each 
domain to reflect its importance, with health outcomes accounting for 40 per 
cent, the integration process for 30 per cent, and community ownership for 
the remaining 30 per cent.

Within the health outcomes domain, key indicators include under-five 
mortality reduction with a target of 20 per cent improvement over five years, 
tuberculosis case detection rate aiming for a 15 per cent increase, and 
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immunization coverage striving for 
a 25 per cent uplift. These metrics 
capture changes in critical health 
parameters affected by intercultural 
integration, providing evidence 
of tangible benefits in reducing 
preventable morbidity and mortality 
among tribal populations.

The integration process domain 
focuses on institutionalizing the 
collaboration between traditional 
healers and formal health systems. 
It targets achieving at least 80 per 
cent registration and incentivization 
of traditional healers, conducting 
a minimum of four joint training 
sessions per year in each health 
block, and ensuring that 90% of 
patient referrals from traditional 
healers to primary health centers 
are successfully completed. These 
process indicators measure the 
functionality, scale, and quality of 
intercultural linkages essential to 
embedding traditional knowledge 
sustainably within public health 
governance.

Finally, the community ownership 
domain assesses the extent to which 
indigenous communities remain 
active stewards of their health 
systems. 

Targets include achieving a healer 
satisfaction index exceeding 85 
per cent, enabling each healer to 
transmit knowledge to at least two 
apprentices to prevent erosion 
of traditional skills, and ensuring 
that Village Health and Sanitation 
Committee (VHSC) meetings 
take place monthly to maintain 
consistent community engagement. 
These indicators reinforce that 
sustainable integration depends on 
empowering communities as equal 
partners in health governance, not 
as passive recipients.

To guarantee transparency and 
impartial accountability, the 
proposed framework includes 
annual independent audits 
conducted by the National 
Commission for Scheduled Tribes. 
Results from these evaluations 
should be made publicly accessible 
through dynamic dashboards, 
enabling ongoing monitoring by 
policymakers, stakeholders, and 
the communities themselves. This 
approach ensures continuous 
feedback loops, fostering adaptive 
management and course correction 
to maximize health equity and 
system responsiveness.
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The Baiga and Bhariya case study 
reveals a scalable solution to India’s 
tribal health crisis: intercultural 
health integration anchored in 
the lived realities, epistemologies, 
and institutional aspirations of 
Indigenous communities. Drawing 
on evidence that more than 85 
percent of households rely on 
traditional medicine as a first 
line of care, and on documented 
efficacy against nationally identified 
priority conditions, the paper 
demonstrates that Indigenous 
systems are not relics, but vital, 
functioning healthcare infrastructure 
that already sustains some of the 
country’s most marginalized citizens. 
Far from existing at the margins of 
health governance, these practices 
constitute a parallel system that the 
state can no longer afford to ignore 
if it is serious about equity, resilience, 
and sustainability.

The argument advanced here 
is not one of romanticization of 
tradition, nor of uncritical rejection 
of biomedicine. Rather, it calls for 
a restructuring of relationships 
between systems of knowledge and 
practice that have been historically 
positioned as antagonistic. The 
Baiga and Bhariya experience 
shows that Indigenous healers 
act simultaneously as clinicians, 
counsellors, ecologists, and 
cultural leaders. When their roles 
are recognized, resourced, and 
respected, they can become 
powerful allies in advancing national 
goals on maternal and child health, 

infectious disease control, non-
communicable diseases, and mental 
health. Conversely, if their knowledge 
continues to be marginalized, 
biomedicine will remain a distrusted 
outsider in many PVTG regions, and 
the tribal health gap will persist as a 
predictable policy failure rather than 
an inevitable tragedy.

In light of this, the paper articulates 
a clear and time-bound agenda for 
action. We urge the Ministry of Health 
and Family Welfare, in partnership 
with the Ministry of Tribal Affairs and 
state governments, to:

CONCLUSION
A CALL FOR TRANSFORMATIVE ACTION

Convene a National Intercultural 
Health Task Force within six 
months, with at least 50 per cent 
representation from Indigenous 
healers, tribal leaders, and 
community-based practitioners 
from PVTG regions.

Launch Phase 1 pilots in selected 
blocks of Madhya Pradesh by 
the second quarter of 2026, 
explicitly centered on the Baiga 
and Bhariya communities, 
to test and refine models of 
healer registration, bidirectional 
training, and intercultural 
Village Health and Sanitation 
Committees.

Allocate a minimum of ₹50 
crore as seed funding in the 
2026–27 Union Budget to 
support these pilots, establish 
enabling legal frameworks, and 
invest in monitoring, evaluation, 
and community-led knowledge 
documentation.

1.

2.

3.
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The proposed annual investment of 
approximately ₹60 lakh per 10,000 
population for healer certification, 
training, and incentives is modest 
when placed against the staggering 
human and economic costs of 
preventable morbidity and mortality 
in tribal areas. Conservative 
projections suggest a 2.5 times 
return on this investment through 
reduced burden on overstretched 
public facilities, improved adherence 
to treatment and immunization 
schedules, and avoided productivity 
losses associated with illness and 
premature death. In fiscal terms, 
intercultural integration is not an 
additional burden on the exchequer; 
it is a rational reallocation of 
resources towards interventions 
that work because they are trusted, 
proximate, and culturally grounded.

Beyond the national frame, the Baiga 
and Bhariya model speaks directly to 
Indo-Pacific debates on Indigenous 
health sovereignty and decolonizing 
development. It offers a transferable 
blueprint in which formal recognition 
of traditional healers, bidirectional 
training between biomedical and 
Indigenous practitioners, and 
shared governance of health 
institutions combine to produce 
more legitimate, more effective, 
and more accountable systems. 
For countries grappling with similar 
legacies of marginalization, from 
Aotearoa New Zealand to Canada 
to Latin America, the principles 
distilled here can inform South–
South learning on how to move from 
rhetorical commitments to practical, 
institutional change.

At its core, this paper argues 
that the time for parallel, non-
communicating health systems 
has passed. Maintaining rigid 
boundaries between biomedicine 
and Indigenous Knowledge Systems 
is not neutral; it actively reproduces 
avoidable suffering and entrenches 
a hierarchy of knowledge that has 
long been challenged by both 
ethics and evidence. Integrated 
healthcare for Baiga, Bhariya, and 
other Indigenous communities is 
not an act of charity or cultural 
nostalgia. It is a matter of justice, 
because it recognizes historical 
wrongs and current exclusions; it 
is a matter of efficiency, because 
it leverages existing community 
assets for better outcomes at 
lower cost; and it is a matter of 
survival, because in a climate- 
and resource-constrained future, 
resilient, locally rooted health 
systems will be indispensable. The 
choice before policymakers is 
therefore stark but simple: continue 
to invest in a one-size-fits-all 
model that has repeatedly failed 
tribal communities, or embrace 
intercultural integration as a 
central pillar of a more just, plural, 
and sustainable health order for 
the Indo-Pacific. The proposed 
integration should therefore be 
implemented incrementally through 
pilot programs, ensuring that 
lessons from each context inform 
future expansion.
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